'*O

" # $% &
# 1 ) % " * &' *
!
+* * 111 * n
+* ! , , * *
0, %
* 1 * ( * % * | - ! *
* n % O
% n
% 0 * . noam o %_ nan %




Attitudes of Support Workers in Learning Disability Services towards Counselling Psychology

Abigail Louise Goss

Portfolio submitted in fulfilment of thérofessionaDoctorate in Counselling Psychology

City University }( London

Department of Psychology

Novenber 206



City, University of London
Northampton Square
London

EC1V OHB

United Kingdom

T +44 (0)20 7040 5060

THE FOLLOWING PARTS OF THIS THESIS HAVE BEEN REDACTED
FOR COPYRIGHT REASONS:
Section C : Publi shable Paper

Appendix 8: Guidelines for Authors for the European Journal of
Counselling Psychology

THE FOLLOWING PARTS OF THIS THESIS HAVE BEEN REDACTED
FOR DATA PROTECTION REASONS:

Section D: Client Study

Appendices 9 -12: Client Formulations and Therapy Plans

www.city.ac.uk Academic excellence for business and the professions



Table of Contents

ACKNOWIEAGEMENTS. ...t 12

D 1=Tod £=1 = 1 1[0 o PRSPPI 13
ADSIIACT ... 14
SeCtion A Preface. ... 15
1. PrefaCe. ... 16
1.1 Learning DisSabilities. .........oouuuuiiiii e 16
1.2 [ (U= 1 o TP 17
13 L070] 01 (=) TP UTTR PRSP 18
14 Content of the Portfolio...........oooeiiiiii e 19
14.1 RESEAICH. .. 19......
1.4.2 Publishable Paper.........ccoo o 19.....
1.4.3 Professional PracCtiCe..........ouuuiiiiiiiiiiciieie e 20....
Section B RESEAICN.......uuuiiii i 21
1. ADSEIACT. ... 22

2. Literature REVIEW........ooooiiiiiiiiieieeeee e 23
2.1 T oo 18 Tox 1 o] o 23
2.2 Chapter OULINE........ oo e e 24
2.3 JLIC=L 01T T0] o o S 24
2.4 Definition, SubClassification and Prevalence of Learning Disabilities......... 26
241 Definition of Learning Disabilities................uuueiiiiiiiiiiiiiiiiieeeeeeeeeeee e, 26..
24.2 Impairment in Intellectual FUNCLIONING............coooeeiiiii s 27.....
2.4.3 SubClassifications of Learning Disabilities.............cccccoccviiiiiiiiiiiiieiieeeeeee, 28.
244 Prevalence oLearning Disabilities.....................o oo 30..
2.5 Different Perspectives of Disability............cooooiiiiiiiii e, 30
251 Medical MOEL..........cooi e 31....
252 Psychological MOEL...........uuuuiiiiiiiiiieiiiiieee e 31....
253 SOCIAI MOGE......oi oo e e e 33.....
254 Bio-PsycheSocial MOUEL...........ccuuviiiiiiiiee e 34....
255 Applications of these MOdELS.............uuuuiiiiiiiiiii e, 35...
2.6 History of Learning DisSabilities............ccooooooiiie e 36
2.7 Health needs of People with Learning Disabilities...............cccccccvveeiiiieennnns 38
2.7.1 Physical Health..............cooo e 38.....
2.7.2 Mental Health and Psychological DiStress..........ccccoviviiiieeiiiiiiiiieee e 40.
2.7.3 Prevalene of Mental Health in People with Learning Disabilities.................41
2.7.4 Factors that affect Welbeing and Quality of Life........ccccccvvvviel, 42

2



2.7.5 Available Mental Health SerVICES ...t 44 ..

2.8 Counselling and People with Learning Disabilities...........ccccccceeveieeiiiiinnnnnnn. 46
28.1 Therapeutic DISAAIN. .......cooeiiiiiiiii e 46....
2.8.2 Research in Counselling and pleowith Learning Disabilities..............c.......... a7
2.8.2.1 Cognitive Behaviour TREerapy.........ccoeeeeeieeiii e 48...
2.8.2.2 Psychodynamic APProachi.........ccccvvveeiieeeeei s 49...
2.8.2.3 Other Therapeutic APProaches..........cccooee i 50...
29 Support Workers Views and AttitUdeS.........covvveiiiiiieee e 51
29.1 Attitudes towards Learning Disabilities and Mental Health.......................... 52
29.2 Attitudes towards Counselling and People with Learning Disabhilities.......... 54
2.10 Counselling Psychology and People with Learning Disabilities................... 56
211 The FOCUS Of the RESEHIC.........ooeeiiii i 57
2.12 ReSearch ODJECHVES.......ccoieeiiie e e e 58
3. \V/ISY 4 aToTe (o] (o o | 20 60
3.1 L@ 11 1 11 = 60
3.2 EpistemologiCal StaNCE.........ccoiviiiiiii e 60
3.3 [T o | o S 62
3.31 Mixed MethOAS. ... ... e e e e e e e e e e e 62.....
3.3.1.1 Methodology Selection..............ooviiieieiii i 62....
3.3.1.2 What are Mixed MethOdS?2..........coooiiiiiiiiiiiie e 63...
3.3.2 Quantitative MELhOAS.......cooiiiiiiiiieeecce e 64....
3.3.3 Qualitative Methods Thematic ANalYSIS............uuvviiiieiieiiiiiiieeiieieeeeeeeee e, 65.
3.4 PartiCIPANTS. ..o 66
341 RECTUITMENL ... ee e e e e e e e e e e aeaaaeead 67.....
3.5 RESEArCh MEASUIES......coi i 68
351 Questionnaire DeveloPMENL.........c.covviiiii e 68...
3.5.2 Measure Of ALHEUAES.......ooiii e 69....
353 VIGNEEE e 70......
354 QUESHIONNAITE PHESTING....... e 71...
3.6 L (0 ToT=To [N T TP 72
3.7 Data ANAIYSIS....ccvvieiiie e 74
3.7.1 Statistical ANAIYSIS ..o 14....
3.7.2 ThematiC ANAIYSIS. .......oiiiiiiii e 75.....
3.7.3 MiIXEA MELNOUS......ciiiieiii e 75.....
3.8 Ethical ConSiderationS..............uuvvviiiiiiiiiiiiiiiiiiiiiiiiieiieeiereieeeneeeeeesneeeeeeeeeeeee D
3.8.1 Consent and Confidentiality.............c.couiiiiiiiiiei e 16...
3.8.2 Ethical APProval...........ooo e 1.....
3.9 Ensuring Rigour within the Study..............eeeeeiiiiiiiiiiiiiis 78



3.9.1 Reliability and Validity................oooooi oo 78....

3.9.2 REFIEXIVITY. ..veeeeee et sinnnee e e e e Do
4. RESUIS ...t 81
4.1 o ol o =T o £ R 82
41.1 1T gL | =1 ] ] [PPSR 82.....
41.2 The Types of Services Participants worked.in............cccccooiviiiiiiiiiiiieeeeennn. 34
4.1.3 Experience of Supporting Counselling and People with Learning Disabiliti€?b
4.2 LI LY e [ P 85
42.1 StatistiCal ANAIYSIS.....coe oo aas 85....
4.2.2 Qualitative RESUIES.......cooeeeecee e e 87....
4221 First thoughts following reading the vignette..................ccccce i, 87

4222 What they would do if someone they support presented like the person in the
(A0 1= 11 PP RURUUPPUP PP 89......

4223 Likelihood of considering a referral or speaking to their lirmnager about a
referral for counselling for the character in the vignette............ccccevveeeeeeeen. 92

4224 How beneficial might the counselling be for the character in the vignette?..95

4.3 What affects the Likelihood of Support Workers Considering a Referral or
Speaking to their Line Manager about a Referral for Counselling for a Person
with a Learning Disability that they SUPPOrt?............uvvviiiiiiiiiiiiiiiiiiiiiiiinnd 99

4.3.1 ROIE. .. 99......

4.3.2 Previous Experience of Supporting Someone with a Learning Disability to Access
(Lo 11 1ST=1 11 T SN 101...

433 Attitude Scale Total SCOK.......coi i 102.

43.3.1 Prospects score from the Attitudes to Disability Scale.............cccvveeeeinnnnes 102

434 Staff's own Personal Experience of Counselling...........cccccceeiviiiiiiinneinnns 103

435 Mild Learning DiSability.............ccoouiiiiiimiiiieiiiiiiiee e 104..

4.4 Other Possible Factors that couldffact the Likelihood of Support Workers
Considering a Referral or Speaking to their Line Manager about a Referral for
Counselling for a Person with a Learning Disability that they Support?.....104

4.4.1 Lo U To7= 11T o OSSPSR 104....

4.4.2 The Number of Years of Experience Supporting People with Learning Disabilities
105

4.4.3 TYPE OF SEIVICE. ... 1086...

4.5 Likelihood of Considering a Referral or Speaking to their Line Manager about a
Referral for Someone from their Service for Counselling in the Future.....108

45.1 Explanations for the likelihood of referring someone for counselling in the future
.................................................................................................................... 108.....

4511 Very Unlikely and UnliKely............ooooiiiii it 108.

451.2 8]0 [=Tod o [=To [ PO OPPPPPPPTOOPPPPPPPPN 109...

4.5.1.3  LIKEIY. ..t e 110....

4514 VEIY LIKEIY. ...ttt 112...

4



4.5.2

4521
4522
45.2.3
4524
4525
4.6
4.6.1
4.6.2
4.6.3
4.6.4
4.7
4.7.1
4.7.2
4.7.3
4.7.4
4.8

4.9

5.1
5.2
5.2.1

5.2.2

5.2.3

5.3
531

5.3.2

5.4
5.4.1
54.2
543
55
5.6
5.7

Staff’'s Experience of Supporting Someone During the Time they had Counselling.

.................................................................................................................... 113.....
Positive and HelpfUl.............oooo e 113.
Lo Tt g = 1T o1 PSSR 113...
What the Therapeutic Space Offered............oooo oo 114
PractiCal SUPPOIL.......ovveiieeiieeeee e 114...
Challenges and Complexity of Working with People with Learning Disabilitiet
Barriers which Might Affect Access to Counselling.............ccceevvveiinneenen. 115
Barriers Related to Individual Factors.............ccocoiiiiiiiiiiiiiieeeeeeeeeeee 115
Barriers due to Staff..........cooiiiii e 116..
SErViCe LEVEI BAITIBIS ....ciii ittt 117..
MUIIPIE BAITIEIS...eeiieeiieiiiei et e e 118..
Other Opinions about Counselling for People with Learning Disabilities... 118
BeNETICIAL. .. ..o 118...
NEEUEA SEIVICE. ..cci ittt e 119...
Staff Need to be INVOIVEd...........ooviiiiii e 119.
Time to Build a Therapeutic Relationship.............cccccvvviviiiiiieeiieiiciiiceceee, 120
= 1T Lo 1 2SR 121
SUMMary Of RESUILS.......ooiiiii e 121
DISCUSSION......ciiiiiiieee ettt e e e e e e e 123
Chapter OULINE.......uei i e e e eeeaes 123
Summary of the Key Research Findings..........cccoooiiiiiii i 124
What are the Views of Support Workers of Counselling Psychology for People with
Learning DiSabiliI@S?..........uuuuiiiiiiiiiiiiieeeeee e 124
How Likely are Support Workers to Consider Referring or Speaking to their Line
Manager about Referring Someone they Support for Counselling?........... 127
What are the Factors that Might Affect Support Workers Considering a Referral for
Someone they Support for Counselling2..........ccooeeeiciiiiiiiiiiiieeeeeeeee, 128
Possible Explanations for the FINAiNgS............cccovvviiiiiiiiveie e, 129
Likelihood of Support Workers Considering a Referral or Speaking to their Line
Managerabout a Referral to Counselling...........covvvvviiiiiiiis 129
General Views of Support Workers about Counselling for People with Learning
DISADIITIES. ...t 133...
Identified Barriers by Support WOrKers...........cceeiiieeiiiiiiiiii e 134
Barriers Related to Individual FacCtorsS...........ccuvvviieiiiiiiiiiieee i 134
Barriers due to Staff..........oooiiiiii e 136..
SEIVICE LEVEI BAITIEES ... .uuuiiiiiiiiiiieiiiieeee ettt ettt e e e e e e e e e 137..
T a]o] o= 1o £ 139
Counselling Psychology and this Research............ccccvvvviiiiiiiciciiienn e, 141
Limitations of the StUAY..........ccoiiiiiiii e 142



5.8 Possible Future ReSearch..........ooooveeeeieee 144
5.9 Possible Ways to Improve Access to Counselling for People with Learning
DISADIITIES ..ttt 144
5.10 Final REflECHONS. .....ceeiie e 147
5.11 (0] o Tod 1113 (o ) o PP 148
6. REfEIrEeNCES ... ..o 149
Section C Publishable Paper.............ccccoiiiiiiiiiieee 167
1. FOrEWOId.... ..o 168
2. ADSIIACT. ... 169
2.1 02 Y0 ] (0 169
3. INEFOAUCTION. ... 170
3.1 What is an Intellectual Disability?............ccooiiiiiiiiiiieic e 170
3.2 Psychological Distress and People with Intellectual Disabilities................ 171
3.3 Counselling and Intédctual Disabilities.............ccovvvvviiiiiiiiiiiieee e 172
34 Support Workers Views and Attitudes on Counselling for People with Intellectual
DISADIITIES ...ttt 173
35 Counselling Psychology and Intellectual Disabilities..............cccccceeeieeeeee. 175
3.6 RESEAICN AIMS. .o eaeeeees 176
4. METNOM... .. e 177
4.1 TS (o | o S 177
4.2 PartiCIPANTS. .. ..uui e 177
4.3 QUESHIONNAITE. ....cvuiiceiiie e e e e et e e et e et eearanas 177
4.4 g (0T = T (U] 178
45 Ethical ConSIderations..............ouuueiiiiiei e 179
5. RESUIS... oo 180
5.1 Likelihood of Staff to Consider a Referral to Counselling...........ccccccceen..... 180
5.2 Factors that Affect the Liéddihood of Staff Considering a Referral................ 180
5.2.1 0] 1= SRS 180
522 Previous Experience of Supporting Someone with an Intellectual Disability to
ACCESS COUNSEIING.....eeeiiiiiiiiieii e 181..
5.2.3 Attitude Scale TOtal SCOKE....coiiiiiiiiiiiie e 181.
5.2.3.1 Prospects score from the Attitudes to Disability&cal...........cccvvvvvvvveveeeenee. 181
5.24 Mild Intellectual Disability................ooooiii i 182.
525 Lo U To3= 11 0] o WSS 182...
5.2.6 The Number of Years of Experience Supporting People with Intellecsadiilidies
.................................................................................................................... 182.....
5.2.7 TYPE Of SEIVICE. ... ettt 182...
5.3 Staff Experiences of Supporting Someone to Access Counselling............ 183

6



5.3.1 Positive and Helpful............coo oo 183..
5.3.2 L0 o Tt =] g = 1T 1 Y/ 183...
533 What the Therapeutic Space Offered............ueueeeiiiiiiiiiiiiiiiiieee e 184
534 PractiCal SUPPOIL......coo e 184...
5.3.5 Challenges and Complexity of Working with People with Intellectual Disalhibiies
5.4 Barriers which Might Affect Access to Counselling.............cccevvvveeieeeenne. 185
54.1 Barriers Related to Individual FacCtorsS...........ccuvvviiiiiiiiiiiiiiie i 185
5.4.2 Barriers due to Staff..........ooooiiiiii e 186..
5.4.3 SErIVICE LEVEI BAITIBES ... .uuiiiiiiiiiiiiieeiee ettt 186..
5.5 Summary of the RESUILS..........oooviiiiii e 187
6. DISCUSSION......ciiiiiiieee ettt e et e e e e e e e 188
6.1 Likelihood of Support Workers Considering a Referral to Counselling...... 188
6.2 Factors that Might Affect Support Workers Considering Counselling........ 188
6.3 The Views Gpport Workers of Counselling Psychology for People with
Intellectual DiSabilitieS. .........cooviiiiiiie e 189
6.3.1 Barriers Identified by Support Workers............ooooioiiiiiiiicieeeeee 189
6.3.2 INAIVIAUAI FACTOTS. ... 189..
6.3.3 SEAMf FACTIOIS....eii it 19Q...
6.3.4 ServiCe Level FaCtQIS.......coooiii et e e e e e e 190..
6.4 T a]o] o= 1o £ 191
6.5 LIMITALIONS ..ttt 192
6.6 Possible Future Research.........cccco 192
6.7 Strategies to Improve Access for People with Intellectualdbitities............. 193
7. CONCIUSION....coiiiiiiiiiiiiiie s 194
8. TabIES o 195
9. FIQUIES....ooiiii 196
10. REfEIENCES ... 197
Section D Clent StUAY..........uuiiii i 203
1. Introduction and the Start of Therapy.......cccccoovvevviiiiiinnnnnn. 204
11 INEFOAUCTION ... 204
1.2 Summary of Theoretical Orientation.................cieeeii i, 204
13 Counselling and People with Learning Disabilities.............cccccceeeiieeeerieenn. 205
14 The Context for the WOrK..........ooouuiiiii e 206
15 THE REEITAL.....uiiiiiiiii s 206
1.6 Convening the First SESSION..........ccovviiiiiiiiiii e 207
1.7 The Presenting Problemy.............coiiiiiiiiiiiee e 207
1.8 INitial ASSESSIMENL.....cciii i e e e e e e e 208



1.9 Negotiating a Contract and the Thapeutic AIMS............ooeeevvvviiiiiiiieeeeeeenns 209
1.10 FOrMUIALION......cooiiiiiiieiee e 210
2. The Development of the Therapy.........cccooooovviviiiiiiiiieieennn, 211
2.1 The Structure of the SESSIONS..........oooiviiiiiii e 211
2.2 The Therapeutid®lan and Main Techniques Used............cccccceivveeiiieiinnnnnnn. 212
2.3 Key Themes and the TherapeuticC ProCess..........ccovvvreiieeeiiiieiieeeeeeeiiiinnnn. 213
2.3.1 The TherapeutiC AllIaNCEe.........ocovviiieiiee e 213.
2.3.2 SEXUAI ADUSE. ... .t 214...
2.3.3 1Y o111 o TR 216....
2.4 Making Use of Supervision and Addressing Difficulties within the Wark...216
2.5 Changes in the Formulation and the Therapeutic Rlan.................cc.c..o..... 218
3. Evaluation of the Therapy and the Plans for the Future..... 220
3.1 Evaluation of the Work SO Far...........cccooooiii 220
3.2 Plan for FUTUre SESSIONS..........coiiiiiiiiiiiiiiiiieeeeeeeeeeeeeeeeeeeeee et 220
3.3 Liaison with Other Professionals................oiiiiiiiiiiiiiie e 221
34 What | Learnt about Psychotherapeutic Practice ahldeory?....................... 222
35 Learning from the Case about Myself as a Therapist...............cceevvvvvnnnnnn. 222
4, R E] (<1 (=] o1 224
DY o] 1= o [ Tod =T J PP 228



Tables

Table B21: Subelassifications of learning disability within the ICDD (WHO, 1992)........ 29
Table B22: Subelassifications of learning disability advocated by the British Psychological

Yoo 1= YA 22 000 TR 29
Table B41: The numbers of different people with learning disabilities who staff were aware
of in the service that they work in who had received counselling...............ccccccceeeieee. 85

Table B42: The number of participants who completed each condition of the vignette. 86

Table B43: The number of participants who selected each level of benefit they felt
counselling had for the people with learning disabilities they had supported to access
counselling and the mean likelifem of those staff to consider a referral in the future... 101

Table B44: The number of participants who selected each type of senaseheir main place
of work and the mean and standard deviations regarding the likelihood of those staff to

consider a referral in the FULUI............uuiiiii e 107
Table C&L: Distribution of participants DY role..............ccooiiiiiiiiiiiiii 195
Table C&: Participants primary place of employment................uvvvvvvviiiiiiiviiiiiiiiininnnens 195



Figures

Figure B4t: Chart showing the percentage of the different ethnic origins that participants
used to desCribDe thEMSEIVES...........oviiiiiiiiiiie e 82

Figure B42: Chart showing the breakdown of the different explanations of British tleos
participants who used British in their description of their ethnic origin.......................... 83

Figure B43: A graph showing the means of staff responses regarding the likelihood that they
would consider a referral to counselling or speak to their line manager about a referral
depending on the level of learning disability of the character in the vignette................. 86

Figure B4: The number of participants who mentioned that they would speak to the person
mentioned in the vignette compared to those who did not for the different levai§learning
disabilities (Mild, Moderate and SEVEIE)...........uuu i 90

Figure B45: The number of participants who choose each response to the question
regarding how likely they would be to consider referring or speaking to their line manager
about a referral for counselling for the character within the vignette............c......coo....... 93

Figure B46: The number of participants who choose each response to the question
regarding how beneficial they think counselling would be for the character within the
VIONEBIEE. ettt 96

Figure B47: A graph showing the means of staff responses regarding the likelihood that they
would consider a referral to counselling or speak to their line manager about a referral for a
person with a learning disability they support in the future depending on the staff member’s

Figure B4-8: A graph showing the average Prospects domain score on the Attitudes to
Disability Scale (Power et al, 2010) depending on the participants responses regarding the
likelihood that they would consider a referral to counselling or speak to their line mager
about a referral for a person with a learning disability they support in the future......... 103

Figure B49: A graph showing the avage likelihood of staff considering a referral for
counselling in the futuredepending on the participants responses regarding their highest
level of educational attaiNMENL............ooiiiiiiii e e e eeeees 105

Figure B410: A graph showing the average likelihood of staff considering a referral for
counselling in the future depending on the participants responses regarding the number of
years that they have worked with people with learning disabilities..............ccccceeveeeeee. 106

Figure B4t1: The number of participants who choose each response to the question
regardng how likely they would be to consider referring or speaking to their line manager

about a referral for counselling for someone in their service..........cccccoveeeiiieeeiieeiiinnnnn. 108
Figure B412: Summary of the main reSultS.............oviiiiii e, 122
Figure CAL.: Main findings from the statistical analysis and tigematic Analysis.......... 196
Figure D11 Mark’'s GENOGIAM......ccooiieiieeee e 209

10



Appendices

Appendix 1 -Email to all Staff...........coooriiiiii e 229
Appendix 2 -Advert on Organisation INtranet..............ccooviiiiiiiiiieeeiee e 230
Appendix 3 dndividualised Email..............oooiiiiiiiiii e 231
Appendix 4 -Questionnaire before Praesting............ccccovviieiiiiiiiiiiin e 232
Appendix 5 -Questionnaire on SUrVEYMONKEY.COML...........ccuuvvuiiiieeereieiiiiiieeeeeeeeeeninnns 233

Appendix 6 —Example of How Thema Analysis was Completed for the Question: How
would you describe your experience of supporting someone with a learning disability during

the time they had counSelliNg2............uueiiiiiii e 234
APPENIX 7 —ENICS FOIMI...ciiiiiiiiiiieiiee s 235
Appendix 8 -Guidelines for Authors for The European Journal of Counselling Psychd8gy
Appendix 9 -Consent Form for Client Study...........ccooooevviiiiiiiieeee e, 237
Appendix 10 —nitial Formuktion for Client Study............coovviiiiiiieeiiee e, 238

Appendix 11 -Summary of Techniques and Approaches from a Pluralistic Appraach.239
Appendix 12 ReformuUIAtION...........oooi i 240

11



Acknowledgements

Firstly, | would like to thank my supervisor, Dr Pavlos Filippopoulog]lfuis valuableadvice
and support with the researcth massivehank you to all my participants who took the time
to complete the questionnaire and provide their views on counselling for people with learning

disabilities as without their responses the research could not have been accomplished.

A special thank you to mgmployer for sponsoringly place on the Doctoratandallowingme

time to complete the placements. Without their financial support, | would not have had the
opportunity to complete this courseand for that | am eternally grateful. My line manager,
Hilary Rosen, has been such an emotional support and encouraged me when | have found all
my commitments difficult to balanceHer support has helped me to see the bigger picture

when | have felt lost.

Over the three years all of mglacementsupervisors have pwrided me with support and
contributedto my development on my journey to becomeaunsellingpsychologist. A special
thank you to Dr Arlene Vetergyho has been my clinical supervisor for a number of ydars
supporting me throughout my progressn this coursel very much value her advice and have

learnt an avful lot from her.

I would like to thank all my family and friends for their patience and understanding over the
past three years as | haygaced so much time and ergr into the Doctorate. A p#cular
thank youto Katy Burgess who helped me to proof read the portfotier skills as a teacher
were extremely helpful, but also the emotional support she provided and the messages of

encouragement werespeciallyappreciated.

Fnally, thebiggestthank you has to be to m husband, Sam Gossho has stood by my side
throughout my long journey to become @unselling psychologist. His love, support and
patience has meant so much and it is hard to express in words how much he has helped me
when things hae been difficult. | could not have done any of this without his emotional

support. Thank you.

12



Declaration

“l grant powers of discretion to the University Librarian to allow this thesis to be copied in
whole or in part without any further reference to m&his permission covers only single copies

made for study purposes, subject to the normal conditions of acknowledgment”

13



Abstract

The following portfolio seeks toview counselling psychology and people with learning
disabilities from a pluralistic standpainThe focus of the research is to understand the
attitudes of support workers towards counselling psycholagg this particulaclient group It
attempts to investigate through mixed methods the likelihood of support workers considering
a referral for canselling and the factors that affect this while understanding the views and
opinions of support staff. In additiothe portfolio includes a publishable paper based on this
research which focuses on the role of counselling psychology in improving aacess t
counselling for people with learning disabiliti€ésnally a case study presents therapeutic work

with someone who has a learning disability underpinned by a pluralistic framework.
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1. Preface

This portfolio represents a significant part of myijoey on theProfessional Doctoratén
Counselling Psychology. There are two key themes that run through the portéaimjig
disabilities and luralism. My decisions within this course have given me the opportunity to
engage within the complexity andulti-layered nature of what it means to be aunselling
psychologistwithin an ever changing and demanding modern world. | used the opportunities
within placements to experience working with many different people from different contexts
and parts of saety. My passion though lies within the field of learning disabilities and working
with a client group who are one of the most marginalised grouplso have struggled to have

their voices hear@Department of Health, 2009)

1.1 Learning Disabilities

Learningdisabilities or intellectual disabilitiedescribe a group of people who meet three core
criteria of significant impairment in intellectual functioning, significant impairment in adaptive
behaviour/social functioning and an age of onset that is before Itadad (British
Psychological Society, 2015). The terminology to describe this group has changed over time
and there still exists debates around which term is most appropriate to use rémain
respectful to the person but useful to professionals to démcthe differences and difficulties

that they have (British Psychological Society, 2015). Learning disabilities is the term that is
mainly used in the portfolio to identify this group of people however the term intellectual
disability has been used whenhwas felt to be appropriate due to the aim or audience of the

writing.

Althoughpeople who have a diagnosis of learning disability all share this underlying difficulty,
each person is of course unique and requires thinking about in that way. Howeves, dte
common themes and factors that many people who have this diagnosis share. The voice of the
collective is also more likely to be heard than the voice of the individual and this portfolio aims

to give some voice to both.

My interest in learning dabilities began before starting the Doctorate while completing a
Masters coursewhich specialisedn understanding, assessing and working with people with
learning disabilities. One area though that was relatively neglected in the Masiarsewas
working therapeutically with this client group. Through the Doctorate there was not only the
opportunity to work therapeutically with clients who have a diagnosis of a learning disability

but in addition complete research into counselling psychology for this client group.

16



1.2 Pluralism

Rescher (1993) describes pluralism as maatiat any significant questiocan be answered

in a variety of different ways with answers that can be in conflict with each other. It is a
philosophy that is closely aligned with postmodemd poststructuralist thinking and seeks to
find useful pragmatic answers to questions through embracing the complexity, multiplicity and
diversity of the world (Cooper & McLeod, 2011). Rescher (1993) asserts that everyone
understands thingbased on the personal experiences and because the world is complex and
imperfect then there will be a range of different experiences, which leads to a range of

possible perspectives and plausible answers to any question asked.
Kasket (2012) describes counsellisgghology as

“...a particularly honest, realistic, pluralistically orientated member of the family of applied
psychologies, in that it is willing to expand its horizons to accommodate a plurality of

viewpoints, a multitude of possibilities and an infinite variety of potential ‘trutfs.65).

The pluralistic nature otounseling psychologythat is described above by Kasket (2Q12)
means that there is the opportunity to explore the various dimensions of experience (Frost &
Nolas, 2011)finding what works for different people. Pluralism runs through this portfolio in
both the research in the form of mixed methods and through the client study using pluralism
as an integrative frameworkn order to provide psychologit therapy to an individual who

has learning disabilities. Frost and Nolas (2011) argue that pluralism is needed due to the
multi-dimensional experiences that people have. They talk about how our own actions,
thoughts and feelings interact with issues of power, identity, interpretation and malct
issues all at the same time. Thiswill argue is particularly relevant when thinking about

people with learning disabilities.

Pluralism creates its own tensions when trying to mix research methodssywshological
theories which have traditionallpeen seen as dichotomous and incompatible (Howe, 1988).
Psychological therapies and research have traditionally been made up of particular schools of
thought, which have lead to rivalry rather than respect (Cooper & McLeod, 2011). This can
make mixing cocepts, which have been viewed as polar opposites difficult as they can be
open to criticism for being unclear in direction and purpose. Pluralismitis infancy relative

to other paradigms needing more theory to underpin it (Goertzen, 2010) and continued
development and reflection througphilosophical debate (Johnson & Onwuegbuzie, 2004).
However as Cooper and McLeod (2011) point, @stychological theories are beginning to

move more in this direction as for many questions itasv more accepte that there are likely
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to be a multiplicity of factors such as with the nature/nurture debate and theMBiyche
Social Model (Engel, 1980). Rather than the need for one tpsychology is embracing the
need for a more complex, muliayered understandig of the world. In the current research,
pluralism and pragmatism offered a way to choose a paradigm that would best fit the research
aims which could lead to thoughts about action (Gelo, Braakmann & Benetka, 2008)wddd

make a difference to people with learning disabilities.

1.3 Context

Adults with learning disabilities represent a group of people who are seen as being at
increased vulnerability from abuse, have complex needs and yet have historically been
excluded from psychological therapies (Bend®93). Indeed there are still issues with people
with learning disabilities accessing appropriate services and there being available therapists
with the suitable training and experience to work with these clients (Jones, 2013b). Although
government policy gints towards inclusion anthe use of mainstream services (Department

of Health, 2001)the responsibility has remained on specialised services such as Community
Learning Disability Teams to meet the needs of this gr&aui@as & Holt, 2004 The current
agenda of evidence based practice (British Psychological Society (BPS),a2008pst
effectiveness means that specialised learning disability service’s criteria will become more
stringent and there will likely be more emphasis on access to mainstreances which

typically cost less.

| agree with the voices of those within our field that for too long learning disabilities has not
been considered enough aounselling psychologhpth in practice (Jones & Donati, 2009) and
research (Kasket & GRedriguez, 2011). While being well placadwork therapeutically with

this client group(Massie, 2004) due to thenderpinning philosophy and values, counselling
psychologyas a profession hagmaired relatively quietin the field The British Psychological
Sciety is attempting to push forward the agenda of counselling for people with learning
disabilities with its most recent collaborative report on psychological therapies and people
who have learning disabilities (Beail, 2015). The contribution though fromurselling

psychologyas a professioappears to be limited.
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1.4 Content of the Portfolio

1.4.1 Research

The research attempts to answer questions about the opinions of support workers on
counselling for people with learning disabilities. My decision to focus on support workers
rather than the views of people with learning disabilities is duesttdf beingin the unique
position to help aid the voices of those that they support to be heard. Through understanding
the views of support workers and the factors that affect their consideration of a referral or
speaking with their line manager about a possible mefeto counselling, it suggespossible
opportunities to improve acces$he terms support workers and support staff have been used
interchangeably within the research and refers to people whose paid employment is to
support people with learning disahiés within their daily lives. When referring to
consideration of a referral to counsellindpis also includes support workers speaking to their
line manager about a possible referrals depending on the level of responsibility that a

member of staff holdsthis will affect thepossibleaction.

The mixed methods design enabled a comprehensive view of not only the predictive variables
that might affect the likelihood of support workersonsidering a referral for counselling for
someone with a learningishability, but also how staff have previously experienced supporting
someone to access counselling, how staff view counselling for people with learning disabilities
and what they perceive as the possible barriers which can prevent access. Using theevignett
meant that staff could express what they might consider doamgl their reactionin a

particular situation when there is change in the behaviour of someone that they support.

1.4.2 Publishable Paper

The publishable paper based on the original research biuflslithe features of the study which

are particularly relevant foraunsellingpsychologist. The pluralistic methodology created a
view of the phenomena from different perspectives and created multiple ways of looking at
staff views in order to create aore detailed picture of their views and what might affect their
thinking. Through looking at how staff view counselling farge with learning disabilities and

the factors that affect the likelihood of staff considering a refeoralspeaking to their line
manager about a referrdbr counselling for this client grouft allows greater understanding

of how access might be improved. It explores hawrtsellingpsychologist might be able to

use the findings to improve access to psychological therapieghfuse with a learning
disability. It also considers the role of counselling psychology within the learning disability

field.
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1.4.3 Professional Practice

The client study reflects on a piece of therapeutic work completed with someone who has a
learning disability. An integrative approach to counselling using a pluralistic framework
(Cooper& McLeod, 2007) was used in working therapeutically with this client. The client study
discusses the complexity that needs to be taken into account when working with someone
who has both ordinary and extardinary needs. It sets out the adaptations that need to be
considered when entering into a therapeutic relationship with someone who has a learning
disability (Hurley et al, 1998). The therapeutic process and progress is reflected on as well as

my own learning and development.
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Section B- Research
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1. Abstract

Many people with learning disabilities rely on others including support workers to initiate and
negotiate their access to healthcare services including mental health (Kroese 2614l
Psychological therapies have historically been seen as not suitable for people with learning
disabilities (Bender, 1993) and although this is changing slowly there is still more to be done to
improve access for this client group (Beail, 20TBherefore support workers have a key role

in improving access to counselling foe people they supporiThe study waiterested in the

views and attitudes of support workers of counselling for people who have learning
disabilities.The study investigated #hlikelihood of support workers considering a referral for
counselling for someone that they support and the factors that affected. tRictors
considered included factors related to the person with learning disabilities (such as level of
learning disability) and characteristics and experiences of the support workers (such as
previous experience of supporting someone to access counsellib§)members of staff who
support people on a daily basis completed an online questionnaire. A mixed methods design
was used which included a vignette, Attitudes to Disability Scale (Power et al, 2010), closed
answer questions and opegnded questions. The data was analysed using various statistical
analysesand Thematic Analysi@Braun & Clarke, 20068p answer the rese&h aims. The
findings from the vignette indicated that although the level of learning disability (mild,
moderate or severe) did not influence the likelihood of consideration of a referral for
counselling,staff were more likely to speak to the person ffey had mild or moderate
learning disabilitiesCounselling was not the first consideration by staff and instead the GP
would be the initial source of support if there were behavioural changis. results of the
statistical analysis indicated that prev®experience, rolethe prospects aspect ddttitude,

level of education and type of service affected or westated to the likelihood of support
workers considering a referral for counselling. Thematic Analysis (Braun & Clarke, 2006)
indicates that suppa workers previous experiences have tended to be positive but that they
are also aware of multiple barriers that potentially prevent access. The results are discussed in
relation to the research literature, the possible implications for improving acaesshe role

that counsellingpsychologists can play.
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2. Literature Review

2.1 Introduction

The current provision for people with learning disabilities and mental health issues is being
closely examined. The scandal at Winterbourne View revealed on the BB®arman
programme (Kenyon, 2011) showed horrific abuse of vulnerableplpe with learning
disabilities,mental health conditions andhallenging behaviouwhich shocked the nation
(Transforming Care and Commissioning Steering Group (TCCSG), 2014). Altmough t
Department of Health (2012) investigated the scandal, laying out the lessons that had to be
learnt and what actions needed to occur to improve services and outcomes for this vulnerable
group of people, this was not enough to lead to dramatic change. As Bubb (TCCSG, 2014)

succinctly puts it:

"Over the past few years people with learning disabilities and/or autism have heard

much talk but seen too little actidn(p. 7)

This most recent situation reflects the latest mistreatment in a long history ofimistion.

Even in ancient Greecen Sparta, neworn babies would be considered by the elders of the
commonwealth and if it was felt that there was a disability, including learning disabilities, the
child would be thrown into the river or abandoned (Richards, Brady & Taylor, 2015). This
practice was also widespread in ancient Rome, although the decision there lay with the
parents rather than the state (Richards et al, 2015). This in effect was a primitive form of
eugenics which based on Darwinian thedmad the aim of improving the rate of desirable
characteristics through controlled breeding (MacKenzie, 1976). Eugenics has had a major
impact on the treatment of people with learning disabilities as disabilities were seen as an
undesirable characteristic that meant people with learnincabikities should be discouraged
from parenthood (MacKenzie, 1976 comparison to ancient history in Sparta and Rome, in
more recent history the implementation of eugenics has ranged from segregation, to
sterilisation (in late 19 and early 28 centuries), to the alleged state sanctioned killing of
people in Nazi Germany, to more modern methods of prevention, including prenatal screening

and abortion of potentially disabled foetuses (Hollander, 1989).

This is a group of people whom are vulnerable disddvantaged in modern day society and
as suchneed people to ensure that their voices are listened to, so that they are empowered to
live the full and varied lives that they wish to (Department of Health, 2001). Counselling
psychologist must play thei part asprofessionals that are called to advocate and support

people with learning disabilitieto have their own voiceln particular, to ensure thathose
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with mental health difficultiehaveaccess to services and treatments that are appropriate and
effective (TCCSG, 2014).

2.2 Chapter Outline

The chapter will provide a contextualisation for the present research and provide a rational for
the research aims. The literature has been systematically reviewed in order to explore what is
understood about counslkhg psychology and learning disabilitiesd in particular the area of

staff attitudes. Due to the mukidlimensional nature of learning disabilities the research that is
being reviewed has been drawn from the allied disciplines. It will clarify the cgpurry
concept of learning disabilities itself and identify the prevalence of this population. Each of the
explanatory models will be explored and the impact that these models have for the treatment
and education of people with learning disabilities. Téeent history of learning disabilities will

be considered due to the legacy that that this brings for people including deinstitutionalisation
(Ericsson & Mansell, 1996; Mansell, 2005), Normalisation and Social Role Valorisation

(Wolfensberger, 1983).

The health needs of people with learning disabilities will be identified, bothspal and
mental health before loding at the prevalence of thesd-actorsthat can affect psychological
well-being and the identification of mental health conditiongl also be exploredin addition

what is available in terms of mental health services for people with learning disabilities will be
discussed before looking specifically at psychological theragiediscussion wilthen be
introduced ofthe various counsellg interventions that have been used with péepwith

learning disabilities.

Staff views and attitudes towards learning disabilities, mental health and counselling for this
population will be exploredbefore lastly looking at the relationship between caetiing

psychology and people who have learning disabilities.

2.3 Terminology

As well as theananner that services, attitudes and values towards people with this particular
disability have changed, the terminology used has gtswe through an evolutionary pcess

of its own. Terms includingdiot’, ‘imbecilé, ‘moron’ and ‘feeble minded were later replaced

with ‘mental defective’and ‘mental deficiency (Richards et al, 2015). The termméntal
retardation was introduced in 1961 by the American Association on Mental Retardation and
was later assumed by the American Psychiatric Association, istDidagnostic and Statistical

Manual for Mental Disorders (DSM) (Harris, 2013).
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Internationally there has been a more recent move away ftomterm ‘mental retardation,

to use of the term ‘intellectual disability both in the recently published DSM (American
Psychiatric Association (APA), 2013) and US law (Harris, 2013). This is said to be due to the
pejorative nature of the term and because both professionals and advocacy groups have
begun to abandon its use (Harris, 2013). Schalock et al (2007) discuss the general international
move in research to using the term ‘intellectual disabilignd claims that thigeflects the
construct of disability having changed so that intellectual disability is considered less offensive

and is more in accordance with international terminology.

The UK in contrast had favoured the tefmental handicapbut the Department of Hdth
replaced this with ‘learning disabilitin the 1990s (Bouras & Jacobson, 2002). This term has
persisted and was used in the White Paper, Valuing People (Department of Health, 2001).
However it can cause confusion with the terms, ‘learning difficuliesl ‘specific learning
disabilities such as dyslexia, due to the different essence of the term for the rest of the world
(Bouras & Jacobson, 2002). The decision to use the term ‘learning disabditleis the
current study reflects the common usagethis term not only by the UK government but also

by UKadvocacy groups, services, local authorities and the NHS. This is the term that support

workerswould be most familiar with and so was felt to be the most appropriate term to use.

These changes inéhdescriptive words used to label this particular group illustrate the rapidly
changing attitudes and societal impact that this client group have. Interestingly these changes
have come from professionals who struggle to find a term to identify the diftaxghat can

be identified within this group in an appropriate but respectful way (British Psychological
Society, 2015)Using a label to describe the difference between groups fits more into the
medical model than psychological model whesyghologists wold prefer to use continuums

or descriptions rather than black and white diagnoses (BPS, 2015). The complex world though
that we live in requires gychologists to collaborate and work alongside different professionals
including medical professionals in aultidisciplinary way. This means that having a common
language is helpful and means that reasonable adjustments can be made to ensure services

are accessible.

However uncomfortable the use of these labels can make us feel, myself included, they can be
useful to range of people including the person themselves. Taking a pluralistic and pragmatic
standpoint means that although | adopt a relatively rtiagnostic approach towards the
clients (Cooper & McLeod, 2011) | work withwould be unethical thougko not acknowledge

the clear difficulties that this group of people face and find some term to be able to

communicate with others andn some cases the client themselves in order to have a shared
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understandingHowever, there needs to be awareness that thghuthe application of these
general labels professionals can fail to see the individualitd personality of the person.
These terms and others dominate our society to identify difference and provide access to
services. Holding both of these positions meahat although the current labels of ‘learning
disabilities’ (in the UK) and ‘intellectual disabilities’ (rest of the world) are flawed they are also
useful in many ways and represent the only common language available at the mdtient

likelythe terms used wiltontinue to evolve as societal and scientific understanding expands.

2.4 Definition, SubClassification and Prevalence of Learning Disabilities

2.4.1 Definition of Learning Disabilities

The current understanding of the concept of learning disabilities is grounded most firmly
within the construct of intelligence (Webb & Whitaker, 2012). The term does not refer to a
homogeneous group (British Psychological Society, 2000), althibughoften viewed as a
discrete entity rather tharthe extreme of a continoum, where the dividing line has been

arbitrarily placedoy opinion (Whitaker, 2008).

The internationally accepted definition of learning disability containee core criteria

including:

x Significant impairment in intellectual functioning,
X Significant impairment in adaptive behaviour/social functioning and

X An age of onset that is before adulthood.

This definition has not only been laid out by the diagnostic manuals including th&0ICD
(WHO, 1992) and the DSM(APA, 2013) but also by the British Psyatichl Society (BPS),
(2015) and the British Government (DOH, 2000he BPS (2015) sets out exactly how a
diagnosis of a learning disability should be assessed for each of the three core criteria.
Intellectual functioning is measured through the use of a general factor of intelligence that is
summarised as a number called the ‘intelligence quotient’ (IQ), which is considered the
standardised way to measure intellectual functioning in the general population (BPS, 2015).
Adaptive behaviour is measured through looking at how somebody functions in their day to
day lives and the level of independence they have in performing daily living activities in the
three domains of conceptual, social and practiskills(BPS, 2015). The age of onset before

adulthood meanghat there must be evidence of difficulties in intellectual functioning and

26



adaptive behaviour during the developmental period or prior to the age of 18 years (BPS,
2015).

The discussion below will focus on the intellectual functioning aspect of thecobeeia due

to adaptive behaviour being harder tobjectively measure. Although the BPS (2015)
recommend using assessments which are either, nmfarenced, criterion referenced or
composed of a skills checklist, these have been critidiseddaptive behavioudue to poor
concept definition, lacking predictive validity and being standardised on biased norms
(Davidson & Baker, 2010).

2.4.2 Impairment in Intellectual Functioning

What constitutes as significant impairment in intellectual functioning is generalgpset as

being an 1Q scorat least 2 standard deviations below the mean, about 69 or less (BPS, 2015).
IQ though does not tell the whole stqrwith the diagnostic manuals, ICI® and DSM
(WHO, 1992; APA, 2013), and the BPS (2015)ingdimat 1Q should not be the only defining
factor for diagnosing a learning disability. This reflects the complexity of interactions between
factors including biological, psychological, social #relcultural environment (BPS, 2000).
There is a drive towasdassessments which assess each indiviluaique needs and identify

what supports may be needed (BPS, 2015).

Indeed the Wechsler intelligence tes®Wechsler, 2010 which are some of the most
commonly used in the UkKontain error so that they are alib 95% accurate to within about

3-5 1Q points (Whitaker, 2004) and it has been argued that this error is greatiee lower

range of 1Q scores (Webb and Whitaker, 2012). This presents issues of how certain you can be
about someone’s IQ especially wheryhmay be near the cut off score of 69. This error is also
exacerbated by the Flynn effect (Flynn, 2007), where 1Q scores tend to rise in a population
over time, which means that scores need be corrected depending what test is taken and when.
However, whenWhitaker (2010) looked at 1Q subtests for Britdie found that the Flynn

effect may actually be reversing at the lower IQ ramdegch causes even more concern about

accuracy

In fact there are even disagreements about what intelligence actually is andbest to
measure it (Murphy, 1987). There is uncertainty about whether population IQ scores conform
exactly to a normal distribution as in practice there seems to be a ‘bump’ leading to a relative
overrepresentation of those scoring 1Q levels below BP$, 2015). Questions have been
raised whether the composition of thetandardisation groups is appropriate aaldo howwell

you can generalise results over time, environment, testers and tasks (Murphy, 1987).
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Some commentators have argued for alternatiefinitions and measures such as a functional
criterion approach (Leyin, 201,03uch as one based on how much support a person requires
(American Association on Intellectual and Developmental Disabilities,),2004ne that is
explicitly based on clinét judgement (Whitaker, 2008). There does feel like there is potential
within a functional criterion approach to address some of the inherent problems within the
intelligence tests and this seems more standardised than clinical judgement which can vary
widely between cliniciangwWhitaker, 2008) Theseoptions howeverdo not yet offer better
alternatives to intelligence tests and due to clinipahcticeand research requiring a way to
measure learning disabilities, the 1Q test is likely to continue to ked uss part of the

diagnostic proces@Viurphy, 1987).

| agree with Davidson and Baker (2010), who have argued that IQ tests currently offer the
greatest objectivity and impartialityTheyare alsoat reduced risk of the existing recognised
thresholds beingchanged due to political considerations such as budget constraints which
would likely impact on a system regarding the amounsabportrequired (Leyin, 2010). They

offer a standardised way to measure intellectual functioning across different aggoffer
another common language for professionals botttlimicalpractice and research. As long as
assessmentare completed and interpreted by trained gychologistswho understand and
recognise the measures limitations (BPS, 20&®#®n there is a sefulness that can emerge
through being able to identify someone’s strengths and weaknesses so that you can advise and

support people appropriately.

Although the permanency of the label of learning disability is questioned (BPS, 2000; Whitaker,
2004) due to it being a social constructievhere an arbitrary line was placed on the
continuum of intellectual functioning and adaptive behaviolirnonetheless is enshrined
within our social and legal systems and is often used to-geép serviceso that only those

with the diagnosis can access appropriate and specialised séBR& 2015). However hias

also enabled differentiation to occur so that people with autism who have average or higher 1Q
are not just pigeonholed into learning disability servicesdre provided with servicethat are

developed for their particular needs (DOH, 2001).

2.4.3 SubClassifications of Learning Disabilities

Learningdisability has been further sufivided by the diagnostic manuals, KI® andDSM5
(WHO, 1992; APA, 2013), into the sulassifications of mild, moderate, severe and profound.
Although the ICEL0 (WHO, 1992) explicitly says that these are arbitrary divisions of a
continuum that is complex and can't be defined with complete precision, they do allocate 1Q

ranges to eah subdivision (Table B2l), although this is likely to be dropped from the
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anticipated ICEL1 (BPS2015). The ICR0 also specifies the profiles of need whimay be
seen at each level (WHQ992). The DSM-(APA, 2013) uses these stlbssifications b

instead they are bsed upon adaptive functioning.

Table B21: Sukclassifications ofearningdisability within the ICB10 (WHO, 1992).

SubClassification of Learning Disability| 1Q Range
Mild 50-69
Moderate 3549
Severe 20-34
Profound <20

The BPS (2000) in comparison advocated the use of tweclagbifications; significant and
severe learning disabilities. This stlbssification has been maintained within the updated

guidance on assessment and diagnosis published by BPS in 2015.

Table B22: Subclassifications of learning disability advocated by theitish Psychological
Society (2000).

SubClassification of Learning Disability| IQ Range

Significant 55-69

Severe <55

As can be seen in Table-B2he 1Q ranges used to indicate cut offs for the-sldssifications

are different to those used in the 1€ID (WHO, 1992). Unfortunately this means that not only
are there two slightly different systems using the termvare, but that these have completely
different cutoffs which can lead to confusion in some contexts. However, most people tend to
use the international system of itd, moderate, severe and pofound, unfortunately though,

this is not always made explicit (Ley2910).

There are concerns that these international stléassifications cannot be assessed reliably
using the existing available measures of intelligence (Davidsdaker, 201Q)and that
especially below 50 it is possibly more guessing due to the tionigof the 1Q tests (Leyin,
2010). Davidson and Baker (2010) speak from personal experience of how important these
sub-classifications are to referrers requesting assessments and how exasperating and
unhelpful it can be to them for conclusions to betsatative. As previously discusseldagree

with them that the results of an IQ test as an element of a comprehensive formulation is
needed to inform and develop servicesd shouldn’just be dismissed because of some of its

limitations (Davidson & Baker, 2010).
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2.4.4 Prevalence of Learning Disabilities

Knowing how many people have a learning disability is important to be able to provide
necessary supports and services. It is difficult to know the exact numbers of people with a
learning disability as there iso definitive record (Emerson et al, 2011). The White Paper,
Valuing People (DOH, 2001) estimated that in the UK there are approximately 145,000 adults
with severe and profound learning disabilities and 25 per 1000 population or approximately
1.2 millionadults with mild/moderate learning disabilities. They anticipated that in particular
the prevalence of those with a severe/profound learning disability would increase each year
due to increased life expectancy, children surviving into adulthood whereutdypreviously

have not been expected, a sharp rise in school children being diagnosed with both autism and
learning disabilities and a greater prevalence of learning disabilities occurring in some ethnic

minority populations.

Emerson and Hatton (2004)sduss two different ways to measure prevalence; administrative
prevalence and true prevalence. Using learning disability registers and 2001 censubelata,
were able to calculate an administrative prevalence of 224,000 (0.46% of the population)
adults wth a learning disability in Britain. It must be noted that administrative prevalence’s do
tend to include more people with a severe or profound learning disability (Emerson & Hatton,
2004). Their true prevalence, which included an estimation of those not known to services,
was estimated to be approximately 985,000 (2% of the population) adults. A more recently
calculated true prevalence for England was estimated to be 900,000 adults with 191,000 of

those being known to learning disability services (Emeetai, 2011).

This means that there are a substantial number of adults with mainly a mild learning disability
who are not known to services. Whitaker (2004) discusses the issues regarding this hidden
population. It is not known whether everyone if testegbuld meet the 3 core criteria for a
learning disability diagnosis and while there would be advantages in that they may gain access
to servicesthere is also the stigma of the diagnosis to consider (Whitaker, 2004). It also raises
questions about whethethere are some people who would meet the criteria for a learning
disability but are actually coping in the community without the need of services or who may be
being excluded from services because of not having a diagnosis (Whitaker, 2004). There does
however seem to be consensus that the numbers of adults with learning disab#iipscially

those needing access to servicissrising.

2.5 Different Perspectives of Disability
There are various different perspectives or models on disability amubitsibleorigins. These

have different influences on how people with learning disabilities are impacted by services,
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policy and society. Llewellyn and Hogan (2000) describe a model as being a type of theory
which can help to generate hypotheses but is not considetreith as it is not based in
research driven data. It can aid explanation through presenting information in a systematic
and representative way. Most literature does not differentiate between learning disabilities
and disability in general so the modaléscussed are those in reference to disability but

specific references will be made to learning disabilities where possible.

2.5.1 Medical Model

The medical model has been seen as the dominant and most influential model of disability and
has had a powerful infence on research, intervention and societal views of learning
disabilities (Rioux, 1997). It originated from the disease model where it is seen that there is a
condition that requires some treatment or intervention (Llewellyn & Hogan, 2000). The
cognitiveor physical impairments that arise are the result of underlying conditions or disease
(Johnston, 1996). Indeedmedicine presents itself as the primary basis for diagnosing
disability, influencing treatments and guiding access to societal services apfitbgRioux,
1997).

The individual is seen as the aspect which needs to adapt and be flexible while society is
viewed as fixed and unchangeable, therefore reducing the disability to an individual pathology
(Llewellyn & Hogan, 2000). Rioux (1997) asskdisas the underlying condition itself is seen

as the main issue, that there is the overall societal aim of reducing its prevalence within the
general population and that the medical model places less importance on the role that society
plays in limitingpeople with learning disabilities. Goodley (2001) agrees with this position
claiming intellectual impairment itself remains a medical problem which is viewed as needing
to be either eradicated or rehabilitated. Although learning disabilities are treated as discrete
entities and as a medical condition by it being within the diagnostic manuals (Webb &
Whitaker, 2012), it is not strictly a medical condition although it has very strong links with the
medical tradition (Gillberg & Soderstrom, 2003). There rsectly no single pharmacological
intervention for the treatment of learning disabilities (Gillberg & Soderstrom, 2003) and so the

focus has remained on prevention with varying amounts of success (Alexander, 1998).

2.5.2 Psychological Model

The psychological nuel also views the disability as being routed within the person due to an
individual pathology, in contrast however, it aims to treat the functional incapacity through
strategies designed to enable people to reach their full potential (Rioux, 1997).hdebassaid

that psychology has played an unintentional role in the development of the negative view of
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disability as it has perpetuated the belief that a disability will have a negative impact not only
on the person but their family, community and widercggty (Supple, 2005). It helped to
create the concept of individual differences and with that the idea of norms and abnormality.

It linked the level of impairment with particular emotional and cognitive characteristics
(Supple, 2005). Indeed Rioux (1997) warns that using a purely psychological model runs the
risk of not taking into consideration enough of the environmental and situational factors as it
can focus too much on the deficits in intelligence. Howeitdras also led to many strategies

which hae transformed people’s lives through teaching, training and behaviour modification.

The psychological model has meant that many theories have been developed over time to
explain the emotional and behavioural responses to disability rather than just thinking about
the disability itself (Johnston, 1996). For instance, Johnston (1996) discygsies! Behaviour
Analysis, where disability is viewed as behaviour which means that disability is subject to the
same explanations as other behaviours. These can therefore benefit from interventions which

may be able to reduce the disability without a retion in the underlying impairment.

The psychological model also led to thgstemsAnalysisApproach (Bronfenbrenner, 1989)

and the Trasactional Model(Sameroff, 1991) The Systems Analysis Approach involves
examining the interactions between the pers@nd the different environments that they
interact with rather than objectively looking at behaviour in isolation (Llewellyn & Hogan,
2000).Application of this model means that assessments take into considerdt@gcultural
aspects of a person’s upbgimgand gather information in multiple environments and from
multiple people within the person’s life (Llewellyn & Hogan, 2000). An example of this in
practice would be a gychologist completing an assessment through interviewing the person,
their supportworkers, their parents and job coach as well completing observations in each of
these environments. The Transactional Model views disability as being created and
maintained by many interacting variables including both the environment and social
relationships (lewellyn & Hogan, 2000)t emphasises the impact that interactions have on
people where influence can be both positive and negative (Llewellyn & Hogan, 2000). Sameroff
(1991) provides the example of the temperament stylechild evoking particular responses
from the people they encounter and how this can enable a feedback loop, so that anxieties in a
mother could lead to difficulties in feeding and sleeping, which then mean that the child is
seen as having a difficult temperament and lead to the mother spending less time with the
child.

Howeverit is important to keep in mind howsgychology has created to some degree what is

known about behaviour and the mind, and when it has been applied to learning disabilities it

32



has meant that terms includinggyndrome$ and ‘mental impairments have been created

which have negative undertones (Goodley, 2001).

2.5.3 Social Model

The social model was created out of dissatisfaction with the medical model as people with
disabilities rejected the idea of being dedohas abnormal (Llewellyn & Hogan, 2000). It views
people with disabilities as having been oppressed by the societal views of what is considered
normal and places the collective responsibility for change onto society (Llewellyn & Hogan,
2000). Rioux (1998@grees with this position arguing that there is the need to fix society due to
disability being so inherent within the social structure. The social model places the explanation
of disability on the dynamic interactions that occur between an individual's impairment and

environmental disadvantages (Llewellyn & Hogan, 2000).

Rioux (1997) has proposed that there are two main approaches from a social model point of
view; the Environmental Approach (Landesmamwyer, 1981)and the Right®utcome
Approach (Roth, 1983).Rioux (1997)describes how the rivironmental Approach places
emphasis upon the interactions that occur between individuals and their immediate
environment. It places the failure noordinary environments to account for individual
differencesas to why some people are disabled by society. The R@fitsome Approach
focuses on the relationship of the individual with that of society at large and how it is
organised to create disability (Rioux, 1997). It focuses on justice being the required

intervention.

Several examples have been used to emphasise how particularly the concept of learning
disabilities is a socially constructed phenomenon. Goodey (2015) discusses how the term
learning disability has not been a historically stable concept which means tkat within

living memory the criteria used for admissions to institutions would have little resemblance to
the psychological assessments which are presently being used. Goodley (2001) argues that it
can be easier to apply a social model to those with a mild learning disability rather than severe
or profound learning disabilities. He uses three different ways of constructing disability which

can give examples and illustrate the social model of disability being seen in action.

The first is the administrativeonstruction where Goodley (2001) uses the example of how in
1973, the term ‘borderline retardation’ was removed from the American &isson on
Mental Deficiency’s Manual offminology, which meant that some people lost services over
night. Their difficulties were still present but the construction was not. The skden

institutional construction. king bereavement as the example, Goodley (2001) explores how it
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does not matter how the person with a learning disability reacts to bereavenidiy can &
diagnosed either with challenging behaviour or mental health problems. There also exists this
double bind that often families want to protect the person by not telling them about a death,
but then this can create further issues as the person will stilbtvare that something has
changed or that their loved one is not around anymore. Thirdly, Goodley (2001) describes the
relational construction, where unsociable behaviour is judged as being worse than if the same

behaviour was seen in the general popidatand is instead attributed to the person’s deficits.

It must be noted though that the more blatant forms of prejudice are slowly decreasing
through the use of governmental policy (Equality Act, 2010) but Deal (2007) suggests that they
are being replacetly more subtle forms of prejudice which can be equally as damagivegl

(2007) coined the term ‘aversive disablismo’ recognise how government law may be
modifying explicit behaviour but that prejudice attitudes may still remain. These attitudes may
not even be recognised as prejudice as the person may recognise that disablism is bad so may
not be antidisabled but instead may support behaviour or policy that excludes disabled
people (Deal, 2007) For instance aversive disablists may support people with learning
disabilities attending special schools as they are specifically set up to offer education to those
with learning disabilitiegather than mainstream schools being expected to make changes and

allowances to ensure children with learning disabilities can access appropriate education.

Goodley (2001) has questioned some of the assumptions that are made of the social model,
such as the way that it does not pay enough attention to the definitional link of disability to
the medical and psychologicdiscourse and has proclaimed that there needs to be a refocus
onto impairment through the resocialising of impairment. Further focusing on the social
model can lead to people’s collective identities being weakened and lost as the impairment is
at risk d being dismissed (Goodley, 2001). Critics also point out that the social model does not
give enough consideration to the personal and emotional aspects of disability which can lead

to internalised oppression (Watermeyer & Swartz, 2008).

2.5.4 Bio-PsycheSociaModel

The BiePsycheSocial Model was developed to overcome the innate difficulties and missing
dimensions which exist within each of the singular focussed models (Engel, 1980). Originally, it
was proposed by Engel (1980), who described it as being masadystemsApproach and
discussed its application within the medical field to encourage a holistic analysis to health and
treatment. It is an integrated model that when applied to disahilican explain how

impairment and environment influence psychgioal representations whichwould then
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influence behavioural intentions and the resultant behavioural expression which is interpreted

as disability (Johnston, 1996).

The utility of the model is felt to lie with the complexity that is apparent withgablility and

the many advocates of the model include the World Health Organisation (2002). Their interest
in the model is due to diagnosis alone not predicting service needs or outcomes and so a
model which can take into consideration the complexity ofabity at different levels is
required. Indeed BorrelCarrio, Suchman and Epstein (2004) argues that the model does not
only account for complexity but can help to account for causality although warns that
practitioners may need to consider Complexitijeory rather thansimplifying the causal

components througta multi-dimensional linear approach.

What is clear is the value of any of these models lies with how useful they are rather than
whether they are right or wrong (Engel, 1980Jhe biopsychesodal model offers one such

idea due to the current reality that there is no one single pharmacological, psychological,
societal or educational treatment available to cure learning disabilities (Gillberg & Soderstrom,
2003). In practice, through the use ofutti-disciplinary case formulation, it has shaped the
way learning disability services think and develop to meet the needs of people with learning
disabilities (Ingham, Clarke & James, 2008). It is common for services for people with learning
disabilitiesto be multidisciplinary in naturewhich means that there will be multiple peopbe
professionalsvorking with someone with a learning disability on many different aspects of
their life, whose approaches will be influenced by different models both historically and
currently. The support that a person who has a learning disability receives will be as a result of
the coexistence of these models and the relative influence that a particuladel has at a
particular time. This has principalbgen the case within learning disability services where the
expectations and values of support staff have had to change to reflect the changes in influence

of the various models (Bradsha&McGill, 2015)

2.5.5 Applications of these bdels

Indeed all the models described above have shaped learning disability services and been
applied in various ways. Starting from the diagnostic process, the standardised measures of
intelligence originated through the medical and psychological model (LlewelljHogan,

2000). But even witldiagnosis things are not clear cut, different services use the concept of
learning disability slightly differently (Davidson & Baker, 2010). For instance, although the NHS
utilises the diagnag manuals only, social services in comparison undertake their own fair
access to services assessment for eligibility for services and education services have

completely different legal definitions for special educational needs (Davidson & Baker, 2010).
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This can mean that someone who meets the criteria for one service may not meet it for

another.

Some services have followed the psychological model through the use ehetidnal
Approach(Johnston, 1996)This approach has very much influenced adult etiooahrough

the use of life skills training, job coaching and behavioural modification (Rioux, 1997). Coles
(2001) also investigated whether the social model was influencing direct support from care
staff. Although it was only a very small qualitative dstuof two people with learning
disabilities it did indicate some good examples of the application of a social model, to the

support of people with severe and profound learning disabilities (Coles, 2001).

There have also been calls for traditionally matlicdominated services such as mental health
to include consideration of the social model. Inde@dlliams and Heslop (2005) have argued
that the impact of the social model within learning disability serviceddthso improvements

such as improved us# alternative forms of communication such as easy reddch have not

yet reached services designed for people with both learning disabilities and mental health
problems. One thing is sure thougtiue to the dominance of a newonservative economic
agenda, the focus of research and services is of a practical nature, where the utilitheand

need forcost savings, overshadow the empowerment and advocacy movements (Rioux, 1997).

2.6 History of Learning Disabilities

Goodey (2015) discusses the importance ahfeaware of and understanding the history of
people with learning disabilities. The thinking, views and attitudes towards this group have
gone through their own particular development, which as Goodey (2015) asserts, means that
what we understand to be # concept of learning disabilities today is different to how it
would have been conceptualised in the past. Infanticide featured within the very early history
of Sparta and Rome which was later overtaken by religious sympathy, charity and education
(Scheeenberger, 1982). What is clear though is that these people were seen as different and
as the eugenics movement gained popularityey were seen as polluting the moral and
intellectual integrity of society. Eugenics was seen as acceptable due to its scientific foundation
based on Darwinian theory, it had the aim of improving the rate of desirable characteristics
through controlled breedingMacKenzie, 1976) and was felt to be morally and religiously

acceptable (Hollander, 1989).

This meant that the late 1B century and early 20th century was characterised by segregation
and sterilisation, although the latter was much more rarely used than the former (Hollander,

1989). Most institutions began as a more humane alternative to the workhouses but were
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distorted by the ideas of eugenics (Mansell & Emerson, 1996). Indeed, eugenics played a key
role in the development of psychological testing and psychometric theories which are so
dominant today (MacKenzie, 1976). It declined in popularity following the end ofdWwa I

and the allegations that approximately 400,000 people with mental handicap or mental

retardation had been selectively killed by the Nazi government (Hollander, 1989).

Deinstitutionalisation began at this time, although it was not until the seoiepublic scandals

in the 1960’s when it emerged that people were beindgrdhted, neglected and exposed to
squalid conditionsthat there was the drive to make it happen (Mansell & Emerson, 1996).
Around this same time the Normalisatid®rinciple was being developed by Njryehich he
explained as meaninghat the patterns of everyday life for people with learning disabilities
should bemade as similar as possible as the regular circumstances and ways of life in
mainstream society (Nirje, 19893)ater Social Role Valorisationwas developed as an extension
to the Normalisation Principle argbught to support people with learning disabilities to hold
socially valued roles such as an employee, husband or frigmidh would lead to changes in
perceptions of others of people with learning disabilities (Wolfensberger, 1888h. of these
principles played a influential theoretical role within deinstitutionalisation, shaping many

visions and designs of services for pleopith learning disabilities (Wolfensberger, 1983).

Even so, the move towards care in the community was a slow one and it was not until the
1980’s that deinstitutionalisation occurred on a larger scale (Mansell & Emerson, 1996). There
is some evidencehat these moves improved the quality of life for people with learning
disabilities as it improved the visibility of people and meant they were living in
accommodation that was smaller and more typicdl mainstream society(Felce, 1999).
Howeverit hasbeen acknowledged that the move alone did not solve all of the problems, with

it being common for people to still have limited opportunities for relationships, choices and

engagement (Felce, 1999).

It has been argued that the negative view of disability basn ingrained within our society

and now is part of ‘family eugenics’ (Hampton, 2005). Where the decision has instead moved
from the Doctor or State, to the prospective parents who often hold onto the view of ‘as long
as it's healthy’, often not fully edising that scans that they see as the opportunity to see their

baby is preventative medicine to identify potential disabilities (Hampton, 2005).

As was illustrated by the recent abuse at Winterbourne View (Kenyon, 2011) this group is still
very much atrisk of mistreatment and negative attitudes towards them. The undercover

footage shot as part of the Panorama investigation at the private hospital for people with
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learning disabilities, mental health problems and challenging behaviour showed hortifie ab
(Kenyon, 2011). This iiscluded patients being poked in the eye, hair being pulled, being left
outside in near zero temperatures and being restrained under chairs (Kenyon, 2011). Mencap
in their 2012 report, ‘out of sight’, highlighted the failingé the Care Quality Commission
inspections of Winterbourne View and other hospitals to discover the abuse and poor practice.
There have beeninvestigations andrecommendations made following the scandal
(Department of Health, 2012), but there are concerns that the reports will just join the other
reports that have come before and barely gather dust before another scandal is uncovered

(Mencap, 2012).

2.7 Health needs of People with Learning Disabilities

The World Health Organisation (1948) defines healthaastdte of complete physical, mental
and social welbeing, and not merely the absence of disease or infifnGity1) This focus on
the holistic wellbeing of a person rather than the separate component parts as a definition
has received much debate frooommentators and critics (Ustiin 8akob, 2005). In practice
and research the two have tended to be differentiated (British Medical Assmtja?i0l14).
Current opinion howeveis turning more towards there being a bidirectional relationshipd
research is beginning to support this (Kolappa, HendersdfisRore, 2013). The importance
of people with learning disabilities accessing appropriate services for both physical and mental
health has recently been discussed in a report by the British Medical Association, (20itth)
also highlighted the relatiofiigps that exist between physical and mental health, the issues of

diagnosis and barriers to accasgtreatments in comparison to the general population.

2.7.1 Physical Health

It has been well documented that people with learning disabilities have higher hesdifs to

the general population (Cooper, Melville & Morrison, 2004; Emerson & Baines, 2011; Hames &
Carlson, 2006) and often have physical disabilities thagxist with their learning disabilities
(Hollins & Sinason, 2000). However, in developed cagitihas been shown that there are
measurably poorer health outcomes for people who have learning disabilities compared to
people without a learning disability (Evans et al, 2012). These health inequalities, which often
begin at an early age, mean thagteople with learning disabilities have a shorter life
expectancy, although this is improving (Emerson & Baines, 2011), and have health needs that

are often unrecognised and unmet (Cooper et al, 2004; Melville et al, 2005).

Krahn, Hammond and Turner (2008scribe these health inequalities as a cascade of
disparities where many factors compound together. They suggest that these include genetics,

social circumstances, environment, poor access to preventative measures and medical
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services. Other barriers that have been identified focus on personal attributes such as
cognitive and communication difficulties (Lindsey, 2002), lack of knowledge and understanding
of medical issues (Sowney & Barr, 2004) and a lack of opportunities to make healthcare related
decisims (Ferguson, Jarrett & Terras, 2010). The knowledge, attitudes and negative
stereotypes held by professionals have also been implicated as a barrier (Lindsey, 2002). For
instance, Melville et al (2005), found that while only 8% of GP practice nurses had received
learning disability training, some 86% had some difficulties during appointments while working

with people with learning disabilities.

Some work has been done to improve communication and continuity of care, including the use
of hospital passportools which set out care plans and communication plans (Bell, 2012), but
there is call for more work to occur across traditional boundaries to improve practice (Heslop,
Marriott, Fleming, Houghton & Russ, 2012). One of the roles of the Community Learning
Disability Teams is to enable access to mainstream services where possible (Bouras & Holt,
2004). However, Hames and Carlson (2006) found that many GP surgeries lacked knowledge of
the role of these teams and were even confused about which professionaés wigrin the

team. This is concerning as GP’s are often the most frequently accessed healthcare
professionals for people with learning disabilities and often refer onto other services (Melville

et al, 2005).

Supportworkersrepresent both a support and a barrier to accessing health services as often
people with learning disabilities have to rely on them to negotiate their contact (Carlson,
Hames, English & Wills, 2004) and identify that there is a health issue in the first place (Krahn
et al, 2006). However this can mean that people with learning disabilities are not provided
with enough of an opportunity to make healthcare decisions for themselves especially as the

severity of the learning disability increases (Ferguson et al, 2010).

Finally administrative barriers have been identified including consent issues, familiarity of
procedures, staffenvironment and the flexibility of services (Lindsey, 2002). But as Sowney
and Barr (2004) point out, equity of access is not just about being ablitetodaa service but

also being able to benefit from it. Indeed it has been suggested that the health inequality gap
is likely to widen as current health needs are based on the general population and although
more research is needed, it seems that patterns and frequencies of illness are different for
people with learning disabilities (Cooper et al, 2004; Emerson & Baines, 2011). Policy, tools and
collaboration may help but surely working relationships that offer kindness, empathy and

respect have got to bedy (Bell, 2012).
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2.7.2 Mental Health and Psychological Distress

Historically, there were some who argued that people with learning disabilities were not
susceptible to mental health difficulties (Scheerenberger, 1982). While this view is no longer
considered tdbe accurate, there is much debate around the psychological distress experienced
and expressed by people with learning distibsi. The term ‘dual diagnosis' used to refer to

the coexistence of a learning disability and a mental health problem (Styrrhmdsay &
Didden, 2007). Unfortunately, much of the epidemiology of mental health problems in this
client group is not known and what research exists is based on biased samples and inadequate

methodology (Smiley, 2005).

There have been several arguments that people with learning disabilities are at greater risk of
experiencing psychological distrggsaton & Menolascino, 1982; Hollins & Sinason, 200103

first argument relates to the high incidence of impairment in the central nervous system and
the generally lower interpersonal coping skills (Eaton & Menolascino, 1982). In addition to this,
there is emerging evidence that certain genetic disorders are linked with certain psychiatric
diagnoses, for example, Down Syndrome is associated with increased incidence of Alzheimer’s

and affective disorders, while Fragile X is associated with anxiety (Matson & Sevin, 1994).

Psychodynamic thinking introduces the idea of there being psychic organising principles which
are shared by most people with learning disabilities which include diagnostic process, issues in
attachment, dependency, sexuality and mortality (Hollins & Sinason, 2000). It is well
acknowledged that as soon as the learning disability is diagndsemh have profound effects

on the family While dissatisfaction with the diagnostic procéssot inevitable (Cunningham,
Morgan & McGucken, 1984), it can be difficult for parents having to deal with the multiple
professionals that become involved (Todd & Jones, 2003) thadhigh levels of stress
(Emerson, Robertson & Wood, 2004). Parents often have to go through a grieving process for
the child that will never be and this can affect attachment (Hollins & Sinason, 2000). Indeed,
studies seem to suggest that attachments when people are diagnosé¢el egrily are more

likely to be insecure (Esterhuyzen & Hollins, 1997). This disruption to attachment is likely to
continue throughout life as the learning disability can be experienced as trauma which is re
enactedin the dynamicst various transition points as the emotional memory is triggered by

the current situation and emotional state.

Hollins and Sinason (2000) identify this loss, plus dependency, sexuality and mortality as
developmental issues that all people with learning disabilities will have to deal with. Often
each of these areas presents difficulties both for the person with learning disabilities and those

around them. For instance, people with learning disabilities may hear contradictory messages
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about their sexuality while being more likely éxperience sexual abuse and often have their
grief pathologised even though their understanding of concepts around mortality develop later

(Hollins & Sinason, 2000).

Maughan, Collishaw and Pickles (1999) looked at therejedirts of psychological distse by
people with mild learning disabilities and found that they were markedly elevated in
comparison to a group of people without learning disabilitiBailey and Andrews (2003)
however have argued that relying on selporting can be problematic, espatly as the
severity of the learning disability and communication difficulties increase. Bernal and Hollins
(1995) feel that the presence of a learning disability can alter how psychological distress is
expressed and that behavioural signs are more liteelye used for diagnostic purposes. This is
supported by Bailey and Andrews (2003) who looked specificatlyealiterature onanxiety

and learning disabilitieBnding that although it is wellecognisedlit can be difficult for people

with learning diabilities to meet all the criteria and the reliability is uncertain due to the
reliance on behavioural symptom@umella (2009) adds that people with learning disabilities

may not fully understand that their experience is not hormal.

Others have argued tugh that the emphasis on difference is not accurate, for instance,
Lovell (2007) looked at the distinctions between -saifiry, typically used in reference to
people with learning disabilities and sékrm which is typically used in reference to the
general population. When he compared the two concepts he found more evidence that they
are similar rather than differenand that the choice of behaviours exhibited could be due to
the restrictiveness of the disability and what the easiest, most accessiethonh is. Lovell
(2007) argued that selfiyjurious behaviour could be seen as rational in the context of the

person’s life.

2.7.3 Prevalence of Mental Health in People with Learning Disabilities

This raises questions regarding the possible prevalence of mestdthhin the learning
disability population and the calculation of this. Similarly to the calculations of prevalence of
learning disabilities there is much variance in the literature. Cooper et al (2007) reported that
previous studies had ranged from 7% do unbelievable 97% while Whitaker and Read’'s
(2006) review, which covered studies published between 1979 and 2003, reported a range of
3.9%54.3%. Interpreting these is very difficult though as there can be much variance
depending on the diagnostic criia used and what is included as mental health diagnoses
(Cooper et al, 2007). Other issues that Cooper et al (208Frted with these studies
included biased sampling, lack of information regarding methodology, small cohort sizes and

combining the rates for children and adults. Indeed, most clinicians rely on identifying signs
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through observation and third party reps rather than selfeported symptoms due to the
poor communication skills associated with having a learning disability (Woodward & Halls

2009).

Even in the more recent studies that have tried to take into account some of these issues large
ranges are reported. Cooper et al (2007) reported point prevalence of 15.7% (using DSM 4),
16.6% (using the IGDD, WHO, 1996), 35.2% (using-II; Royal College of Psychiatrists, 2001)
and 40.9% (using Clinical diagnosis). There is also the issue about whethenpbetiaviour

and Autistic Spectrum Disorder is included as they are the most prevalent diagnoses and
excluding them means that the prevatmrange drops to 13.992.4% (Cooper et al, 2007).
Bailey (2007) looked specifically at the prevalence of mental health for people with severe and
profound learning disabilitiedinding a range of 13.2%l.2%,again it depended on the
diagnostic criteria and problem behaviour was the most comuiiagnosis Indeed, Cooper et

al (2009), report a point prevalence of 9.8% for aggressive behaviour alone.

Most of theresearch regarding prevalence seems to conclude that mental health is more
prevalent in the learning disability population than the general population and when
compared to the Department of Health's (2003) figuf 16% this appears to be true. But the
picture is very complicated and some believe that these may even be underestimations, for
instance there is evidence that diagnostic overshadowing occurs amogmgshalogists and
psychiatrists(Mason & Scior, 2004 Diagnostic overshadowing is a phenomenahere
professionalsare more likely to attribute a person’s difficultiesd symptomso the learning
disability or environmental factorgather thanreasonablyconsideringan underlying mental
health issueas causing the changes in behavio(i"ason & Scior, 2004). Also the studies
mentioned above did not include the ‘hidden learning disability populat{@ooper et al,
2007). Whitaker and Read (2006) nonetheldssl that there is not enough convincing
evidenceto say for sure that there is a greater prevalence of mental health in the learning

disability population in comparison to the general population.

2.7.4 Factors that affect \Wl-being and Qality of life

Although there are issues with the research that has investigated the epidemiology of mental
health problems for people with learning disabilities, the research into behavioural
phenotypes is promising (Smiley, 2005). There are also some other factors that can be
tentatively proposed as being potentially influential. The effect of the environment has been
identified as a key factor in the mental health of the general population with factors including
institutional rearing, neglect, rejection, social exclusion, attachment and personal experiences

being implicated (Rutter, 2005). Cumella (2009) feels that the factors that are typically
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associated with mental health for the general population are similar for people with learning
disabilities including social isolation, poverty and membership of a disadvantadpmit et
minority. In fact, the government white paper, Valuing People Now (Department of Health,
2009) suggests the people with learning disabilities represent the most excluded group in
society. The negative social stigma that is attached to this groupagfi@eneans that they can
experience limited opportunities in areas such as employment (Handley et al, 2012) and this
being onrgoing can result by impacting on seifaluationsand judgements (Dagnan W/ aring,

2004).

Lindsay (2000) actually postulates tipgtople with learning disabilities are often brought up in
much more protected environments and that they may not have had the same opportunities
to develop coping skills to deal with their emotions and diffisaitial situations. Maughan et

al (1999) fomd that childhood social disadvantage and early adversity could account for
between 20%30% of variance when comparing mental health in people with mild learning
disabilities and a notearning disability population. They also tend to experience frequent
occasions of failure which can impact on their locus of control and create learned helplessness
(Jahoda et al, 2006). This is likely to have an impact when for many people with learning
disabilities their living environments are podioth socially and matally, and potential

stressors are high (Maughan et al ,1999).

The picture is complicated and contradictdhough, as illustrated by the cohort studiesn

mild learning disabilities and affective disorders completed by Richards et al (2001) and
Collishaw et al (2004). Richards et al's (2001) data seemed to illustrate that although there was
an increased risk of having an affective disorder, this could not be accounted for by social
disadvantage, material disadvantage or physical health but for Collishaw et al's (2004) data
those aspects seemed to contribute strongly to the increased risk. This theme is common;
while one study mentions that mental health fnlems were associated with recent life events
and rot having employment (Rei@miley& Cooper,2011) another agrees with the life events

but discounts the employment and introduces other elements sudhasype of support and

incontinence (Cooper et ,a2007).

All this shows that there is much complexity in regards to why people with learning disabilities
experience mental health problemd$ut the above mentioned studies can give some
suggestion as to what may be helpful to both treat and prevent mergalth problems from

developing.
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2.7.5 Available Mental Health Services

Unfortunately intervention for peple with learning disabilitiesnly tends to happen once the
conditions are well established and more resistant to change (Allen et al, . Z8E3) when
services are accessed it is unlikedybe the full range (Prout &trohmer 1998). Allen et al
(2013) have argued for more primary and secondéyel interventions through the
improvement ofdevelopmental environments and research so that people at cak be

screened and identified earlier.

The two main treatments for mental health problems in people with learning disabilities are
psychopharmacology anBositive BehaviourQupport (Allen et al, 2013). There are particular
concerns about prescribing in this population particularly in relation to syehotic
medication (Clarke, 1997). The number of people with learning disabilities who are prescribed
anti-psychotics far outweighs the numbers who have been diagnosed with psychosis (Crossley
& Withers, D09). They unfortunately seem to be used as a last resort when all other
medication or other options have been exhausted (Clarke, 1997). However, as Crossley and
Withers (2009) study illustrated, people with learning disabilities are often put on this
medication for a prolonged period without much knowledge as to why and comply to taking it
even though these medications have been found in the general population to haveftedes

that can be difficult to cope with.

PositiveBehaviourSupport in contrast akes a more y&stemicApproach by looking to change

the systems in which the person lives that maintain the behaviours (Allen et al, 2013). Lindsey
(2000) argues that the most effective services for people with learning disabilities take a multi-
disciplinary approach that includes social, psychological and psychiatric knowledge and skills.
However those with a dual diagnosis often fall through the gaps of services (Ddtroét,

1993) as they fail to meet the criteria for mainstream learning disability ainstream mental

health servicesl{ndsey, 2000). There is a government rhettoizards people with learning
disabilities accessing general mental health services (Cumella, 200%his is supposed to be
enabled where ever possible through specialised services such as Comrbeaibhing

DisabilityTeams (Bouras &olt, 2004).

The debate about whether people with learning disabilities should have specialised services or
should access mainstrearservices continues (Simpson, 1997). It centres on whether
mainstream services can provide the special expertise that is required by this population
(Bouras& Holt, 2004). Indeedomespecialised services have been positively evaluated such as
an inpatient unit (TrowerTreadwell & Bhaumik1998) and a Communitiearning Disability

Psychologyleam (Jackson, 2009).
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Conversely, advocates of the use of mainstream services (Dagnan, 2007) argue that it can

reduce stigmatisation, labelling and negative professiondiuates (Bouas& Holt, 2004).

There are issues with people with learning disabilities accessing mainstream services though.
Although there are similarities in regards to need compared to the general population, there
are also differences. These include communication issues, the presentation of mental illness
and the environment needed (Cumella, 2009). Indeed Leyin (2011) looks at Improving Access
to Psychological Therapies (IARErvices in respect to people with learning disabilities. He
acknowledges that there isonreliable evidence about how well IAPT is working for people
with learning disabilitiesbut that it should be able to effectively support people with mild
learning disabilities. He also identifies many barriers including people with learning disabilities
not necessarily being able to refer themselves, diagnostic overshadowing, practitioners not
having enough knowledge or confidence and commissioners not understanding the needs of

people with learning disabilities.

One thing does seem to be evident thoygthether it is mainstream or specialist servicas

small number of users can take up a large amount of resources. Spiller et al (2007) looked
specifically at schizophrenia and found that a small proportion of people with learning
disabilities were consuing almost half of the service resourcesoviier at al (1998) found that

in a 12 bedded unit4 beds were occupied for over a year. Cumella (2009) agrees with this
issue saying that often effectiveness of specialist services is compromised-bjobkithgdue

to the lack of suitable long term placements for people with dual diagnosis.

Different approaches to mental health services for people with learning disabilities have been
considered including a eRovery Approach (Handley et al, 2012and a HumanRidts
Approach (Evans et al, 2012). The Recovery Approach applied to people with learning
disabilities has led to use of person centred plannibgit there are difficulties in
understandingexactlywhat recovery might meafor this client group (Handley et al, 2012).
The Human Rights Approach has recognised the division between learning disability and
mental health servicesand there havebeen calls for improvement in policy, access,
collaboration and training (Evans et al, 2012). These do present additiao@rs for

consideration but do not solve the issues within the current systems.

Any treatment for people who have learning disabilities and mental health problems is likely to
need to consider the bipsychesocial model and intervene at multiple leselTreating the
symptoms of mental health without addressing the underlying factors that affectheéllg

and quality of life or possible undetected physical healstués will not lead to good health
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outcomes and is likely to mean relapse. There are @htes within the British Medical
Association (2014) of working in this way but there are still many barriers that will need to be

overcome in order for these ids to come to fruition.
2.8 Counselling and People with Learning Disabilities

2.8.1 Therapeutic Disdain

One aspect of mental health treatment that has always been severely lacking for people with
learning disabilities is psychotherapy. Bender (1993) uses the term therapeutic disdain to
describe the barriers at multiple levels which have prevented the dewedémt and access of
psychotherapy for people with learning disabiliti@ender (1993) discusses barriers that he
saw as being institutionalised within the profession syghologyand included the attitudes of

influential people, the lack of research athak lack of curiosity to work with this client group.

For a long time there was a prevailing myth that people with learning disabilities couldn’t
experience the full range of mental health problems (Sovner & Hurley, 1983). This was not
helped by prominenfigures in the therapeutic world including SigmurAcud(1953)and Carl
Rogerq1957)either discounting or not considering this group in their thinking (Bender, 1993).
There ha thoughbeen some advocates of therapy for people with learning disabibtigaing

that they both can experience the full range of psychological distress and that they should be

considered for all potential treatments (Sovner & Hurley, 1983; Sinason, 1992).

Bender (1993) proposes that there has been widespread historical thatapdisdain towards

this group, while O’Driscoll (2009) has added that there have been many lost opportunities to
move forward and promote thedychodynamid@pproach for people with learning disabilities.

The reasons for this disdain have prompted atpm of explanation with factors being
implicated including professional boundaries (Prout & Strohmer, 1998), diagnostic
overshadowing (Hollins & Sinason, 2000) and a lack of appropriate courses and training
(O'Driscoll, 2009).

There is also the expertisnd willingness of individual therapistsho feel able to work with

this client groupto consider. Hollins (2000) emphasises the ability in the therapist to be able
to recognise the importance of the nererbal behaviour in expressing distress or illnass
they often have few defences to protect them from disclosing their real feelings. Indeed
O’Driscoll (2009) feels that often therapists struggle to process the disability transfeaiadce
countertransference where the feelings of learned helplessn&shire and stigmanffect the
therapeutic relationshipAs Bender (1993) say$he giving of this intimacy is more difficult,

aversive and more energy consuming when that person is seen as unattrafgivél)In
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addition, Brown (2013) proposes that people with learning disabilities not only present with
ordinary needs, but also that these interact with extnalinary needs. However, they are
often offered less skilled support due to professionals finding it difficult &y stith these

people who struggle to articulate emotions and are seen as harder to reach.

2.8.2 Research in Counselling and People with Learning Disabilities

In comparison to research with the general population there is only a small amount of
research into couselling for people who have learning disabilities (Dagnan, 2007). It is
generally felt that inferences can probably be made from research regarding the general
population to borderline or mild learning disabilitidaut it is likely to be less relevant fitrose

with moderate or severe learning disabilitietere verbalcommunicationdifficulties are more

likely (Bhaumik, Gangadharan, Hiremath & Russell, 2011). What research has been completed

has focused on borderline and mild learning disabilities (Ma2007).

Hurley, Tomasulo and Pfadt (1998) identified 9 adaptations that they felt were required when
working therapeutically with people with learning disabilities. These included simplification,
use of language, activities, taking into consideration the developmental level, directive
methods, flexibility in method, the involvement of carers, the use of the transference and
countertransference and disability/rehabilitation approaches. When Whitehouse, Tudway,
Look and Stenfert Kroese (2006) reviewed tlsearch inPsychodynamic andCognitive
BehaviouralApproach for use of thesahey found that all were given consideration although

as expected the emphasis of the importance of each variable was differeativapproach.

Randomised Controlled Trials (RGre considered to be the gold standard when completing
outcome studies but there are very few of these for counselling and people with learning
disabilities (Beail, 2010). Most research tends to have small sample sizes, poor design and
often lack contrbgroups (Bhaumik et al, 2011). Beail (2010) explains that there is currently an
emerging practice based evidence base that is being developed and that this creates a tension
for researchers who must balance scientific rigour with external validity. Tdreralso ethical

issues to consider with research and people with learning disabilities due to mental capacity
and consent (Bhaumik et al, 2011). There seems to be the dilemma that without robust
research there is a lack of confidence of using counsellisga treatment optionbut that

without therapists working in this way there is unlikely to be an evidence base that develops.

Mason (2007) examined the factors that afféoe available provision of counselling for people
with learning disabilities and found that there were three main factors. These were the

perceived competence of clinicians, the level of learning disability and the influence of
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diagnostic overshadowing. Knowledge and expertise on learning disabilities is not just needed
though for thoe who decide to specialise in learning disabilities. Bihm and Leonard (1992)
surveyedgeneralmental health counsellors and found that 87% had worked with people with
learning disabilities. Mason (2007) identifies thaie of the major challenges is notsju
providing counselling but identifying suitable people. This is very true for research where
studies need large homogeneous samples using manualised approaches and outcome
measures which are very difficult to achieve in this client group (Beail, 2048gafRh that

does exist has centred on CognitBehaviourTherapy (CBT)and Psychodynamidpproaches

but more recently other models are beginning to be explored with this client group.

2.8.2.1 Cognitive Behaviour Therapy

Applied Behaviour Analysisshich has devéoped into Positive Behaviour Support (Nagel &
Leiper, 1999)has always been popular with professionals working with people with learning
disabilities due to its ease of adaptation for all levels of disability (Bhaumik et al, 2011). Even
relaxation training has been shown objectively through physiological changes and postural
variables to be of benefit to people with profound and multiple learning disabilities (Hegarty &
Last, 1997). It has nonethelelssen acknowledged that it doesn’t take into accounbeagh of

the emotional context and intrapersonal experience (Bhaumik et al, 2011). Although Sturmey
(2006) feels that pplied Behaviour Analysis is often misrepresentedrguing that through

various interventions it can address the emotional side.

Interest in CognitivdBehaviour Therapy forpeople with learning disabilities increased once it

had been evidenced that they could accurately report on their emotions throughregmdit
measures (Lindsay et al, 1994). But there was still concern abaihertpeople with learning
disabilities had the preequisite skills needed to engageith the model These included
recognising emotions and being able to link emotions, situations and beliefs. The general
conclusions of research into these cognitive taskvealed that performance was associated

with higher 1Q’s and good receptive vocabulary (Sams, Collins & Reynolds, 2006; Joyce, Globe
& Moody, 2006; Oathamshaw & Haddock, 200#)d that beliefs were the more difficult
concept for people to understandspecially if the belief and emotion were incongruent with

the situation. It was concluded that many may need preparatory training before engaging in

therapy (Dagnan, Chadwick & Proudlove, 2000).

This aspect of readiness has been further explored by Wi{l@06) and Taylor, Lindsay and
Willner (2008) who both suggest additional factors other than intellectual functioning that
could influence readiness including confidence, motivation and external factors such as carer

involvement and therapist skills. Willner (2006) believes that assessment should guide but not
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determine decision making regarding suitableness for, @Bd that there are many things that
therapists can do to increase readindssluding psycheducational work and pr¢herapy
preparation Indeed Jahoda et al's (2009) research ugieractional Analysis on transcripts
suggests that collaboration can occur and clients can actively take p@BTrAlthough the
number of sessions needed has been suggested to be higher than the generatipopwéh

Lindsay (1999) describing treatment lasting an average of 23 sessions (rafge 15

Although there are many case studies looking into a wide variety of issues including
interpersonal relationships (Creswell, 2001), nightmares and post traanratninations
(Willner, 2004), selésteem (Whelan, Haywood &alloway, 2007), Obsessive Compulsive
Disorder (OCD)(Willner & Goodey, 2006) and theoretical discussions for anxiety and social
phobia (Dagnan & Jahoda, 2006), the evidence base for anger management is the strongest
(Bhaumik et al, 2011). This research has included both individualised (Taylor, Novaco &
Johnson, 2009) and group treatments (Rose, Loftus, Flint & Carey, 2005). Willner's (2007)
review of 9 studies indicated that level of verbal ability was a determining factor in the success
of therapy, however Taylor et al's (2009) more recent study called this into question. What is
clear is that it is difficult to unpick the cognitive from the behavioural components (Willner,
2007) and this confauds the evidence for CBT over thehRvioural Approach (Sturmey,
2004). In addition, comparison is extremely difficult due to the adaptations that are often
made to individualise the therapy (Whitehouse et al, 2006) which means that standardised

manuals ae so difficult to create (Willner, 2007; Bhaumik et al, 2011).

2.8.2.2 Psychodynamiépproach

Although Neville Symington’s work at the Tavistock in 1978 is considered énticsihg the
Psychodynamiddpproach with people with learning disabilities (Franki209), there were
some therapists from the 1930’'s onwards who showed an interest but didn't develop their
ideas (O’Driscoll, 2009). Without a doubt O’Driscoll's (2009) view of a history of opportunities
lost seems very appropriate where there were mahgrapists well placed to develop the

Psychodynami@pproach as a valuable treatment but didn’t.

The researclthat exists on the §/chodynami@pproach for people with learning disabilities is
extremelylimited. James and Stacey (2Q01@viewed research from 1980 to 2011 and only
identified 13 studies. These were mainly case studies or case series and while they provided
some support for the effectiveness of therapy with these individuals, the research was mired
with issues Theseincluded the inability © control for extraneous factors, key information
being missing including the social context and very few using standardised outcome measures

(James & Stacey, 2013)Bhaumik et al (2011) found similar results and also argued that
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assessing the effectiveness of this approach is extremely difficult as it can be very hard to
differentiate between the benefits of Bsychodynami@pproach from the intrinsic humanistic

elements of therapy.

Again adaptations are often used in the therapy including flexibility4 svolving carers
(Whitehouse et al, 2006) and there are calls for therapists to take into account the importance
of context and the other people involved in the lives of people with learning disabilities

(Brown, 2013).

There is also limited researchgarding the experiences of the people with learning disabilities
who have accessedsixchodynamictherapy. Merriman and Beail (2009) explored this with 6
clients with learning disabilities and the themes that emerged suggested that they saw the
space as soawhere to talk about problems and difficulties and found talking helpful. They felt
that there were positive outcomes for them but there was a distinct lack of negative
comments or criticisms. The authors wondered whether this could be due to a fearhiat t
service could be taken away if they spoke negatively about it or their therdgestriman &

Beail, 2009)

2.8.2.3 Other Therapeutic Approaches

More recently other therapies have been discussed in regards to people with learning
disabilities. Systemic ommily Therapy was proposed by Fidell (2000) as having a lot to offer
people with learning disabilities and their families. This sentiment was later echoed by Rikberg
Smyly, Elsworth, Mann and Coates (2008) who also noted that it is still a very muchpdeyelo
area. Fidell (2000) provided advice to those considering usistgi8icTherapy with this client
group including ensuring collaboration, creative working, being awatheopace and power

dynamics.

Adaptations for Solution Focused Brief Therapy Hasen proposed for when working with
people with learning disabilities (Roeden, Bannink, Maaskant & Curfs, 2009) so there is
emerging interest in working therapeutically with this group. Actual researchystei®@ic
Therapy is slowly emerging for instance, Rhodes et al (2011) evaluajestiesnBConsultation
Model using a reflective team applied to challenging behaviouilhe literature though

remainsscarce or has methodological issues (Roeden et al, 2009).

There have been thoughts about whether momtegrative Approaches would be more
appropriate due to the lifelongrhature of the disability (Fidell, 2000). Cognitive Analytic
Therapy (CAT) has been discussed, in particular whether the reciprocal roles are relevant for

this client group, with initial resech showing promise (Psaila & Crowley, 2005). Indeed
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practitioners are starting to think more specifically for people with learning disabijliék

modelsbeing developeduch as Munro’s (201Model of Coupléntervention.

Indeed the BPSBegail,2015) has published a report that discusses hthe other various
therapeutic approaches can be adapted including Cognitive Analytic Therapy, Mindfulness,
Dialectical Behaviour Therapy, Systemic Therapy, Solution focused Brief Therapy and
alternative therapis including Art, Drama and Music Therapy. The report outlines each
approach, discusses appropriate adjustments for people with learning disabilities, and provides
an overview of the available evidence and the views of people with learning disabilities (Bealil,
2015). The majority of the available research thatdiscussed within the report arease
studies and case series which leads Beail (2015) to conclude that most models indicate
effectiveness although it is not always clear what would work for whom. Beail (2015) hopes
that the report will encourage clinicians to provide a range of psychological therapies for
people with learning disabilitieand engage further with research including evaluating routine

clinical practiceand using appropriate standasgd outcome measures

2.9 Support WorkersViews and Attitudes

Support worker refers to people whose paid employment is to support people with learning
disabilities within their daily lives. The level of support provided to a person will tend to
depend on the level of learning disability and other physical or medical issues. Indeed support
workers could be supporting someone with almost any part of their life including personal
care, health, activities of daily living, money management, appointments, mainte@aoic
relationships and engagement with the environmehie variety of tasks that staff have to be
competent in as part of a support worker role are complex and both emotionally and

physically demandinf/NVoodward & Halls, 2009)

Staff attitudes and viewsra important when thinkingabout peoplewith learning disabilities,

their health and their quality of life. The Department of Health (2001) estimated that in 2000
there were 147,400 people with learning disabilities being supported in either NHS, rsiden
care or communitybasedservices. Support workehsave faced a unique challenge within their
role. The concept of learning disability and the societal policies that affect this population have
evolved so staff practicehashad to develop in linavith these (Bradshaw & McGill, 2015).
While previously the agenda was safety and care there has been a shift over the last couple of
decades towards empowerment andtive Qupport (Mansell et al, 2002). Althougtifferent

factors interact, there is no doubt &b staff have both a direct and indirect impact on the

people that they support (Bradshaw & McGill, 2015).
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Despite the mportant role that support workerplay, they are often poorly paid and often
services have to deal with high staff turnover and inexperienced, untrained staff (Woodward &
Halls, 2009)The high level of dependency that people with learning disabilities have on these
staff (Dagnhan, 2007) means that they are key to improving access to psychological treatment.
Therefore understanding theiviews and attitudes are central to be able to gain a holistic

picture of the situation and develgpossible interventions.

2.9.1 Attitudes towards Learning Disabilities and Mental Health

It is well recognised that many people with learning disabilities have to rely on others to
negotiate contact with health services including mental heakhvices(Carlson et al, 2004).
Therefore it is absolely paramount that support workersave good working knowledge and
understanding of mental health (Crossley & Withei309). If staff can recognise and identify
mental health issues eatlyhey can play a significant role in referring and ensuring that the
people they are supporting receive appropriate assessment and treatment (Tsiantis et al,
2004). They also hold a key role through assisting in the assessment process and implementing
and monitoring treatment (Woodward & Halls, 2009). Unfortunately there is limited research
which examines the knowledge and attitudes of staffrking within the learning disability

field on mental health and learning disabilities (Dagnan, 2007).

One study denry, Keys, Balcazar & Jopp, 1996) has looked at the attitudes of support staff
through the Community Living Attitudes Scale (Henry, Keys, Jopp & Balcazar, 1996). The scale
contains 4 sufscales including empowerment, exclusion, sheltering and similargnry,

Keys, Balcazaand Jopp (1996) compared completed scales for 340 community living staff
(including managers, supervisors and support staff) with those completed by 152 people from
the general population. They found that managers and supervisogsrhete favourable views

of learning disability, mental health patients and dual diagnosis than support staff. Overall,
people with learning disabilities were seen as more different but also staff were less likely to
endorse exclusion than the comparisorogp. Mental health patients were seen as more
similar but participants weranore likely to endorse exclusion. Those with a dual diagnosis
were seen as between these two groups. The conclusions can only give basic overarching

attitudes due to the limited iformation that that scale provides.

Rose, O’Brien and Rose (2007) in contrast used focus groups to look at the attitudes and
knowledge oftaff working with people with learning disabilities and mental health difficulties.
The focus groupéncluded 29 st from a range of services including mainstream mental
health and specialist learning disability services. The participants wargust limited to

support workersalthough the exact composdith is not explicitly stated, buinformation
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provided indicaté that professional qualifications included those for nursing, psychology,
occupational therapy psychiatry and speech therapyfhemes from these focus groups
indicated that there wereconcerrs about what exactly constitutes a mental health problem

for a person with learning disabilities, including whether or not to include challenging
behaviour and diagnostic overshadowing (Rose et al, 2007). There were also concerns about
expertise and having enoudtnowledgein both learning disability and mental health where
traditionally these are viewed as different. The themes found through this study give an
indication of the different views on learning disabilities and mental health issues held by
mental health services staff compared to learning disability stafivé¥er the conclusions that

can be made are limited due to the participant’'s information indicating that more

professionals than support workevgere involved in the research.

The opinion within the literature is towards support staff not having enough expertise in
mental health to be abléo make informed decisions about mental health in people with
learning disabilities (Tsiantis et al, 2004; Woodward & Halls, 2009). Research appears to
support this view. Bates, Priest and Gibbs (2004) completed & $o#ing at the knowledge

and training of learning disability staff on mental health. Using a quantitative survey which
included vignettesthey asked 365 participants from the NHS and social services about their
knowledge. Bates et al (2004) found thdthaugh 90% of staff in their study had worked with
dual diagnosis, only 20% of the sample felt confident in their knowledge and skills of mental
health. The analysis was limited though due to only frequency data being described. The
generalisation of thesample is difficult as well due to the sample population not only including
support workersbut the majority (63%) were professionals such as nurses, social workers,

occupationatherapists and physiotherapy.

Costello, Bouras and Day007) completed a prpost study comparing support workengo
attended atraining workshop on learning disabilities and mental health with those who did
not. They used a questionnaire that gave a score for the level of knowledge and awareness
that support staff had while also asking them to complete Bsychiatric Assessment Schedule

for Adults with Developmental Disabiliti@ASADD Checklist (Moss et al, 1996) for someone
they supported and give an indication whether they felt that person had a mental health
difficulty. Costello et al (2007) found that a third of the people with learning disabilities that
were thought to not have a mental health problem by support staff, did meet criteria for
having significant psychopathology on the P Checklist (Moss et al, 1996)he study

also revealed that support workershowledge improved through attendance at the workshop

compared with those who did not attend.
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This view has led to more interest in the training for staff and the difference that this makes.
Woodward and Halls (2009) criticise traditional training for support staff working with people
with learning disabilities feeling that it concentrates on normalisation, social integration and
mandatory health and safety. Although all these aspects are important it can miss the
emotional and psychological needs of people and mean that staff focus on the practical tasks
rather than seeing their important role iugportingpeople’s lives (Woodward & Halls, 2009).
Henry, Keys, Balcazar & Jofi{996) did find that those with more training in inclusion
philosophy held more inclusive and empowering attitudes, but their finding could also be due
to more experience due to managers and supervisors holding the more liberal views. There are
thoughts that actually staff nderstanding is improved furthethrough experience than

through theoretical concepts delivered in training (BradshaMd&sill, 2015).

Costello et al (20079id actually look at theeal life effect of mental health trainingn the
knowledge and behaviour alupport staffworking with people with learning disabilitieEhey

did see greater knowledge and more positive views of mental health services for peitiple
learning disabilitieswhich meant that staff felt they would be more likely to refer to mental
health services. But just because knowledge is increased does not mean that it will make any
difference to practice. As Tsiantis et al (2004) found @Breek sample) that even thougiaff
knowledge had improved following traininthere were nodiscernibledifferences in practice

and staff commented that it was difficult to implement knowledge once back at work.
Although there may be barriers to staff pementing training, | do feel that support staff
knowledge remains key and maybe training should not be the only strategy employed. They
are often considered major advocates and interpreters for people on a daily basis and if we

can empower people from thbottom up then maybe real change can occur.

2.9.2 Attitudes towards Counselling and People with Learning Disabilities

Staffrepresent both a support and barrier to accessing mental health services for people with
learning disabilities (Costello & Bouras, 8)dnfluencing care and treatment consciously and
unconsciously in a number of ways (Chaplin et al, 2009). Involving people with learning
disabilities in their own health and wedking is vitaland while this can only be done through
staff having the coect information to support the process this has to be balanced with
confidentiality (Chaplin et al, 2009). In addition, Willner (2006) raises the issues of staff
readiness to support the process. He looks at the involvement of staff to support engagement
with people with learning disabilities ino@nitive Behaviour Therapy and raises 3 areas of

concern. These include the 1Q of staff which can vary greatly, the cognitive demands that CBT
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can place on staff and concern about whether many staff share theapleeitic disdain that

has been shown towards this client grolmp professionals

There are two qualitative studies which have looked at staff views towards counselling and
people with learning disabilitie$RikbergSmyly et al, 2008; Stenfert Kroese et 2014)
Unfortunately these studies do not look solely at support workerslook more generally at
professionals and even family members. This makes it incredibly difficult tvegepout only

the views and attitudes of support workerRikbergSmyly etal (2008) interviewed 64
participants following initial ¥temic Consultations. Using Conterinalysis to analyse the
responses, they found generally positive views towards the intervention, with many finding it
helpful and saying that they would choose dttend another if it was offed. Indeed 74% of
support staff said that they had felt able to express their view and 56% felt it had broadened
their perspectives. Interestingly professional staff had more negative views towards the
intervention than supprt staff and family, often saying that they had not felt prepared. The
authors wondered if professionals had felt more able to express negative views due to the

power differential between the support staff and research@®&kbergSmyly et al, 2008)

More recently Stenfert Kroese et al (24) interviewed 11 support workemnd professionals
before, and 9 of thesesame participantgfter CBT had been provided to people with learning
disabilities that they were involved in supporting. Thematic Analysis wed to analyse the
responses. The results dicated that before the therapy, there was limited knowledge
regarding the aims and process of CBT and that the outcomes hopeztritned on other
people’s wellbeing rather than the client with a learning disability. The interviews afterwards
revealed that people became more client focussed and reported improvements in the
wellbeing of the client. However those interviewed also felt that the changes would be short
lived and that long term intervention would be e#ed to make a difference. Stenfert Kroese
et al (2014) concluded that there was a lack of confidence in both knowledge and skills in
mental health and they felt that training could lead to more appropriate and timely referrals

for therapy for people with learning disabilities.

The conclusions that can be made from these two studies are limited due to the variety of
people interviewed. Staff will be in a very different position from both the family carers and
professionals. They are often low paid (Willn@006) and experience work environments
where there may be poor communication, poor morale and conflicting attitudes and beliefs
within staff teams (Stenfert Kroese et al, 2014). This is unlikebptouragesupport workers

to think therapeutically and reflectively about behaviour and the health needs of people with

learning disabilitieswhen they can feel like the service priority is to provide ‘care’ especially
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with severe and profound learning disabilities (BigiSlement, Mansell & Beadi®rown
2009).

Through personal experience and theesearch literaturethere are indicaions that self-
referring for psychological therapy byeople with learning disabilities is incredibly ear
(Stenfert Kroese et al, 2014). Thieans that staff views and attitudebecome paramount if
access to therapies will be improved. Staff are used to referring peopleogitivié Behaviour
Qupport and ychiatry but counselling is a relatively newer area for staffonsiderwhen

their mental health knowledge may not have been prioritised (Dagnan, 2007). Only by
understanding the views of suppostaff can professionals working ihe mental health field

be able to ensure fair access and appropriate treatment.

2.10 Counselling Psychology and People with Learning Disabilities

There is relatively little known aboutoanselling psychologist working with people with
learning disabilities in Community Learning Disability Teams (Jones, 2CGi8b)it is
considered a relatively neglected area of research in comparisalinioal psychology (Kasket

& GilRodriguez, 2011). What is known is that in terms of the number caingelling
psychologiss working primarily with people with learning disabilities, we are in the minority.
This can be seen from a survey of members of the divisi@mounsellingpsychologywhere

only 11 of the 73 respondents worked with people with learning disabilities in the NHS (Bor &
Archilleoudes, 1999). In comparison, Nagel and Leiper (1999) were able to contadinel c
psychologists working in Community Learning Disability Teams for their survey looking into the

provision of psychotherapy for people with learning disabilities.

There are calls thatounsellingpsychologist are well placed to work with this client group
(Jones, 2013b) but as | discovered last year at the BPS Division of Counselling Psychology
Conference 2014 not mangounsellingpsychologist seem to be interested. The workshop
presented by Massie (2014) on working with this client group attracted lessligeople out

of a conference of over 200. Jones (2013b) wonders if this could be due to the infancy of the
profession or whether @unselling psychologiss do not yet have all the necessary
competencies to engage therapeutically with this client groumady be that there is a lack of
interest in working specifically with this group and therefore an assumption that knowledge of
how to therapeutically work with people with learning disabilities is not relevant. However
with the current opinion and policyt is highly likely that mainstream services will be
increasingly expected to provide mental health services for this client group (Bouras & Holt,
2004), which means thatocnsellingpsychologist are likely to need to have the skills and

awareness to work effectively with clients. Indeed Kanellakis (2010) warns dbaselling
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psychologiss need to be mindful of the wider disability isspuespecially when the disabilities
are not obvious such as in the case of mild learning disabilities and people with hidden learning

disabilities which counsellingpsychologist are likely to be coming across now.

The values of the profession do position us in a perfect place to contribute to improving
services and intervention options (Massie, 2014) but also to tésabdity outside of the 1:1
therapeutic room to intervene at the organisational and societal level (Kanellakis, 2010). One
key consideration inaunsellingpsychologyis the therapeutic relationship. Jones and Donati
(2009) reviewed the literature on théherapeutic relationship and people with learning
disabilities and found only 2 American studies on the sulfitim & Leonard, 1992; Strauser,
Lustig & Donnell, 2004)Although these did regard the therapeutic relationship as an
important variable they could only conclude that the empirical and theoretical knowledge of
the therapeutic relationship and people with learning disabilities remains poor. Jones (2013a)
did later publish a qualitative study in whickight counselling psychologiss working
Commurity Learning Disability Teams in the NWigh adults with learning disabilities were
interviewed about their experience and understanding of the therapeutic relationship in
relation to this client group. The analysised Interpretative Phenomenological #ysis and
indicated that the therapeutic relationship for theseyzhologists is both fundamental and
influential. It was highlighted that working with this client group can be complex and difficult
requiring flexibility, creativity and effective supeieis and knowledge in order to provide

effective therapy.

2.11 The Focus of the Research

The continued call for research into counselling and people with learning disabilities (Kasket
and GHRodriguez, 2011; Jones, 2014b) is a justified endeavour. Only through research can the
‘therapeutic disdain’ (Bender, 1993) be challenged and more appropriate treatment and
interventions be offered to this client group. There is no reason why therapeutic input with
people with learning disabilities should be the main domaiusliofcal psychologists when the
philosophy and underpinnings obensellingpsychology have much to offer to people with

learning disabilities (Massie, 2014) and the research literature.

The profession is faced with a dilemma. If people with leardisgbilities are not referred to
services for consideration for counselljitpen psychologists and in particulamounselling
psychologiss will not have the awareness and need to gain the knowledge and skills to work
with them. But also if @unsellingpsychologist do not have enough awareness of learning
disabilities and their presentatigithen they are at risk of not identifying ighclient groupand

not providing appropriate interventions using adaptatiaihat have been indicated through
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research(Hurley et al, 1998). Through understanding tbke and views of support workers
who are often involved at all stages of the progdssnay be possible to improve access to

psychological therapies for people who have learning disabilities.

My research is interested in the attitudes of support staff towards counselling for people with
learning disabilitiesand the decision making process regarding referrdls people with
learning disabilities are rarely selterrers(Stenfert Kroese etla2014) and require support to
navigate services (Tsiantis et al, 2004) it is felt that staff are a valuable focus. Surely if as a
professionwe understand the factors that might affect referralsdatihe attitudes of support
workers towards counselling fo people with learning disabilitiesthen counselling
psychologist have a much better chance of being able to assess and implement therapy

effectively.

2.12 ResearclObjectives

Discussions aroundansellingpsychologyresearch indicate that researchers should actively
look to bridge the practiceesearch gap (GRodriguez & Hanley, 2011) and produce
knowledge that professionals can use within their work (Kasket, 2012). It has already been
presented that gychopharmacology andoBitive Behaviour 8pport has dominated in the
treatment of mental health within the field of learning disabilities (Rhodes et al, 2011). This is
despite the increasing evidence of the potential benefit that counselling could (Bfesil,

2015) Little is known aboutaunsellingpsychologists working with this client group (Jones,
2013b) and the researchield has been dominated bylinical psychology (Kasket & Gil
Rodriguez, 2011), but it has been argued thairtsellingpsychologists have much to offer and
that the profession’svalues position us perfectly to contribute to improving services and
intervention for people with learning disabilities (Massie, 2014). Support workers working with
people with learning disabilities are in a critical position to support access to counselling and
make referrals, due to the reliance people with learning disabilities can have on them (Stenfert
Kroese et al, 2014). This research seeks to understand the attitudes of support workers in

learning disability services towardsunsellingpsychology
Therefore the research questions for the present study are:

X What are the views of support workers obunsellingpsychologyfor people with
learning disabilities?
x How likely are support workers to consider referring someone they support for

counselling?
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X What are the factors that might affect support worlseconsidering a referral for

someone that they support for counselling?
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3. Methodology

3.1 Outline

This chapter discusses the chosen mixed methods design and how that methodology which
includes Statistical Anadis and Thematic AnalygBraun & Clarke, 2006yas selected and
implemented. It lays out participant selection, recruitment and the procedures for data
collection. It outlines how the data analysis was carried out and concludes by examining the

ethicalconsiderations and how rigour will be ensured within the study.

3.2 Epistemological Stance
The identity of ounsellingpsychologyhas evolved over the years and as a profession, it
continues to engage with the tensions within its identity (Woolfe & Strawbrid@&0). Indeed

Kasket (2012) describes the profession,

“counselling psychologyas a particularly honest, realistic, pluralistically orientated
member of the family of applied psychologies, in that it is willing to expand its horizons
to accommodate a plurality of viewpoints, a multitude of possibilities and an infinite

variety of potential ‘truths’ '(p.65)

This description very much connected with my original attraction to the profession and links

with my epistemological position.

It does not seem possle to have a piece of research that does not have a theoretical drive
(Morse, Niehaus, Woolfe & Wilkins, 2006). The discussions and debates around epistemology
seem endless and complex. My traditional background @ychology and particularly
behaviourisn meant that ahypothetico-deductive approach (Willig, 2001) previously fitted
with my ideas of a theory of knowledge. My assumptions of what is real seemed to fit within
scientificrealism thatthe world is knowable and although fallible, science offers a good mode

of inquiry into it (Madill, Jordan & Shirley, 2000). This has changed for various reasons related
to my increased knowledge and experience with research but also my journey to become

counsellingpsychologist

| would still describe myself as eatist but more of aritical realist which acknowledges that
our beliefs and expectations affect the way we perceive the world (Madill et al, 2R6alsm
seeks an ideal truth or theorfMadill et al, 2000). Howevethrough experience and further
study it seemglearto me that research can never give a conclusive answer thaacaount
for all the complexity that exists in the world. Criticahlism recognises that our own personal

experiences, beliefs and expectations affect how we perceive the world and thus will affect our
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behaviours(Madill et al, 200Q) Therefore | feel that knowledge that is gathered through
scientific research should be viewed through this lagasio research is likely to lsempletely
objective which scientificrealismaims to do (Madill et al, 2000¥he impact of both the
participants and the researcher is likely to affect the design of the study and the outcomes and
thus | feel that this needs to be taken into account and acknowledged when research is being

carried out.

In contrast the ideas | hold of theory and knowledge seem to fit much more within
pragmatism (Yardley & Bishop, 2008) ardralism (Chamberlain, Cain, Sheridan & Dupuis,
2011). Yardley and Bishop (2008) definagmatism as not seeking a truth that is independent
from human experience. It allows for multiple worldviews and paradjgmsch mean that
pragmatists can align themselves with any paradigm that best fits with the research aims
(Gelo, Braakmann & Benetka, 2008). it also a paradigm which prefers action to
philosophizing and leads to not only induction and dedugtinn alsodeterminesplausibility
through abduction (Johnson & Onwegbuzie, 2004). Pluralisfeatures within the description

of counselling psychology above (Kasket, 2012)ismadultidimensional andlsogoes beyond

the methods utilised per se (Chamberlain et al, 2011). When applying this attitude to research
it means that different methods calpe seen as equally valid when exploring important issues
and questions (McAteer, 2010). Indeed Camic, Rhodes and Yardley (2003) argue that the
pluralistic approach can encourage scepticism and innovation while remaining rigorous,

thorough and useful.

It must be noted however that much more work and debate is needed on both pragmatism
and pluralism due to their relatively new application withirsyphology (Johnson &
Onwuegbuzie, 2004). Howe (1988) proposes that pragmatism holds ‘what works’ above ‘truth’
and that it is too committed to relativism and irrationalism. Indeed Wertz (1999) warns that
the decision of ‘what works’ is often a matter of opinion and that not all research needs to
solve a practical problem. Johnson and Onwuegbuzie (2004) explore cfaime weaknesss

of pragmatism which includé& promoting gradual change rather than revolutionary change,
the theory finding it difficult to deal with useful but not true beliefs and féilure to put to

restmany philosophical debates.

Pluralism is also a paradigm that needs more theory to underpin it and it has been warned that
if taken too far could lead to fragmentation withisychology (Goertzen, 2010). Pragmatism at
least does represent a middle ground, if the paradigms are cereidto be on a continuum, it

prevents the need for a forced choice in research paradigms (Howe, 1988). Advocates of both
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pragmatism and pluralism feel that the philosophical debates around epistemology should

continue to ensure the development of tigaradigms (Johnsof Onwuegbuzie, 2004).

The research questions and the knowledge sought in the current study emerged through this
theoretical position. There was felt to be different layers within the overall research questions
which would need different methods and analysin order to answer the questions
adequately. Through understanding theewi and attitudes of support workeit® counselling

as well as what affects the likelihoad considering a referral to counselling,would give a

more comprehensive picture of el counsellingpsychologist might need to be aware of.

Consequently my design incorporated mixed methods to address my research objectives.

3.3 Design

The research consisted of a survey approach with vignette analysis and included closed answer
questions, raihg scales and open ended questions, looking at the opinions of support staff on
counselling psychology and people with learning disabilities. This study employed a mixed
methodology using a variant on the triangulation design called a validating quarditdata

model (Gelo et al, 2008). This meant that both the quantitative and qualitative data were
collected concurrently but that the qualitative data was used to validate the findings of the

quantitative data which had the dominant status (Leech & Onwuegbuzie, 2009).

In relation to the quantitative experimental aspect of the design, this used a ‘between
subjects’ design using a vigne(i&ppendix 5) The dependent varide being the likelihood of
staff's consideration of referring a person for counselling while the independent variable is the
3 levels of learning disability (mild, moderate, severe) of the person. Other possible variables
were also collected including demographic information, experiesfceupporting people who

have been for counselling and participardisn personal experience of counselling.

Openended questions exploring participant’s views of counselling and people with learning

disabilities were analysed using qualitative analysis.
3.3.1 Mixed Methods

3.3.1.1 Methodology Selection

Toomela (2010) argues that methods should not be chosen for their own sake or because of
personal preference but that they should be selected to enable the researcher to answer the
research question. When developing the research questions to investigate the attitudes of
support workers towards counselling psychology and people with learning disabilitees

three particular questions mentioneith Section 2.12ppeared to be key.
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Therefore selecting the methodology tovistigate this meant that it needed to have
predictive ability, produce relationships between the variables that affect the likelihood that a
referral for counselling would be considered and enable a general understanding of support
workers views and attudes on counselling for people with learning disabilities. Mixed
methods seemed to offer the opportunity to explore this topic, not only from the practitioners
point of view by having an understanding of factors affecting referrals, but to also understand
the underlying assuntns and views of support workeos counselling psychology for people

with learning disabilities.

3.3.1.2 What are Mixed Methods?

Mixed methods have been developing since the 1980’s as an alternative tQubatitative vs
Qualitative ébate (Gelo et al, 2008). The debate though is much more than just whether
words or numbers are better and instead involve deep fundamental questions about how we
pursue and understand knowledge (McGrath & Johnson, 2003). The approaches are viewed as
dichotomous rather than an interactive continuum that allows researchers to ask different and
complimentary questions (Newman & Benz, 1998). This debate has been coined by Howe
(1988) as the incompatibility thesis, which he goes on to dispute arguing thiatduatlitative

and quantitative research share commonalities in areas such as both making assumptions, and

both constructing interpretive arguments based on the evidence that they’ve collected.

Trafimow (2014) argues that mixed methods allows a third research goal beyond that which
gualitative and quantitative each allow. It enables the establishment of unifying theories that
are not causal so that relations can be made between abstract constructs rather than
causation. In addition, mixed methods can helptextualise statistics, support associations to
develop explanations, help identify additional variables and balance the inherent problems
within each approach (Kelle, 2006). It can mean that by using evidence in various forms that

non-linear relations an be thought about and explored (McGrath & Johnson, 2003).

Using mixed methods though, creates its own set of unique weaknesses which need to be
carefully considered. Firstly, as the approach is relatively new there is a general lack of
agreement regardig terms and definitions (Kelle, 2006). Researchers using mixed methods
also have to be aware that by using them they are opening themselves to a litany of issues
relating to epistemology and methodology (McGrath & Johnson, 2003). Certainly some
researchershave been critiqued for not being explicit in their epistemological position or
providing a clear rationale for the use of mixed methods (Kelle, 2006)..S4leld and Brazil

(2002) warnthat because the qualitative and quantitative paradigms study different
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phenomena that they can’'t be combined for cresdidation or triangulation purposes but can

provide complementary evidence.

Bryman (2007) asks researchers to ponder the question whether the end product through the
use of mixed methods is more thahdg sum of the individual quantitative and qualitative
parts, while Greenand Caracelli (2003)ropose four instances where using mixed methods is
likely to be meaningful. These include when thinking dialectically about mixing paradigms,
when using a newaradigm, being a pragmatist and wanting to put substantive understanding

first.

These are all elements that | thought carefully about when selecting the methodology to meet
the studies objectives. Mixed methodology enabled me to fulfil the different yet
complimentary research objectiveswhich aligned with my pragmatist and pluralistic
epistemological position. It did though require careful consideration as to which mixed

methods to use.

Morse et al (2006) advise that it is not possible to have a fullyivatgnt design as one
methodology must always fit into the other to ensure methodological congruence and reduce
threats to validity. Through using a validating quantitative data model (Gelo et al, 2008), where
the quantitative data was given dominant stat(Leech & Onwuegbuzie, 2009), it assisted with
alleviating these issues. The use of Thematic Analysis also provided cohesion as it is a method

that is essentially independent of theory and epistemology (Braun & Clarke, 2006).

3.3.2 Quantitative Methods

Quantitdaive methods are useful to researchers as they enable generalisations to be made
regarding the relationships between variables (Toomela, 2010).-EBaten (2005) feels that
gquantitative methods should be used within the counselling psychology professidnis just

as important as the qualitative methods to ensure the validity of the new knowledge
generated. The fact that human behaviour is so complex with many variables both internal and
external affecting imearsthat analytic methods are requirea texplain these relationships in

a way that can inform theoretical models (Getelton, 2005).

Indeed Neville, Carter, Spengler and Hoffman (2006) ascertain that using quantitative methods
within research sits within the remit of the scientist practitionstatus of counselling
psychologiss. Although there are varying definitions which adds to the complexity and
confusion of what the term ‘scientist practitioner’ exactly means in practice, Neville et al
(2006) argue that the three inteelated roles idetified by Hayes, Barlow and NelsGrey

(1999) must be considered. These include, being consumers of researchers (integrating it into
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their own practice), being evaluators of their own practice and being researchers themselves
[Note: Hayes et al (1999) were thinking about the wider field of health rather than just

counselling psychology].

ClarkCarter (1997) discusses three classifications of quantitative methods: experimentation,
asking questions and observing. The current study utilised the first two of these.
Experimentation is usually used when the researcher is attempting to discover causal
relationships between phenomena (CleClarter, 1997). This occurs through the manipulation

of variables and measuring the effect that this has.

Asking questions oacred through the use of the questionnaire and this was done in a variety
of different formats. CladCarter (1997) feels that this method can be ideal when the
researcher has a clear idea of the range of possible answers that they wish to produce. He
advccates that there are strong advantages for the researcher of using this measure as it can
save time, reduce the effect of the way questions are asked through the standard format used
and leads to responses that can be immediately quantified. It does howalge have
weaknesses including the researcher missing out on phenomena and that the knowledge
produced can be too abstract or general for direct applicatidohfison & Onwuegbuzie,
2004).

3.3.3 Qualitative Methods Thematic Analysis

Through the use of open ded questions it was hoped that an understanding could be gained
of participants views on counselling psychology and people with learning disabilities. It was
also hoped that it would give participants the opportunity to put their quantitative answers
into context. There were several qualitative approaches considered for the analysis of this data
including Thematic AnalyqiBraun & Clarke, 2006%rounded TheoryGlaser & Strauss, 1999)
andContent Analysis (Weber, 1990)

Any method needed to have thdi#ity to be combined with quantitative approaches and have
an epistemological underpinning that would not be in conflict with my own or that of mixed
methods.Grounded Theory which seeks to generate theory from the data (Glaser & Strauss,
1999) was feltd not fit with the mixed methodology planned in the current study to meet the
research objective®r the constraints in terms of time and capaciontent Analysis was
considered as it extends beyond simply counting the words by examining the wordselgtens

in order to put them into categories (Weber, 1990). It was felt however that Thematic Analysis
would allow a greater depth and analysis of the qualitative data and would be more

appropriate for the current study (Braun & Clarke, 2006).
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Thematic Analys is a method to enable the systematic identification and organisation of
patterns within the data to offer insight into these patterns of meaning or themes (Braun &
Clarke, 2006; 2012). It is an accessible and flexible approach (Braun & Clarke, 2006) that can
help the reader to gain a real sense of the prominent and important themes within the data
(Alhojailan, 2012). Advocates of the approach view it as separate from the wider qualtstive
quantitative debates (Braun & Clarke, 2012) as it is compatible with various epistemological
positions due to itandependence from theory. This means that it can suit mixed methods
research designs as long as the researcher’s theoretical position is made clear (Braun & Clarke,

2012).

The researcher actively searchthe data so that they can identify, code and report what is of
interest (Braun & Clarke, 2006). A theme is something that is important about the data in
relation to the research question which represents some level of patterned response (Braun &

Clarke 2006).

Braun and Clarke (2006) identify several optiamsich ThematicAnalysis can allow that could
provide very different analyses of the same data. These include whether the researcher is
interested in a rich description of the whole data set or wieat they wish to provide a
detailed focus on one aspect of the data, whether the analysis will be conducted using an
inductive or a deductivéheoretical approach, and lastly whether the themes are coded at the
semantic or latent level (Braun & Clarke, 8RQAlthough Braun and Clarke (2012) do point out
that coding often includes both of these approachéley also statethat one tends to
dominate and the overall orientation of the research tends to suggest the prioritisation of one

approach.

Researchersan use these in a mixture of wayssually a ealist position would lead to an
analysis which would be interested in a rich description of the whole datzeetucted with

an analysis using theoreticahdmatic Analysis concerned with the semantic level (Braun &
Clarke, 2006). This is the approach that was employed within the current study and the
procedure used to conduct theh&@matic Analysis will be discussed later in this chapter within

the Data Analysis section.

3.4 Participants

The participants were sought from within an opportunity or genience sample of support
workerswho support adults with learning disabilities within a learning disability charity. The
charity supports over 200 adults with learning disabilities across a range of servicemnclud

residential care homes, supported living and outreach services. There are approximately 512
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staff within the charity who are working directly with adults with learning disabilities across

the South of England (covering Berkshire, Sussex and London).

It had been calculated that a sample size of 200 participants would be required for a two tailed
Pearson’s correlation for an effect size of 0.2 and power of 0.81 (Chatkr, 2010). Another

way to calculate sample size is by using a 95% Confidence level and 5% margin of error which
indicated that 220 out of the total 512 potential participants (Cl@deter, 2010) would be
required. Therefore around 26B50 participants were sought for the current study. The
number of staff who attempted the questionnaiveas 154 with 115 of these fully completing

the questionnaire.
The inclusion criteria were:

x Staff had to work in a role that involved direct support work with people with learning
disabilities. This included the following ralétomes Manager, Team LeadAssistant
Manager, Assistant Team Leader, Senior Support Worker or Support Worker. Home
Managers and Team Leaders were included as they ofi@vide support with
medical appointments and referrals although they may not always be providing direct
support.

x Staff must be currently working with people with learning disabilities

X They must have a reasonable understanding of English and be able to use a computer

in order to complete the online questionnaire.

Although the staff team who work for the charity have various ethnicities and English is a
second language for a number of staffwas decided that the questionnaire would only be
provided in English as a condition for employment is that staff must have a reasonable grasp of
English. The organisation expgatll communication both written and verbal to be conducted

in English so it was felt that all participants should be able to complete the questionnaire. This

was also verified through the pretesting of the questionnaire.

3.4.1 Recruitment

Staff were invited tacomplete the online questionnaire initially through an email (Appendix 1)
and through an advert on the organisation’s intranet (Appendpb&)h contaired a direct link

to the online questionnaire. Following a poor response rate, an individualised email (Appendix
3) was sent to each member of staff as recommended by Dillman, Smyth and Christian (2009).
Participants were not offered any individual recompense for completing the questionnaire
such as any payment but instead were provided with the opportutatgnter into a prize

draw for a voucher to the value of £50 as a thank you for completing the questionnaire.
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3.5 Research Measures

3.5.1 Questionnaire Development

As the literature around support workex' opinions of counselling psychology even
psychotherapeut approaches for people with learning disabilities is spatee whole
questionnaire had to be developed anelicColl et al (2001) advise that although there are no
universal recommendations for best pram for questionnaire desigrthat researchers take

into account the aims of the study, the population under consideration and the resources
available. They state that there is likely to be compromise between the ideal and what is

possible.

The factors that might affect the likelihood that someone miginsider a referral for
counselling for someone with learning disabilities was carefully considered through looking at

the professional literature on attitudes to learning disabilities and mental health in general.

Research into attitudes tends to im@ie age (Morin et al, 2013b; Scior, 2011; Yazbeck,
McVilly & Parmenter, 2004), gender (Morin et al, 2013b; Panek & Jungers, 20@8je c
(Coles & Scior, 2012), educational attainment (Morin et al, 2013b; Scior, 2011; Yazbeck et al,
2004), previous exparnce (Morin et al, 2013b; Scior, 2011; Yazbeck et al, 2004), seniority of
staff member’s role (Henry, Keys, Balcazar & Jopp, 1996), causality of learning disability (Panek

& Jungers, 2008) and level of learning disability (Morin et al, 2013b).

Therefore @ta on the participant's demographics was collected including gender, age, ethnic
origin, educational background, experience of working with learning disabilities and their
current role within the organisation. These were collected before the main part of the
questionnaire following participants having read the information sheet and consenting to

participating in the study (Appendix 5). The questionnaire can be found in Appendix 5.

In addition, information relating to the services staff work in were cadlddhcluding the type

of service (residential care, supported living or outreach), the level of learning disabilities the
people they support have (mild, moderate, severe or profound and multiple learning
disabilities), the communication methods (verbalalk&ton, augmentative and alternative
communication) and identifying any knowledge of counselling being provided for any of the
people with learning disabilities that they support. These factors as well as having been
identified in theliterature are though to possibly be influential through my own personal

experience and discussions with staff.
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Finally the participants were asked about their own personal experience of counselling. These
questions included the option for staff to opt out of answering them and did not go into any
depth. The questions were designed to understand the participamwn personal experience

of counselling and whether they had found this beneficial. Edwards et al (2007) found that
people in the general public who had themselveagtt treatment for an emotional difficulty

had a better understanding of a vignette character’s difficulties and the consequences of not
seeking support. Although this was a pilot study which had methodological issues including
sampling concerns, a highfosal rate and reliancen selfreporting, it offers an interesting

insight into how previous experience may affect people’s views.

It was wondered whether if staff themselves had previously engaged in counselling and they
saw that experience as benefitithey would then see counselling for people with learning

disabilities as an available option. The questionnaire can be found in Appendix 5.

3.5.2 Measure of Attitudes

A standardised measure of attitudes to learning disabilities was sought to be included as part
of the questionnaire. Various measures were considered including measures which focused on
general disability such as Disability Attitude Implicit Association Test (Pruett & Chan, 2006), the
use of prototypes (McCaughey & &imer, 2005), Multidimensical Attitudes Scale Toward
Persons with Disabilities (Findler, Vilchinsky & Werner, 2007) and Attitudes to Disability Scale
(Power, Green &he WHOQODIS Group, 2010). Alsmeasureswere consideredwhich
focussed on learning disabilities such as the So&ldttitudes toward the Application of
Eugenics (Antonak, Fielder & Mulick, 1993), Mental Retardation Attitude Inventory (Antonak &
Harth, 1994), Community Living Attitudes Scilertry, Keys, Balcazar & Jod996) and the
Attitudes Toward Intellectual Bability ATTID questionnaire (Morin et al, 2013a).

The decision to use the Attitudes to Disability Scale (Power et al, 2010) involved careful
consideration of the relevance of the scale (whether the scale was specific enough for the
learning disability ppulation and how long ago it was developed), the length of the scale
(many contained more than 50 items which was felt to be too cumbersome for the current
study) and whether the psychometric properties including reliability and validity were
adequate. TheAttitudes to Disability Scale (Power et al, 2010) was developed-culissally

and drew directly from the experiences and attitudes of people with disabilities including
people with learning disabilities. The reliability using item response theory basalyses

were found to be good (PSI=0.809) and internal validity was also found to be good (Power et
al, 2010). It does however have weaknesses as it is designed for both physical and learning

disabilities and doesn’t differentiate between the two.
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As ths study would only be interested in learning disabilities, the wording was slightly altered
so that instead of it referring to people with a disability, it referred to people with a learning
disability (Appendix 5). This is advised by Antonak and Liv2@BOY as it improves the
specificity of the scale. It is acknowledged that this very slight alteration could have affected
the validity and reliability of the measurbut was felt unlikely to be detrimental enough to
affect the overall validity and relidlty considering the measure was designed for use within

the learning disability population and included people from this group within its development.

3.5.3 Vignette

Vignettes are stories which outline a hypothetical character within a hypothetical situation t
which a participant is asked to react to (Martin, 2004). They can allow the researcher to gather
information that would be difficult to collect due to the nature of the situation or the probable

small sample sizénat have experienced the particular séttion.

Although they can never truly be representative of real life, present some issues for
generalisation (Hughes & Huby, 2002) and do not allow for the same intensity and affective
meaning as experiencing the situation in a laboratory experiment (€&l€hilds, 2011), they

do have many advantages.

For instance questionnaires while having high external validity tend to have low internal
validity but by including a vignette, this can help to increase the internal validity due to the
available experimental control (Atzmiiller & Steiner, 2010). This occurs dueetoighette

data validating the other data collectedut it also leads to a more uniformed set of data due

to the controlled variables (Hughes & Huby, 2002). In addition they can be selective which can
provide a focus for participants and simplify situasowhich in real life would involve

complexities and conflict (Hughes & Huby, 2002).

As | was unsure about the amount of staff thabuld have had experience of supporting
someone with a learning disability who had received counselling, using a vignette provided a
different measure. It enabled me to explore people’s reactions to a hypothetical person with a
learning disability and experimentally control whether variables such as gender or degree of
learning disability affect opinion. The vignette, which vimduded within the questionnaire,
describes some of the behavioural features that might be observed if someone had
depression. Depression was selected as it is considered one of the most common mental
health issues that affect people and has been fougdQwoper et al (2007) to be the most
prevalent mental health issue affecting adults with learning disabilities after problem

behaviour.
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The vignette was about either a male/female character and each participant was exposed to
one of three conditions wher¢he level of learning disability of the person was either mild,
moderate or severe (these were randomly allocated). Questions regarding their first thoughts
upon reading the vignette, what their reactions might be, how likely they would be to refer
this person with a learning disability for counselling and why they feel that way were included.
As each participant was only exposed to one of the three conditions of degree of learning

disability, this aspect was a between subjects design (Appendix 5).

3.5.4 Questionaire Pretesting

NassamMcMillan and Borders (2002) assert that although the professional literature is always
appropriate for the generation and refinement of questions in the elegment of
questionnairesusing a supplementary method is important. Omay is to gain feedback from
people in the field. Indeed Kelle (2006) argues that even the most meticulously conducted
gquestionnaire may return misleading or even invalid results if the participants understand the
guestions in a different way than theyaene meant,or if the topics are not felt to be relevant

to them. Pretesting a questionnaire is the only way to be able to evaluate in advance whether

participants will have any difficulty or issues with the questionnaire (Presser et al, 2004).

There is nt much guidance regarding the best method to use in-teging (Presser et al,
2004) but Focus Groups presents one method which can be used as a supplementary method
as they allow data and insights to be produced that would be less accessible witleout th

interactions that occur in groups (NasddcMillan & Borders, 2002).

Focus Groups provide a rich body of qualitative data which can be used for exploration or
confirmation (Stewart, Shamdasani & Rook, 2007). Although they do have disadvantages
including issues around extension of generalisability, particigantesponses being
interdependent or biased and difficulties with interpretation of data (NaddaMillan &
Borders, 2002; Stewart et al, 2007), there are many advantages to using Focus Grougs. They
offer many benefits to the researcher including flexibility, versatility, quickness, cost
effectiveness and peer validation (Stewart et al, 2007). In addition, for questionnaire
development,FocusGroups can ensure that questionnaires contain appropriate language and
augment the preesting process (NassdteMillan & Borders, 2002). Stewart et al (2007)
argue that the key to the success of@isGroup is ensuring that their use is consistent with
the objectives and purpose of the researcheTddvantages mentioned above meant that a
FocusGroup could provide an effective and valid way to ensure the questionnaire was fit for
purpose. It also meant that participants could express their views in their own words and

explain the context and interptation of these views (Stewart et al, 2007).
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3.6 Procedures

The questionnaire was initially developed from the available literature regarding counselling
and people with learning disabilities. The questionnaire was then refined antéstied using

a Focus Group and asking questions of additional individuals who had completed the

questionnaire. The questionnaire before giesting can be found in Appendix 4.

The procedure for thedeusGroup followed the guidance that is within Stewart et al (2007).
They desgbe the contemporary é&cus Group as containing 82 participants who discuss a
particular topic under the direction of a moderator who supports the interactions of the group
promoting interaction between members and ensuring that the group do not veerfdoo

away from the specific topic.

TheFocusGroup consisted of 12 support workers who were invited to participatéanégroup
following some organisational training that they were attending. These 12 support workers
who decided to be involved in theo&us Group were asked to complete the questionnaire
before taking part in group discussions which lasted an hoartdd as the moderator of the
group with an observer recording participant responses and observingvadial behaviour

and group interactions

The questions which were provided to the group to encourage discussion about the

questionnaire and the experience of completing it were:

x Overall how did you find the questionnaire?

X What did you think about the time it took you to complete the questiongai

X Were there any questions where you didn’'t understand what it was asking?

X Were there any questions that could be worded differently? How would you word it?

x Do you think there are any questions that do not belong in the questionnaire?

X Are there any questions that you would have liked to have been asked?

X If this questionnaire was completed on a computer do you think it would be harder,

the same or easier to complete and why?

These same questions were asked individually to 6 additional staff who were rdndom
selected to take part in this stage of the research. They held varying positions inclodieg h
manager assistantmanagerteamleader and support worker. This meant that a range of roles
that the potential participants hold could be sampled. Theywarsd the questions after

completing the questionnaire.
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The findings from both thedeusGroup and individuals were collated and the questionnaire
was changed accordingly. The questionnaire was not changed greatly but wording and
clarification of certain things were added (The original and finalised questionnaires can be

found in Appendices 4 and 5 respectivelile changes made included the following.

The option for staff to select ‘prefer not to say’ was removed from the questions and instead
participants could leave questions blank if they did not want to answer them. This was detailed
in the instructions provided to participants prior to completing the questionnaire. ‘Other’ was
added to the role question as some people felt that they struggled tthéimselves ito the

available categories.

A description of counselling was added into the questionnaire to clarify what was meant by the
term. A question was added which directly asked staff to indicate if they have supported
someone with a learning dibdity to access counselling as well as describing their experience.
This question was swapped around with the question asking staff about their awareness of
anybody with a learning disability in their service thas received counselling either currently

or in the past.

In the questionswhich asked participants to rate their likelihood of considering a referral for
counselling for someone with a learning disability that they support, it was added in about
speaking to the line manager about the referfbthis was added as some staff felt that this was
more appropriate than them just making a referral without consulting anyone. The wording on
the open enéd questions was changed from Wy do you think this?’ to 1Base could you

explain your reasons for ghanswer above’.

Where participants were asked about their own personal experience of counselling a
statement was added which told participasitthat they didn’t need to providany specific
details regarding their personal experience of counselling. Lastly a question was added which
asked the staff about barriers that they thought prevent people with learning disabilities from

accessing counselling.

The questionnaire was tested in the hard copy format for ease and to ensure that the
questionnaire was ot viewed by people not participating in the ptesting stage. Therefore
the next step was to convert the questionnaire into the online format. SurveyMonkey.com
(2015) was used to host the questionnaire due to staff being familiar with completing
questiomaires through this programmeélhis also meant that the format was changed and
allowed for questions to be automatically missed if they were not relevanth®participant

depending on howthey answeredtertain questions
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The questionnaire was then de&ssinated via an initial email invitation to all potential
participants (Appendix 1). An advert (Appendix 2) was also placed on the staff intranet asking
for participants to complete the online questionnaire. The questionnaire was available online
for completion for two months during which time several reminder emails were sent out,
home managers were asked to remind staff about the questionnaire and an individualised
email (Appendix 3) was sent to each potential participant. Staff were asked to confirm thei
consent to complete the questionnaire after reading an information sheet (Appendix 5) and

were provided with a déorief sheet (Appendix 5) at the end of the questionnaire.

Once the two months ended the quantitative data was transferred into SPSS 22Q&B/,
2013) and the qualitative data was collated and tabulated within xeceElocument so that

analysis could begin.
3.7 Data Analysis

3.7.1 Statistical Analysis

The closed answer questions and those using rating scales produced nominal, ordinal and ratio
data. These data were transferred into SPSS 22 (IBM, Corp., 2013) and analysed using different
statistical methods. The likelihood of stafinsidering referring the person in the vignette for
counselling were compared for the three different levels of learmiisgbility using an ANOVA.

The vignette enabled analysis of what effect the level of learning disability had on the
likelihood staff would consider referring someone with a learning disability for counselling. It
was hypothesised that being identified as having a mild learning disability would mean that
staff see counselling as more of an option than for moderate or severe learning disabilities.
The different variables were considered using a variety of appropriate statistical tests with the
general likelihood (this question is asked as well as the question related to the vignette) that
staff will consider a referral for counselling to investigate different relationstapd
associationsvithin the data. These included ANOMAtests, Mann Whitney U and Spehan’s

Rho.

It was hypothesised that somef the variables would beassociated with an increased
likelihood of consideing a referral for counselling including staffipporting someone with a
mild learning disability, staff's previous experience of supporting someone whilst having
counselling if that experience was positive, a positive attitude towards learning disabilities and

a positive personal experience of counselling.
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3.7.2 Thematic Analysis

The data from the opeended questions were analysed usirteinatc Analysis. The data was
collated and tabulated within anxéeldocument as is advised by Alhojailan (2012). This meant
that the data was all in one place and could be more easily reviewed and analysed. The
procedure for theThematic Analysis followed washat recommended by Braun and Clarke
(2006, 2012). They advocate a 6 phase process. This process began with familiarising myself
with the data which involved reading the data several times and starting to write notes of my
thoughts, feelings and possible ideas of what the data was saying. Phase 2 involved generating
initial codes from the data. The generation of these codes were done at the semantic level and
a code was identified every time something was recognised which was relevant to the research
quesion (Braun & Clarke, 2012). Phase 3 was when themes were searched for within the data
and codes. Codes were reviewed and areas of overlap between them identified so that clusters
of codes could become themes and subthemes (Braun & Clarke, 2012). Thesg&apo
themes were then reviewed in Phase 4. This was an iterative process where the themes were
checked against the codes within the data and the entire data set (Braun & Clarke, 2012).
These themes were then defined and named in Phase 5 ensuring that the themes directly
addressed the research question, were all related but not overlapping and not tryitay &

too much (Braun & Clarke, 2012). Finally the report was produced as part of Phase 6 where a
storyline was developed and articulated that summarised the themes identified (Aronson,
1994). It has to be noted that this process was not linear and flowed amongst the phases as
the process was undertaken (Braun & Clarke, 2006; 2@t2kxample of how the Thematic

Analysis was completed can be foundiippendix 6.

Braun and Clarke (2006) provide a 15 point checklist which identifies aspects of the analysis
that the researcher should be aware of and compare against at different points of the process.
This was used to ensure that thBématicAnalysisprovided a good quality and robust analysis

of the data.

The qualitative analysis was then embedded and merged (Creswell & Clarkp 2011) with
the quantitative analysis to support or refute the findings and provide more depth to the

answers provided.

3.7.3 Mixed Methods

Mixed methods research allows the data to be analysed in a way which offers a more holistic,
in-depth insight into the data and in answering the research question (Frost & Shaw, 2015).

Careful consideration was made to select appropriate amdgimentary methods to ensure
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that there is not complete confliction of the analysis. The use of statistical analysis with the use
of ThematicAnalysis was felt to be a way to investigate the phenomenon from many different
angles within the same research study rather than only selecting one aspect. It was hoped
that the mixed methods analysis would lead to a colourful picture being created to give insight
into the views and attitudes of support workers towards counselling psychology and learning
disabiliies. As the pluralistic approach aims to take down barriers through allowing dialogue
about the complexity within human life (Frost & Shaw, 2015), it was felt that the results should
be presented in an integrative way without a clear demarcation betweemtantitative and

gualitative analysis.

3.8 Ethical Considerations

3.8.1 Consent and Confidentiality

Before answering any questions all participants were asked to indicate their consent by clicking
next after readng an information sheet. The information sheekdpendix 5) included brief
details of the research study, my contact details and that of my supervisor, outlined what the
participants would be asked to do, it reinforced that they could withdraw at any time, defined
the complaints procedure and providgétle phone number of the organisation’s counselling

service.

All the responses were provided on a confidential basis and were anonymous. This means that
no individual participant could be identified from their results. All the responses were kept on
the conmputer anonymously and the computer and files were password protected. Once the
research was completed the raw data would be kept securely for three years before being

destroyed.

To ensure that participants did not feel forced to answer any particulartmpresthat they did
not feel comfortable withevery questioncould be skippedy clicking nextThe information
sheet told all participants that they could withdraw their consent for participation from the
research study at any time and for any reasoncalthihey did not have to provide to the

researcher.

It was anticipated that the questionnaire would have a low psychological impact as most of the
questions were not of a deeply personal nature. There was only one set of questions within
the questionnairethat could be considered personal. These were the questions that asked

about the participant’s own personal experience of counselling. These gquestions were included
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as it was felt that a participant’'s own personal experience of counselling could afféct the
opinions of counselling psychology and people with learning disabilities. These questions did
not request any details of their experience but asked about their general opinion of the

experience and how beneficial they found it.

Although it was anticipated that these questions were not of a particularly sensitive nature, |
did not want to make any assumptions of what could impact on a participant. Therefore
participants were provided with the option to not answer these questions. In addition, the
complaints procedure provided an opportunity that if any participant was not happy with any
part of the research studythen they could make a complaint to the appropriate people and

knowthat it would be dealt with adequately.

Finally, at the end of the questioaire a debrief sheet (Appendix 5) was provided which again
reinforced that participants could withdraw at any point and provided mine and my
supervisols contact details so that if they had any questions these could be answered. If
participants did expéence any distress as a result of completing the questionnaire, details
were stated of where they could seek support. This included the telephone number of the
organisatiors counselling service which offers staff up to 10 counselling sessions a year and

the number for Samaritans.

3.8.2  Ethical Approval

The research was developed in such a way to comply with BPS code of human research ethics
(2010). A proposal was submitted in January 2014 and the ethics of the proposal was
considered as part of the submissiorhe proposal passed without any required amendments

in February 2014 and the ethics release form was signed in October 2014 by Dr Pavlos

Filippopoulos and Dr Jessica Jones Nielsen (Appéndix

Approval also had to be sought from the organisation fromcWtthe participants would be
recruited. This process included meeting with the Director of Operations and providing a
summary of the researghvhich could then be considered by the Board of Directors. Approval
was givenverbally by the Director of Operationsm May 2014 for the research to be

undertaken.
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3.9 Ensuring Rigour within the Study

3.9.1 Reliability and Validity

Several efforts were made during the development of the research to ensure the rgliabiti
validity could be as robusts possible of both the quantitative and qualitative elements within

the study.

ClarkCarter (1997) suggests several ways of increasing the reliability of quantitative items
within a questionnaire. He firstly recommends that an adequate sample size is sought so as to
be as representative of the intended population as possible. Through completing calculations
which included consideration of power and effect siae ideal number bparticipants were

aimed for.

The Attitudes to Disability Scale (Power et al, 2010) was partly selected due to its good
reliability (PSI = 0.809, using item response theory) and good internal validity. The questions,
which used multitem scales, provided participants with a 5 pointlecas advised by Clark

Carter (1997) as it allows participants to express their position of neutrality if held on a topic or

issue.

Quantitative research is often criticised regarding issues with validity (McGrath & Johnson,
2003) which was mitigated ta certain degree through using a mixed methods research
design as the qualitative element can help to expose any lack of validity of the quantitative
measures and analysis (Kelle, 2006). The internal validity of the experimental vignette was
heightened tlough random allocation of participants to the different conditions (G@akter,

1997).

The qualitative research element presents its own issues when ensuring rigour within the
study. Camic et al (2003) argue that for qualitative research to qualify as being that of a good
quality then the researcher must display certain skills such as thoroughness, expertise in
application and awareness of the context of the research including theoretical, historical,
sociocultural and interpersonal. The onus seems to be placed on the researcher to make clear
their relationship with the material and ensure the analysis is grounded within the
participant's own accounts (Madill et al, 2000). Most argue that with both qualitative and
mixed methods the researcher must make their epistemological position known to the reader
and to ensure that the application of this position is consistently evident throughout the study

(Madill et al, 2000; Yardley & Bishop, 2008; Kellep20itd McGrath & Johnson, 2003).
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However, Trafimow (2014) has debated whether this is enough. Qualitative analysis relies on
subjective judgments of what is salient within the data and research has indicated that
subjective judgments including those of professionals are not always very reliable (Einhorn &
Hogarth, 1978). This reliability can set an upper limit on validity as it can be questioned how
somethingcan be more than slightly valid if it is only slightly reliable (Trafimow, 2014). To
overcome this Trafimow (2014) recommends that when appropriate and feas#slearchers
should conduct an index of inteater reliability on the qualitative analysis. Due to the mixed
methodology used within the study it felt appropriate to conduct this measure of reliability to
provide an additional way to ensure rigouTherefore Kappa (Cohen, 1960) a stringent
measure of paiwise agreement was used. This meant that throughout the study both

methods were being used to compliment and corroborate the findings of the other method.

3.9.2 Reflexivity

Although | have alreadyrpvided an account of and reflected upon my epistemological
position it is also important to reflect on my personal position (Willig, 2001). | have great
awareness that this research area was not just selected for a simple reason. Several factors

combinedas to why this particular topic and methodology were selected.

Having worked in the learning disability field for a number of years and having completed
specialist training in the area | was aware that psychological therapiesaregularly offered

as an intervention to people with learning disabilities. It was clear though that often the
challenging and distressed behaviour that the people | worked with exhibited was
communication. Often it was communication that was either misinterpreted or hadn’'t bee
listened to early enough to prevent things from reaching a crisis point. The concern from staff
was always about keeping people safe and to do so in an environment where there were
constant demands on staff time and funding was generally being reducehl year. The
unmet need of people with learning disabilities either not being listened to or not having the
opportunity to have a space in which good reciprocal communication could happen meant that

| felt that counselling could offer a lot to people.

Through researching the topic and starting to work therapeutically with people with learning
disabilities it could be seen how valuable the space could be for people but also how rarely it
was offered. The referrals that | received would very rarely speltificequest counselling for

the person and would instead focus on the impact of the person’s behaviour on either
themselves or others. This meant that assessments would focus on behaviour or
environmental changes in the staff which could lead to redudtiim risk rather than the

opportunity for the person with a learning disability to gain new skills, develop as a person or
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have the opportunity to discuss things that were bothering them. The important role that
support workers play in the lives of people with learning disabilities means that they are often
the first people to notice changes in the person that they support and may be the only source

of help that the person has access to depending on the services that the person accessed.

| therefore wanted to understand more about support workers’ opinions of counselling
psychology for people with learning disabilities, | believe they are key tmproving acces®

counselling for people with learning disabilities

| am aware of the impact that this has had on @ that when | completed the analysis |
attempted tobe aware of the perspectives, the pugderstandings and prsuppositions that |
brought with me so as to not let these monopolise the analysis. Therefore | kept a reflexive
diary throughout the analysis so as to be able to reflect as much as possible on what the
analysis brought up for me. | also followed the guidance by Braun and Clarke (2006) to ensure
that the analysis was grounded within the datacompleted the dairy following thanalysis
sessions where | completed the qualitative analysis and wrote down any thoughts or feelings
that had come up for me when | was reading through the participant’s answers or completing
the analysis. The process of writing the diary allowed me to exm@ark reflect on the
assumptions, judgements and prejudices that arose in me as | read through the responses
participant’'s had given. | found it interesting to write down what came up for me as this
allowed me to think in more depth about the thoughts aeelings than if | had not completed

the diary. It also aided the Thematic Analysis (Braun & Clarke, 280&)me of the themes

came together through the thoughts that | had written within the reflective diary.
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4. Results

The following chapter will outline the results found from both the quantitative and qualitative
analysis of the dataollated throughthe questionnaire. The gquantitative and qualitative data
was collected concurrently and analysed using a validating quantitative data model (Gelo et al,
2008) which meant that the quantitative data has the dominant status in order to address the
research questiop The quantitative analysis was completed first due to tlisngdominant

status with the qualitativedata, providing an opportunity to corroboratéhe findings of the
quantitative data analysis and to provide greater depth. A decision has been made to embed
the quantitative and qualitative results within each oth@reswell & Plan€lark, 2011)n

order to be able to explore the complex picture waiithe results weave. This presentation is

linked with the epistemological position taken for this research of pragmatism and pluralism.

Individual participant’s responses will not be discussed but instead the analyses of the whole
group will be exploredo ensure the anonymity of the participants. Missing values were
treated appropriately and where no answer was provided no analysis could be conducted.
Therefore, where different variables are used in the analysis there are different N values due
to these missing responseBue to the large number of respondentie quotes used in the
descriptions of the themes found through tiiaematicAnalysis will not be referenced back to

an individual participant. This is to ensure the anonymity of the participants and thah@o
participant is singled out through the analysis or through their resporBles. quotes used
within the results are the exact words that participants typed and therefore spelling mistakes

and grammatical errors remaumaltered.

The results will first explore the demographics of the participants as well as looking at other
information provided about the types of services and the level of learning disalffiligople

that staff support. The questions which were answered following the vignette will be explored
both gquantitatively and qualitativelybefore an exploration of the factors which affect the
likelihood that a referral for counsellin@r( discussion with their line manager regarding a
possible referral)will be considered in the futureAdditional themes from opeended
questions will then be looked at to enable a holistic view of the issues and views of the

participants.

81



4.1 Participants

4.1.1 Demographics

Of the 115 participargt who completed the survey, 72% (83) were female ar¥d 282) were
male. There were 106 who stated their age which gave a mean age of the patSogfal1.25

years with a range df8-68 years and standard deviation, 11.198.

Participants were asked to describe how they saw their ethnic origin. The broad categories
which participants used can be seen in Figure-B4There were 60% of the participants that
included British within their description of their ethnic origin. The rest comprised of Asian,
White, European, Mixed, Black African and Caribbean. When the British catedwokén

down further (Figure B2) it can be seen that the majority of participants stated that they
were White British (49%) while another 39% used only the term British. In addition some
participants also used Asian British, Nepalese British Mied British. The results of this
question indicate that althouglthe majority of staff descritethemselves as White British
there are also a mixture of cultures and nationalities of the staff who work on d@oddgy

basis with people with learning disabilities including a number of people who possibly have

English as a second language.

m British
Asian
m White
m European
= Mixed
Black African

m Caribbean

Figure B41: Chart showing the percentage dhe different ethnic origins that participants

used to describe themselves
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Figure B42: Chart showing the breakdown ofhe different explanations of Britishthose

m British

White British
= Mixed British
m Asian British

m Nepalese British

participants who used British in their description of their ethnic origin.

When asked about their highest level of education, all participants answered the question with
the majority of participants (52.2%) indicating that they held GSCEs, A levels or their
equivalents. There were 23.5% who indicated that they had a degree level qualification which
included Bachelors and foundation degrees. There were even 2 (1.7%) participants who
indicated that they have a postgraduate level degree. Only one person indicated that they had
no qualifications and a further 9.6% selected that their qualificatiorese ‘other’ which

included overseas qualifications.

The majority of participants (48.7%) had more than 10 years of experience working with
people with learning disabilities. Another 29.6% identified that that they had been working in
the field for between 5 and 10 years and 8.7% between 3 and 4 years. There were 6.1% who
stated that they haddss than 2 years of experience and 7% who had worked with people with

learning disabilities for less than a year.
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4.1.2 The Types of Services Participants worked in

The roles that participants held included supp@rbrker, senior support worker, assistant
manage, home manager andeam leader. Support worker was the most selected role with
54.8% of participants indicating they currently hold this role. There were 5.2% of participants
who indicated that they held the role of senisupportworker and a further 19.1% who were
assistant managers. Homes amager and é¢am leader accounted for 13.9% and 3.5%
respectively. Finally 3.5% indicated that their role fell into ‘otlard included volunteer, job

coach and travel trainer.

The types of arvices that people worked in was mostly residential care (79.1%) but
participants also worked in supported living (19.1%) and outreach (1.7%). Most patrticipants
were based in Berkshire (79.1%) with a fifth (20%) being based in Lomdbiordy one
participant (0.9%)ased in Sussex.

Participants could select multiple levels of learning disability when indicating the level of
learning disability for the people they support.nrdoderate learning disability was the most
commonly selected (62.3%) followed by emv (35.1%) then nefound andmultiple learning
disabilities (29.8%) and lastipild (25.4%). There were 4 respondents who were not sure
about the level of learning disabilities of those they support and 1 respondent who did not

answer the question.

Participants were also asked to indicate the methods of communication used by the people
with learning disabilities that they support. Staff could select multiple methods of
communication due to the tendency of staff to work with multiple people whether that be
within or across services. It was considered that being able to select multiple methods of

communication would enable a better reflection of the methods used.

Althoughverbal communication was the most commonly selected method (88.70%), this was
closey followed by lehaviourbody language (72.17%), Signing including Makadanguage
signing system designed specifically for people with learning disab{@&96%) andécial
expressions (61.74%). Symbol based communication systems (&igire PExchange
Communicatior8ystem) (40%), Written (34.78%) aedmputer aided communication (e.gyé&
Gaze, Pad) (24.35%) were selected less often. This indicates that there is a wide range of
communication methods that people with learning disabilities usarafrom just verbal

language.
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4.1.3 Experience oSupportingCounselling andd®ple with learningDisabilities

Participants were asked if they themselves had ever supported someone with a learning
disability to access counselling. The majority said no, 63.8%d(icipants), while 34.8% (40
participants) said yes and 1.7% (2 participants) were unsure. In addition when asked if they
were aware of anybody with a learning disability in the service they work in who had either
received counselling in the past avas currently, 46 participants said no (40%). This is
compared to 39.1% (45 participants) who responded ttesy were aware of somebody and

interestingly 20.9% were not sure if anybody had.

Those who had replied yes to the above questions were asked about the number of different
people they were aware of who had received/ are receiving counselling. As can be seen from
the table below (Table B#) the most common response was 1 person with 44.4% of
participants reporting this. The frequency decreased as tlimaber of people witha learning

disability who had accessed counselling increased.

Table B41: The numbers of different people with learning disabilities who staff were aware

of in the service that they work in who had received counselling.

Answer Numberof participants Percentage
1 20 44.4%
2 10 22.2%
3 8 17.8%
4+ 7 15.6%

4.2 The Vignette

4.2.1 Statistical Analysis

The hypothesis made about the vignette was that the character havingildh learning
disability in the vignette would lead to participants being more likely to consider a referral for
counsellingor speak to their line manager about a referrtéhan if the character hada

moderate or severdearningdisability.

The questions which reked to the vignette (Appendix)5were completed by 112 of the
respondents. The participants were randomly assigned to one of six conditions which varied
the sex of the person and the level of learning disability. The number of participants that

completed each condition can be seen ibl[EaB42 below.
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Table B42: The number of participants who completed each condition of the vignette.

Condition Gender Level of Learning Disabilityl Number of participants
1 Female Mild 18
2 Female Moderate 18
3 Female Severe 20
4 Male Mild 18
5 Male Moderate 15
6 Male Severe 23

In order to investigate the effect of the different conditions on the likelihood that the
participant would be to consider a referral to counselling for the character in the vignbée

data was considered in relation to the parametric assumptions. The Likert scale could be
considered an interval level measurement due to it being symnadtiicnature and having
equidistant presentation. The data did not fully approximate a normal distribution due to it
being negatively skewed. However, due to the homogeneity of variance also being met
through a nonsignificant Levene’s test, it was felt that the conditions had been met

sufficiently for parametric statistical tests to be used.

= Mean

Mean Likelihood
w

Mild Moderate Severe
Level of Learning Disability

Figure B43: A graph showing the means of staff responses regarding the likelihood that they
would consider a referral to counsellingr speak to their line manager about a referral

depending on the level of learning disability of the character in the vignette.

Using a one way between subjects ANOVA to compare the effect of the six different conditions

on the likelihood of a referral for counselling being considered revealed that the differences

86



between the groups were nesignificant [F(5, 106) = 0.473, h.sWhen the groups were
collapsed into just the level of learning disability the means fomtild, moderate and severe
groups were 3.86, 4.08nd 3.93 respectively (Figure-BY1 The analysis of just the effect of the
level of learning disability (mild, nderate and severe) on the likelihood that a counselling
referral would be made also resulted in nsignificance [F(2, 109) = 0.4A4X%]. This indicates
that the level of learning disability of the character within the vignette did not have an effect
on participant’s decision when considering their likelihood to referspeak to their line

manager about a referral fahe person described within the vignette for counselling.

This result was repeated when the data was collapsed into whether the character in the
vignette was male or female. A t test was used to compare the effect of the gender of the
character on the likelihood of a referral being considered. There was not réficagt
difference in the scores between the male (M= 3.982, SD= 0.798) and female (M= 3.911, SD=
0.978) character groups in the vignette, t(1100:424,n.s). Therefore neither manipulation

of gender orlevel of learning disability effected the decisiomaking of the participants

regarding their considerations of a referral for counselling after reading through the vignette.

4.2.2 Qualitative Results

Prior to being asked about the likelihood of them considering refewirgpeaking to their line
manager about referringhe person in the vignette for counselling, participants were asked
severalopenended questions about the gmette. Participants were askedhat their first
thoughts were when reading the vigneftand what they would do if someone they supported
presented in the way described in the vignette. The answers to these questions were analysed
using Thematic Analysis. There were five out of the 112 participants who didn’'t answer any of

the openended questionshat they were asked.

4.2.2.1 First thoughts following reading the vignette

The first question asked wad/ihat are the first thoughts that enter your mind when reading
the above situation? There were three main themes that emerged from the responses
provided by he participants. These includedwareness of “something” happening, Thoughts
about the next steps that they mighéke and Aknowledging the difficulty for the person to

communicate or understand what was happening.

4.2.2.1 (i) Awareness of ‘something’ happening
Themost common first thought that participants wrote about regarded the possibility of there
being a medical problem that could be leading to the situation in the vignette. There were 49

of the participants that described thoughts that the person in the &fgncould be “unwell”,
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have“a physical illness” dimay have developed underlying health issuskich could lead to
the change in behaviour. Some participants would even describe specific possible issues such

as a'uTl", “pain”, “Hormones? Medication2hd“sight”.

Following the possibility of physical ill health, mental health was also focussed upon.
Depression was a very common response with 35 people specifically mentioning depression
and a further 5 people mentioning the word “sadf mentioning meral ill health. Another

more specific reason mentioned by 13 of the participants was that of the potential of abuse

being the underlying cause of the changes in the character.

Many though didn’'t put a precise reason and instead were more general. Theseclear
recognition from the staff that not only had there been a change but that there was
“something”that was underlying this change. There were 41 people who spoke in these more
general terms saying “Something is going wrongr” “I would immediately hink that

something is wrong and John isn’t happy about something in his life”

The vast majority of participants responded in a way which exposed tentative thinking and
expressed multiple possibilities which could be causing the observed changes. HEsses
would offer several examples and would use language which showed that there were many

different avenues that could be explored. A typical response would be:

“The change of behaviour could be either because of a medical reason
(illness/dementiapr because of a psycological reason (upset/worried about something
that has happened or believe could happen. Investigation would be needed to find the

reason.”

There were however 9 responses where the participants had been very certain in their
responsessaying“Sally must be unwelldr only offering one option as a cause such as it is

depression, it is abuse or it is illness.

4.2.2.1 (ii) Thoughts about the next steps

This theme could be divided into two clear dihiemes: Investigating the possible causiest

were described above andwolving pofessionals. There were 19 stafho spoke about how

they “would question/research”, “explorednd how “Investigation would be needed to find the
reason.”There was also thougln acknowledgement, by 16 of the participatitat they may

need to involve professionals to support them with this. Sometimes it was specified such as a
“GP”, “Doctor” or “Psychologist” or would be more general and refer témedical

professionals”As one person succinctly put it:
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“I need to find ouwhats wrong, is there something that bothers her, review his care

plans, support plans as well as referred to medical professionals as needed”.

4.2.2.1 (i) Acknowledging the difficulty for the person to communicate or understand what
was happening

The last theme tht emerged from the data concerned the difficulty that the person in the

vignette could be having in expressing what was happening for them. There were 6

participants who wondered about this element within their responses. A couple speculated

whether the taracter was “unable to communicater “vocalise” what they were going

through while the others queried whether the character understood their feelings or what was

happening in their bodies and that this may be behind the change in behaviour.

4.2.2.2 What they walld do if someone they support presented like the person in the
vignette?

The second question about the vignette asked participants what they would do if someone

that they supported presented in the same way as the character in the vignette. The responses

given fell into two main themes, Things that they themselves could do and Others to involve.

4.2.2.2 (i) Things that they could do

One of the key things that the staff said that they would do was to speak to the person to see if
they might be able to tell staff what was bothering them. There were 38 responses that fell
into this subtheme with staff saying things like they woulisten to the person”, “have a quiet
chat” or “encourage them to talk’As one participant succinctly put it they would “Sit down
with her/spend time with her to see if she wants to talk to try to find out what may be the
problem.” Through further analysis it was found that these responses did seem to vary

according to the level of learning disability.

As can be seen in Figure -B4there were 15 participants (41.66%) and 14 participants
(42.42%) who indicated that they would talk to the person when the vignette character had a
mild or moderate learning disability respectively. In comparison only 9 participants (20.93%)
whose charactein the vignette had aevere learning disability responded that they would talk

to the person.
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Figure B44: The number of participants who mentioned that they would speak to the person
mentioned in the vignette compared to those who did not for the difént levels of learning

disabilities (Mild, Moderate and Severe).

These differences were analysed using chi square test for association. There was no statistical
difference found between the itd learning disability and oderate learning disability groups,

2 (1) = 0.03; n.s. However when the frequency for the severe learning disability group was
compared to the rild learning disability groupthe difference was statistically significant? —

(1) = 3.984; p<.05 and wheompared to thanoderate learning disability group the difference

was again significant,” @) = 4.493; p<.05. This indicates that those participants whose
vignette stated a evere learning disability were less likely than those who had a vignette
describing amild or moderate learning disability to talk to the person about what was

happening for them.

In addition within the theme of what they themselves could do, Staff spakeitaneeding to
record all of their concerns. This was explicitly mentioned by 8 of the participants and was said
to be done through “Documentation of the situatioof that they might‘make a report”.Staff

often stated that they needed to find out what the underlying cause was for the change in
behaviour. There were 32 participants who spoke about the need to do this.Sploé&g about

it in one of two ways. Some would discuss it as something that they needed to do but would
not indicate how they might go about thiwhile others were very specific in what they would

do to find out the underlying cause. Words that were used which portrayed this action
included“monitor”, “observe”, “investigate”, “check” antteview”. This sometimes would link

into the needto document things as one person spoke of needingMake sure everything is
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recorded to see if/ where there may be patterns in her behaviddost of the answers were
very brief and did not go into detail but one person as can be seen below had a step by step

idea of what they would do and in what order.

“1. Check their temperature, i.e., if they are sick. 2. Check previous logse{ngll
appetite, behaviour), handovers, MAR chart (any PRN medication given) 3.
Communicate with other members d&f or service users (query about any incidents
that might be related to present condition) 4. Check behaviour charts, continence 5.
Communicate this incident to management 6. Refer to GP/NHS 111/emergency
services/counselling if needed 7. Chatksigns of abuse 8. Refer to management if

there are signs of abuse 9. Take this further to social worker or CQC if needed”

The final thing that staff indicated that they themselves could do was to offer support to the
person. There were 8 participatwho spoke about the need to “Offer support and
encouragement”. These responses included terms such as “reasshe#y” and “support”.
There were also responseshich indicated that staff were there for the person such as this

response:

“Remind him that | and all staff are here to help him and if he would like to talk to us he

can.”

4.2.2.2 (ii) Others to involve

The most frequently discussed action within the responses for this question was seeking
involvement from the GP. There were 42 participants that included this aspect within their
responses and often this was the only action that they stated they would do. This response
very much fitted with the idea that physical health was a likely cause for the change in
behaviour for the character within the vignette vislvement with the GP was fairly limited to

two forms: booking “a GP appointment” and seeftite doctor for advise”.

The GP was not the only professional that staff felt was important to involve in the situation
with 32 participants mentioning a professional other than a GP. The professionals mentioned
included “MDTS” (Multi-Disciplinary Teamg)psychology”, “CTPLD(Community Team for
People with Learning Disabilitiesgommunity team/ talking therapy”, “therapist/counsellor”,

“behavioural support”, “psychiatry”, “advocacghd“other professionals”.

In addition to involving professionals from outside of the hoitere were also thoughts of
including the member of staff's manager. There were 30 responses which indicated that they
would inform or reprt to their manager in some way, although it was not only the manager

that participants felt should be involved in the case. There were 13 participants who indicated
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that other staff should be collaborated with andthers involved in Sallys daily lifeThe
involvement of imily was not mentioned explicitly within any of the responsdsich | found

an interesting phenomenand wondered whether it could be related to the way the question
was asked. The other possible reason could be in relation to tlkeetiat families play within
the personal liegs of people with learning disabilities and the conflicts which staff may
experience in attempting to treat people with learning disabilities as adiltss includes
keepng information confidential as well as accesgtmg support and information which family

could provide

There were responses though that alluded to the need for staff to work within a team to be
able to support the person such as one person who said they would “Communicate with other

staff who support her to find out if they have the same observations.”

4.2.2.3 Likelihood of considering a referral or speaking to their line manager about a referral
for counselling for the character in the vignette.

As has been previously discuss#tk likelihood of staff considering a referrat speaking to

their line manager about a referrébr counselling for the character in the vignette was not

associated with the level of learning disability or thender of the character. Figure B4

shows that the most common response from staff regarding their likelihood to consider

referring or speaking to their line manager about the character in the vignette for counselling

was ‘Likely’ (55 participants).
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Figure B45: The number of participants whohoose each response to the question regarding
how likely they would be to consider referring or speaking to their line manager about a

referral for counselling fothe character within the vignette.

This study was also interested in the explanationg #taff gave for their answers. Therefore
the openended question which asked participants to explain their reasons for their decision
regardingthe likelihood was analysed usindgidmatic Analysis. The responses were divided
according to their response on the question of likelihood to investigate if there were

differences between the groups for the reasons they gave for their decisions.

4.2.2.3 () Very Unlikely and Unlikely

There were two people who selected ‘Very Unlike@ne person did not give any reason for
their answer and the other person wrote “My duty of care for that persaifortunately this

was not enough data to find any themes and | was unsure what the person was trying to

communicate with the above statement.

There were 5 participants who had resptad ‘Unlikely. Of these participants there were 3
who indicated that they would look into the health first but had not completely ruled out a
referral for counselling if no medical cause for the change had been found. The other two
responses included someone not prawig any reason and one person whose answer seemed
to contradict their ‘Unlikelyresponse as it indicated that they would refer the character for

counselling.
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4.2.2.3 (i) Undecided

There were more interesting results amongst those who responded that they were
‘Undedded. The explanations of the responses for those that selected ‘Undécididnto

one core theme, @nsideration of all possible options. Similarly to the ‘Unlikgipup almost

half of the 20 participants who had selected ‘Undecidedd wanted to rie out medical
causes first before looking into the referral for counselling. AnothertBame which ran
through the explanations for selecting ‘Undecidedas that staff wanted to find out the
possible cause for the changes in behaviour prior to makinigasion about a referral to
counselling. This idea is illustrated in the following person’s respdBseause | need to find

out first the reasons why there is sudden changes with her. Either she medical problems or an
abuse just happened.” There was also one person who indicated that they felt that they did

not have enough experience to actually make a decision.

4.2.2.3 (iii) Likely

The most common response of ‘LiKgly5 participants) also had a theme within it of needing

to rule out other causes and particularly possible medical reasons. There were 17 responses
that fell into this category. However staff also gave responses which indicated why they might
be likely toconsider the referral. There were 6 participants who specifically mentioned
Depression in their response with some who felt that other options apart from treatment with
medication should be explored. One person said that they felt tHadepression isreated

only with medication, it can remain untreated as the root cause might not be explored”.

In addition many of the partipants who selected ‘Likélfelt that counselling could be a good
way to actually find out the potential causes behind the babtiavchange or believed that it
could be something that “might help to resolve the issudiere were 19 participants that
included this within their answer which seemed to indicate that they felt counselling is a good
option to consider. Finally staff whead indicated that they wer# ikely to consider a referral
recognised what a counsellorbansellingpsychologistould bring to the table. There were 13
responseghat explainedit meart that someone “trained; a“professional; with “tools” and
“knowledge” could offer something which might bbeyond the remit"of a support worker.
Furthermore these responses showed that the independence autside view of a
counsellortounsellingpsychologisicould be helpful. One person summed it up as: “Jautay

not feel comfortable discussing his issue with staff would work with him daily. He may find it

{1}

easier to talk to an 'outsider".
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4.2.2.3 (iv) Very Likely

Thethemes that were found within the responses from those that selected ‘Likely’ were also
found in the explaations for those thatelected'Very Likely There were distinct differences
though. Only one response spoke about needing to rule out possible medical causes first and

there were three responses which included the wtoBviously”within their explanatia.

4.2.2.4 How beneficial might the counselling be for the character in the vignette?

Staffwere not only asked about the likelihood cdnsidering aeferral to counselling for the
vignette character but were also asked to consider how beneficial the coungselight be for
them. There were 4 participants out of the total 115 participants whose data had to be
excluded from this section of the analysis due to them not completing the question relating to
the likely benefit that counselling could have for thgnette character. Therefore the analysis

for this question was completed for 111 of the respondents.

4.2.2.4 (i) Quantitative Analysis

As can be seen in Figure-B4the most commonly selected level of benefit of counselling for
the vignette character was ‘Beneficialith nearly half of the participants choosing this. There
were hardly any participants that selected that it would be either ‘Definitely Not Benebcial’
‘Not Beneficial’ but there were 2828 of people who responded to this question who indicated

that they were‘Undecided.
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Figure B46: The number of participants who choose each response to the question regarding

how beneficial they think counselling would be for the character within the vignette.

In order to investigate the effecof the different conditions fild, moderate and severe
learning disability) on the likely benefit that the participant considered counselling could have,
the data was considered in relation to the parametric assumptions. The Likert scale could be
considered an interval level measurement due to it being symnadtiicnature and having
equidistant presentation. The data did not fully approximate a normal distribution due to it
being negatively skewed. However, due to the homogeneity of variance also bweihg
through a nonsignificant kEvene’s test, it was felt that the conditions had been met

sufficiently for parametric statistical tests to be used.

The means for thenild, moderate andsevere groups were 3.64, 4.03 and 3.93 respectively.
Using a one way between subjects ANOVA to comphe effect of the conditionnild,
moderate and severe) on the perceived likely benefit of counselling for the vignedractier
revealed that the differences between the groups were ignificant [F(2, 108) = 2.53, i.s.
This indicates that the level of learning disability of the character within the vignette did not
have an effect on participant’s decision when consiag the likely benefit of counselling for

vignette character.
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4.2.2.4 (ii) Qualitative Analysis— Explaining their thoughts on how beneficial counselling
could be

All participants were asked to explain the reasons behind their decision regarding the likely

benefit of counselling for the vignette character. These responses were analysed using

Thematic Analysis. As there was only one person who seledtdthitely Not Beneficiand

‘Not Beneficial'the analysis of these responses is incredibly limited especiallijeapdrson

who had selected ‘Definitely Not Beneficidil not provide any explanation for their decision.

The participant who selected ‘Not Benefitexplained that'The above symptoms can exist in

someone with an infection, so with the right treatment such as a 7 day course of anti biotics,

the person's infection could be treatatiey would feel better and may engage again. If not,

then this may indicate a need for counselling.”

Undecided

Those participants who indicated that they were ‘Undecidexfressed a range of different
reasons why they had felt this way. The theme that ran through almost all the responses was
that counselling might not be the most appropriate course of action. There were 17
participants who mentioned this in some form withiheir answers. Different reasons were
given as to why this might be the case. There were 5 participants who indicated that they did
not have enough information about the character in the vignette to make a judgement about
the likely benefit of counselling. One example of what participants said was that “without a
diagnosis it is difficult to say if that is what John really needgdlth came up again as 4
participants spoke about the need to rule out health issues and for them it being their

“immediate concern”.

The capacity and level of learning disability did feature within 5 of the participant’s responses.
One person actually referred directly to the level of learning disability of the character within
the vignette saying: “I am not sure if someone with a severe learning disability will benefit with
counselling."There was only one person that statednti¢cided who had reflected on past
experience as a reason behind their answer sayifgthbugh | have been involved in
supporting people to go to counBel sessions, it has not always been beneficial and can

actually make life more difficult for them to cope with.”

Beneficial

There were two clear themes which emerged from the explanations given by those
participants who had indicated that counselling wikely to be ‘Bneficial’to the character
within the vignette. These were what counselling could offer and what makes counselling

different.
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Many of the responses fitted into the theme of counselling being likely to be beneficial
because of what it codl offer. The majority of participants (17) mentioned that having
someone to talk to and being listened to was what would make counselling beneficial for the
person. The emphasis for finding the cause was also still within the participants responses with
15 people who felt that counselling may aid the discovery or understanding of the possible
causes for the changes in behaviour. Not only did participants feel that counselling offered a
way to find a cause but also that it might help to develop possible strategies or solutions. This
was mentioned by 9 participants who felt that in some way that the counsellor might be able
to offer “advice” or could ‘help support them with theidifficulties”. There was also
recognition by a couple of participants that coulisg could offer a space to the person. This

whole theme is summarised quite succinctly by one participant who said:

“Again, regardless of the cause, | feel that counselling would give Sally the opportunity
to 'talk' about her thoughts, fears, feelingscah a trusted and safe environment. This
might help Sally/the counsellor understand why she is feeling the way she does and

hopefullywe can start to address this.”

The second theme to emerge from the data identified what might be different from judt staf
trying to talk to the person. There were 4 participants who indicated that counselling can be
‘Beneficial’ due to the therapist being “someone from outside the horneid being
“impartial”. There also an acknowledgement that the counsellor would havertge or be

trained and so is in a good position to support the person.

Very Beneficial

The same themes emerged from the responses of those participants who indicated that
counselling would bé&/ery Reneficial’in comparison to those who responded that it would be
‘Beneficial’. The main difference was that an additional theme that counselling could lead to
things going back to normal and would lead to improvements in day to day life. There were 4
responses wher¢his seemed to be indated. As one participant stateticounselling will help

him to go back to his routine/daily activities”.
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4.3 What affects thelikelihood of Sipport Workers Considering aReferral or Speaking to
their Line Manager about a Bferral for Counselling for a Brson with a learning
Disability that theySupport?
The hypothesis that was made regarding what might affect the likelihood of staff considering a
referral or speaking to their line manager about a referfia counselling for a personith a

learning disability was that they would be more likely to consider it in future if:

X The respondent was in a position of manageméwtnfe manager assistantmanager)

X Their previous experience of supporting someone with a learning disability was
positive (e.g. they felt that the counselling was of benefit to the person)

X Their general attitudes towards people with learning disabilities are positive

X They themselves have accessed therapy and that experience was positive

X They support people with aifd learning disability

4.3.1 Role

In order to investigate the effect of different roles on the likelihood that the participant would
be to consider a referral for counselling in the future, the data was considered in relation to
the parametric assumptions. The Likert scale could be coreidean interval level
measurement due to it being symmetric in nature and having equidistant presentation. The
data did not fully approximate a normal distribution due to it being negatively skewed.
However, due to the homogeneity of variance also being tieough a nonsignificant
Levene’s test, it was felt that the conditions had been met sufficiently for parametric statistical

tests to be used.
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FigureB4-7: A graph showing the means of staff responses regarding the likelihood that they
would considera referral to counselling or speak to their line manager about a referral for a
person with a learning disability they support in the future depending on the staff member’s

role.

Due to the small numbers of participants in some of the categories it weidatbto combine
some of the groups due to similarity of the roles. Tloene manager and teamelder groups
were collapsed into one groupw@me manager, N = 19and thesenior support worker and
assistantmanagers groups were collapsed into one groagsistantmanager, N = 22 The
remaining 72 participants identified themselves as suppartkers.As can be seeabove in
FigureB47 the mean likelihood of considering a referral in the future for the groupings of

home manager assistantmanager andgupport workers was 4.21, 3.55, 3.56 respectively.

Using a one way between subjects ANOVA to compare the effect of the three different roles
on the likelihood of a referral for counselling being considered revealed that the differences
between the groups waer significant [F(2, 110) = 3.819, p<0.05]. Estimated omega squared =

0.0475 which is a small effect size.

A Tukey poshoc test revealed that the participants who were home managers were
significantly more likely to consider a referral than support workgrs0.05). There waso

statistically significant difference between support workers and assistant managgne
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significance level between assistant manager and home manager was marginally insignificant
(p=0.068) This resulis likely tobe related with the size of thassistant managegroup where

the higher N irthe support workergroupmeans that the difference is considered significant.

4.3.2 Previous Experience of Supporting Someone with a Learniegbilty to Access

Counselling

In order to investigate the effect of previous experience of supporting someone with a learning
disability to access counselling on the likelihood that staff would consider a future referral for
counselling, he datawas divided intdhose who had previously supportedmeone to access
counselling (39 patrticipants) and those who had not (73 participants). This data met the
parametric assumptions so an independenT st was used to compare the means of those
with experience (mean = 4.256; SD = 0.751) with those witbrpérience (mean = 3.370; SD

= 0.921). These were significantly different [t(110)= 5.163, p < 0Q&l¢ulatingCohen’sd =
0.866, revealeda large effectsize This shows that those participants who had previously
supported someone with a learning dishitly to access counselling indicated that they would
be more likely to consider a referral for counselling in the future than those who had not

supported someone previously.

In order to investigate if this difference was dependent on how beneficial thi &lt the
counselling was for the person that they had supported another analysis was completed.
Those who had previously supported someone with a learning disaliliigcess counselling
were asked to rate how beneficial they had felt the counselling was for the person that they
were supportingThe different responses can be seen in Tabl&Bhere were 7 participants

who had previously supported someone who didn’t answer this question.

Table B43: The number of participants who selected each lewal benefit they felt
counselling had for the people with learning disabilities they had supported to access

counselling and the mean likelihood of those staff to consider a referral in the future.

How beneficial? Number of Participants Mean likelihood taconsider referral
Definitely not beneficial 0
Not beneficial 1
Undecided 8 4
Beneficial 15 4.33
Very Beneficial 8 45
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As there was only one participant who said not beneficial tdita was excluded and the
‘Undecided group, ‘Beneficial’group and ‘Very Beneficiajroup were compared against each
other using a onavay ANOVA as the data met the parametric assumptions. This test came
back as non significant, F(2, 28) = 0.962, Therefore the relative benefit fahe person with

a learning disability thathey had supported to access counselling did not affect the likelihood

of a future referral.

4.3.3 Attitude Scale Total Score

The Attitudes to Disability Scale (Power et al, 2010) measgssgkral attitudes towards
people with learning disalities across four domains of Inclusion, Discrimination, Gains and
Prospects. Higher total scores for each domain indicated more positive attitudes towards
people with learning disabilities. The relationship betwéla total score on the #itudes to
Disability Scaleand the likelihood of staff considering a future referral was analysed using
correlation. Due to the future likelihood variable being ordinal data this meant that a non
parametric statistical test was required to analyse the relationship (@arter, 2010).
Spearman’s Rhwas calculated revealing that the relationship between the attitude scale and
the future likelihood of staff considering a referral for counselling was not signifidao(tL05)

= 0.037, n.3.

4.3.3.1 Prospects score from thetidtides to DisabilityScale

The Prospects domain within the Attitudes to Disability Scale (Power22H)) measures the
attitude of people towards the possible prospects that can be expected for people with
learning disabilities. It includes items suafipeople should not expect too much from those
with a learning disability and people with a learning disability should not be optimistic

(hopeful) about their futurgPower et al, 2010)

The relationship between the score from the Prospects domain aadfuture likelihood of
staff to consider a referral for counselling was analysed. The graph below (Fig8)esiBaws

the general relationship between the two variables. Due to the future likelihood variable being
ordinal data this meant that a neparametric statistical test was required to analyse the

relationship (ClarCarter, 2010).
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Figure B48: A graph showing theaverage Prospects domain score on the Attitudes to
Disability Scale (Power et al, 20L@epending on the participants resmses regarding the
likelihood that they would consider a referral to counselling or speak to their line manager

about a referral for a person with a learning disability they support in the future

Spearman’s Rho was calculated revealing thatrahevas a small positive correlation
relationship between the score on the Prospects domain of the Attitudes to Disability Scale
and the future likelihood of staff considering a referral for counseltimg was significant
(rho(111) = 0.214, p<0.05). The calculatiomhaf = 0.046,ndicaed that this was aMedium

effect size. This indicates that e participants score on ther@spectsdomainof the attitude

scale increases (more positive views) then the likelihood of the person considering a future

referral for counselling for someone they support also increases.

4.3.4 Staff's own Personal Experience ou@selling

In order to investigate the effect of staff's own personal experience of accessing counselling on
the likelihood that staff would consider a future referral for counselling, dlata was divided

into those who had previously personally accessed counselling (38 participants) and those who
had not (73 participants). This data met the parametric assumptions so an independest T

was used to compare the means of those who hadeegmced personal therapyv=3.658,
SD=0.966) with those who had not experienced personal thefdp3 658, SD= 0.989). These

were not significantly differentt(109) = 0.002, nk. This shows that staff's own personal
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experience of accessing counselliig not affect the likelihood of staffonsideing a referral

for someone with a learning disability to counselling in the future

4.3.5 Mild Learning Disability

In order to investigate the effect dftaff supporting people with mild learning disabilities on
the likelihood that staff would consider a future referral for counselling, the data was divided
into those who supported people with mild learning disabilities (29 participants) and those
who did not (84participants).The data did not meet the parametric assumptions due to the

Levene’s test being significant which indicated that there was not homogeneity of variances.

A Mann Whitney U Test was used to compare the means of those who support people with
mild learning disabilities (mean = 3.897; SD = 0.84fh)thosewho did not(mean = $83; SD
=1.009). Thevery tinydifferencebetween the two groups @asfound to be nonrsignificant J =
1020.5, n.s.], indicating that supporting people with mild learning disabilities did not affect the
likelihood of staffconsidering a referral for someone with a learning disability to counselling in

the future.

4.4 OtherPossible Rctors that could &ect the Likelihood of Support \Wrkers Considering
a Referral or Speaking to their Line Manager about afRrral for Counselling for a

Person with a Learning Disability that theyiSport?

4.4.1 Education

The relationship between the highest level of education and the future likelihood of staff to
consider a referral for counselling was analysEake ‘Other qualificationdption was excluded
from the analysis due to concerns regarding the content of the qualificatimatsstaff could
have within this group and the effethis had on the increasing order of qualification from
lowest to highestThe graph below (Figure 84 shows the general relationship between the
two variables.Due to the level of education and future likelihood variadeing ordinal data
this meant that a nofsparametric statistical test was required to analyse the relationship
(ClarkCarter, 2010).
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Figure B49: A graph showing the average likelihood of staff considering a referral for
counselling in the future depending on the participants resises regarding their highest

level of educational attainment.

Spearman’s Rho was calculated revealing that there wamedium positive correlation
relationship between the level of educatiaand the future likelihood of staff considering a
referral for counselling that was significanb@(102 = 0402, p<0.0). The calculation of ro

= 0.1&, indicated tha this was a largeeffect size. This indicates that as ttevel of
participantseducationincreases then the likelihood of the person considering a future referral

for counselling for someone they support also increases.

4.4.2 TheNumber of Years ofdgerience Supportingddple withLearning abilities

The relationship between the number of years experience supporting people with learning
disabilities and the future likelihood of staff to consider a referral for counselling was analysed.
The graph bel (Figure B4.0) shows the general relationship between the two variables.
Due to the number of years experience and future likelihood variables being ordinal data this
meant that a norparametric statistical test was required to analyse the relationship (Clark

Carter, 2010).
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Figure B410: A graph showing the average likelihood of staff considering a referral for
counselling in the futuredepending on the participants regmses regarding the number of

years that they have worked with people with leanmj disabilities.

Spearman’s Rho was calculated revealing that there was no relationship between the numbers
of years experience supporting people with learning disabilities and the future likelihood of

staff considering a referral for counselling (rho(1£30.103, n.s).

4.4.3 Type of Service

In order to investigate the effect of different types of service on the likelihood that the

participant would be to consider a referral for counselling in the future, the data was

considered in relation to the parametric assumptiofifie parametric assumptionsere met

as the Likert scale could be considered an interval level measurement due to it being
symmetric in nature and having equidistant presentation. The data did not fully approximate a
normal distribution due to it being negatively skewed. However, due to the homogeneity of
variance also being met through a neignificant Levene’s test, it was felt that the conditions

had been met sufficiently for parametric statistical tests to be used.
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TableB4-4: The number oparticipants who selected each type of servias their main place
of work and the mean and standard deviations regardinge likelihood of those staff to

consider a referral in the future.

) o Mean likelihood toconsider o
Type of Service Number of Participants Standard Deviation
referral
Residential Care 89 3.517 0.906
Supported Living 22 4.136 1.037
Outreach 2 5 0

The mean likelihood of staff considering a referral for counselling in the future for eachftype o
service can be seen in Table-84Jsing a one way between subjects ANOVA to compare the

effect of the three different services on the likelihood of a referral for counselling being

considered revealed that the differences between the groups were significant [F(2, 110)

5.203, p<0.05]. Eshated omega squared = 0.082 which is a medium effect size.

A Tukey poshoc test revealed that the participants who worked in supported living were
significantly more likely to consider a referral than participants who worked inewsal care
(p<0.05). There wasno statistically significant difference between supported living and
outreach. The significance level between residential cared outreach was marginally
insignificant (p=0.1). This result is likely to be related with the size of the outregup
where the higher N in the supported living group means that the difference is considered

significant.
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4.5 Likelihood ofConsidering aReferral or $eaking to their ine Manager about a Bferral

for Someone from their ®rvice for @unselling in theFuture
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Figure Bl-11: The number of participants who choose each response to the question
regarding how likely they would be to consider referring or speaking to their line manager

about a referral for counselling for someone in thegrsice

45.1 Explanations for the likelihood of referring someone for counselling in the future

The different responses which participants gave to the question regarding the likelihood that
they would consider referring or speaking to their line manager about a referrabtorselling

for someone from theiservice can be found in Figure B4. The most common response was
that they would be ‘Likelyfollowed by ‘Undecidedand then ‘Very LikelyThere were only 15
participants who indicated that they would be ‘UnliKety ‘Very Unlikely Participants were

asked to explain their reasons for their response to the question.

45.1.1 Very Unlikely and Unlikely

There was only one person who selected ‘Very Unlikeig their explanation did not indicate
any useful informBion regarding their response with them sayifigeath of a family Member

or someone they may live with.” There were 14 participants who indicated that they would be

‘Unlikely to consider a referral for counselling in the future. Seven of these particpdini
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not provide any rationale for their response. There were 3 key thembi&h emerged from

the remaining participars responses, the main theme being that they felt thaunselling

was not appropriate for the people that they support. The reasony whople felt that
counselling would not be appropriate included feeling that a stranger would not be
appropriate to work with the people they supportgidstead they felt that “.those who work

with our people, who they know and built trust would be hesbple to support this need.”
There was even one participant who indicated that they didn't think that the people that they
worked with would even need counselling. The second theme related to the communication
difficulties of the people they support witbne saying, The people | work with don’t have the

communication skills needed”.

Thethird theme wasabout staff not having been listened to in the past. There was only one

participant that spoke about this but it felt very pertinent to the questioreytlexplained:

“i have in the past expressed my opinion the individuals may benifit from input this has

not been taken up”

This past experience of not being listened to meant that they were unlikely in the future to

consider a referral.

45.1.2 Undecided

There were 30 participants who indicated that they wekdndecided regarding their
likelihood of considering a referral for counselling for someone from their service. Of these 11
of the participants did not provide any explanation of their answer to the question. There were

6 participants who questioned the appropriateness of counselling for the people that they
support. Many felt that a lot of consideration would need to happen before they could
consider counselling as an option. One participant sumredrtbeir answer with, the needs

of the service change very quickly, so it is hard to judge if a person is likley to need a councellor.

However should there be a need we would make a referral.”

The knowledge and understanding of the staff emerged as a¢hdmere were 5 participants

who explained that they were either new to the service or did not fully understand what
counselling was. One person mentioned that they had “...not come across this before”. The
ability of the people with learning disabilities that staff support was also raised within four of
the participant’s explanations. There were questions about the level of understanding that
would be needed by the person and whether if they were werbal, could theyenefit from
counselling. One respoassummed up many of the concerns but also offered a possible

solution to support them.
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“It would need a lot of prep before hand to ensure that the S/U was prepared to
engage, and understood the reason for them taking counselling. Also, a lot of prep to

ensure they knew the benefits of counselling”

Lastly there were two participants who seemed to be disempowered in their responses. One
participant spoke of it being others within the staff team who organise and think about
counselling for the people that tlyesupported. Another spoke of the difficulty in accessing
services and their response seemed reserved that not much could be done when they said, “
work with someone who could probably benefit from counselling . My manager is aware but

we have a lot ofrouble accessing services for her”.

4.51.3 Likely

This group represented the majority of the responses to the question regarding the likelihood
that participants would be to consider a referral for counselling. There were 8 participants who
didn’t provide any exianation for why they chose ‘LikéhAnalysing those answers that were
given,it emerged that there were two core themes which very much echoed the explanations
given for those participants who felt that counselling could be beneficial for the character
within the vignette. These were what counselling might offer and what makes counselling
different. There werealso other themes that emergedncluding that there were current
issues which could be supported with counselling now, that it was routine toidsims

counselling and a previous positive experience.

What therapy might offerrepresented the largest theme with 24 participants providing
responses which could be identified as belonging to this theme. There were twihaomes
within the theme of what therapy might offer, with one being that counselling meant that the
person witha learning disability would be able to express themselves and the other being that
it could be beneficial for them. It was very clear that participants felt that being able to express
what was happening for them might lead teelief” or might “...help wth dealing with their
emotions etc”.There were also clear statements that counselling could be a benefit for the
people that they support. This does not mean that there was not an acknowledgement that
counselling was not always right for everyobet the responses gave a clear indication that
the participants did see it as a valuable option that was worth considering. One participant said
that “Counselling can be beneficial in most cases, and althogh it does not suit everyone, is

always worth trying”.

110



This combination that actually counselling might be able to offer something to the people with
learning disabilitiesand that they saw the value in it being a possibility indicated that there

was a positive view towards counselling. As one participant eloijustated,

“I believe counselling can be a strong tool to help people understand their own personal

feelings and/or help them deal the issues they are finding difficult within their life”

The other key theme was that counselling provided something different to what the staff could
offer themselves. The two stthemes within this were agaisimilarto those participants who

had felt that counselling could be beneficial for the character within the vignetieh
participants mentioning both the independea that a counsellor might be able to bring and
the expertise and knowledge that they would have. There were 5 responses which illustrated

this theme; a response from one participant was,

“It helps the client to ahve an outlet. Sometimes they look fori@it seing someone
who could really emphatise with them. Not that the support worker don't but there is a
difference talking to someone whom they do not see on a day to day basjg&oan

understand them more.”

There were actually 6 participants whoutd identify specific issues which were occurring in
their service which could lead ta need for counselling. These included bereavement,
attachment issues, relationship difficulties, staff changes, illness and someone having
witnessed an incident. Notladf the responses alluded to the specific issue but instead alluded
to there being something that the person needed support with. One participant summarised it

adequately with the statement that,

“We have an individual in our care who has expressed oeigaues that maybe best

addressed by counselling.”

In addition to those who indicated that their reasons for selectiniell/ were in relation to

what therapy might offer or why it might be needed, there were 6 participants whose
responses indicated thdt was routine to consider counselling as an option along with other
interventions that might be needed for an individual with a learning disability. Lastly there
were two participants who indicated that they weildKely to consider a referral in the future,

for someone they support due to previously having a positive experience. Both participants
related their positive experience directly to their opinion of counselling for people with

learning disabilities. Both respagss can be seen below,
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“As according to my expereince, the PWS have benefitted from counseling as they learn

how to manage their feelings and emotions.”

“Having seen a positive outcome from current counselling, | feel others may benefit in

the future.”

4.5.1.4 VerylLikely

There were both similarities and differences between the explanations given by those
participants who selectetlikely compared to those who selectédery Likelyy There was still

a main theme of what therapy might offer although there was anitaatthl subtheme which
indicated what tools the counselling might be able to give to the person with a learning

disability. Such as this person’s response,

“People receive counselling that is appropriate to their needs and abilities and gain

coping skillsThey are hagpr and more confident people.”

There was also a clear recognition that there was a need for counselling and that it should be
something that is considered and again an acknowledgment that the counsellor can offer
expertise and knowledge. Ehwas alongside those speaking of having a previous positive
experience. There was however a theme which had not emerged from the other groups and
this was in relation to the complexity of therapy. These couple of responses showed that
consideration was e@eded to think about therapy from multiple anglesnd although the
participants felt that considering a referral was ‘Very Likdhere are multiple factors and
complexity of what can affect people and their behaviour. One participant’s response clearly

showed themulti-layeredissues,

“This is because of the person's choice not to use the tools given by the councelor as her
behaviour remained the same after years of counceling as it was a learnt behaviour of a
need for attention from anybody wether shiwas positive attention or negative
attention as the person was lonley and created issues to draw attention to herself as
she knew if she created issues she would have a meeting with her social worker and her
parents and staff in her flat and so she congd this pattern for many years and still

does”.
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45.2 Staff'sExperienceof Qupporting SomeoneDuring theTime they had Gunselling.

Analysing the descriptions of participgahexperiences of supporting someone with a learning
disability to access counselling led to five main themes emerging from the data. These included
it having been Positive and helpful, bicertainty, What the therapeuticspacecould offer,

Practical supportaind the @allenges and complexity of counselling with this client group.

45.2.1 Positive and Elpful

A key thene, which emerged from the staffsfescription of their experience of supporting
someone with a learning disability during counselling, was that they experienced it as positive
and helpful. There were 18 participants’ responses that contained this theme. Staff expressed
that they felt that the counselling helped and was beneficial for the person that they were
supporting. Some staff spoke of how theyulm see the counselling was beneficial for the

person. One participant said,

“The experience felt beneficial to the person that | was supporting at the time, it made

a noticeable change in their behaviour”

Other staff spoke about the person themselves resging the difference that counselling

made to them, such as this example,

“it helped the person | supported he was able to express his feelings and said it made

him feel better.”

Staff used many different words to express how helpful the counsellingbkad including

“rewarding’, “a good outlet’and “satisfied”. There was one particular response that showed

just what a difference counselling made to one person’s life:

“Very positive. Following abusive trauma that profoundly affected the persons vird, Ishe
had weekly sessions with the Psychotherapist and counceller and their relationship built trust,
we observed warmth and a real connection between both which over time certainly improved

the persons life.”

4.5.2.2 Uncertainty

There werealso a number of staff though who spoke with uncertainty about how beneficial it
had been or even that they felt that it hadn’t been helpful for the person to be in counselling.
There were 10 responses that fell into this theme. A couple of people weyebvief in their
answers with one saying, “Less than engaging” and another just saying it was a “bit stressful”.
Some spoke about the negative affects they felt it had on the person’s behaviour, such as in

the following examples,
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“In some cases could make them more aggressive rather than assertive”
and

“... When clients talk about it there it can trigger challenging behaviour which they are

having difficulty to resolve or deal with...".

4.5.2.3 What theTherapeuticgpaceOffered

Another theme which was very evident within the responses regardingrtbeperience, was

of what the therapeutic space offered people with learning disabilities. There were two sub
themes within this, one acknowledging that the space offered expression and the other sub
theme was that this space was a different space in comparison to just talking to staff. There
were two participants who both used the term “eppener”which seemed to relate to the
difference that they saw in the people they were supporting within ¢benselling session or

what they said to the counsellor in comparison to how they behaved within the home.

One example, which illustrated what the space offered both in terms of expression and quality,

was,

“The environment was quite relaxing which helpbe client to stay calm and relaxed.
the counsellor was nojudgemental and displayed good listening skills as he
encouraged the client to release the bottled up hurts and anger he has kept within his

heart for several years...".

4.5.2.4 PracticalQupport

There vere a few of the participants who only spoke about the practical support that they
offered to the person such as “reminding theaiout sessions antpassing on letters"One
participant spoke of “advising them they could address and raise issues they were
experiencing’which indicates that they were trying to support the person to use their

counselling session effectively.

45.2.5 Challenges and ComplexityWbrking withPeople withLearningDisabilities

A final theme that emerged from the responses waat staf noted that there were specific
challenges to providing or accessing counsellinghiisrclient group. Each of these responses
identified a different element of complexity or difficulty which supporting someone with a
learning disability to access cowtiing can bring. One member of staff spoke of their struggle

to access appropriate services saying,
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“I have supported an individual to access berevement councelling following the death of
her parents. This was dificult to access and not spcifically designed for an individual
with learning disabilities. | have also attempted to refer an individual for CBT to

address anger outbursts at worlkagain, this was difficult to access.”

Another spoke of how the expectations from both the person and their fanaly affect
counselling,implying that systemic issues need to be taken into account. There was an
acknowledgement that people with learning disabilities might need more support to ensure
that they can understand and get the most out of therapy. One membetalf said that, lbts

of learning and understanding work to ensure they understood what the sessions would be and
how they would help.” It was also mentioned about the impact that providing this support can
have on staffOne response spoke of their penaldifficulty with supporting someone who

was terminally illand the difficulty to balance the empathetic elements with the maintenance

of a“professional front”.
One response which really illustrates this theme is:

“Talking focus mostly in reminiscing and past experiences that may be contributing to
the present behaviour. Client will mostly talk about the good and happy things and
tends to avoid talking about bad experiences. When clients talks about it there it can
trigger challenging behaour which they are having difficulty to resolve or deal with.

There is also difficulty in terms of finding the right approach to ensure that the client

absorb the information given.”

4.6 Barriers which Nght Affect Access tdCounselling

Participants were askkewhether they thought that there were any particular barriers which
prevent people with learning disabilities from accessing counselling. There were only seven
participants who did not write anything to this opemded question and there were 21
participants who felt that there were not any barriers. Of those who did feel that there were

barriers, only four did not elaborate any further on what these barriers might be.

Three key themes emerged from the barriers that were mentioned. The first were bahars
were related to individual factors such as the learning disability, the second were barriers
which were felt to be due to staff and the third were service level barriers.

4.6.1 BarriersRelated to hdividualFactors

There were several suihemes which werawithin this theme of barriers which were related

to individual factors. The biggest subtheme was that of communication difficulties, with 36
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responses specifically mentioning communication as a barrier. Most of the participants either
mention “communicaton difficulties”or speak about the persotbeing not able to express

self”. The mprity of responses didiot have detail regarding whether there might be specific
difficulties with communicationbut there was both concern over the difficulties that seome

with a learning disability might have in expressing how they feel and what is happening and
whether someone who has limited verbal language could utilise counselling. One participant
acknowledged that verbal communication is not the only way to comoate, sayingd'...if
someone is unable to speak, or communicate through verbal language, then this could also be

difficult, if the counsellor had no knowledge of their preferred method of communication”.

Another subtheme that was mentioned by 17 of the participants relates to the difficulty that
the person with a learning disability might have of working with a stranger and not having
enough time to enable trust and familiarity to be built. As one person concisely puss it,

barrier could be talking to a stranger, not having built a working relationship”.

There was also a real acknowledgement that people with learning disabilities might not be
fully aware of what counselling is and what it might offerrtheStaff expressed that this could

be related to a lack of understanding as to what counsellinguisalso that there was likely to

be a lack of awareness that services such as counselling could be available to them. One

response which summarises the pesmses which expressed this subtheme was:

“Alot of people with learning disabilities may not know how to access this service or

understand the true benefits it can offer.”

There was also a subtheme that was mentioned by five people regarding the reliance that
people with learning disabilities have on the staff. As one person said very succitialy, “
need staff to act for them”. Finally, there were only four participants who made any mention
to the level of learning disability and that the level of undensling of the person could

impact on the effectiveness of counselling.

4.6.2 Barriers due t&&aff

The barriers which were related to staff issues could primarily be divided into two main sub
themes, those regarding staff understandingnd their attitudes ad opinions. The
understanding sutheme could further be separated into understanding about counselling
and benefits that it may have for people with learning disabiljtiesl a lack of understanding
of the signs that might indicate that there might beneental health need that counselling

might support. Many staff expressed concern about the lack of knowledge that staff have
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about mental health, the signs and symptoms and possible treatment options. One response

was concerned about a:

“General lack of knowledge of people providing support to warning signs that someone

may be able to make use of such a service.”

Another person was concerned about staff havingarer reliance on the medical model” and

so not fully considering options other than medicati Diagnostic overshadowing also came
into this with there being the risk of “Preconceived ideas that the behaviour is related to the LD
not an emotional responseKnowledge though was not the only concern about staff as there
were several responses whivery much pointed towards staff opinion and attitudes being a

potential barrier, such as the case with this response:

“l think that some people might not want to go through the trouble of supporting

someone to go to counselling.”

4.6.3 ServicdevelBarriers

The final theme incorporated barriers which were at a service level. This included those at the
level of the individual counsellor as well as wider issues such as the availability of services and

the cost of this within a time of austerity.

There were nig participants who specifically mentioned the knowledge and experience of
counsellors. There was a real concern that the counsellor needs to have both the experience of
working with this client group as well dswowledge and understanding of the learning
disability and what it can mean for the person. Responses clearly illustrated that finding a
counsellor“trained” in how to work with people wvth learning disabilities andxperienceof

working therapeutically with this client group was difficult.

The identfication of access as a barrigoth related to physically being able to access a service
due to mobility issues and how difficult these can be to access and be referred to. There were
eight participants who specifically mentioned access as a barriereiaras also in some
people’s awareness with eight people mentionfogding and the cost of counselling as being

a barrier for people with learning disabilities.

Finally, the actual lack of services was mentioned by seven of the participants, who either felt
that there was a lack of specialised services which offered counselling for people with learning
disabilities or when there were these servictdwere was a lack of counsellors within them to

be able to offer a service. One person also acknowledgegdstcode lottery that there can
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be with services sayingSbtme areas don't offer services that is appropriate to a particular

case.”

4.6.4 Multiple Barriers

Many of the responses contained more than one theme within them and would talk about
barriers at the dferent levels. There was one response which incorporated so many of the
themes within it and gave a real sense of just how many barriers there can be for people with

learning disabilities to have access to counselling:

“Lack of services/funds. Psycoldgisot having the time to 'get to know the person’
and build some trust in some cases it may be unlikely the person will even agree to
talking to a stranger -ots of preparation is required just to get to that stage.
Communication difficulties eounsdbr not being able to understand the person's
preferred method of communication. Staff not appreciating the potential
emotional/psychological issues people living in residential care may be contending with

- not recognising the need in the first place.”

4.7 Other Opinions about @unselling for RRople with LearningDisabilities

Participants were asked if they had any other opinions about counselling for people with
learning disabilities that they would like to share. There were 50 participants who responded
to this question and when the answers were analysed four themes emerged from the data.
These themes were that counselling was seerBageficial, a Meded service, thatt&ff need

to be involved in the counselling process aifiine is needed to build a therapéc

relationship.

47.1 Beneficial

One of the clear themes that emerged from the responses was that many of the staff felt that
counselling could be beneficial for people with learning disabilities. The sentiment expressed
by 13 of the responses was that it dduoffer something helpful and that if done with
appropriate consideration for the learning disabilitien “Counselling is useful for helping to
address these issues in addition to helping people cope better with their disability”. Staff
acknowledged in their responses the psychological needs of the people that they support as

the following quotes illustrate:

“| feel that this could benefit the people who we work with as this may support them

emotionally and help their self esteem”
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“| feel it could be vepeneficial to the people | support as they are faced with loss of

loved ones.”

47.2 Needed Service

Another clear theme that emerged from the responses was that counselling was a needed
service. There were 17 responses which included reference to either cbogskeing a
needed service or that more services should be available for people with learning disabilities.
One member of staff made reference to the historical disdain towards people with learning
disabilities with regards to counselling sayinigtHinkit's a much needed service. Historically
people with learning disabilities have not been able to access counselling, unless they have

been extremely high functioning.”

There were several comments about the availability of counselling for people with learning
disabilities and that this needei be improved. As one participant said,would loveto see

more counselling made freely available for individuals accessing community services.” However
this does raise concerns about the funding of services which was recognised by one person

who said,

“l am optimistic about the future of this; the conjunction of better technology (AT), the

breaking down of the stigmas and stereotypes associated with both counselling and
disabilities and better appreciation of person centred approaches are all going in the
right direction. However, | am concerned about the funding aspect and the current
constraints and pressure being put on cost cutting. Will the development, training and
access to appropriate counselling foropée with learning disabilities be high on the

priority list?”

Staff also felt though that equality was needed in terms of access to services for people with
learning disabilities in comparison to the general populatibnf also acknowledged the
specialied nature of the counselling as one person statethe local health services should

have specialist professionals that deal with learning disability cases.”

4.7.3 StaffNeed to belnvolved

There were four staff who expressed that they felt that there was a meall for staff who
support the person to be a part of the therapeutic process. One member of staff seemed to

express concern about being excluded from the process saying,
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“I understand counselling has to be confidential but how do we support people
effedively if we don't know what had been address and issues are sometimes have two

side of stories”.

One member of staff spoke about their experience of being involved and supported by the
psychologist which led to increased understanding of the process and how best to support the

person;

“Positive experience of staff team being trained in very basic counselling skills by a
psychologist. This has certainly informed how this person is supported by his circle of

support.”

4.7.4 Time to Bild a TherapeuticRelationslp

Finally there was a theme about the need for the counsellor to give time for the therapeutic
relationship to be built. There was not an explicit mention that this could take longer for
people with a learning disabilitybut there seemed to be an acknasdgement that this
needed to be particularly considered for this client group. The responses expressed that both
time and familiarity was needed in order to build trust. The two quotes below give examples of
what staff were saying in relation to having thepportunity for people with learning
disabilities toaccesscounselling. The responses indicated that for the counselling to be
worthwhile, more consideration neegtl to be made to not only spending time with the person
with a learning disability in a forah therapeutic settingbut also beyond the thepy room

through consideration othe systemic factors that affect the person.

“I think it is really good but people who do councelling needs to work directly with the
people we support in order to gain trust and confidence and that people we support can
express what really their feelings are as they gain trust and confidence to the

councellor”

“- sometimes best counselors for people with this particular group of needs may need
to fully understand a persontiay to day living. that one can only understand if they
actually do sactivities on a day to day basis even if asa background observation. that
way, it is possible to get extra information about the person. Otherwise i think that a
one to one sit down comysation with an individual with learning disability may not
give all the binformation. In addition to that,due to some disabilities, some individuals
have not got the ability to settle down for a long period of time or even settling down at

”

all.
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4.8 Reliability

Inter-rater Reliability was calculated for two of the questigighat are the first thoughts that

enter your mind when reading the above situattohat would you do if someone you
supported presented in the way abovethat were analysed usghThematic Analysis. The
responses that were analysed accounted for at least 10% of the total responses that were
analysed. A second rater selected responses at random from the two questions and analysed
the data using the initial codes which had been iifead by me. The codes from the second

rater were then compared to mgodes v }Z v[e f A+ }Ju%pud 38} § Eu]v §Z
agreement between the two setsThe first question led to the comparison of 114 codes of
which there was substantial agreement> v ] v <} ZU id6606-U f A iXbéon
0.849), p< 0.001. The second question led to the comparison of 110 codes of which there was

ou}ed % E( & PE uvE ~>v]e v <} ZU (866U f A iX07 ~B8AC

4.9 Summary of Bsults

A summary of the results can be seen in Figurd B4rhe majority of support workers were
likely to consider a referral or speak to their line manager about a referral for someone they
support. Staff responses indicated that they would be likelycmnsider possible medical
causes for behaviour changes before considering a referral to counselling. There were a
number of factorghat were considered in relation to staff's likelihood to consider a referral.
Participants who had nevious experiencef supporting someone to access counselling were
more likely to consider a referral in the future. Home managers were found to be significantly
more likely to consider a referral for counselling in the future than support workers. Staff that
worked in suppored living were significantly more likely to consider a referral for counselling
in the future than those who worked in residential care. Higher scores on the Prospects scale
from the Attitudes to Disability Scale (Power et al, 2010) were significantly related to being
more likely to consider a referral to counselling. Finally higher education levels were

significantly related to staff being more likely to consider a referral for counselling.

Saff experiences of supporting peoplte access counsellinghowed that although it was
mainly positive and they recognised what therapy could offeere were challenges and
people with learning disabilities often needed support to engage. There also multiple
potential barriersidentified by participantsywhichcan prevent people with learnindjsabilities

from accessing counselling and these are at various levels.
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Figure B412: Summary of the main results.
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5. Discussion

5.1 Chapter Outline

The current study sought to investigate the attitudes of support workers in learning disability
services towards counselling psychology. The key aim of the study was to find out how access
to counselling psychology might be improved for people with learning disabilities through the
support staff that many are dependent on to ensufiair access to mental health services
(Dagnan, 2007; Crossley & Withers, 2009; Tsiantis et al, 2004). The research sought to address

threekey questions;

X What are the views of support workers of counselling psychology for people with
learning disabilitie?

x How likely are support workers to consider referring someone they support for
counselling?

x What are the factors that might affect support workers considering a referral for

someone that they support for counselling?

To answer these questions a mixed methods design using an online questionnaire was
administered to support staff womkg day to day with people with learning disabilities.
Through the use of a vignette, Likert scales, multgileice questions and opesnded
questions data was collatedhat could be analysed in a number of ways to provide a holistic

answer to the questions posed.

The data was analysed using both quantitative and qualitative analyses. The vignette was used
to investigate if changing the level of learning disability of theefig character had an effect

on the likelihood of staff considering a refermal speaking to their line manager about a
referral for counselling for the character. A range of statisticaldegtre used to analyse the
factors that might affector have a relationship witlihe likelihood of staff considering a
referral or speaking to their line manager about a referf@l counselling for someone they
support in the future Finally all the opeended questions were analysed using Thematic

Analysis to discover themes in the participant’s responses.

In the current chapter, the results that were found will be summarised and discussed in
relation to other research and the available literature. The possible implications of the current
research will beutlined before consideng the research in relation to counselling psychology.
The limitations of the study will then be examined before outlining where future research
could explore. Areas of conceivable intervention to improve access to counselling for people
with learning disabilities will be proposed and deliberated. Finally thought will be given to my
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final reflections on the research and the results and what this will mean for my own practice

and identity as aaunsellingpsychologist
5.2 Summary of theKey Research Findings

5.2.1 What are the Yews of Spport Workers of ©@unsellingPsychology forPeople with

LearningDisabilities?

It was evident from the responses to the vignette that staff recognised that there was likely to
be ‘something’ that was underlyinthe changes that were described. There was also a clear
indication that support workers would investigate the possible underlying causes to these
changes taking place. There were only a small number of participants who seemed very certain
about only one possible explanation. Counselling was considered by support workers to be an
option but for the vast majority, it was not the first thing that should be explored. Physical
health issues were the initial starting point for most staff with a GP’s appointineing the

most common action for staff to propose. Counselling appeared to be an option along with
other possibilities and professionals once an issue with physical health had been ruled out.
This could indicate that the dominance of the medical modedti§ prevalent within the

learning disability field (Webb & Whitaker, 2012).

Some participants did express that they wanted to involve the person with a learning disability
to find out what may have happened and what they might be able to do to help tbetrfor
the most part the emphasis of responses was on staff to investigate and come up with a plan,
rather than the person with a learning disability to do things themselves with sufBmtby et

al, 2009)

The majority of support workers expressedith through the scaled questions and through
their responses to the opeanded questions) that counselling can be beneficial for people
with learning disabilities. One reason that was provided was that counselling can offer the
person a place to expressdamselves. Some staff also felt that counselling might actually aid
the discovery and/or the understanding of the underlying causes to any changes in behaviour.
There was also some acknowledgement from staff that counselling might be able to offer
some adwie and support not only for the person with a learning disability but also their
support network including support staff and family. There were hardly any participants who
felt that counselling was not beneficial but there were a number who were ‘UndeciOedr

a quarter of participants (28.8%) expressed they were ‘Undecided’ about whether counselling

is beneficial for people with learning disabilities, and explained this was due to reasons such as
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previous experience, uncertainty, lack of knowledge, experience and understaofliting

person with a learning disabilityr due to staff attitudes.

Staff that expressed that they would be ‘Likely’ or ‘Very Likely’ to consider a referral or speak
to their line manager about a referral for counselling lexped thatthe possible benefits were

one of the main reasons behind their decisions. Support workers also seemed to recognise
that counselling could offer something that was beyond what support staff themselves could
offer the person. There was recognitidhat the therapist was an independent, trained
professional with tools and knowledge that might be able to offer something additional to

what the medical model or what support staff could provide.

Having found previous experience as a significant fafdorthe likelihood of considering a
future referral or speaking to their line manager about a referral for counselling, the
descriptions of their experience offered a reason as to why they would be likely to consider it
in the future. Participants expressed finding the experience positive and helpful, and although
there were a few who expressed uncertainty that psychological therapies are not suitable for
everyone, overall the responses were positigemilar to participarsg in Rikberg Smyly et al,
2008) Agan support workers acknowledged what the therapeutic space offered to the person
with a learning disability that they supported, and they acknowledged the very practical role
that staff can play in supporting the person to be able to access counsglingse et al,
2014) Supporting people to access counselling though is not without its challenges and
complexities, and participants very much acknowledged these when writing about their
personal experiences. This includddficulty in accessing appropriatgervices, finding the
right therapeutic approach, the influence of systemic factors staéf having to deal with their

own emotional reactions to the situations they had to supportWillner, 2006)

Support workers felthat counselling for people witlearning disabilities is needed but that it
needs to be thought through with their involvement at some level. Participants expressed that
this is not something that can be rushed but that people with learning disabilities need time to
develop therapeuticrelationships with counsellors (Jones, 2013a). Staff expressed that this
might mean spending time with the person outside of the therapy room, gathering
information from the circle of support or through allowing the therapeutic work to be longer

term.

The barriers that support workers feel are restricting people with learning disabilities from
accessing counselling were multiple and at multiple levels. At an individual level,

communication difficulties which are so common amongst people with learning disabilities
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(Bradshaw, 2001) was talked about by the vast majority of participants. Indeed concern about
communication difficulties was repeated through many of the responses for different
questions. This issue was also shown through the variety of commiagmicatethods that
support workers use with the people that they support, including behaviour/body language,
signing, facial expressions, symbol based systems and computer aided communication. Also at
this individual level, is the level of understanding dfatvcounselling is and the preparedness

of the person for entering into this therapeutic relationship. All this has to be considered as
well as the reliance on staff to ensure that they can access, attend and make use of

counselling.

In addition to this ndividual challenge, participants also recognised that it is set within a
context where the support staff that the person is reliant on may not have the understanding
themselves of what counselling is or could offer, or may have attitudes which mean that
referrals are unlikely to happen or may lead them to not supipgrthe processadequatelyif
counselling is accessdWiliner, 2006) Although these were in the minority, | would argue
that it needs to be considered as people with learning disabilitiesoften supported by a
team of support workers and if not all of them are working consistently, this can have a major

impact on the person’s experience and thinking (Mansell & Beadigvn, 2004).

Finally support workers were very much aware of the external context of the service level and
how barriers at this level will affect the access and effectiveness of counselling for people with
learning disabilities. There was a real concern by participants about the number of therapists
that have the experience @nknowledge to be able to provide counselling for people with
learning disabilities(Cumella, 2009)Participants spoke about whether there are enough
counsellors that have this and some spoke of their personal experience of struggling to find
appropriateservicegJones, 2013b)indeed the availability of services in general was seen as
real barrier, with experience of trying to find and access counselling services for people with
learning disabilities being incredibly har@rout et al, 1998) Finally suport workers
recognised that these services cost money, and within the current climate of cuts and
reductions in services, it was felt this would be a considerable barrier for people with learning

disabilities to access appropriate psychological interventions that are tailored to the person.
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5.2.2 How Likely are 8pport Workers to ConsiderReferring or Seaking to their ine

Manager about BferringSomeone they 8pport for @unselling?

Staff wereasked in two different situations to consider the likelihood of them considering a
referral or speaking to their line manager about a referi@ counselling for someone with a
learning disability. One situation was regarding the character within theettiggand the other
situation asked staff to think about the people that they support regarding counselling at some
point in the future. The most common response in each of these situations waslkblgn
average of 44% of participants choosing thresponse for these questions. Another common
response was ‘Very Likélith an average of 23% of participants choosing this response.
This indicates that approximately two thirds of staff are generally positive about considering a
referral or speakingo their line manager about a referréd counselling for people once you

have combined the participants that indicatddkely and ‘Very Likely

This positivity though does not mean that many people with learning disabilities are accessing
counselling.Only 34.8% of support worketsave personally supported someone to access
counselling and only 39.1% of staff were aware of someone in their current service having
accessed counselling. It is difficult to reldatés directly to how many people with leaimy
disabilities have accessed counselling due to there being the possibility that different staff may
be talking about the same person and no time frame having been specified. It does however,
seem to indicate that people with learning disabilities whoess counselling might still be in

the minority (Division of Clinical Psychology Faculty for people with learning disabilities, 2011).

Although being ‘Likelyto consider a referrabr speaking to their line manager about a referral
for counsellingwas tle most common respuse, there werea number of participantghat
selected‘Undecided An average of 22.2% of support workeedected‘'Undecided for the

two questions where they were asked to consider a refeorabpeak to their line manager
about a reérral for counselling. When participants were asked to explain their responses to
the likelihood questionthe analysisndicated that those who were flecided did not have
much knowledge about counselling for this client group and were unsure abouthetét

would benefit the people that they worked wifwillner, 2006; Kroese et al, 2014)

The changes described in the vignette did not result in a possible counselling referral being the
first consideration for most of the staffyith many regardless of their level of likelihood, saying
that they wanted to check all possible physical health aspects before considering a referral for

counselling when responding to the vignette. This suggests that physical health is seen as the
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priority for support workes to excludebefore looking for other alternative causes for changes

in behaviour and possible interventiofigelville et al, 2005)

5.2.3 What are the Factors that Might Affect Supporiokikers Considering a &erral for

Someone they Support foro@nselling?

Looking at the factors which mighffect the likelihood of participantsonsdering a referral or
speaking to their line manager regarding a possible refetinal,results of the current study
revealed a number of different factors. The level of learning disability of the character in the
vignette did ne affect the likelihood of support workersonsidering a referral but did affect
what they would do. Staff were significantly more likely to speak to the person if they had a
mild or moderate learning disdlly than if they had a evere learning disability. Support
workers may not see much difference between mild and moderate learning disabilities but
may see more deficits for those with a severe learning disability, understanding the possible
communicationdifficulties that people with this level of learning disability may h&xH0O,

1992; APA, 2013)

A number of factors were looked at in relation to the likelihood of staff considering a referral
or speaking to their line manager about a referfat coun®lling There was a significant
difference between those who had different roles witlorhe managers beingsignificantly
more likely to consider a referral than support workers. It is not surprising that a more senior
member of staff is more likely to consider a referral for counselling, as they are often the
people with the overall responsibility for the service and those that live within that service
(Social Care Association, 2011). Those staffliadtpreviously supported someone to access
counselling wee significantlymore likely than staff who had not and this likelihood did not
appear to be affected by the perceived benefit for the person with a learning disability. This
could support Bradshaw and McGill's (2015) assertions shaport staff learnings more
likely to be driven by experience than theoretical concepts. Likelihood to refer was not found
to be related to general attitudes towards learning disabilities but those staff that had more
positive attitudes towards the prospects of people wigalning disabilities wersignificantly

more likely to consider a future referral.

In addition the level of staff'seducational attainment wasignificantly related to higher
likelihoods to consider a referral in thature (Morin et al, 2013b; Scior, 2011; Yazbeck et al,
2004). There was also a difference regarding the type of sewlege staff work and their
likelihood of considering a referral for counselling. Those who worked in supported living were

significantlymore ikely than those who worked primarily in residential care. This could be
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related to the knowledge and experience of staff which has been found to be different in staff

from supported living compared to residential cav¥dodward and Halls, 2009

The themes that emerged from the ope&mded questionsrevealed that a number of
participantswho were ‘Undecided regarding the consideration of a referral for counselling
wanted to rule out all other possibilities first including medical reasons, abuse and something
being wrong.This may reflecthe issues related to communicaticend a lack of knowledge
which are common for people with learning disabilit&owney & Barr, 2004)t may also be

that staff have an awareness that there are higher health needpewple with learning

disabilities which are often unrecognised and unmet (Cooper et al, 2004).

Even for those who weré.ikely to consider a referral for counselling, they still wanted to
ensure that all possible physical health piems were explored first. Support workengo

were ‘Likely or ‘Very Likelyto consider a referral felt that counselling may be a good way to
understand and investigate what was happening for the person and recognised what a
counsellor might be able to offer including indegiemce, expertise, experien@nd specialist
training (Tsiantis et al, 2004)Support workes responses recognised the complexities of
working with people with learning disabilities in that staff need to take into consideration all
aspects of a person’s hi#h and wellbeing when they support someone with a learning

disability(Bradshaw & McGill, 2015)
5.3 Possible Explanations for thariings

5.3.1 Likelihood of 8pport Workers Gonsidering a Referrabr Seaking to theirline

Manager about a Referréd Gounselling

The results of the current studghow that the majority of support workergorking with
people with learning disabilities are willing to consider a refesradpeak to their line manager
about a referralto counselling if a change in behaviour occurred $omeone that they
support. However the number of staff with previowsxperience of supporting someone to
access counselling or know of people with a learning disability wie decessed counselling
appears to be relatively low. The use of the vignétied to provide an example of situation

to investigate apport workers reactions to a possible situation that they could face with
someone that they support. This again indicatedttmost support staffvere favourable in
regards toconsidering a referral for counselling for the character that was described. This

suggests that there are other barriers as to why referrals naynocur.

Support workergesponses indicate howevdat mental health and the possible intervention

of counselling would notéthe first considerationand instead that physical health and GPs
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are where most staff would turn for support. Indeed other research shows that Primary Health
Care Teams are the most frequent health professional to have contact with people with
learningdisabilities and yet it has also been identified that there are unmet training needs for

these professionals to ensure there is effective identification of needs (Melville et al, 2005).

This may be related to the communication difficulties that wetentified by participants

which often people with learning disabilities experience (Bradshaw, 2001) and can be a barrier
to accessing not only counselling but health services in general (Lindsey, 2002). The difficulty
which some people with learning diséties may have in having the necessary vocabulary and
skill to communicate what might be hpening for them means that support workeds have

to become a ‘detectiveto discover the possible underlying cause for any changes (Krahn,
Hammond & Turner, 2@). This coupled with the sittian where support stafhave multiple

roles and responsibilities (Windley and Chapman, 2010) and wtiesee may be many
different support workersvorking with the person depending on the service asthff rota

staff. Thismay mean that changes can take timelie noticed. Ths may be reflected in the
participants comments onthe need to record and monitor as well as speakimgheir line

manager and/or the staff team so that evidence can be collated of the changes in behaviour.

It is not actually very surpriginthat support workerexpressed that they would start their
investigations with the GP as the health needs of people with learning disabilities are often
higher and yet underecognised and unmet (Cooper et al, 2004). Ensuring physical health
may seem more concrete for staff and less complicated than other possible underlying causes.
| also wonder whether the GP offers an opportunity for a quick fix which might take the
responsibility away from staff and place it back onto a professional. Indeed if there is a physical
medical cause underlying the changes in behaviour and some medication from the Doctor
might lead to the person feeling bettethen it may be that going to the GP first to rule out
possible physical health issues is likely to be beneficial for the person. Hovtenaeds to be

kept in mind that just because people with learning disabilities are accessing the sénaice

the GP offersit does not mean that they are benefitting from thegf@owney & Barr, 2004).

The GP being the first place that support workeesk support from may also be related to
culture. It may be that staffaluesare still rooted in the idea of caring rather than supporting
(Bigby et al, 2009). In addition, the dominant medical model (Rioux, 1997) riflaypest
influendng support workets thinking. Multidisciplinary case formulation is supposed to be
shaping services, thinking and development (Ingham et al, 2008) through tis\RibeSocial
model (Engel, 1980) but it may be that the ‘Bio’ aspect of theehizdstill taking the emphasis

away from the other components. Williams and Heslop (2005) argue that learning disability
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and mental health services are still dominated by the medical model mainly due to Psychiatry.
This migh not only account for why support worketsok first to the medtal professionals

but may also be a factor in why access to psychological therapies is still so slow and the
majority of research is coming from a limited practimsed contextBeail, 2015). It must also

be considered whether the support workeieel a power differential between themselves and

the health professional (Grabb, 199A sense of powerlessness against the professional’s
‘legitimate opinion’ where there can be a lack of recognition and respect of the knowledge and
skills of support staff (Rman, 1996). There were a few of the qualitative answers which did
give an indication thatfor at least a fewof the participantsn the current studythey did not

feel particularly empowered or that they would be listened to.

Support workerswere awarethat there was ‘something’ that was affecting the vignette
character’s behaviour but most could not elaborate any further. Around a third of participants
did query whether the character within the vignette was suffering from depression upon which
the vigrette had been based. So this may indicate that some support wodetsave some
awareness of mental health problems. However there were other exampies the results,
including participantgproviding contradicting answers, expressing that they wantegpett

from other professionals and responses which indicated that staff needed more knowledge
about this area. Thishows that perhaps support workedo not have enough knowledge

overallto identify possible mental healtissues (Crossley & Withers, 2009)

Therefore the level of support staihowledge, understanding and experience to identify
mental illness needs to be considered. This could explain why investigating physical health is
their first consideration. This idea could have some credence asti¥siral (204) discuss

how key a role support workerslay in identifying potential mental health issues for people
with learning disabilities and making referrals for appropriate treatméut their research

study indicated that staff usually do not have the necessary level of expertise that is required.

There is a concern that support workers general, do not have enough knowledge about
mental health issues for people with learning disabilities (Crossley & Withers, 2009; Woodward
& Halls, 2009). beed with Costello et al (2007) finding in their study that a third of people
with learning disabilitiesvho were not felt to have any mental health problems by staff, had
significant psychopathologipund by the researchers, it adds to this concern. Téfere it is

not surprising that most research has focussed on supgtaiff training. Costello et al (2007)
also found that support worketsnowledge and more positive views of mental health services
increased the likelihood of staff seeking a referralwdeer, the study by Tsiantis et al (2004)

provides warning that the picture is more complicated as they found that althougyie tivas a
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increase in awareneds their studyfollowing training there was no significant changes in
practice due to staffeeling that it was difficult to implement the training once back in their
services. This suggests that maybe confidence and empowenmigiit make a difference to
support workerslikelihood to consider a referrabr speak to their line manager about a
referral. Itmayalsoexplainwhy the factors that were found to be significaim relation tothe
likelihood of consideration of a referral included role, previous experience, attitudes towards
the prospects for people with learning disabilities, level of edocatind type of servicelhis

is supported by Woodward and Halls (2009) who found that the skills ghpport staff
possess is dependent on experience, trainingoueses and managerial supporalt of which

are likely to be more available to staff innaore senior role who have a higher level of

education, or work in a service whose ethos promotes certain values

Although this current study did not identify the level of learning disability as a factor for
support workersconsidering a referrabr speaking to their line manager about a refenal
counselling, it did show thahe involvement of the person in being consulted and spoken to,
was affected by the level of learning disaRiliThis is similar to the findings of Ferguson et al
(2010)who found that the severity of the learning disability was a key factor in people with
learning disabilities being involved in health care choices. It also leads to questions about what
support workersunderstand about thalifferent levels of learning dability. It could be that
support staffdo not fully understand and recognise what the level of learning disability might

mean in relation to cognitive and communication difficulties for the person.

Previous experience of supporting someone with a learning disability to access counselling was
asignificantfactor for the likelihood of staff considering a referrat speaking to their line
manager about a referral. It indicates that by increasing the opportunities for experiencing
counselling, it would likely lead to a positive cycle of reinforcement occurring. This supports
Bradshaw and McGill'®015) view that support workersnderstanding is more likely to be

based on experiential learning rather than theoretical concepts

Woodward and Halls (2009) also found that the setting conétke a difference to thekills

and knowledge that support workepssess and this is reflected in the current study where
the setting affected the likelihood of a referred counselling being considere@upported
livingis presented as amlternative to residential care. The ethos of supported living (Simons,
1998) isamuch more individualised service in which as much choice and control is given to the
person that is being supporteas possibleThere is a view and historical experience within the
organisation that participantssork for, that supported living and outreach tended to be used

by people who have more mild and moderate level of learning disabilities, although this is

132



changing as supported living becomes one of pheferred model of support by government

(Department of Health, 2001).

5.3.2 General Views of Support Workeebout Counselling for €ple with Learning
Disabilities
The current study saght the views from support workeren counselling for people with
learning disabilities. The available literature argues that support staff play an extremely key
and influential role in referrals for counsellingténfertKroese et al, 2014) and ensuring access
to mental health services igeneral (Evans et al, 2012). Therefore the views of this group
needed to be known if increased access to counselling is going to be achieved not only at the
referral stage, but in addition, to enable the support which is likely to be needed throughout
the therapeutic process. Previous studies though which have included staff views on CBT
(StenfertKroese et al, 2014) and systemic consultation (Rikberg Smyly et al, 2008) were not
restricted to only the views of support workerand instead both studies inwad other
professionals. This means that the current study allows the voices of support wookbes

heard in relation to counselling for people with learning disabilities.

The thenes which emerged from the participanssponses indicated that they daverall see
counselling as being both beneficial for people with a learning disability and a needed service.
Generally positive views about systemic consultation for people with learning disabilities were
found by Rikberg Smyly et al (2008). This stuadydgh was very specifically interested in the
experiences of people following involvement in a consultation. Windley and Chapman (2010)
who interviewed support staff about their role indicated that they valued the interventions
provided byCommunityLearning Disability Teams which would include gychologists within
them. Indeed it may be that due to a lack of confidence (Woodward & Halls, ,2048)ort
workers feel that having a counselling service available would mean that someone with
knowledge and expé@nce would be able to support them and the person with a learning
disability with any mental health problems. This support could be seen as extremely valuable
consideringthe supervision offered to support workeraay not always be enough to gain

appropriate support, knowledge and advice (Windley & Chapman, 2010).

When comparing the views of support workethat were found within the current study there
are some similarities to some findings from other studigtenfert Kroese et al (2014) found
more positve views from staff towards counselling for people with learning disabilities
they had supported people to access CBRese viewalso contained concerrthough about
how long term changes would beaintainedfor the person with a learning disability and the

feeling that continued input from the therapist would be required to make a difference
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(Stenfert Kroese et al, 2014) must be noted that due to the qualitative nature of their study
only a small samplsize was used and thifbes raise many questions about the generality of
the answers given by staff. Even, oese views somewhat reflect those dhe participants
within the current study who felt that time would be needed for a therapeutic relationship

be built, and for counselling to be effective that time would be needed for familiarisation with
communication and the context in which the person with a learning disability lives. The view
that it can take time to facilitate engagement has been echoed by Bates (1992) who

emphasises the need to give time to the process with this client group.

Participantsexpressed that they do want to be involved in the therapeutic process and when
staff were involved i systemic consultation in Rikberg Smyly et 2008) study, 84% of staff
indicated that they would choose to attend a consultation again. The systemic model though
would inherently want to includeupport staff within the process while many psychological
therapeutic models focus on the 1:1 therapeutic relationship. However this involvement
should always bearefully balanced with the need for confidentiality (Chaplin et al, 2009). This
balance may be difficult for therapists to achieve as Stenfert Kroese et al (2014) found when
looking at CBT, that taff didn't feel like their involvement in the therapeutic process was
welcomed. This @y be related to support workergewing theirkey role as working alongside

the professionals to improve quality of lifand therefore may find it difficult if they ar
excluded from the therapeutic process (Windley & Chapman, 2010). Some therapists though
do see the involvement of support staff and other caregivers such as family as vitally important

in appropriately adaphg counselling for people with learning disabilities (Hurley et al, 1998).
5.4 ldentified Barriers by 8pport Workers

5.4.1 BarriersRelated to hdividualFactors

The barries that were identified by participastas being at the individual level included the
communication skills of the person with a learnirigatbility, the level of learning disability, the
person’s awareness of counselling, the reliance on staff and the unfamiliarity with the context

of counselling and the time it can take to build a therapeutic relationship.

Communication does present a cidzarrier that has previously been mentioned in regards to
accessing health services (Lindsey, 2002). As many people with learning disabilities experience
communication difficulties, they tend to be reliant on others to support communication
(Bradshaw, 20D). As was found through the current study there is a wide variety of
communication methods used by people with learning disabilities apart from just verbal

communication. Traditional psychological therapies rely on verbal communication but with the
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wide \ariety of communication abilities (McLean et al, 1996) it means that adaption is often

needed to ensure that people with learning disabilities can access them (Jones, 2013a).

The level ofunderstandingwas mentioned as a barrier and this may be related to the
communication difficulties as receptive communication tends to decrease as the level of
learning disability becomes more severe (Cascella, 2004). The research has focussed primarily
on borderline and mild learning disabilities (Mason, 2007) and how applicables thishose

with more severe or profound levels of learning disability is doubtedidysartto the limited
communication skills and abilities (Bhaumik et al, 2011). Indestddy by Badshaw (2001)

into severe learning disabilities revealed that 59% communicated primarily symbolically, 19%
were nonverbal but had intentional communication and 21% showed no intentional
communication. This means that therapists are likely, when develofiiegtherapeutic
relationship, to need to check interpretations and pelpser attention to body language
including facial expressions, eye gaze, body movements and vocalisations (Bradshaw, 2001).
But even when there is verbal communication skilfere an still be barriers as research
indicates that overestimation of understanding by people with learning disabilities is not

uncommon (Bartlett, 1997; Purcell, Morris and McConkey, 1999).

The importance of the role of support workergr communication (Brashaw, 2001) is
extended into all areas of the person’s life (Goble, 1999). Health in particular is an area where
people with learning disabilities have a tendency to see ‘others’ such as sigtaffras being
regponsible for making decision€ossley &Vithers, 2009; Ferguson et al, 2010). The learning
disability combined with possible communicatiorffidulties and reliance on othemeans

that the awareness of counselling and how to acdess likely to be reduced. Indeed as a
barrier the lack of kneledge of services has been previously suggested (Sowney & Barr, 2004)
and Leyin (2011) specifically mentions a lack of knowledge of the available services as being a

likely barrier to people with learning disabilities accessing IAPT.

The historical therapeutic disdain (Bender, 1993) towards people with learning disabilities
means that they have struggled to access the full range of mental health services that are
available including counsellingProut & Strohmer, 1998). Participanits the current study
mentioned in their responses eoncern that the person’s unfamiliarity with the therapeutic
context and therapeutic relationship may present as a barrier. The therapeutic relationship is
likely to be different to what people with learning disabilities experience in other areas of their
lives (Jones, 2013a). Although there is an emphasis in services on empowerment and
autonomy, this conflicts with the idea ofincreasedvulnerability of the person with a learning

disability (Windley & Chapman, 2010) which pedoth support staff and the person in a
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difficult situation. People with learning disabilities are typically placed in a position of
compliance (Crossley & Withers, 2009) and may fear services being taken away if they express
any negativity towards it (Erriman and Beail, 2009 hismay mean that they do not truly
engage in therapy but instead become passive recipients of it as they do with other
relationships in their lives (Goble, 1999). In Merriman and Beail's (2009) study which asked
people with learning disability about their experience of psychodynamic therapy, they spoke of
the difficulty of building therapeutic relationships with therapists who would then leave

meaning they would have to get used to a new person.

It may also take time for people with learning disdieiti to understand what the therapeutic
relationship is and the boundaries of therapy (Hurley et al, 1998). Indeed when Goble (1999)
interviewed people with learning disabilities about their perceptions of staff and senaties

but one participant used the term ‘friend’ to describe members of staff and they had little
knowledge or understanding of the roles of staff. If people with learning disabilities experience
this for staffwho support them on a daily basithen it is likely to take time for them to
understand the therapeutic context and relationship which they may experience once a week.
Just with support workerearning being related to the experiential (Bradshaw & McGill, 2015)
this is likely to also behe case for people with learning disabédig and the therapeutic

process.

5.4.2 Barriers due t&aff

The theme of staff as a barrier contained two g¢hbmes, staff's understanding and staff
attitudes and opirdns. The understanding of support workesout the therapeutic process

has been found to be limited in some studies (Rikberg Smyly et al, 2008; Staiese et al,
2014). The discussioabove illustrates that support stakfnowledge and understanding of
people with learning disabilities and emtal health problems has been a key focus of
intervention through training (Costello et al, 2007; Tsiantis et al, 2004). The variety of
therapeutic models that could be utilised with people with learning disabilitBzai|, 2015)
means that even if suppbworkersunderstand one modelthen another could place greater
cognitive demands on staff (Willner, 2006lhis is in a context wherthey are already
expected to support and know about an increasing number of areas in a person'’s life and cope
with the ever changing social policy and philosophy within learning disability services
(Bradshaw & McGill, 2015).

Some participantslid express concern about staff views and attitudes about counselling being
a barrier to people with learning disabilities accegstounselling. This has previously been

implicated in accessing health services (Lindsey, 2a08)s also been expressed by Chaplin et
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al (2009) who assethat staff beliefs and attitudes can influence the care provided through a
number of waysboth consciously and unconsciously. Arthur (2003) postulatas ithcan be
difficult for support workergo allow themselves to open up about their own feelings due to
the reactions possibly including sadness, anger, frustration and rejection. This may make it
difficult for staff to support people with learning disabilities to engage with the process of
opening up and talking about their feelings. This position is shared by Willner (2006) who felt
that the involvement of staff in supporting psychological therapy led to three questions being
raised, one of which related to the staféstitude of therapeutic disdain towards people with

learning disabilities.

5.4.3 ServicdevelBarriers

At a service level participantspoke about a number of potential barriers for people with
learning disabilities to accessing counselling. These included concern about the knowledge and
experience of therapists, the lack of available serviadifficulties accessing these and the cost

of counselling for people with learning disabilities.

The knowledge and experiencd therapists was raised by support workess a possible
barrier to peoplewith learning disabilities imaccessg counselling. This view from staff might
have credence aMason (2007) found that the perceived competence of clinicians was an
important factor in the provision of counselling for people with learning disabilities. There has
been the argument made that it is unlikelyat there areever going to be enough expericed

and trained therapists to provide adequate individual psychological therapy for this client
group (Arthur, 2003). Indeed if there is not more training and research opportunities for
counselling for people with learning disabiliti¢gisen it is likelythat provision will remain rare

(Hollins & Sinason, 2000).

The lack oftounsellingpsychologiss interested and working with this client group is echoed in
the calls for more research (Kasket & Rddriguez, 2011) and for moreounselling
psychologiss to consider this area of work (Massie, 2014). It raises questions about whether
the profession has the needed competencies to provide counselling to people with learning
disabilities (Jones, 2013b). Indeed training feyghologists in counselling for pdepwith
learning disabilities has been recently raised as an area where there has been little progress
despite the increased awareness and understanding of mental health issues within this

population(Beail, 2015)

BEven in dinical psychology where there is teaching on learning disabilities, theneith

placement within a learning disability specific service has been dropped as being compulsory
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(Beail, 2015). This feels concerning as the experience that can be gained from placements can
be invaluable in ensuring thatrainee psychologists have the necessary skills and
understanding of this specialist group. My concern is thalinifcal psychology are no longer
prioritising this client group in their training andunsellirg psychology as a profession do not
yet prioritise this client group (Jones, 2013hen those with the appropriate level of
knowledge and expertise of learning disabilities will not be enough to meet the unesetsn

of people with learning disabilities. Even more concerning isgbéicy and opinion continues

to push for people with learning disabilities to access mainstream services (Bouras & Holt,
2004) Where previously lmical psychologists would have hadree experience in their
training of working with this client group and could make reasonable adjustmiérfigure
clinical psychologists do not have this then it is likely tleaen more people with learning

disabilities will be excluded from psycholagitherapies.

The government focus seems to be towards the inclusion of people with learning disabilities in
mainstream services (Cumella, 2009) but it has been acknowledged that some people with
learning disabilities are being excluded from both mainstream and learning disability specific
services due to the focus on criteria (Lindsey, 2000). The concern about access is echoed by the
Division of Clinical Psychology Faculty o@ewith LearningDisabilities (2012who describe

a review of studies of gpple with learning disabilities accessing mainstream mental health
services It showed thatreferrals for people with learning disabilities wereduced. The
reasons behind this are likely to be mué#irered and related to many of the barriers that have
already been @cussed but it seems that support workeiswsparallelwhat the researchers

are expressing about this area.

The lack of servicefor people with learning disabilities and the cost are likely to be related. As
the neo-conservative economic agenda (Rioux, 1997) and the emphasis on eviokseu:
practice continue to growBritish Psychological Society (BPS), 2@08)services proded will
increasingly need to be clinicalbnd cost effective. The problem with this is that it raises
questionsabout whether commissioners of services will be willing to commission services for
people with learning disabilities when there is stillmiled research base from practice (BPS,
2015). This isgpeciallyapparentwhen people with learning disabilities represent a costly
group for the government due to their need for a lifetime of support (Cumella, 2G0@)

there is evidence that there is beginning to be rationing in access to social care due to financial

pressure which is incompatible with current policies (Emerson & Hatton, 2008).
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5.5 Implications

The results of this study prowddan insight into views of support workengho work within
sewvices on a day to day basis. Although any generalisations about the results need to be made
cautiously due to the advertisement of the questionnaire only being within one organisation, it
does give information on a number of different factovghich may dlect the likelihood of
consideration ofreferrals forcounselling for people with learning disabilities. It provides an
indication of the views and attitudes of support staff towards counselling for people with
learning disabilities and the barriers thdidy feel can affect this client group from accessing
counselling. It also gatherviews from support workerfom across the South of England
including London. The data has come from a large number of participants and gives an
overview of the experiences, views and attitudes of support staff in relation to counselling and

people with learning disabilities.

It was one organisation but covered multiple locations and covered over 100 members of staff.
It must be noted that much of the pressures on this orgation are being felt in multiple
organisations as local authorities deal with increasing numbers of people needing support, an
aging population with even more complicated health needs and with less specialised services
and less money to provide a service w{tBmerson & Hatton, 2008). These concerns came
through in some of the answers provided by participarithese cuts are likely to mean that

the health, welbeing and quality of life of people with learning disabilities could be further
impacted possilyl affecting mental health. This is likely to mean that more and more people
with mild and moderate learning disabilities fall through the gap as services make their criteria

stricter.

Although often over looked by research or integrated into a protests group, the views of
support workersare very relevant in ensuring that people with learning disabilities access all
health services including mental health and psychological therapies. The very key role that
support staff play in the lives of people tilearning disabilities means that if we can
understand what affects their likelihood of considering a referral for counsetleg we as
professionals can know what areas and interventions may be helpful to focus on to ensure
lasting change in the opplmities for people with learning disabilities to access psychological

therapies.

The knowledge gained through this research can gmensellingpsychologist and other
clinicians insight into the possible views and attitudes that might be held by kffstipport
people with learning disabilities. The need to involve support workarspresent a difficulty

for counsellingpsychologist who unless are interested in working systemically tend to work
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more with the individual rather than collaborativelyith the staff who support the person.
One responseegarding the input of a psychologist the current study showed that there is
some good practice occurringput there was not enough information to know what other
interventions were occurring at the s time. It could have been that the person was having
counselling as wellpr that the focus was on building ugtaff therapeutic skills. Support
workers do not have enough knowledge, skills or support to be able to replace trained
counsellors (Woodward &lalls, 2009). But until there are modnicians who have the
appropriate experience and training to work withgg@e with learning disabilities, thethis is
unlikely to occur (Arthur, 2003), ariden the pressure is on support workdws advocate and

juggle all aspects of the health and wiedling of the people that they support.

These multiple roles that support workehnsld is likely to place great pressures on staff, when
they are not supported enough to deal with the difficult and complex issuéshwdrise when

you are in a position where your key role is to support all areas of a person’s life (Windley &
Chapman, 2010)t really is no wonder that support workecan feel that a service priority is

to ‘care’ (Bigby et al, 2009) or that abuse cartur when it might become easier to see the
person not as a person but as a tastherwise the emotional and psychological toll for staff
could be too much (Cambridge, 199%here is research that suggesist there can be high
rates of burnout in suppw staff roles (Hastings, 2002) especially when staff suppeoplein
services where thereis challenging behaviour. Support workéusning to the medical model

first might be a symptom of this situation. It raises concern about whether a member ofsstaff
well placed to be able to think and reflect on what could be happening for the person that they
support when there are so many financial and time pressumed an emphasigs placedon

quality.

This esearch clearly shows that support workare irterested in counselling for people with
learning disabilities and through experiences of supporting someone are more likely to
consider a referrabr speak to their line manager about a referfal counselling in the future.

They are dependent on professials to be able to support them and providdvice. This is

most commonly the GP to ensure that physical health problems are being considered and as a
gateway to other services and further referrals. Support worlaeesvery much aware of the
multiple barriers that can affect people with learning disabilities from accessing counselling

including those at an individual, staff and service level.

Counsellingpsychologist could be in an ideal position to work within a mudisciplinary
model to think aboutwhat might be happening from & person’s point of viewMassie,

2014) Support workersvant to be involved in the therapeutic process and support the
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person to access appropriate services. This challenge needs to be taken lsythelpgist to
ensure he right balance is achieved between respecting confidentiality and the therapeutic
relationship and recognising the complex systemic network that a person with a learning
disability exists in. The results found in this research may help this process to occur by
providing some insighdnd understanding to what support worketfsink about counselling for

people with learning disabilities.

5.6 Counselling Psychology and this Research

This research looks at an interesting dilemma about providing counselling to a group of people
who have largely remained outside of mainstream services (Dorn & Prout, 1993) and instead
have been viewed as a specialism from those in the mental health field (Bouras & Holt, 2004;
Rose et al, 2007). If there are not the services abigildor people to be referred to then
requests for counselling are not likely to happen. This research clearly shatxtnselling is

felt by support workerdo be wanted and needed for people with learning disabilities. One
barrier that is seen by suppt staff is that therapists might not have the appropriate skills and

experience of working with this client group.

Therefore awareness of learning disabilities foumsellingpsychologiss is critical to ensure

that counselling is made more availableg this group. This is not only so that people with
learning disabilities who are already known to services can access counselling btitealso
‘hidden learning disability’ group (Whitaker, 2004) mainstream servicesieed to be
considered To ensure theydo not fall through the criteria gaps of services (Lindsey, 2000).
Understanding of what a learning disability is and the impact that it can have on the person
may mean that somebody is understood and therapy is adapted rather than somebody ending
up beirg excluded from service after service who don’t quite understand how to work with

them.

Counsellingpsychologiss do have much to offer this client group (Massie, 2014) and through
adaptation of therapeutic techniques can offer a unique therapeutic m@stiip that could
make a big difference to the life of that individud@bnes, 2013a)A challenge foraunselling
psychologiss though, is that both this research and other studies emphasise the need to work
with others including support workerahen workng with this client group (Jones, 2013a;
Whitehouse et al, 2006; Munro, 2011; Willner, 2006) and to be open to thinking systemically
(Rikberg Smyly et al, 2008). This challenges the traditional 1:1 therapeutic sémsidhe
involvement of support worke could be seen asimilar to when interpreters are used in
therapy and it may be that some of the challenges and benefits of using interpreters (Quinn,

2011) are similar to when staff enter the therapeutic spaldaving an awareness of how
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support workers might view counselling for people with learning disabilities is only likely to

give more benefit to what can be offered to someone with a learning disability.

5.7 Limitations of the udy

The generalisations of the findings of this study are sehe limited due to the questionnaire
having only been advertised to staff from one learning disability organisation. This means that
their views and experiences may not bepresentative of support workers general across

the country as there may be differeravailabilities of services in different places. The
participants did work though in various different locations across the South of England and
would be covered by different local authorities and health trusts. The culture within the
organisation also reds to be considered in the interpretation of the results as this may not be
reflective of other learning disability organisations. The research attermpgive an initial
insight into the views and opinions of support workeisich could be investigated further and

shines a light on something which has previously not been researched in this depth.

One factor that needs to be considered is that participants may have been responding with
what they felt the expected/favourable answer was and responding wittocial desirability
bias (Nederhof, 1985). This may mean that when asked a direct question regarding
consideration of counselling they respond favourably to it, when actually in a real life situation
they would not consider itThis could be refleed in the relatively low numbers of staff who

had actually supported someone with a learning disability to access counselling.

Although the research is specifically interested oumnsellingpsychology and people with
learning disabilities, this exact wording was not used within the questionnaire given to
participants It could be argued that not using this wording within the questionnaire limits its
specific relevance to counselling psychology. This decision was made due to a number of
different reasons. Theifficulty with identity within the field of counselling psychology (Woolfe

& Strawbridge, 2010) means that outside of the field there is much confusion about what
counselling psychology is as a profession and the differences between the different types of
psychologist. It has also been identified through research and commentary that not much is
known about ounselling psychologiss working within the learning disability field (Jones,
2013b) and that their number is comparison tlinical psychology is relatively small (Bor &
Archilleoudes, 1999). This made it difficult to restrict the research to oaolynselling
psychology. Looking at counselling in general allowed participants greater flexibility in what
they could discuss in their ansvgertbut does mean that it not only coversounselling

psychology but linical psychology and aunsellors. This should not affect the impact of the
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results as counselling for people with learning disabilitieseéen asa specialised area and any

insights wil be helpful for the profession and other clinicians working in the field.

Using an online questionnaire meant that the depth and richness of the qualitative responses
were limited. There was no additional information thatuéd be drawn from to interpret and
analyse responses such as body language and the way people communicate. This meant that
the analysis had to rely on people’s words that they had typed and this restricts the depth and
interpretations that could be made. Hower through the focus group it was found that staff

liked the prospect of being able to complete the questionnaire online and felt that typing
would make it easier to complete compared to completing it by hand. Using an online version
meant that | could gder responses from staff who work at multiple sites within the
organisation and meant that it could be completed at a time and place that was convenient for

the member of staff.

If I had instead completed interviews then although | may hiaeeased tle depth of the
responses and the analysihis would have led to more of an exploration rathiman an
investigation. The ontological basis of the research of critical realism meant that the research
needed to include objective measures and due to the oi@mnce of the quantitative elements

it meant that the qualitative element needed to be limited. It also could not have been
achieved for the number of support workemsached through the questionnaire and this could
have affected people’s responses if thknew they could have been questioned further on
their answers. Howevethis did mean that no clarification or additional information could be
sought from the participants about what theyeant from a particular respons@&his may be
something that couldccur in future research either through the use of additional interviews

following the online questionnaire or through the use ofdepth semistructured interviews.

The questions that were asked within the questionnaire were done so to explore the research
questions but this does mean that there may have been other variables which could have
affected opinions and views that were not covered within the study. There will always be more
which could be done with research and a decision hasetmade about what the limitsfahe

study will be. Although there are limits within the current study, the results provide a good
starting place fo considering the views of support workesnd what might affect their
behaviour in relation to considering referrals tounselling for people with learning

disabilities.
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5.8 Possible Future Research

This research gave senunderstanding into support worketthinking and decision making
processes when considering a referral for counselling for someone with a learning distbility.
may be helpful to replicate the current study with support workers from other services,
settings and organisations in order to be able to check the reliability and ecological validity of

the results that were found.

There are other questions that emerge through the results of the current research that could

be studied further. Could it be that support workers although happy to consider counselling,

are not sure where to go or how to refer? Are there actually the sesvout there for them to

refer to? This query may have some credence from the experiences that some participants
discussed of the difficulty in actually finding appropriate services once a need had been

identified.

It would also be interesting to find dumore about the support worker's processes when
supporting someone to access counselling once the referral has been accaptedlso how

the person with a learning disability experiences being supported by staff to access therapy.

More research is needtl into how best cunsellingpsychologiss can work alongside support
staff so that collaboration can occwrhile still ensuring that the person having the counselling
remains central and that their views and boundaries are respected. Advice aroundothiid w

likely benefit many psychologists that have to cope with this challenge.

Research is needed into Community Learning Disability Teams regarding what therapeutic
interventions are being offered and how these teams can support more access into
mainstream services. Research indicates that there are many small areas of good practice and
research happening but research into the efficacy and effectiveness is limited due to the small
numbers which are being offered therapye@l, 2015). If more unified workiy could occur
across the Community Teams then there may be opportunity for research that includes larger

sample sizes to build the research base further.

5.9 PossibleWays to mprove Access to Gunselling forPeople with LearningDisabilities

It is likely hat to make a differencagny interventions that are implementeid improve access

to psychological therapies for people with learning disabilities will need to be part of a multi-
layered approach. It may not be enough if only one of the barriers whicé been described

is targeted due to the being multiple interelated
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This study found that experience is one thé factorsto possibly affect support workers
future consideration of areferral or spealng to their line manager about a referrdbr
counselling for someone with a learning disability. Therefore if more opportunities are
provided through proactive interventions which reach out to both people with learning
disabilities and support workersit could not only improve access but could lead the
prevention of deterioration of mental health. This could include access to preventative
interventions such s therapy groups and building up oésilience skills. Research often
suggests that placing money in preventative strategies is far mwmseeffective than having to
pay for reactive strategies (Allen et al, 201Bhis isespecially when researdias indicated

that a small number can take up a huge amount of resources (Spiller et al, 2007) as they go
from one unsuitable service to anath or the conditionscan become welestablished and

more resistant (Allen et al, 2013).

One solution mightbe to provide a number of support workemith experience of the
psychological model and therapeutic process through the use of psychologicailtatios

with staff as suggested by Arthur (1999). Arthur (2003) feels that this provides an alternative
or complimentary therapeutic tool to counselling. The process cawige the opportunity for
support workersto gain insight and understanding of tremotional lives of people with
learning disabilities while getting support. Arthur (1999) found that by using this with a staff
team it helped to facilitate the emotional development of the people that they supported,
improved relationships and decreaseghgptomatic behaviour. A positive experiencaahgh

this model could result in support stafbeing more psychologically minded and therefore

might be more likely to consider counselling as an option in the future.

The dependence of staff on GP’s may exptime of the reasafor the lack of referrals to
counselling as research indicates that there is often a failure to recognise mental health as a
result of a number of factors including diagnostic overshadowing (Woodward & Halls, 2009),
failure of primarycare professionals to understand the manifestation of mental health in those
with a learning disability and how the level of learning disability can afféstpresentation
(LennoxDiggens & Ugoni,997).Psychologicalesvices that are available throhghe NHS are
diverse and offer support that may benefit people experiencing a spectrum of mental health
difficulties. The use of common point of entry systems or general services could offer the
opportunity for appropriate referrals for people who haveiring disabilities to be given to a
counsellingpsychologistwho could then either offer support or direct the patient to another

service.
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As the GP and medical concerns seem to be the first port of callifpost workers possibly
this is where future intervention needs to take place so that GPsGlimicalCommissioning
Groups keep counselling for people with learning disabilities as an option. This may mean that
psychologists speak to GP’s or provide GP’s with some informatiout avhat can be offered

for people with learning disabilities and counselling and where they might refer.

Support workerseed to have a greater awareness of mental health and learning disabilities
and be aware of possible risks, symptomsd aineatments. The most obviousvay to
accomplish this is through staff training which could be addressed through opportunities for
continuous professional development. This could include a range of different opportunities
such as workshops on general or specific mental health issues or could be specifically designed
to fulfil knowledge that might aid a particular service or individual who has a dual diagnosis.
However we need to be aware that we are not overloading support staff who are often low
paid and do not have theducational level for the amount of complex and intricate knowledge
that is often expected This is in addition tdeing competent practitioners dealing with
difficult situations and dilemmas on a daily basis without much suppod as costs are cut

this is only going to get worst. Through more frequent but less intensive training opportunities
it is likely that support workers will be able to take in the much needed knowledge on mental

health and learning disabilities.

Support workersalso need more gpport. The expectations on suppostaff to be able to
identify and support people with every aspegttheir lives means that support workehave

to deal with extremely intimate and emotional issues. The amount of supervision and own
personal therapy tht counselling psychologist have in order to be able to provide
psychological therapies is there for a reason and yet support staff are lucky if they have 1:1
supervision once a month. Every day they deal with the emotionabtailipporting the most
complex and vulnerable people in society in so many intinekas Theseinclude decision
making, sexuality, personal care, physical health, emotional health beielty, safeguarding,
supporting relationships, integratin and inclusion. All this whilbeing one of the lowest paid
professions with high levels of bugut and turnover (Hastings, 2002) mean that facilitated
support groups for staff could provideupport staff with the opportunity to talk about the
demands and challenges within their role would also allow them to find support in each

other in how to deal with the difficulties that might arise.
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5.10 Final Reflections

The current research has challenged me to really think alwounsellingpsychology and
working with people with learning disabilities. Although | was aware before starting the
research that the numbers ofoansellingpsychologist working with people with learning
disabilitieswas small, | didn’t fully realise just how smallstmumber and interest was. The
amount of research published by those that identify themselvesassellingpsychologiss in
relation to workng with people with learning disabilities is extremely limited. Clinical
psychology is dominant within the fieloh advocacy, research, training, information and
guidelines. The networking and continuous professional developments offered through the
Division of Clinical Psychology in comparison mean that the opportunity to learn from and

network with othercounsellng psychologist remains limited.

Although people with learning disabilities can present challenges to work with, the majority of
research highlights the value and benefits that psychological therapies can pr@edd, (
2015). The emphasis iroensellng psychology of the therapeutic relationship and working
with difference and diversity means that as a professiwe could be leading the field in
research and practice but | wonder if the dominance lifical psychology means that the
voices are few ah far between. The fact that there was no teaching within @eunselling
PsychologyDoctorate which specifically addressed working therapeutically with this client
group reflects the specialism that th@yesent. Additional experience or training is likéo be
needed in order to become a competent practitioner to work with people with learning

disabilities.

What has struck me in completing this research is that progress is very slow even though the
communications from government and continued outraganirlearning disability advocates is

that this needs to be a priority. This is apparefitather we are talking about the research into

the efficacy of psychological therapies for people with learning disabilities, support for people
to access mainstreamservices or having appropriately trained and experienced clinicians. The
fact that we continue after more than a decade to have calls for more research, more training
opportunities and more access to services shows that this is not a group that aressadrigh
priority and yet the work of individuals shows such great promise (Beail, 2015). There are
individuals for which learning disabilities has become a passion and for which such hard work
and determination is put in to ensurabetter quality of lifeand equality for the individuals

that fall into this group. There have been comments that due to the economic sityation

money is disappearing from those considemsubst vulnerable and thosevho cost more
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money than othersand for society learning disabilities falls into this categ@rgarning

Disability Coalition, 2 .

This is a group of people who are acknowledged to be one of the most vulnerable in our
society and yet they are a group where change is very slow to come as well as bgiogpa

that clinicians seem to find difficult to work with (Jones, 2013a). Clineattmlogy are the
clear voice for this group whileoansellingpsychologist who could have so much expertise
and value to offer have stayed relatively quiet. | hope that the infaridiie profession means

that as we developthat this will change. Our training does make us ideal to adapt the
therapeutic approaches to enable people with learning disabilities to access psychological
therapies (Massie, 2014). Our emphasis on the theutig relationship means that we can
offer something which is often very much lacking for people with learning disabilities, a
connection with another person on a level which means the pain and difficulties can be bared

and not ignored.

5.11 Conclusion

The pesent study exiored the views of support staffvorking with people with learning
disabilities towards counselling psychology in a learning disabilifgnisation. Through using
an online questionnaire and a mixed methods approach the study found a nuwofber
interesting results about support workergiews of counselling for people with learning
disabilities and what affects the likelihood of staff considering referangpeaking to their
line manager about referringomeone for counselling. Support womsehold overall positive
views about counselling for people with learning disabilities and feel it is negoigdwould
usually look towards the GP and possible medical causes when presented with changes in
someone that they support. Experience of supporting someongccess counsellindpeing in

a senior role having positive attitudes towards the prospects of people with learning
disabilities, level of educatioand working in supported livingvere factorsthat appeared to
affect the likelihood that a support workewould consider referringyr speaking to their line
manager about referringomeone with a leaiing disability in the future. The results indicate
that there are multiple barriers that are likely to affect people with learning disabilities from
accessing counselling and that multiple interventianslikely to be the most effective way to

improve acess.
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Hi

My nameis AbigailGossand | am currentlycompletinga Doctoratein
Counselling®sychologwt CityUniversityLondon.Aspart of my coursel am
completinga researchstudylookingat Counselling®sychologwynd peoplewith
learningdisabilities.| am lookingfor supportworkersand managersvho
supportadultswith learningdisabilitieswith their dayto dayliveswho would
be willing to completean online questionnaireabouttheir viewson
Counsellingaind peoplewith learningdisabilities It takesabout 20 minutesto
completeandyou canbe enteredinto a prizedrawto win a £50voucher.

If you'reinterestedpleaseclickon the link below.

https://www.surveymonkey.com/s/abigail goss research

Pleasepassthis onto anyonewho maybe interestedbut maynot have
receivedthis email.

Thankyouin advance

AbigailGoss
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x Doyouwork asa supportworker or managersupportingadultswith
learningdisabilitieswith their day to daylives?

x Wouldyoulike the chanceto win a £50voucher?

x  Wouldyou be willing to spend10 4.5 minutesansweringan online
guestionnaireon your opinionson counsellingosychologyand people
with learningdisabilities?

If interested,pleaseclickon the link below.

https://www.surveymonkey.com/s/abigail goss research
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Hi :

| havea favourto ask.Asyou mayalreadybe awarel work as

at and| am currentlycompletinga
Doctoratein Counselling®sychologyt CityUniversityLondon.Aspart of my
coursel am completingaresearchstudylookingat Counselling?sychologynd
peoplewith learningdisabilities.

If you havealreadycompletedthe surveythen thankyousomuch.

If you havenot yet hadthe chancepleasecanl askyouto considercompleting
the online questionnaire It only takesabout 10 minutesto completeandyou
canbe enteredinto a prizedrawto win a £50voucher.

It doesn’tmatter if youdon’t know muchaboutcounsellingand peoplewith
learningdisabilitiesas| just want to find out people’sviews.Thisresearch
couldhelpto developmore servicedo supportthe emotionalwell beingof the
peoplewe supportsol needto getasmanyresponsesaspossible.

If you'reinterestedpleaseclickon the link below.

https://www.surveymonkey.com/s/abigail goss research

Thankyou

AbbyGoss
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Questionnaire

Demographianformation

1) Gender:

(0]
(0]
(0]

2) Whatisyourage?

(0]

3) Howwould youdescribeyour ethnicorigin?

(0]

Male
Female
Prefernot to say

Prefernot to say

Prefernot to say

4) Whatisthe highestlevelof qualificationyou havecompleted?

o

O OO0 O0OO0OO0O0Oo

Noqualifications

Otherqualifications(includingforeignqualifications)
Vocationalqualificationsat level 1 (e.g.NVQ)
GCSE/Qevel,Vocationalevel2 andequivalents

Alevels,Vocationalevel 3 andequivalents

Diplomain highereducation
FirstDegreelevelqualification(includingBachelorsand foundationdegrees)
UniversityHigherDegree(e.g.Masters,PhD)

Prefernot to say

5) Howmanyyearsexperiencedo you haveworkingwith peoplewith
learningdisabilities?

(0]

0
(0]
(0]
(0]

Lesghan1year
1Pyears

3 dyears
5d40years

More than 10years

6) Whichof the following bestdescribesyour currentrole workingwith people
with learningdisabilities?

O OO0 O0OO0Oo

SupportWorker
SeniorSupportWorker
AssistantManager
HomeManager
AssistanfTeamleader
Teamleader



Servicelnformation

7) Whichof the following bestdescribeghe serviceyou currentlywork in for

the majority of your workingweek?
o Residentiatare

0 Supportediving

0 Outreach

8) Inwhatlocationisyourservicebased?
Berkshire

London

Sussex

o O O

9) Whatlevelof learningdisabilitydo the peopleyou currentlysupporthave?

Pleaseselectall that apply.
Mild
Moderate
Severe
ProfoundandMultiple LearningDisabilitiePMLD)
Not sure

o O OO0 O

10)Whatcommunicationmethodsdo the peopleyou supportmainlyuse?Please

selectall that apply.
VerbalCommunication
SigningncludingMakaton
Symbobasedcommunicatiorsystem(e.g.PECS)
Computeraidedcommunication(e.g.eyegaze)
Written
Facialkexpressions
Behaviour/Bodyanguage
Not sure

O 00O O0OO0OO0OO0oOOo

11)Hasanybodywith alearningdisabilityin the serviceyouworkin

receivedcounselling?
o Yes

o No

o Notsure

12)If no/not sureto question11, how likelywould you be to considerreferring

anyonefrom your servicefor counsellingsupport?

VeryUnlikely UnLikely Undecided Likely

VeryLikely

o) o) (0] (0]

o

13)If yesto question11, how manyhavereceivedcounselling?
o1l
02
o3
0 4 ormore




14)If yesto question11,thinkingaboutone personwho hasreceived

counsellingnostrecently,how beneficialdo youfeel the counsellingvas

for them?
Definitelynot | NotBeneficial| Undecided Beneficial | Verybeneficial
beneficial

0 0 0 0 0

15)If yesto question11, how would you describeyour experienceof supporting
someonewith alearningdisabilityduringthe time they had counselling?

16)Howlikelyin the future would you be to considerreferringanyonefrom your

servicefor counsellingsupport?

VeryUnlikely

UnLikely

Undecided

Likely

VeryLikely

o

o

0

0

o




Attitudes

17)INSTRUCTIONBefollowing questionsare for the purposeof collectingdata
aboutyour generalattitude towardspeoplewith learningdisabilities Please
indicatehow muchyou agreeor disagreewith eachstatementbelow.

Scalel: Inclusion

Sirongly | Disagee | Neutral | Agree | Sirongly
disagree agree
Peoplewith alearning
disabilityfind it harderthan 0 0 o] 0 0
othersto makenewfriends
Peoplewith alearning
disabilityhaveproblems 0 0 o] 0 0
gettinginvolvedin society
Peoplewith alearning
disabilityareaburdenon 0 0 0 o] o]
society
Peoplewith alearning
disabilityare aburdenon their 0 0 0 0 0
family
Scale2: Discrimination
Sirongly | Disagee | Neutral | Agree | Sirongly
disagree agree
Peopleoften makefun of
learningdisabilities 0 0 o] 0 0
Peoplewith alearning
disabilityare easierto take 0 0 0 0 0
advantageof (exploitor treat
badly)comparedwith other
people
Peopletendto become
impatientwith thosewith a 0 o] o] o] o]
learningdisability
Peopletend to treat thosewith
alearningdisabilityasif they 0 0 0 0 0

haveno feelings




Scale3: Gains

Strongly | Disagee | Neutral | Agree | Sirongly
disagree agree
Havinga learningdisabilitycan
makesomeonea stronger 0 0 0 0 0
person
Havinga learningdisabilitycan
makesomeoneawiserperson 0 0 o] 0 0
Somepeopleachievemore
becauseof their learning 0 0 o] 0 0
disability(e.g.they aremore
successful)
Peoplewith alearning
disabilityare more determined 0 0 0 0 0
than othersto reachtheir
goals
Scaled: Prospects
Strongly | Disagree| Neutral | Agree | Strongly
disagree agree
Sexshould not be discussed
with people with learning 0 0 0 0 0
disabilities
Peopleshouldnot expecttoo
muchfrom thosewith a 0 0 o] 0 0
learningdisability
Peoplewith alearning
disabilityshouldnot be o] o] 0 o] o]
optimistic (hopeful)about
their future
Peoplewith alearning
disabilityhavelessto look 0 0 o] 0 0

forwardto than others.




Vignette
Pleasaeadthroughthe following situation.

Sally/Johns 35yearsold andhasa mild/moderate/severdearningdisability.In the
pasttwo weeksyou havenoticedthat they havebeenbehavingout of characterand
appeareddown. Whensupportingthem in the morningthey havehaddifficulty
gettingup andare slowergettingready. Theyhavebeenrefusingto go out evento
activitieswhichthey havealwaysenjoyed.Eventhe smallestof tasksseemddifficult
andthey loseconcentrationreally quickly. Theyaren’t communicatingasmuchas
normaland not requestingitemsthat youknowthey like,indeedtheir appetite has
reducedandare not eatingall their meals.Theyhavelessenergyandseem
exhaustedby the eveningbut are havingdifficulty sleepingat night.

18)Whatarethe first thoughtsthat enter your mind whenreadingaboutthe above
person?

19)Whatwould youdo if someoneyou supportedpresentedin the way above?

20)How likelywould you be to considerreferringthe abovepersonfor counselling?

VeryUnlikely UnLikely Undecided Likely VeryLikely

o o 0 0 o

21)Whydo youthink youwould do this?




22)Howbeneficialdo youthink counsellingcouldbe for the aboveperson?

Definitelynot | NotBeneficial| Undecided Beneficial | Verybeneficial
bendicial
0 0 0 0 0
23)Whydo you think this?
PersonalExperienceof Counselling
24)Haveyou everattendedcounsellingyourself?
o Yes
o No
0 Prefernotto say
25)If yes,how beneficialdid youfind the counselling?
Definitelynot | NotBeneficial| Undecided Beneficial | Verybeneficial
beneficial
0 0 0 0 0

26)If yesto question24,what wasyour experienceof counselling?Pleaseprovidean

overallview of your experienceof counselling.

o Prefernotto say

Andfinally

27) Doyou haveanyother opinionsabout counsellingor peoplewith learning
disabilitiesthat you would like to share
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‘HOFRPH WR 0\ 5

7KDQN \RX IRU EHLQJ LQWHUHVWHG LQ SDUWLFLSDWLQJ LQ
E\ $ELJDLO *RVV D VWXGHQW IURP &LW\ 8QLYHUVLW\ /RQGH
EHEFDXVH \RX VXSSRUW SHRSOH ZLWK OHDWRDQOIGMNWDELOL

7KH SXUSRVH RI WKLV UHVHDUFK LV WR JDLQ DQ XQGHUVWI
GLVDELOLW\ VHUYLFHV UHJDUGLQJ FRXQVHOOLQJ IRU SHR
SDUW LQ WKLV VWXG\ \RX ZLOO EH DVNHG WR FRPSOHWH D
DERXW FRXQVHOOLQJ IRU SHRSOH ZLWK OHDUQLQJ GLVDEL
\RXU RZQ H[SHULHQFH RI DQ\ FRXQVHOOLQJ ,W ZLOO WDNH

<RXU SDUWLFLSDWLRQ LQ WKLV VWXG\ LV FRPSOHWHO\ YRO
VNLS DQ\ TXHVWLRQV \RX GR QRW ZBWKH WR RERDAIRHB\DLQG |
EODQN ,I \RX ZDQW GR QRW ZLVK WR FRPSOHWH WKLV TXH}\
FRPSOHWLQJ LW MXVW FORVH \RXU EURZVHU

$00 UHVSRQVHV ZLOO EH FRPSOHWHO\ DQRQ\PRXV DQG QR
UHVSRQVHV 2QFH DOO WKH TXHVWLRQQDLUHYV KDYH EHHQ
DQG NHSW VHEXUHO\ YLD SDVVZRUG SURWHFWLRQ RQ D Ff
WKH GDWD ZLOO EH NHSW VDIHO\ IRU D IHZ \HDUV EHIRUH §

$W WKH HQG RI WKH TXHVWLRQQDLUH \RX ZLOO EH DVNHG
HOWHUHG LQWR WKH SUL]H GUDZYRXNFKNKH FKDQFH WR ZLQ I

, ) \RX KDYH TXHVWLRQV DERXW WKLV SWRNMBDMWHE 5 URBEIHRD
WKH UHVHDUFKHU $ELJDLO *RVV DW RU YLD HPDL
FROQWDFW P\ VXSHUYLVRU LI WKHUH LV DQ\WKLQJ WKDW \RX
LV 'U 3DYORV )LOLSSRSRXORV DW &LW\ 8QLYHUVLW\ /RQGR
HPDLO DW SDYORV#FLW\ DF XN

, I \RX ZRXOG OLNH WR FRPSODLQ DERXW DQ\ DVSHFW RI WK
D FRPSODLQWY SURFHGXUH YLD WKW &H® D W\M DoUH\ VWM R UNFKKH (8/
7R FRPSODLQ DERXW WKH VWXG\ \RX QHHG WR SKRQH

6HFUHWDU\ WR 6HQDWH 5HVHDUFK (WKLFV &RPPLWWHH DQ(
SWWLWXGHV RI VXSSRUW ZRUNHUV LQ OHDUQLQJ GLVDELOL

<RX FRXOG DOVR ZULWH WR WKH 6HFUHWDU\ DW

$QQD 5DPEHUJ

6HFUHWDU\ WR 6HQDWH 5HVHDUFK (WKLFV &RPPLWWHH
SHVHDUFK 21ILFH (

&LW\ 8QLYHUVLW\ /RQGRQ

1RUWKDPSWRQ 6TXDUH

IRQGRQ

(& 9 +%

(PDLO $QQD 5DPEHUJ #FLW\ DF XN

7KLV VWXG\ KDV EHHQ JUDQWHG HWKLFDO DSSURYDO E\ 'U
1LHOVHQ IURP &LW\ 8QLYHUVLW\ /RQGRQ 3V\FKRORJ\ '"HSDU

%\ FOLEIMHU®HORZ \RX DUH LQGLFDWLQJ WKDW \RX DUH DW (
XQGHUVWRRG WKLV FRQVHQW IRUP DQG DJUHH WR SDUWLF
WKLV SDJH IRU \RXU UHFRUGYV

$IWHU \R¥X HF[OLRFRH GHPRJUDSKLF TXHVWLRQV ZLOO EH DVN




VWDUWHG 7KHVH DUH DVNHG VR WKDW D SLFWXUH FDQ EH
TXHVWLRQQDLUH

'"HPRJUDSKLF ,Q

, I \RX ZRXOG SUHIHU QRW WR DQVZHU DQ\ TXHVWLRQV WKHQ SOHDVH F
'KDW LV \RXU JHQGHU"

YHPDOH

ODOH

'KDW LV \RXU DJH"
| |

+RZ ZRX0OG \RX GHVFULEH \RXU HWKQLF RULJLQ"

| |
KDW LV WKH KLJKHVW OHYHO RI TXDOLILFDWLRQ \RX KDYH FRPS

1R TXDOLILFDWLRQV

2WKHU TXDOLILFDWLRQV LQFOXGLQJ RYHUVHDV TXDOLILFDWLRQYV
9RFDWLRQDO TXDOLILFDWLRQV DW OHYHO H J 194 /HYHO
*&6( 2 /[HYHO 9RFDWLRQDO OHYHO DQG HTXLYDOHQWV HJ 194 /
$ /HYHO 9RFDWLRQDO OHYHO DQG HTXLYDOHQWY HJ 194 /HYHO
9RFDWLRQDO OHYHO HJ 194 /HYHO DQG $VVHVVRUV $ZDUGYV
'LSORPD LQ +LJKHU HGXFDWLRQ

'"HJUHH OHYHO TXDOLILFDWLRQ LQFOXGLQJ %DFKHORUV DQG )RXQ
3RVIWDGXDWH GHJUHH OHYHO LQFOXGLQJ ODVWHUV DQG 3K

6HUYLFH ,QI

+RZ PDQ\ \HDUV H[SHULHQFH GR \RX KDYH ZRUNLQJ ZLWK SHRSO
GLVDELOLWLHV"

/HVV WKDQ \HDU
\HDUV
\HDUYV
\HDUV

ORUH WKDQ \HDUV




'KLFK RI WKH IROORZLQJ EHVW GHVFULEHV \RXU FXUUHQW UROH

OHDUQLQJ GLVDELOLWLHV"

6XSSRUW :RUNHU

6HQLRU 6XSSRUW :RUNHU
$VVLVWDQW 0DQDJHU
+RPH ODQDJHU
$VVLVWDQW 7HDP /HDGHU

7THDP /HDGHU

2WKHU SOHDVH VSHFLI\

KLFK RI WKH IROORZLQJ EHVW GHVFULEHV WKH VHUYLFH \RX ZR

ZRUNLQJ ZHHN"

SHVLGHQWLDO &DUH
6XSSRUWHG /LYLQJ
2XWUHDFK

,Q ZKDW ORFDWLRQ LV \RXU VHUYLFH EDVHG"
%HUNVKLUH

IRQGRQ

6XVVH[

BHUYLFH ,QI

:KDW OHYHO RI OHDUQLQJ GLVDELOLW\ GR WKH SHRSOH \RX FXU

30HDVH VHOHFW DOO WKDW DSSO\

OLOG

ORGHUDWH

6HYHUH

BURIRXQG DQG OXOWLSOH /HDUQLQJ 'LVDELOLWLHV

1RW VXUH




KDW FRPPXQLFDWLRQ PHWKRGYV GR WKH SHRSOH \RX VXSSRUW
30HDVH VHOHFW DOO WKDW DSSO\

9HUEDO &RPPXQLFDWLRQ
6LIQLQJ LQFOXGLQJ ODNDWRQ

6\PERO EDVHG FRPPXQLFDWLRQ V\VWHP H J 3(&6
&RPSXWHU DLGHG FRPPXQLFDWLRQ H J H\H JD]H ,SDG
"ULWWHQ

)DFLDO ([SUHVVLRQV

%HKDYLRXU %RG\ /DQJXDJH

1RW VXUH

&RXQVHOOLQJ DQG 3HRSOH ZL

7KLY TXHVWLRQQDLUH LV LOQOWHUHVWHG LQ WKH W\SHV RI WKHUDSLHV H
NQRZQ DV FRXQVHOOLQJ RU WDONLQJ WKHUDSLHYVY O0DQ\ GLITHUHQW WH
WKH PRGHO RI WKHUDSV¥HQRAWGL @ R>SPWHWBRQLQJ FRIQLWLYH EHKDYLRXU
SV\FKRORJLFDO WKHUDSLHVY DPRQJ RWKHUV 7KHVH FDQ DOO SURYLGH
FRPPXQLFDWH WKHLU SUREOHPYV DQG IHHOLQJV ZLWK D WUDLQHG SURIH
JURXS FRQWH[W DQG PD\ EH LQ WKH SHUVRQ V KRPH RU RWKHU VHWWL
ZHHNOXHHINO\ RU PRQWKO\ DQG GHSHQGLQJ RQ WKH WKHUDSLVW VWDI
SHUVRQ UHFHLYLQJ WKH WKHUDS\

7KLV VWRGOLOW HUHARWEGHDQLQJ RU WDONLDQ GVIQHRM SRWKHU WKHUDSLHV \
OHDUQLQJ GLVDELOLW\ PD\ DFFHVV VXFK DV PXVLF WKHUDS\ DUW WKH

+DYH \RX VXSSRUWHG VRPHRQH ZLWK D OHDUQLQJ GLVDELOLW\
VXSSRUWHG WKHP WR DWWHQG D FRXQVHOOLQJ VHVVLRQ RU UHPL
FRXQVHOOLQJ VHVVLRQ

<HYV
1R

I1RW VXUH

&RXQVHOOLQJ DQG 3HRSOH ZL

+RZ ZRXOG \RX GHVFULEH \RXU H[SHULHQFH RI VXSSRUWLQJ VR
GLVDELOLW\ GXULQJ WKH WLPH WKH\ KDG FRXQVHOOLQJ"

&RXQVHOOLQJ DQG 3HRSOH ZL




$UH \RX DZDUH RI DQ\ERG\ ZLWK D OHDUQLQJ GLVDELOLW\ LQ W}
UHFHLYLQJ FRXQVHOOLQJ-HLWKHU FXUUHQWO\ RU LQ WKH SDVW"

<HV
1R

1RW VXUH

&RXQVHOOLQJ DQG 3HRSOH ZL

+RZ PDQ\ RI WKH SHRSOH LQ \RXU VHUYLFH KDYH UHFHLYHG DU

RU PRUH

TKLOQNLQJ DERXW RQH SHUVRQ ZKR KDV UHFHLYHG FRXQVHOOLC(
EHQHILFLDO GR \RX IHHO WKH FRXQVHOOLQJ ZDV IRU WKHP"
'"HILQLWHO\ QI 1RW %HQHI 8QGHFLGH %HQHILFL 9HU\ EHQHI

&RXQVHOOLQJ DQG 3HRSOH ZL

+RZ OLNHO\ LQ WKH IXWXUH ZRXOG \RX EH WR FRQVLGHU UHIHU
PDQDJHU DERXW UHIHUULQJ VRPHRQH IURP \RXU VHUYLFH IRU FRX
9HU\ 8QOLI 8QOLNHO 8QGHFLGH /ILNHO\ 9HU\ /LNHI

30HDVH FRXOG \RX H[SODLQ \RXU UHDVRQV IRU WKH DQVZHU DH

SWWLWXGHV WR /HD




7KH IROORZLQJ TXHVWLRQV DUH IRU WKH SXUSRVH RI FROOHFW
DWWLWXGH WRZDUGYV SHRSOH ZLWK OHDUQLQJ GLVDELOLWLHV 30H

RU GLVDJUHH ZLWK HDFK VWDWHPHQW EHORZ

3HRSOH ZLWK
OHDUQLQJ GL
LW KDUGHU W
WR PDNH QHZ

3HRSOH ZLWK
OHDUQLQJ Gl
KDYH SUREOH
JHWWLQJ LQY
VRELHW\

3HRSOH ZLWK
OHDUQLQJ GL
D EXUGHQ RC

3HRSOH ZLWK
OHDUQLQJ GL
D EXUGHQ RQ
IDPLO\

3HRSOH RIWH
IXQ RI OHDUQ
GLVDELOLWL

3HRSOH ZLWK
OHDUQLQJ GL
HDVLHU WR W
DGYDQWDJH F
RU WUHDW EI
FRPSDUHG ZL
SHRSOH

3HRSOH WHQ!
EHFRPH LPSD
ZLWK WKRVH
OHDUQLQJ Gl

3HRSOH WHQ:
WKRVH ZLWK
GLVDELOLW\
KDYH QR IHHC

6WURQJO\ '

SWWLWXGHV WR /HD

'LVDJUH

IHLWKHU '
1RU $JUF

$IJUHH 6WURQJO\




30HDVH LQGLFDWH KRZ PXFK \RX DJUHH RU GLVDJUHH ZLWK HDF

IHLWKHU '
6WURQJO\ ' 'LVDJUH $IJUHH 6WURQJO\
1RU $JUF

+DYLQJ D OHEL
GLVDELOLW\
VRPHRQH D V
SHUVRQ

+DYLQJ D OHEL
GLVDELOLW\
VRPHRQH D Z
SHUVRQ

6RPH SHRSOH
PRUH EHFDXV
OHDUQLQJ Gl
HJ WKH\ DU
VXFFHVVIXO

3HRSOH ZLWHK
OHDUQLQJ GL
PRUH GHWHU|
WKDQ RWKHU
WKHLU JRDO\

6H[ VKRXOG (
GLVFXVVHG 7
SHRSOH ZLWEk
LOQOWHOOHFW)
GLVDELOLWL

3HRSOH VKRX
H[SHFW WRR
IURP WKRVH |
OHDUQLQJ Gl

3HRSOH ZLWK
OHDUQLQJ Gl
VKRXOG QRW
RSWLPLVWLF
DERXW WKHLI

3HRSOH ZLWHK
OHDUQLQJ Gl
KDYH OHVV W
IRUZDUG WR )
RWKHUV

9LJQH

3O0HDVH UHDG WKURXJK WKH IROORZLQJ VLWXDWLRQ DQG DQVZHU WKH




6DOO\ LV \HDUV ROGIGHD@EDKRY. @) GLVDELOLW\ ,Q WKH SDVW WZR ZHH
EHHQ RXW RI VRUWY DQG DSSHDUHG GRZQ :KHQ VXSSRUWLQJ KHU LQ W
VORZHU JHWWLQJ UHDG\ 6KH KDV EHHQ UHIXVLQJ WR JR RXW HYHQ WR
VPDOOHVW RI WDVNV VHHP GLIILFXOW IRU KHU DQG VWM PORRAVQER Q WH
PXFK DV QRUPDO DQG QRW UHTXHVWLQJ LWHPV WKDW \RX NQRZ VIKH Q|
HDWLQJ DOO KHU PHDOV 6KH KDV OHVV HQHUJ\ DQG VHHPV H[KDXVWHG
QLJIKW

5HVSRQGHQWYV

-RKQ LV \HDUV ROFG @AHDKRVY @ GLVDELOLW\ ,Q WKH SDVW WZR ZHHN
RXW Rl VRUWVY DQG DSSHDUHG GRZQ :KHQ VXSSRUWLQJ KLP LQ WKH PR
JHWWLQJ UHDG\ +H KDV EHHQ UHIXVLQJ WR JR RXW HYHQ WR DFWLYLW
WDVNV VHHP GLIILFXOW IRU KLP DQG KH ORVHW FR® PN Q WRIDMLRXQ DWH DX
DQG QRW UHTXHVWLQJ LWHPV WKDW \RX NQRZ KH OLNMW R\Q GHDHAGL & 1 \D
+H KDV OHVV HQHUJ\ DQG VHHPV H[KDXVWHG E\ WKH HYHQLQJ EXW LV K
5HVSRQGHQWYV

-RKQ LV \HDUV RCEETHUG® KWINUMLQJ GLVDELOLW\ ,Q WKH SDVW WZR ZH
EHHQ RXW RI VRUWY DQG DSSHDUHG GRZQ :KHQ VXSSRUWLQJ KLP LQ W
VORZHU JHWWLQJ UHDG\ +H KDV EHHQ UHIXVLQJ WR JR RXW HYHQ WR D
VPDOOHVW RI WDVNV VHHP GLIILFXOW IRU KLP DQG KW ©RF R X QALRE@MHLG)
DV QRUPDO DQG QRW UHTXHVWLQJ LWHPV WKDW \RX NQRZ K% QRNHW DM
KLV PHDOV +H KDV OHVV HQHUJ\ DQG VHHPV H[KDXVWHG E\ WKH HYHQL
5HVSRQGHQWYV

-RKQ LV \HDUV RO/G YDIQBHPDWIDQJ GLVDELOLW\ ,Q WKH SDVW WZR ZHH
RXW RI VRUWY DQG DSSHDUHG GRZQ :KHQ VXSSRUWLQJ KLP LQ WKH PR
JHWWLQJ UHDG\ +H KDV EHHQ UHIXVLQJ WR JR RXW HYHQ WR DFWLYLW
WDVNV VHHP GLIILFXOW IRU KLP DQG KH ORVHW FR® PN Q WRIDWLLGRIQ DWH P X
DQG QRW UHTXHVWLQJ LWHPV WKDW \RX NQRZ KH OLNMW R\Q GHH\GL & 1 \D
+H KDV OHVV HQHUJ\ DQG VHHPV H[KDXVWHG E\ WKH HYHQLQJ EXW LV K
5HVSRQGHQWYV

6DOO\ LV \HDUV RPQC @HIBURDYIDGLVDELOLW\ ,Q WKH SDVW WZR ZHHN
RXW Rl VRUWV DQG DSSHDUHG GRZQ :KHQ VXSSRUWLQJ KHU LQ WKH PR
JHWWLQJ UHDG\ 6KH KDV EHHQ UHIXVLQJ WR JR RXW HYHQ WR DFWLYL
RI WDVNV VHHP GLIILFXOW IRU KHU DQG VKH OR VMW RRBPXE QMDUDVOLIRQV
QRUPDO DQG QRW UHTXHVWLQJ LWHPV WKDW \RX NQRZ VKH 1 LONRW HIO)E
KHU PHDOV 6KH KDV OHVV HQHUJ\ DQG VHHPV H[KDXVWHG E\ WKH HYH(
5HVSRQGHQWYV

6DOO\ LV \HDUV RP®RGHUQ@ HKDWYQRQJ GLVDELOLW\ ,Q WKH SDVW WZR Z}
EHHQ RXW RI VRUWYV DQG DSSHDUHG GRZQ :KHQ VXSSRUWLQJ KHU LQ W
VORZHU JHWWLQJ UHDG\ 6KH KDV EHHQ UHIXVLQJ WR JR RXW HYHQ WR
VPDOOHVW RI WDVNV VHHP GLIILFXOW IRU KHU DQG VHM PORFRXQER Q WH
PXFK DV QRUPDO DQG QRW UHTXHVWLQJ LWHPV WKDW \RX NQRZ VIKH Q|
HDWLQJ DOO KHU PHDOV 6KH KDV OHVV HQHUJ\ DQG VHHPV H[KDXVWHG
QLJIKW

5HVSRQGHQWYV

:KDW DUH WKH ILUVW WKRXJKWV WKDW HQWHU \RXU PLQG ZKHQ




KDW ZRXOG \RX GR LI VRPHRQH \RX VXSSRUWHG SUHVHQWHG L

+RZ OLNHO\ ZRXOG \RX EH WR FRQVLGHU UHIHUULQJ RU VSHDNL

DERXW D UHIHUUDO IRU WKH DERYH SHUVRQ IRU FRXQVHOOLQJ VX

9HU\ 8QOLI 8QOLNHO 8QGHFLGH /ILNHO\ 9HU\ /LNHI

30HDVH FRXOG \RX H[SODLQ \RXU UHDVRQV IRU WKH DQVZHU DE

+RZ EHQHILFLDO GR \RX WKLQN WKH FRXQVHOOLQJ FRXOG EH IH

'"HILQLWHO\ QI I1RW %HQHI 8QGHFLGH %HQHILFL 9HU\ EHQHI

30HDVH FRXOG \RX H[SODLQ \RXU UHDVRQV IRU WKH DQVZHU DE

SHUVRQDO ([SHULHQFF

+DYH \RX HYHU DWWHQGHG FRXQVHOOLQJ \RXUVHOI"
<HV

1R

3UHIHU QRU WR VD\
3HUVRQDO ([SHULHQFF

+RZ EHQHILFLDO GLG \RX ILQG WKH FRXQVHOOLQJ"
'"HILQLWHO\ QI 1RW EHQHI

8QGHFLGH %HQHILFL 9HU\ EHQHI

KDW ZDV \RXU H[SHULHQFH RI FRXQVHOOLQJ" 30HDVH GR QRW

SURYLGH DQ\ VSHFLILF GHWDLOV DERXW WKH FRXQVHOOLQJ EXW M
H[SHULHQFH

%DUULHUV WR




'R \RX WKLQN WKDW WKHUH DUH DQ\ SDUWLFXODU EDUULHUV ZKL
OHDUQLQJ GLVDELOLWLHV IURP DFFHVVLQJ FRXQVHOOLQJ"

2WKHU &RP

'R\RX KDYH DQ\ RWKHU RSLQLRQV DERXW FRXQVHOOLQJ IRU SH
GLVDELOLWLHV WKDW \RX ZRXOG OLNH WR VKDUH"

3UL]H I

I \RX ZRXOG OLNH WR EH HQWHUHG LQWR WKH SUL]JH GUDZ IRU W
YRXFKHU SOHDVH HQWHU \RXU HPDLO DGGUHVV KHUH 7KLV ZLOO
ZLQQHU IROORZLQJ WKH SUL]JH GUDZ 7KH ZLQQHU FDQ VHOHFW ZKI
ZRXOG OLNH WR UHFHLYH

(QG RI 4XHVW




7TKDQN \RX DJDLQ IRU WDNLQJ SDUW LQ WKLY UHVHDUFK VWXG\ , UHDO

,W LV KRSHG WKDW WKLV VWXG\ ZLOO SURYLGH D JUHDWHU XQGHUVWD(
DQG SHRSOH ZLWK OHDUQLQJ GLVDELOLWLHY 7KH UHVXOWY ZLOO KRSH
EHQHILFLDO IRU SHRSOH ZLWK OHDUQLQJ GLVDELOLWLHY DQG ZKDW IDH
GLVDELOLWLHY DUH UHIHUUHG IRU FRXQVHOOLQJ

JROORZLQJ WKH FRPSOHWLRQ RI WKH UHVHDUFK , ZLOO ZULWH D EULHI
WKRVH LQYLWHG WR SDUWLFLSDWH LQ WKH UHVHDUFK DQG ZLOO EH SR

, \RX KDYH TXHVWLRQV DERXW WKLV VWXG\ RU LI \RX ZRXOG OLNH WR
PD\ FRQWDFW WKH UHVHDUFKHU $ELJDLO *RVV DW RU YLD HPLO

30HDVH FRQWDFW P\ VXSHUYLVRU LI WKHUH LV DQ\WKLQJ WKDW \RX GF
3DYORV )LOLSSRSRXORV DW &LW\ 8QLYHUVLW\ /RQGRQ DQG FDQ EH FRQ
SDYORV#FLW\ DF XN

.l DV D UHVXOW Rl SDUWLFLSDWLQJ LQ WKLV UHVHDUFK \RX KDYH H[SHU
TXHVWLRQV RU DVSHFWV Rl WKH TXHVWLRQQDLUH KDYH WULJJHUHG DQ
VRPH GHWDLOV RI| YREKRXQNHOR\HYIJ VHUYLFH DQG WKH 6DPDULWDQV ZKH

<RXU HPSOR\HU RIIHUV D IUHH DW WKH SRLQW RI DFFHVV FRXQVHOOLQJ VHUYLFH
&RXQVHOOLQJ +tHOX®RCQHY DQVZHU PDFKLQH

$ WKHUDSLVW ZLOO UHWXUQ \RXU FDOO ZLWKLQ GD\V
6DPDULWBQWRYLGHYV KRXU FRQILGHQWLDO HPRWLRQDO VXSSRUW IRU Wi

"HEVLWH ZZZ VDPDULWDQV RUJ XN

30HDVH PDNH VXWRHMRR HIOGENWKH VXUYH\ DQG
UHVSRQVH




Appendix 6 — Example of lKw Thematic Analysis was
Completed for the Question: How would youwlescribe your
experience of supporting someone with a learning disability

during the time they had counselling?
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Question: How would you describe your experience of supporting someone
with a Learning disability during the time they had counselling?

Initial Notes sample of Particinant Response Initial Codes from
from Phase 1 P ICIp P 7 Phase 2

Negative, The S/U didn't want to be there, but did listen and
persistence, giving it| give it a go. It was a lot of hard work trying toal;etUncertainty, Wortha try
a go, engagement them engaged

The environment was quite relaxing which helged
the client to stay calm and relaxed. the counse|lor
was norjudgemental and displayed good listen{ng
Space, qualities of | skills as he encouraged the client to release the

counsellor bottled up hurts and anger he has kept within his
heart for several years. the counsellor has arrar
with client to have art therapy and role play to h

deal with his past.

At the time, it was supporting an adolescersid
reminding them about their session, advising th
Practicalities they could address and raise issues they wefe Practicalities, Expressior]

experiencing (feelings/questions etc.) when they

had their counselling session with the therapist.
Difficult due to the expectations of the person gnd
thier family as they expect a quick fix and thg
family have a difficult time ashave found they d¢
noyaccept in the first place that thiehild has thg
learning difficulty or mental health issues in the
Family, shame, [first place and feel that the families need help a
difficulties, quick fix |sessions to overcome thgulit they feel and sham
that they have a child with learning difficulties. T
is not always the case but in mageel this as the
families tell the child what to do what not to dd
and often treat them like the age of a youngef
person than they really are and try tontrollthem

Different space,
Expression,
Positive/Helpful

Uncertainty, Challenges

Beneficial, positive Observed this has helped the person. Positive/Helpful

- " Positive for the resident as expressing new vetbal Positive/Helpful,
Beneficial, positive

communication Expression
. It was helpful to a point for the PWS but the
Uncertainty, helped | . X X . .

information staff received on how to deal with Uncertainty

staff more T

certain situations were good.
varied experiences with people coming to terms
Varietyof issues with traumatic incidents re abuse, having Complexity of thera
addressed behavioralssues, sleeping patterns being piextty Py

disrupted etc

They share things discussed during the sessior

how satisfied they can be seen. It seems that the  Positive/Helpful
level of counselling received does work.

How the sessiowas
used by the client




Potential themes that emerged from the code®hase 3

Practicalities Uncertainty/Negative
Positive/Helped Different Space
Complexity within the therapy Expression

Counsellor as expert Challenges

ThemesPhase 4
*Positive and Helpful
*Uncertainty
*What the therapeutic Space could offer:
*Space offered expression
*Space was different
*Practical Support
*Challenges and complexity of counselling with this client group

Themes defined and nameBhase 5

*Positive and Helpfut Responses that mentioned counselling helped or was
beneficial for the person. It made a difference in terms of behaviour, expression of
emotions and communication outside of therapy or had a positive impact on the
person’s life.

sUncertainty— Staff expressed uncertainty regarding the benefits and helpfulness
counselling. Includes any negative comments about behaviour outside of the thera
room during the period of counselling or shortly afterwards.

*What the therapeutic space could offer:

*Space offered expressiefRelated to what the person with a learning

disability expressed in therapy and comments regarding the opportunity that
provided for expression of communication, feelings or difficult aspects of their

life.

|of
DYy

it

*Space was different Responses which indicated that the therapeutic spdce

is different from what staff could offer to the person with a learning disability.
Includes comments about the qualities of the therapist.

*Practical Support €omments regarding the practical support provided by staff tT
ng

the person with a learning disability to access or use therapy. Includes staff remind
the person about sessions, taking the person to sessions, discussing what could b
taken to sessions and staff being in the session to aid with communication.
*Challenges and complexity of counselling with this client groRgsgonses
indicated a complexity or difficulty that supporting someone with a learning disabili
access or use counselling. Includes issues in finding or accessing appropriate ser
managing expectations, requirements for more support to be able to use the theray
and the impact that it can have on staff.

v

to
ices
Y

Phases - A storyline was developeshd written to summarise
the themes identified




Appendix7 — Ethics Form
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