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• “Mental health is a state of wellbeing, in which an 
individual realizes his or her own abilities, can cope 
with the normal stresses of life, can work productively 
and is able to make a contribution to his or her 
community.” 

• World Health Organization, 2004

Mental Health



• “Mental disorders represent disturbances to a person’s 
mental health that are often characterized by some 
combination of troubled thoughts, emotions, behaviour
and relationships with others. Examples of mental 
disorders include depression, anxiety disorder, conduct 
disorder, bipolar disorder and psychosis.”

• World Health Organization, 2004

Mental Disorders
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• Rates of mental illness are higher for people with 
intellectual disabilities

• 36% of kids with intellectual disabilities had a mental illness 
compared to 8% of those without an intellectual disability 
(Emerson and Hatton, 2007).

• 15.7 to 40.9% of adults with intellectual disabilities have been 
estimated to have a mental illness (Cooper et al., 2018).

• Global mental illness for people with intellectual disabilities has 
been estimated to range from 16 to 54% (Rojahn and Meier, 
2009).

Mental Illness 



• Treatment fidelity or integrity (Fairburn & Cooper, 2011)

• this if often seen as:
• Treatment adherence – using the correct therapy procedures

• Treatment competence – how well the procedures are 
implemented

• Treatment differentiation – not including extraneous or 
proscribed elements

Therapy



• Therapist competence  (Fairburn & Cooper, 2011)

• Do therapists have the knowledge and skills needed?                            
In this context:
• Knowledge and skills about therapy

• Knowledge and skills about intellectual and other developmental 
disabilities

• Knowledge and skills about mental health presentations 

Therapy



• Variability in outcome due to therapists has been estimated to be up 
to 10%. 

• Therapists who are rated as having better interpersonal behaviours 
have better outcomes (Schottke et al. 2017)

• Therapists who engage in self-practice of CBT may have greater 
technical and interpersonal skills (Davis et al. 2015) 

• In a trial comparing CBT and IPT for depression, therapists accounted 
for 1 to 12%  in outcome.  The difference between CBT and IPT 
disappeared when this was taken into account (Kim et al. 2007)

Therapist Factors



• Empathy
• Skilfulness
• Alliance
• Ability to deal with alliance problems
• Positive Regard
• Warmth
• Genuineness
• Persuasiveness
• Verbal ability
• Ability to enhance hope or expectations

Anderson et al. (2016)

Therapist Factors



• Historically, an assumption they cannot (Hurley et al. 
1996). 

• Problems with cognitive flexibility and learning. 

• Difficulties with communication.

• Unable to understand the models underpinning cognitive 
behavioural therapy.

Can people with intellectual disabilities take part 
successfully in talking therapies?



• Communicate. 

• Form a therapeutic relationship or alliance.

• Motivation to change.

• Flexibility of thought. 

• Perspective taking and mentalisation.

• Understanding the cognitive model

• Recognise a thought, feeling or behaviour.

• Understand the difference between thoughts, feelings and behaviours. 

• Understand the interaction between thoughts, feelings and behaviours –
cognitive mediation. 

• Accessibility of automatic thoughts.

• Record experiences. 

• Learn. 

What are some of the things you need to understand in 
order to take part in cognitive behavioural therapy?



• Accessibility of automatic thoughts

• Awareness and differentiation of emotion

• Personal responsibility for change

• Buy in with the cognitive rationale

• Alliance within and outside of therapy

• Problem chronicity

• Psychological processes that reduce anxiety and promote a positive self-
view

• Capacity to work in-depth on a particular issue

• Whether the person believes that CBT will be helpful

• There is evidence that scores on this scale relate to treatment outcome 
(Safran et al. 1993; Myhr et al. 2007; Renaud et al. 2013; 2014). 

Short-term Cognitive Therapy Rating Scale



• Comprises two-factors:
• Capacity for participation in cognitive-behaviour therapy

• Psychological processes that reduce anxiety and promote a positive self-view

• Accessibility of automatic thoughts

• Awareness and differentiation of emotions

• Capacity to work in-depth on a particular issue

• Attitudes relevant to the process of cognitive-behaviour therapy

• Whether the person believes that CBT will be helpful

• Personal responsibility for change

• Buy in with the cognitive model

• Alliance out of session

• Renaud et al. (2014) demonstrated that capacity for participation in 
cognitive-behaviour therapy predicted treatment outcome in a sample of 
256 patients, rather than Attitudes

Short-term Cognitive Therapy Rating Scale



• Initial problems may arise in the assessment phase when 
mental health problems are not recognised as distinct from 
the IDs (Reiss, Levitan, & Szyszko, 1982) or misdiagnosed as 
challenging behaviour (Azam, Sinai, & Hassiotis, 2009). 

• For those who continue to receive psychological therapy, 
being uninformed about the grounds for their referral may 
negatively impact upon their motivation to engage in therapy; 
hence, affecting treatment outcomes (Willner, 2006). 

Challenges when working with people with intellectual 
disabilities 



• Likewise, difficulties in establishing a therapeutic 
alliance may lead to clients engaging in a dependency-
inducing relationship rather than taking ownership of 
the therapeutic process (Brechin & Swain, 1988; Jahoda 
et al., 2009). 

• Furthermore, the perceived level of cognitive 
functioning may pose an additional barrier when 
therapists are more likely to use the cognitive aspects 
of CBT with more abled clients only (Willner, 2006). 

Challenges when working with people with intellectual 
disabilities 



• Ability to link situations and feelings is associated with verbal ability 
(Reed & Clements, 1989; Joyce et al. 2006; Oathamshaw & Haddock, 
2006). 

• People with IDs find it difficult to identify thoughts, feelings and 
behaviours; generally, feelings/emotions are easier (Oathamsaw & 
Haddock, 2006; Quakley et al. 2004). 

• Cognitive mediation – much more difficult for people with IDs were 
able to identify a mediating belief (Dagnan & Chadwick, 1997).  When 
the task is incongruent, even more difficult (Dagnan et al. 2000; Joyce 
et al. 2006). 

What do we know about whether people with 
intellectual disabilities can take part in therapy?



• Stott et al. (2017) reviewed the literature about measuring readiness 
to take part in cognitive behaviour therapy for people with 
intellectual disabilities. 

• They included 12 studies. There is a lack of well developed valid and 
reliable tools to assess readiness to take part in cognitive behaviour 
therapy for people with intellectual disabilities. 

• While it seems sensible, there really isn’t that much evidence that 
specific training in skills leads to improved outcomes. 

What do we know about whether people with 
intellectual disabilities can take part in therapy?



Skills training 



• 34 were randomised to 
relaxation or taught about 
identifying thoughts, 
feelings and conditions 
and took part in a 
discussion about specific 
situations where a feeling 
would be triggered by a 
thought.

Skills training



Skills training



• 65 randomised to 
computerised training or 
an attention control 
condition.   Researchers 
were blind to allocation. 

Skills training



• 55 randomised to 
computerised training or 
an attention control 
condition.   Researchers 
were blind to allocation. 

• Specific training in linking 
thoughts, feelings, and 
behaviours. 

Skills training



Skills training



Skills training

g = 0.53; 95% CI [0.20, 0.85], z = 3.18, p = 0.001

g = 0.64; 95% CI [0.36, 0.92], z = 4.50, p < 0.00001



Psychological Therapies

g = 0.62; 95% CI [0.07, 1.18], z = 2.20, p = 0.03

g = 0.64; 95% CI [0.36, 0.92], z = 4.50, p < 0.00001



• People with IDs may find some aspects of CBT difficult. 

• This relates to cognitive ability, including communication.

• It may be possible to remedy aspects of these difficulties; however, 
we still know very little. 

• Talking psychological therapies appears to be associated with a 
moderate effect size. 

• People make adaptations, but again, we know very little about 
effectiveness - session length, inclusion of carers, inclusion of 
illustrations, increased number of sessions, simplification of concepts 
and language, changing content etc. 

Summary



• Do we need more “social” in therapy?

• Should we focus increasingly on behavioural
psychotherapies? 

• We need to know what adaptations to therapy work. 

What next?



• 161 adults with intellectual 
disabilities were randomised to 
Guided Self-Help or Behavioural
Activation.

• No difference between the groups 
at 12-months. 

• Within group improvement was 
significant for both groups. 

• Behavioural Activation: 4.2-
point decrease on the GDS-LD

• Guided Self-Help: 4.5-point 
decrease on the GDS-LD





• Mental illness is a public health priority for people with 
intellectual disabilities?  Should we be working in a way 
to prevent the development of mental illness? Do we 
need to intervene more at the societal level?

• What about technology?

What next?
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Time	Points	

Quality	of	Verbal	Response	 Mean	Quality	of	Verbal	Response	

Baseline	
(A1)	

Interven on	
(B)	

Follow-up	
(A2)	

Par cipant	1	
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Time	Points	

Quality	of	Verbal	Response		 Mean	Quality	of	Verbal	Response		

Par cipant	6	

Baseline	
(A1)	

Interven on	
(B1)	

Interven on	
(B2)	

Follow-up	
(A2)	

Session	1	 Session	2	

For all 12 participants:  z = -2.35, p = .02; d = .89 
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Figure 1: Emotional Problems Scale - Behaviour Rating Scale

TAU EQUIP + TAU EQUIP + TAU (>4 Sessions)

All Participants: F(1, 48) = <1, p = .36
Those who attended at least 4 sessions: F(1, 43) = 5.54 p = .044

Number of EQUIP Sessions 
attended accounted for 13.1% of 
the variance in the EPS-BRS at Time 
2 in those allocated to EQUIP + 
TAU, t = 2.19, p = .036.
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