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Solution-focused approaches in the context of people with intellectual disabilities: A critical 

review 

 

 Abstract 

 Introduction: Solution-Focused Brief Therapy (SFBT) has a growing evidence base and 

several authors have recognised the advantages of applying this approach with people with 

intellectual disabilities (ID). The purpose of this review is to summarise and critique the literature 

that has used solution-focused (SF) approaches in ID, and consider future directions. Methods: A 

literature review was carried out, identifying 12 studies; six with individuals, and six with staff and 

families. Results: There is preliminary evidence for the effectiveness of SFBT for individuals with 

mild ID and Solution Focused Coaching or Consultation (SFC) for staff working with individuals 

with moderate and severe ID. However, the current evidence-base consists primarily of case studies. 

Recommended adaptations include shortened scales and more concrete approaches to eliciting 

exception-seeking 

Conclusions: Solution-focused techniques should be modified to accommodate the cognitive 

abilities of people with ID and carers should be involved in sessions where possible. There is a need 

for further controlled studies, with valid and reliable outcome measures, larger samples and 

longitudinal data. 

 

Keywords: Intellectual disabilities, psychological interventions, solution-focused 
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Solution-Focused Approaches in an Intellectual Disabilities Context: A Critical Review 

 

Introduction 

Psychological difficulties and people with intellectual disabilities  

There is evidence to suggest that people with Intellectual disabilities (IDs) have an increased risk of 

mental health difficulties due to both genetic vulnerability (Vereenooghe & Langdon, 2013) and 

increased risk of adverse life events (Martorell et al., 2009; Vereenooghe & Langdon, 2013; 

Wigham, Taylor, & Hatton, 2014). Prevalence rates of mental health difficulties in this population 

range from 10% to 40.9% ( Cooper, S. A., Smiley, E., Finlayson, J., Jackson, A., Allan, L., 

Williamson, A. and  Morrison, J.., 2007a; Cooper, Smiley, Morrison, Williamson, & Allan, 2007b; 

Emerson et al., 2012; Singleton, Bumpstead, O’Brien, Lee, & Meltzer, 2001), with variation in 

estimates attributed to a lack of robust methodologies and inconsistent definitions within existing 

studies (Cooper et al., 2007a) Additionally, 10-15% of people with IDs are reported to have 

behaviour that challenges (e.g. aggression towards others, destruction, self-injury) (Cooper et al., 

2009a; Cooper et al., 2009b; Emerson et al., 2012; Lowe et al., 2007). It is clear therefore that the 

evidence-based treatment of mental health and behavioural difficulties in people with ID represents 

a significant priority. 

 

Recent meta-analyses have demonstrated that people with ID, mostly within the mild range, can 

benefit from psychological therapy (Nicoll, Beail, & Saxon, 2013; Prout & Nowak-Drabik, 2003; 

Vereenooghe & Langdon, 2013). This evidence base is strongest for Cognitive Behavioural 

Therapy (CBT) for anger and depression (Nicoll et al., 2013; Vereenooghe & Langdon, 2013). In 

these studies, the protocols that were originally developed for the general population were often 

modified to accommodate for the cognitive abilities of people with IDs, as per the guidance from 

the Royal College of Psychiatrists ( 2004). The guidance also emphasizes that therapists should be 
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creative and flexible in tailoring techniques to individuals with IDs (Royal College of Psychiatrists, 

2004). Additionally, studies have highlighted the benefits of involving carers in sessions to aid 

communication and outside of sessions to reinforce lessons learned in therapy (Willner, 2005). 

Whilst protocol modifications such as these can benefit people with mild IDs, it is unclear whether 

protocols can be sufficiently adapted for people with more significant impairments in intellectual 

functioning (Campbell, Robertson, & Jahoda, 2014).  

 

In comparison to the general population there remains paucity in the evidence base for 

psychological therapies for people with IDs (Bhaumik, Gangadharan, Hiremath, & Russell, 2011; 

Hastings, 2013; Vereenooghe & Langdon, 2013; Willner, 2005). Oliver et al. (2002) acknowledge 

that there are a number of obstacles to conducting Randomised Control Trials (RCTs) with people 

with IDs: difficulties obtaining informed consent from individuals and when appropriate their 

carers; having a smaller client base to recruit from; offering Care As Usual (CAU) being perceived 

as inappropriate.  

However, whilst RCTs help to establish efficacy, they are not always the most appropriate choice of 

design in psychological intervention studies. Recruitment into RCTs may in itself result in a skewed 

population, and in providing statistically significant sample sizes they may not provide the detail 

regarding which patients will benefit from the treatment (Clay, 2010).  Otherstudies can therefore 

be valuable in providing information regarding “the translation of evidence-base to everyday 

clinical practice” (Campbell et al, 2014). 

 

Solution-Focused (SF) approaches 

 Over the last twenty years, Solution-Focused Brief Therapy (SFBT) has gained popularity as 

a psychological approach in the general population (Gingerich & Peterson, 2012). It is a short-term 

(generally six sessions), goal-focused and client-directed approach, originally developed by de 

Shazer and colleagues (1985; 1986; 2007). The central assumption of SFBT is that therapy should 
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support a client to reach his or her goals by constructing solutions rather than analysing problems 

(Beyebach, 2000; De Shazer et al., 1986, 2007; Gingerich & Eisengart, 2000; Trepper et al., 2012). 

Other core assumptions include: there will be exceptions when the problem is absent or reduced; 

clients have the strengths and resources to change; and interactions between the clinician and client 

should be collaborative. SFBT draws from a range of techniques, which are outlined in Table 1 

(Beyebach, 2000; De Shazer et al., 1986, 2007; Gingerich & Eisengart, 2000; Trepper et al., 2012). 

[Insert table 1] 

 

SFBT has an emerging evidence-base in the general population, across a variety of settings: mental 

health care, social care, criminal delinquency, occupational rehabilitation and health management 

(Gingerich & Peterson, 2012; Kim, 2007). It has been used with adults, children, couples, families, 

groups and organisations (Corcoran & Pillai, 2009; Gingerich & Peterson, 2012; Kim, 2007; Stams, 

Dekovic, Buist, & de Vries, 2006). Meta-analyses have found SFBT to be an effective intervention 

for a range of presentations including depression, anxiety, self-harm, obsessive-compulsive 

disorder, posttraumatic stress disorder and relationship conflict (Corcoran & Pillai, 2009; Gingerich 

& Peterson, 2012; Kim, 2007; Stams, Dekovic, Buist, & de Vries, 2006). A recent meta-analysis 

found that in 32 of 43 controlled outcome studies there had been a statistically significant benefit of 

SFBT and a further 10 indicated positive trends (Gingerich & Peterson, 2012). The strongest 

evidence was for adults with depression (Gingerich & Peterson, 2012). SFBT has also been found 

to have larger effects when the problems are behavioural rather than interpersonal or mental health 

related (Stams et al., 2006). Although there is growing evidence to support SFBT, there are also 

important limitations and critiques to consider. Primarily, it has been argued that focusing on 

solutions may result in a lack of acknowledgement and exploration of wider difficulties and context 

(Thomas, 2007), which in turn may create or perpetuate problems in the longer term. The focus on 

the unique experience of the individual may also result in less acknowledgement of factors that may 

connect individuals such as race, ethnicity gender and age. In addition, the focus on change may 

result in either the client or therapist feeling rushed to see this process and biased reporting of 
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successful outcomes (Thomas, 2007). However, proponents of SFBT might argue that an awareness 

of this in practice can support the approach being applied appropriately. 

 

SF approaches for people with ID 

 Several authors have recognised the possible benefits of SF approaches in the context of ID 

(Bliss, 2005; Roeden et al., 2009; Smith, 2005; Stoddart, McDonnell, Temple, & Mustata, 2001). Its 

focus on  strengths, competencies and empowerment is advantageous, as people with ID may 

commonly have the opposite experiences of deficiency and disempowerment (Roeden et al., 2009). 

Additionally, SFBT has been effectively used for a range of problems in the general population that 

people with ID also present with (Gingerich & Peterson, 2012). In particular, indications that 

behavioural problems respond well to SFBT is of interest to this population (Stams et al., 2006).  

 

In addition to individual SFBT, Solution Focused Coaching or Consultation (SFC) focusses on the 

staff’s goal for working with an individual with ID and the competencies staff have to achieve their 

goals (Roeden et al., 2012). Thus, another advantage of a SF approach in ID might be that people 

with lower functioning can benefit through the work of their carers and family. In summary, over 

the last twenty years, SFBT approaches have grown in popularity, and there are clear potential 

benefits of SF approaches in ID. Whilst this approach may show promise with people with ID it is 

also recognised that adaptations are generally needed to any therapeutic approach when applied to 

this population, particularly in relation to simplifying language and process, augmenting techniques 

with more visual methods, consideration of developmental level, being more directive and increased 

involvement of carers (Hurley,Tomasulo and Pfadt, 1998). It is therefore crucial to consider both 

the outcomes and the adaptations to SFBT interventions wiwthin the context of people with ID. 

However, to the authors’ knowledge there is yet to be a review of the current evidence-base in this 

population.  
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Aims 

 The aims of the current review are to: 

 Summarise and critically review the literature that has applied SF approaches in the context 

of ID.  

 Provide an overview of the research quality of the identified studies and consider the 

research implications.  

 Outline how SF approaches were adapted and applied, and discuss clinical implications.   

 

 

 

Method 

Search strategy 

A search was conducted incorporating research published between January 1990 and February 

2016. The search terms are outlined in Table 2.  

[Insert Table 2] 

Inclusion/Exclusion Criteria.   

Studies were considered appropriate for inclusion based on the following: 

 They were intervention studies that met the criteria for a solution-focused approach by using one or 

more technique described in Table 1 

 The population included in the study met the criteria for global significant intellectual impairment 

required for an ID diagnosis (APA, 2013; WHO, 1992) 

Studies were excluded if: 

 The population included had a diagnosis of a specific learning difficulty (e.g. dyslexia, dyspraxia, 

attention deficit disorder) 

 They weren’t original research papers (e.g. review papers) 
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Review Process 

The study search terms (Table 2) were entered into the PsychNET database, yielding 163 results, 

and Web of Science database, with 42 results. Two further articles were identified through manual 

searching of the reference lists of the articles identified and Google Scholar searches of other 

research that had cited the articles identified. In total, 26 duplicates were removed.  

 

A total of 181 results were screened. The titles and abstracts were read by the first author and 157 

results were excluded.Full-texts were obtained for the remaining 24 articles. They were reviewed 

thoroughly by the first author and subsequently discussed with the second author to ensure they met 

the review’s eligibility criteria, resulting in 12 being excluded. Reasons for exclusion at this stage 

were that the study did not include one or more of the techniques outlined in Table 1 (n=3), was not 

published in English (n=3), was not conducted with people with ID or insufficient information was 

provided to determine the presence of an ID (n=3), was not an original research article (n=2),or 

investigated questionnaire validity or methods of evaluating SF (n=1).A final number of 12 articles 

were included in the review (See Fig. 1)  

[Insert Figure 1] 

 

Data Extraction and analysis  

Data was extracted from each of the articles, and then summarised. Separate tables are used for 

SFBT for individuals with ID (see Table 3) and SFC for staff and families (see Table 4). (Please 

note in Lloyd & Dallos’s 2006 & 2008 studies, they describe SFBT for families. As this did not 

predominantly involve direct work with individuals with IDs it has been included under SFC). A 

synthesis and critical appraisal of research quality is provided in the text. The Centre for Evidence-

Based Management’s (Phillips et al., 2009) checklist for critical appraisal of cases studies was used 

as the majority of the literature in this area adopted a case study design. The checklist was used to 

assess descriptive quality and transferability of the studies, as well as robustness of the 
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methodology (i.e. design, method and analysis). Study quality was categorised as follows: poor, 

acceptable, good and very good.  

[Insert Table 3] 

[Insert Table 4] 

 

Results 

Description of studies 

Design. The most commonly used design was single case design (n=4; Bliss, 2005; Murphy & 

Davis, 2005; Rhodes, 2000; Smith, 2005), followed by qualitative studies (n=3; Lloyd & Dallos, 

2006, 2008; Smith, 2011), case series (n=2; Roeden, Maaskant, Bannink, & Curfs, 2011; Roeden et 

al., 2012), controlled studies (n=2; Roeden, Maaskant, & Curfs, 2014a; Roeden et al., 2014b) and 

lastly a descriptive service evaluation (n=1; Stoddart et al., 2001). Sample sizes were relatively low 

as would be expected given the predominance of single case design, therefore limiting 

generalisability. Oliver et al. (2002) acknowledge however, that in ID service settings there is a 

restricted client base to recruit from and this is a plausible reason for smaller numbers when 

compared with similar research conducted by mainstream services.  

 

Setting. Of the 12 studies identified, six were from the United Kingdom (UK), four from the 

Netherlands, and one each from Canada and the United States (US). (Please note Lloyd & Dallos’ 

studies (2006, 2008) used the same set of families and hence setting and participant details are only 

reported once). Studies were completed in community ID teams, offering psychological (n= 4) and 

social services (n= 1) on an outpatient basis, in residential and day care settings (n=5) and in a 

residential school (n=1). Many ID services are multidisciplinary and clients in these studies are 

likely to have received other input, in addition to SF approaches (McParland, 2015). However, only 

Stoddart et al. (2001) stated that participants did not receive any other input. 
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ID screening. Most SFBT studies reported the ID ranges of clients but did not specify how this was 

determined. Studies were conducted with people in the borderline range (n=4); mild range (n=4); 

mild/moderate range (n=1); and moderate range (n=1). Stoddart et al. (2001) state that diagnosis is 

based on Diagnostic and Statistical Manual of Mental Disorders (4th Edition) as a criterion for 

accessing the service. Roeden et al. (2011, 2014a) reported instruments used to determine ID 

diagnosis. Most SFC studies only stated general ID ranges (moderate, severe and profound) but not 

the screening procedures used. The BPS (2015) acknowledges that it is not uncommon for ID 

services to make decisions regarding ID ranges based on clients’ histories and their and their 

carers’/families’ reports of functioning. However, it strongly recommends that standardised 

instruments also be administered to assess IQ and adaptive functioning. Unfortunately, the general 

lack of information regarding ID diagnoses in the identified studies impacts external validity. 

 

Demographics. Gender was generally reported in the SFBT studies, with both males (n=11) and 

females (n=18) represented. Unfortunately, of the studies with the most robust methodologies, two 

did not investigate the impact of gender on outcomes (Stoddart et al., 2001; Roeden et al. 2011) and 

one did not report gender breakdown (Roeden et al., 2014). People with IDs across the lifespan (9-

60 years old) were included, suggesting potential utility across age and life stages. However, only 

Murphy & Davis (2005) used SFBT with a child (9 years old). While this case study had a 

reasonably strong design (reliable measurements at pre, post and follow-up), further studies are 

required to determine effectiveness. In SFC studies, the gender and ages of clients that care staff 

were working with was rarely reported. Care staff and families receiving SF approaches were 

predominantly female. Across the studies, reporting of ethnicity and socio-economic status was 

variable, which unfortunately reduced generalisability and consideration of these factors within the 

context of the intervention.  
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Studies used a range of measurement tools. Positive qualitative feedback and descriptive outcomes 

were consistently reported in studies using single case designs (e.g. Bliss, 2005; Smith, 2005). The 

SF technique of scaling was also utilised and could be considered an idiosyncratic self-report 

measure (e.g. Rhodes, 2000). However, pre-post differences in scaling scores were rarely reported 

and when they were reported it was not in a results section, making it difficult for the reader to 

identify the information. The only studies to use standardised measures were Roeden et al (2011, 

2012, 2014a, 2014b) and Stoddart et al. (2001) who included measures such as quality of life and 

satisfaction with the intervention. 

 

Main findings 

SFBT Delivery. SFBT was only provided to clients with mild and moderate ID and studies 

consistently found it was effective in addressing a range of problems for this client group. In 

particular, Roeden et al.’s (2011, 2014a) studies, which had the strongest methodologies (with 

standardised screening measures, valid and reliable measures and a pre, post and follow-up design) 

found SFBT was effective in reducing problems in alcohol use, sleep, depression, anxiety, self-

esteem and relationship difficulties. In addition, Stoddart et al. (2001) found participants with IDs 

who self-referred, had fewer presenting problems, and whose problems were around poor self-

esteem, family relationships and bereavement performed better on clinician ratings of success post-

SFBT. Those with depression, anxiety, couples conflict and independence issues were the least 

successful, but in other studies SFBT was considered helpful in addressing these problems. None of 

the studies offered SFBT to individuals requiring psychological input for severe mental health 

problems (e.g. schizophrenia, bi-polar disorder), risk to self and others, and abuse or trauma work. 

 

In SFBT, clients received between five to eleven sessions. Whilst a chief characteristic of SFBT is 

that it is “brief” (normally six sessions), some studies (Bliss, 2005; Roeden et al., 2011; Stoddart et 

al., 2001) suggested that individuals with ID benefit from additional sessions. Similar 
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recommendations for other psychological approaches for people with ID have been made in the 

literature (Campbell et al., 2014).  

 

The average number of techniques used per study was six (range: 2-10). Few studies used specific 

SFBT treatment protocols. The exceptions were Roeden et al. (2012, 2014a), who stated that they 

used a consistent format for each session that primarily adhered to the standard SFBT protocol 

developed by De Shazer et al. (2007). Smith (2005) found that using fewer techniques was less 

“confusing” for clients with IDs. In addition, Murphy & Davis (2005) exclusively used video 

feedback as means of exploring exceptions and self-modelling desired behaviour. This stands out as 

a resourceful method to engage a client with moderate ID and limited expressive language. The 

most commonly used techniques were: scaling (n=5); exception seeking (n= 5); compliments (n=4); 

competency questions (n=4); and hypothetical future (n=4). There is a degree of overlap between 

the different techniques and for this reason it is possible that some studies used other techniques but 

did not explicitly stated this. As would be expected, additional adaptations were made for 

individuals with ID that were not made for care staff and families in SFC; for the most part these 

were consistent with regular recommendations for adapting psychological therapies for people with 

IDs ( Royal College of Psychiatrists, 2004).  

 

Firstly, clients with ID were supported by a carer or family member during and in-between sessions 

(Bliss, 2005; Roeden et al., 2011, 2014a; Smith, 2005; Stoddart et al., 2001). Carers and family 

members could remind clients about inter-session tasks and aid completion and helped clients to 

understand and respond to questions asked by the therapists. Stoddart et al. (2001) found that clients 

who were supported by carers in and between sessions had significantly better outcomes (clinician 

ratings of therapy success). Secondly, scales were adapted: using shorter scales (2- or 3-points); 

using pictorial scales; having scales on a vertical axis rather than horizontal axis; using concrete 

examples (thermometer); and basing scales on specific behaviours (Bliss, 2005; Stoddart et al., 
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2001). Thirdly, adaptations to exception seeking were suggested. These included using role-play, 

videotalk and actual videos to make exception seeking more concrete for clients (e.g. Murphy & 

Davis, 2005; Smith, 2005). Fourthly, the importance of helping clients to structure responses to 

competency questions was emphasised. Bliss (2005) described how additional structuring to 

questions by giving several options aided responses. Lastly, the most common technique requiring 

adaptation was the “miracle question”, regardless of whether it was for clients with IDs, their family 

or their carers. This technique involves posing a scenario to the client whereby a miracle happens 

when they are asleep one night and the ‘problem’ they are experiencing is solved. They are then 

asked what they will notice when they wake up to indicate that the problem has gone (De Shazer, 

1988).  In Stoddart et al.'s study (2001) individuals with ID clients were asked “what their wish for 

therapy was, what their wishes for their life were, or how they would know therapy was finished” 

and in Roeden et al. (2014a; 2014b), they asked carers to consider “when you look forward and 

things have improved, what will you be doing differently?” Interestingly, there was an exception to 

this, Lloyd & Dallos (2006) observed that in sessions with mothers of children with IDs, the 

‘miracle question’ prompted a shift from wishful thinking to problem-solving. However, in a 

follow-up study the mothers reported that the ‘miracle question’ was the least helpful aspect of 

therapy (Lloyd & Dallos, 2008). Hence, Lloyd & Dallos subsequently recommended that the 

question be re-worded.  

Dropout was generally low, implying that the intervention is well received and accepted by clients 

with mild to moderate IDs. However, in Stoddart et al.'s (2001) study 29 clients were initially 

referred to SFBT. Of these, 13 did not complete therapy: five withdrew their request for therapy, 

five were re-directed to long-term therapy, two dropped out after one to two sessions and one had 

not yet completed therapy. Two of those who did not complete therapy were the only clients with 

moderate ID in this study. Two people dropped out of Roeden et al.'s (2014a) study for the 

following reasons: lack of trust in the treatment; dissatisfaction with the therapeutic relationship; 

pressures from family or others to withdraw; and treatment was not a personal choice. Furthermore, 
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in one SFC study, a child with ID and autism attending the family session was reported to struggle 

with SF concepts due to poor understanding of the future, difficulties differentiating between 

fantasy and realities and difficulties focusing on the whole rather than details (Dallos & Lloyds, 

2006). These examples raise questions regarding the appropriateness of directly using SF 

approaches for some individuals with ID.  

 

SFC delivery. When SFC was provided it was always for care staff working with clients with 

moderate, severe and profound ID. In the identified studies care staff received between three and 

four sessions. In comparison to SFBT, in SFC a larger number of techniques were used (range: 7-

10), which is consistent with standard SFBT protocol developed for the general population (De 

Shazer et al., 2007) and as noted above adaptations to the techniques used was not required for staff. 

Care staff self-referred to SFC if they had support-related problems and families were either 

clinician- or self-referred for a variety of reasons. The most common referral reason was related to 

challenging behaviour, with studies consistently reporting that SFC was helpful in addressing these 

issues.For example, Roeden et al. (2014b) found that SFC was superior to CAU at post-treatment 

and at follow-up.  

 

Smith (2011) was the only SFC study to highlight difficulties applying the solution-focused 

approach in the context of ID. Social work staff were provided with a two-day workshop on use of 

SF approaches with individuals with ID. Unlike the other studies using SFC, this meant there was 

not a focus on a particular client and this perhaps contributed to their reported difficulty 

implementing the techniques. In comparison, care staff and families from the other studies assessed 

the SF approach and techniques favourably (Rhodes, 2000; Roeden et al., 2012; 2014b).  

 

Rhodes (2000) highlighted another advantage of SFC was that  it was a good starting point that 

could then be integrated with other approaches. This is important given that most ID services are 
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multidisciplinary and clients will likely receive different inputs, aside from SFC (McParland, 2015). 

However, because of this it is not clear whether SFC alone is a sufficient intervention for care staff 

experiencing difficulties providing support or whether additional approaches (e.g. behavioural) will 

be requiredFor example,  Lloyd & Dallos’ (2006, 2008) reported only their initial SFC session. The 

authors state that some families went on to have further SF input or other input; the details of what 

this entailed were not reported. Hence, it is not clear whether SFC alone is a sufficient intervention 

for care staff experiencing difficulties providing support or whether additional approaches (e.g. 

behavioural) will be required.  

 

Fidelity The level of experience of SF practitioners in the studies varied; some had informal 

experience and some had formal training. Almost all studies actively sought to encompass the core 

assumptions and techniques of SF, suggesting there were attempts to ensure treatment fidelity, 

although no formal evaluation of this was reported.  

 

Summary of Methodological Limitations 

A number of recurring limitations were noted within the papers reviewed here. The reliance on 

single case designs and small-scale research resulted in a lack of baseline and follow-up 

measurement, control groups and randomisation, which limits the generalisability and reliability of 

results (Bhaumik et al., 2011; Hastings, 2013; Vereenooghe & Langdon, 2013; Willner, 2005). In 

addition, seven out of the twelve studies did not use standardised outcome measures.  

Limited demographic detail was provided, particularly in relation to establishing level of ID, and 

demographic variables such as gender and age were not considered as part of the analysis. 

No study compared to another active treatment, therefore it is possible that the successful outcomes 

reported in the identified studies could be attributed to non-specific therapy factors (the client-

therapist relationship) rather than specific factors (SF approach and techniques). It should also be 

noted that due to publication bias it is unlikely that studies in this review, especially those with a 
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single case-design, would have been published had they not obtained positive outcomes. Thus, there 

is a possibility that effectiveness of SF approaches for people with IDs has been overestimated. 

 

Discussion 

 

This review has aimed to provide an overview of the evidence-base for solution-focused approaches 

within the context of working therapeutically with people with ID. Studies provide preliminary 

support for the benefits of both individual and staff/family-based SF approaches in the context of 

ID. Findings were strongest for individuals in the borderline or mild ID ranges. In addition, the 

evidence for SFC with care staff experiencing problems in their work with clients in the moderate, 

severe and profound ID ranges was promising. 

 

The identified studies illustrate the benefits of using a SF approach that emphasises clients’ and 

carers’ strengths, competencies and empowerment (Roeden et al., 2009). This approach might be 

especially appropriate within the context of working therapeutically with people with ID, where 

experiences of deficiency and disempowerment are often a strong narrative for clients and staff 

(Bliss, 2005; Roeden et al., 2012). In addition, several studies note that SFBT benefits from a 

structured and concrete approach, which may also be of benefit to many people with ID (Stoddart et 

al, 2001; Roeden et al., 2011). From a service perspective, SF approaches may offer healthcare 

professionals working with people with ID an attractive and economical intervention that allows 

more timely outcomes.  

 

Studies in this review found SFBT to be effective across a variety of presenting difficulties 

including substance misuse, depression, anxiety and relationship difficulties. SFC was also found to 

be effective, mostly within the context of addressing behavioural difficulties.  These findings 

warrant further investigation, particularly given that behavioural difficulties alone have been found 



 

 16 

to account for a significant proportion of mental health difficulties in people with ID (Cooper et al, 

2007).  

 

Although positive outcomes were found within the studies reviewed, they also indicated that 

standard SFBT may require modification in order to prove a successful intervention for people with 

ID. Adaptations such as involvement of carers or family members, use of fewer techniques and 

adaptions to techniques including simplified language, using concrete examples and using smaller 

2-point scales and pictorial scales were all recommended. These are consistent with general 

guidance on adapting psychological techniques to accommodate for the cognitive abilities of people 

with IDs (Roeden et al., 2009; Royal College of Psychiatrists, 2004). In addition, it was 

recommended that the wording of the “miracle question” regarding hypothetical future be re-

phrased. The idea of a “miracle” may have been considered unhelpful because it seemed irrelevant 

in the context of ID or primed participants towards “wishful thinking” around the ID being absent 

or removed (Lloyd & Dallos, 2008). This poses the danger of locating problems within the 

individual and the disability, rather than seeing the potential for realistic change. However, there 

were some responses to the question that were considered positive, such as prompting discussion 

regarding greater understanding and acceptance. It was generally suggested that the question be re-

phrased so that it was more concrete and more focused on coping, strengths and competencies. 

 

Most of the limitations of SFBT and SFC for this client group can currently be attributed to the 

limited evidence base. In comparison to the general population there remains paucity in the 

evidence base for psychological therapies for people with IDs (Bhaumik, Gangadharan, Hiremath, 

& Russell, 2011; Hastings, 2013; Vereenooghe & Langdon, 2013; Willner, 2005), and it is 

acknowledged that there are a number of obstacles to conducting Randomised Control Trials 

(RCTs) with people with IDs, such as difficulties obtaining informed consent from individuals and 

when appropriate their carers; having a smaller client base to recruit from, and offering Care As 
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Usual (CAU) being perceived as inappropriate (Oliver et al, 2002). In addition, whilst RCTs help to 

establish efficacy, they are not always the most appropriate choice of design in psychological 

intervention studies. Recruitment into RCTs may in itself result in a skewed population, and in 

providing statistically significant sample sizes they may not provide the detail regarding which 

patients will benefit from the treatment (Clay, 2010).  Other studies can therefore be valuable in 

providing information regarding “the translation of evidence-base to everyday clinical practice” 

(Campbell et al, 2014). 

Nevertheless, the reliance on case studies and the lack of robust methodology within the current 

review limits the conclusions that can be drawn regarding the efficacy of solution-focused 

approaches. There remains a need for further controlled studies, with larger samples and longer 

follow-ups. To establish efficacy, RCTs with full randomisation to SF interventions with specific 

treatment protocols (e.g. Roeden et al., 2011, 2014b), and CAU or another active intervention are 

warranted. Studies should also use several different measures (descriptive, idiosyncratic and 

standardised) simultaneously,  allowing for assessment of changes in client-centred goals, as well as 

broader evaluation of psychological outcomes across the evidence-base (McParland, 2015). 

Generalisability of findings would be improved if further information regarding the assessment of 

ID ranges and other demographics was reported, and efforts should be made to provide background 

information about service settings, including any input provided alongside SF interventions. The SF 

clinicians in these studies varied in terms of their level of experience and training and further 

guidance is required to enable clinicians to make decisions regarding whether they have the 

competencies required to offer SF interventions. Finally, although diverse referral reasons suggest 

broad applicability future research should prioritise samples with more defined populations, 

allowing for better identification of problem-specific outcomes.  

 

 

Conclusions 
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 This review has examined the evidence for SF approaches in the context of IDs. Thus far the 

findings suggest that SF approaches show promise across a range of presenting difficulties. They 

illustrate a number of potential benefits of a SF approach that focuses on creating solutions rather 

than analysing problems, and builds on the strengths and competencies of individuals with IDs, 

their families and their carers. However, the research base remains in its infancy and limits the 

conclusions that can be drawn about the effectiveness of SF approaches for this population. Further 

robust research is imminently needed if we want commissioners, service managers and clinicians to 

integrate SF approaches into their services.  
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