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Therapeutic Techniques Evaluation Table

	Therapeutic technique 
	Description 
	Example of how you could use it, it’s importance and benefits within your role.  
	Examples of the challenges or drawbacks to using this method within your role 

	Active listening 


	Sara Viezzer (2023),  defines active listening as taking in the verbal and non-verbal aspects of a communication. Not only listening to the verbal message but responding to the emotions being conveyed and what the person is expressing through their body language and other non-verbal means. 


	CDOs deliver therapy to people with limited communication skills, some have minimal verbal communication, others are completely non-verbal. They have to rely on their active listening skills to interpret what the person is communicating non-verbally through their body language and behaviour to understand what they are feeling and what they, as the practitioner, should be doing to adapt their behaviour and plans to enhance their therapeutic experience and enable the best outcomes during the therapy sessions.
The client group CDOs work with can be very amenable and will often agree with practitioners and say what they think others want to hear. Active listening can help the CDO see past what a person is saying to what they are conveying non-verbally which might contradict what they are verbalising but actually reflects their true feelings. So, when exploring and setting therapy goals and working together active listening is very important to ensure what is decided and implemented is really what that client wants.
	It can be challenging in the early stages of developing that therapeutic relationship when a practitioner doesn’t know the person very well as they can miss some of their non-verbal communications or mis-interpret them which can make the client unhappy within the therapy session and less trusting of the practitioner.
Even when CDOs do know someone well, they can become over-relaxed and complacent, feeling they know someone and what they need so well that they don’t carry out the active listening needed and might miss a subtle communication which can lead to the client being unhappy with the therapy and could lead to a loss of trust and lack of engagement in the future.



	Motivational interviewing 


	In the book The Essential Handbook of the Treatment and Prevention of Alcohol Problems, edited by Heather and Stockwell(2004), define motivational interviewing as a technique which through exploring a person’s uncertainties and reducing their resistance to what is being suggested enhances their motivation to change.



	CDOs work with people with a learning disability who can often face a lot of negativity around their abilities and so can lack confidence and be reluctant to engage in therapy. CDOs try to understand what these reservations are and work to convince that person that their concerns are being listened to and explain what can be put in place to work with them to make the therapeutic relationship as positive as possible for them. This could be by letting them choose where the therapy sessions will be, somewhere they feel comfortable and safe. Also, how often they will happen, what resources and activities will be used and how long they will last. They can also ask if the client wants a significant person with them to make them feel more comfortable and confident and so, as the sessions will be tailored to that person’s specific needs, it will hopefully motivate them to engage fully with the therapy.
	This method can be challenging with people with limited communication skills. They can struggle to express any reservations they might have about the therapy the practitioner wants to carry out with them and so they can not work with the person to alleviate those fears. 
CDOs generally have to rely on information from family and carers about where the sessions with the person should take place and what is the best way to work with them, but these are only the carer’s opinions and not those of the client and so might not provide the motivation needed for them to engage fully with the therapy.
Also, if the client, due to their cognitive limitations, is unable to understand what you are trying to achieve with them and the positive outcome, if the therapy is successful, it can bring to their life it could be hard to motivate them to engage with the process.


	Goal setting 


	Goal setting with a person means working together to identify their desired outcomes and developing a plan together on how to achieve those outcomes.



	People rarely self-refer into the Learning Disability Service but are referred in by others, on their behalf, who request interventions that they feel will benefit that person. It is therefore important, if possible, to work with the person themselves to establish what their goals are, what they want to achieve through the therapeutic interventions and how they feel will be the best way to work with them to achieve these goals.
It is also important when setting the goals to establish, if possible, how much support and intervention from their carers, the patient wants when working towards achieving them, as part of the shared plan that is developed.
All of this will hopefully make for a better, more trusting, therapeutic relationship and better engagement from the patient.

	The low cognitive ability of the people CDOs work with can mean it can be difficult to work with them to decide the goals they would like to work on and also to make a plan on how to achieve them. They might not recognise that there is an aspect of their life, that a therapeutic intervention can be undertaken around, which can lead to an improvement for them.
Also, the goals they are offered as options, in as accessible as way as possible, can often be those suggested by others and might not be what is important to the patient. 
Due to communication difficulties, it can be hard for clients to express what they want their goals to be, even when possible options are offered in the most accessible way, and communication support is provided.

	Compassion focused approaches
	Rashida Ruwa (2024) in her article on the importance of compassionate care describes it as a holistic approach in which respect and empathy are important. Compassion is shown and the patient starts to trust the practitioner and feels respected, heard and supported which then leads to improved outcomes.



	CDOs always try to work with a compassion focused approach, listening to the needs of the client at that time and being empathetic to them. This often means they adjust and amend the planned session. This could be  changing the length of time of the session, allowing another person into the session for support or sometimes even abandoning the planned work completely and just having a chat if that is what seems appropriate for the person at that time. For example, the CDO visited someone they regularly saw on a Friday but had gone on a Tuesday as the qualified therapist was with them to carry out a progress review. This change to the normal routine completely upset the client and he would not come downstairs, but he did eventually agree to them seeing him in his bedroom. This worked well and the review was carried out. If the practitioners had not been empathetic and shown compassion around how the client was feeling at that time and not been flexible with where the session took place, they would probably have had a wasted visit. 
	Sometimes, CDOs can work with clients in their family homes for long periods, sometimes for several years, visiting weekly or fortnightly. They always try to be compassionate to, not only the person they are working with, but also their support network. This can sometimes cause problems where families and carers ask for something that is above and beyond what the CDO should be doing so clear professional boundaries must be enforced.
Also, a compassion focused approach can impact the work the practitioners want to do with their client. If a client says they are tired one day and the practitioner adapts their session by shortening it to accommodate how the person is feeling that day the client might keep using this excuse to keep having shorter therapy sessions in the future even if they are feeling fine.

	Emotional intelligence

	This can be defined as a person’s ability to have the self-awareness to understand and manage their emotions and also to recognise the emotions displayed by others.


	People with a learning disability can struggle with emotional intelligence, finding it difficult to understand the emotions they are feeling, so it can be very helpful to reflect the positive emotions they might be displaying back to them to help their understanding. For example, if within a therapy session someone is able to achieve something for the first time, possibly after a long struggle with it, if the CDO can emphasise to them how happy and proud they must be feeling with themselves this can help the person identify and understand the emotions they are feeling. This approach can help that person with developing the emotional intelligence around their own emotions. Also explaining to the client how you, as the practitioner, is feeling at a particular moment and why, can help with their understanding of how their actions affect the emotions of others, furthering improving their emotional intelligence.
	CDOs, when working with people with learning disabilities have to be very aware of their non-verbal communication and not allow any negative emotions they might be feeling to be shown to their client. People with a learning disability are generally very tuned into non-verbal cues and will pick up on frustration, anger or fear if the practitioner isn’t able to manage these emotions and let’s them become visible. On these occasions the practitioner have to manage their emotions as well as trying to analyse and deal with the behaviour the client is exhibiting. For example, the CDO works with a lady who has a very short attention span and is very distractable. It can be very hard to keep her on task and engaged with what they want her to do, which can be very frustrating. In this situation the CDO not only has to manage her own feelings of frustration and not let the client know how they are feeling but also try to understand what is affecting the client, and making the adjustments needed to enable the therapy session to continue.
CDOs also work with some people who can be very easily over-stimulated, so with these clients practitioners need to tone down positive responses, however excited they might be feeling at the time, so as not to trigger an overly high level of excitement for the client which they are unable to manage.

	Shared engagement

 
	Shared engagement involves everyone, the client, family, carers and professionals, contributing to decision making and working together to achieve the best possible outcome for the patient. 
	CDOs, wherever possible, will talk to the client and they will work together to devise a plan to achieve that person’s goals. This can involve deciding on resources, regularity and length of sessions and where they take place. Often carry over work will need to be done by family or carers and again agreement needs to established around this, from them and also from the client. So it will need to be discussed with the family and carers to see if they are prepared to do this, any training and support they feel they might need to undertake this and how much time they are able to commit to carrying out this supporting work. And the client needs to input into this decision as to when and how often they want to engage in this carry over work. This extra work, delivered by the person’s support network, can be essential to the success of the therapeutic goals being worked towards.
	Communication can be an issue when trying to implement shared engagement with someone with a learning disability. It is not always possible to have the discussions needed to involve them in the decision-making process. The client may not have the capacity to make decisions, Mental Capacity Act(2005) and so a best interests decision might be the only option.
Family and carers can also say that they will commit to the carry over work with the client but then this does not happen. This could be because they do not make the time to do it, do not feel they are equipped to carry it out, or do not appreciate the value in what they are being asked to do. The client might also refuse to engage in the carry over work with their family or carers, only wishing to do it with the practitioner, as they feel they are the only person who should undertake the work with them.
This can negatively impact on the progress towards the therapeutic goals which can affect the client and make them lose motivation.
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