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of prolonged exposure (PE) for PTSD in adults with mild intellectual disabilities.
The secondary effect of PE on additional mood, anxiety and substance use disorders
is also examined.

Methods: A single case experimental design (N = 12) with an A (baseline)-B (inter-
vention) phase including a follow-up measurement after 3 months was conducted.
Time series and single time points measurements were performed.

Results: Six participants dropped-out. The results showed a significant decrease in
PTSD symptoms and a significant decrease in additional symptoms (social avoidance,
anxiety and stress), among participants who completed treatment.

Conclusion: PE appears to be a feasible and effective treatment for PTSD in some
adults with mild intellectual disabilities. Suggestions emerge from this study to make
standard PE treatment more appropriate for adults with mild intellectual disabilities.
Further research is needed to reduce drop-out in trauma treatment. Some sugges-
tions for this are made in this study. Treatment of PTSD with PE did not appear to

affect comorbid mood disorders. Further research is needed.
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1 | INTRODUCTION resilience (Keesler, 2020; McNally et al., 2021; Scheffers et al., 2020),

such as emotional regulation skills and a supportive social network

People with mild intellectual disabilities have a full-scale 1Q between
50 and 85 and problems in adaptive functioning (American Psychiatric
Association, 2013; Troost & Groen, 2016). They are mostly dependent
on support. People with intellectual disabilities are at increased risk
for adverse life experiences (e.g., violence, poverty, sexual abuse).
They are also more vulnerable to develop a post-traumatic stress
disorder (PTSD) after experiencing a potentially traumatic event com-

pared to the general population as they have less access to sources of

(Karatzias et al., 2019; McGlivery, 2018).

The Diagnostic and Statistical Manual of Mental Disorders fifth
edition (American Psychiatric Association, 2013) refers to PTSD when
someone is exposed to an actual or threatened death, serious injury
or sexual violence, and, as a result, the person suffers (for more than a
month) from intrusive painful memories related to the event, avoids
stimuli that are connected with the shocking event, and there is

increased arousal and reactivity, as well as negative changes in
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cognitions and mood. Of the 80% of the general population who
experience a traumatic event, 5%-10% develops PTSD (Mevissen,
et al., 2016a), while the prevalence of PTSD in people with intellectual
disabilities is estimated between 10% (Daveney et al., 2019) and 40%
or even higher (Mevissen, Didden, et al., 2020). Moreover, the number
of PTSD classifications in the group of patients with intellectual dis-
abilities (19.7%) turns out significantly higher compared to the number
of patients in the general population (10.4%; Wieland et al., 2012).
Comorbid disorders occur in 80%-90% of people with PTSD
(Pizzimenti et al., 2017; van Minnen et al., 2015). The most common
comorbid diagnoses with PTSD are substance use disorders, mood
and anxiety disorders (Luteijn et al., 2020; Pizzimenti et al., 2017; van
Minnen et al., 2015). The prevalence of comorbid disorders in people
with intellectual disabilities is expected to be at least similar (Van Duij-
venbode & Van der Nagel, 2019).

Trauma-focused therapy is more effective than non-trauma-focused
therapy in treating PTSD (AKWA, 2020). International guidelines for the
treatment of PTSD recommend the psychological treatments Prolonged
Exposure (PE), Cognitive Therapy (CT), Cognitive Processing Therapy
(CPT), Eye Movement Desensitization and Reprocessing Therapy
(EMDR) and Trauma Focused Cognitive Behavioural Therapy (TF-CBT)
(AKWA, 2020; National Institute for Clinical Excellence, 2005) as first,
and most effective, choice treatments for PTSD. If treatment focuses on
PTSD, the comorbid disorders in addition to PTSD symptoms may also
decrease (van Minnen et al., 2015).

Research suggests that PTSD can be treated with trauma-specific
treatments in people with intellectual disabilities (Byrne, 2022; Karatzias
et al, 2019; Kroese et al., 2016; McNally et al., 2021; Mevissen et al.,
2016Db), especially when the treatment is adapted or modified to the spe-
cific needs of the individual (Keesler, 2020). Adaptions may be necessary
because it can be challenging for people with intellectual disabilities to
describe their experiences, locate and describe the associated emotions
and take control of their own lives (Skelly, 2020a; Skelly, 2020b).
Research on the treatment of PTSD in people with intellectual disabilities
has focused primarily on EMDR, CBT and TF-CGT, while PE is a widely
studied and effective treatment for PTSD in the general population and
for comorbid disorders such as personality disorders and psychosis (van
Minnen et al., 2015). There are differences in indication, however. EMDR
is, for example, recommended in cases of very high stress, powerless-
ness, shame and preverbal trauma (Stofsel, 2020). PE is recommended
when re-experiences are paramount in the person with PTSD and avoid-
ance is common. Little research has been done on the effectiveness of
treatment of PTSD in people with intellectual disability with PE
(Byrne, 2022; McNally et al., 2021), meaning that there is very limited
knowledge about the proposed mechanisms of change for PE for adults
with intellectual disabilities (Byrne, 2022).

The literature suggests ways in which existing trauma treatments
can be adapted for people with intellectual disabilities. A review study
by Luteijn et al. (2020) shows that various adaptations are made by
therapists. Extra attention is paid to establishing the therapeutic rela-
tionship. The network of the person with an intellectual disability is
involved from the beginning of treatment. Extra attention is paid to
motivation. In the session, there is attention to adaptations in lan-
guage use. Adaptions consist of reducing the rate of speech, using

simple language and dealing with the traumatic memories in smaller
parts. If necessary, spoken language can be supported with visual aids.
More directive work may be necessary. Sessions may be shortened
and the use of positive reinforcement is suggested. Additionally, it
may be necessary to pay attention to teaching coping skills.

PE is a widely studied treatment for PTSD in the general popula-
tion. Research showed that the most important components of PE are
repeated imaginal exposure (IE) to the traumatic events and exposure
in vivo (EV) to situations that are avoided in everyday life (Bryant
et al, 2008; Foa et al., 2000). During IE, the traumatic memory is
worked through and the person is taught to cope with the fearful
expectation. In addition, during EV the person is exposed to frighten-
ing, but safe situations.

The working mechanism of PE is explained by the inhibitory
learning model of extinction (Craske et al, 2014; van Minnen
et al., 2015). Dysfunctional beliefs that are related to the trauma-
related fear are changed or disconfirmed by information gathered dur-
ing exposure (van Minnen et al., 2015). Craske et al. (2014) conducted
research on enhancing exposure therapy. They rely on the inhibitory
learning model of extinction as a mechanism for exposure therapy.
Exposure therapy can be optimised by applying the following strate-
gies (1) violation of expectancy; (2) deepening extinction; (3) incidental
reinforced extinction; (4) removal of safety cues; (5) variability;
(6) retrieval cues; (7) multiple contexts; and (8) affect labelling. The
current PE protocol (Minnen & Arntz, 2017) is based on emotional
processing theory and extinction models of fear reduction.

If PTSD is treated with PE, then the symptoms, belonging to any
comorbid disorders such as depression and general anxiety, may also
decrease and overall functioning can improve (van Minnen
et al,, 2015). Other comorbid disorders such as substance use disor-
der, delusions, hallucinations and suicidality do not appear to increase
during treatment of PTSD with PE (van Minnen et al., 2015).

Few studies examined the treatment of PTSD in adults with intel-
lectual disabilities with PE (Byrne, 2022; Keesler, 2020; McNally
et al,, 2021). As far as we know, there is one single case study testing
the effectiveness of PE in a woman with intellectual disabilities
(Lemmon & Mizes, 2002), which shows that short-term treatment of
PTSD with PE is effective in her case. Fernando and Medlicott (2009)
studied a modified version of exposure therapy with a female adult
with intellectual disabilities. The treatment outcome is positive,
although the results should be interpreted with caution (Keesler, 2020).

The literature mentions a number of possible, but unexplored, dis-
advantages of treating PTSD with PE in adults with intellectual disabil-
ities. PE, for example, requires a lot of cognitive and communication
skills. In PE, access to thoughts and feelings is assumed in order to initi-
ate the trauma coping process (Karatzias et al., 2019). PE requires fre-
quent and prolonged exposure to stressful trauma-related stimuli
(Mevissen et al., 2016b). The above can be challenging for adults with
intellectual disabilities as they may find it difficult to concentrate and
focus their attention for longer periods of time (Berger et al., 2019). In
addition, PE requires homework for better results (Cooper et al.,, 2017,
Minnen & Arntz, 2017). People with intellectual disabilities need sup-
port doing their homework (Mevissen et al., 2016b). Despite these pre-
supposed disadvantages, PE is increasingly being used in clinical
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practice for adults with intellectual disabilities (Ooms-Evers
et al., 2021).

The availability of scientifically substantiated, effective and effi-
cient treatment for PTSD in adults with intellectual disabilities is of
great importance to individuals, their system, and society given the
disruptive effect PTSD can have on daily functioning and the high
social costs in the absence of effective treatment. Trauma-specific
interventions are evidence-based for the general population, yet the
generalisation of their efficacy to adults with intellectual disabilities
may be inappropriate and their implementation contraindicated
because these interventions may be less accessible due to their reli-
ance on communication and conceptual skills (Chinn et al.,, 2014;
Taylor et al., 2008). Adaptions for people with intellectual disabilities
are therefore necessary (Osugo & Cooper, 2016).

To date, there has been insufficient research into PE treatment
for PTSD in adults with intellectual disabilities. Further, studies testing
the effect of PE treatment in adults with intellectual disabilities on
additional mood and anxiety symptoms and substance use disorders
are sparce. Therefore, the present study focuses on the feasibility and

initial efficacy of PE for PTSD in adults with intellectual disabilities.
The present study also examines the secondary effect of PE on addi-
tional mood and anxiety symptoms and substance use disorder.
Additional psychological symptoms are expected to decrease when
the PTSD is successfully treated with PE.

2 | METHOD
21 | Procedure and participants

After a review by the Central Committee on Research Involving
Human Subjects, the ethical committee of the Radboud University
Nijmegen gave its approval (ECSW-2019-147R1). Participants were
selected in a Dutch outpatient treatment centre specialised in treating
people with adults with intellectual disabilities and additional mental
health conditions. Between October 2020 and May 2021, a total of
25 clients with PTSD, were screened by the researcher for their suit-
ability to participate in this study (see Figure 1). Participants were

Measurements |

Inclusion study

Time-series design
Weekly PTSD
symptom scale

Single time points
DITS-ID, ADESS

Screened for eligibility N=25
Choice of PE N=12
Choice EMDR N =3

Eligible for participation N=15

0 measurement 0 measurement N =12

N =12

N=10

Not passed preselection/intake

Baseline phase
4-8 weeks N =12

- No ADULTS WITH
INTELLECTUAL
DISABILITIES N=2

- Already in treatment
N=2

- Desire for treatment by
own directing
practitioner N =1

- Too young N=1

- Other treatment
request N=4

weekly

Directly after
baseline and before
starting treatment
N=12

Intervention phase
(10 sessions PE) N =
5

Follow up after 3
months N =5

FIGURE 1 Selection of patients and number of patients at different measurement points in the study.

Directly after baseline
and at the start of the

intervention
N=12

Immediately after The

intervention N =5

Follow up after 3
months N=5

85U80]7 SUOWIWIOD 88,0 3|qeo(dde au Aq peusenob afe sejone VO ‘8sn Jo sejn. 1oy Ariq1T8ulUO 43I UO (SUONIPUOD-PUe-SLLLIBY/WLID" A3 1M AeIq 1 Bul Uo//:SANY) SUONIpUOD pue swie 1 8y} 88s *[6202/50/6T] Uo AriqiTauluo A8 |im ‘LeBew(iN AisieAlun pnogpey Aq L€Z€T e TTTT 0T/I0p/wWoo A8 | Im AIq pul|uo//Sdny Wouj pepeojumod ‘€ ‘202 ‘8rTE8rT



ﬂLW] LEY—

PRINS and NIJHOF

Joumalof Applid Reserch i el Dbt

included if they (1) had a FSIQ between 50 and 85 and problems in
adaptive functioning (Troost & Groen, 2016); (2) met the criteria of
PTSD; (3) were 18 years or older; and (4) had a supportive social net-
work. Exclusion criteria were (1) a suicide attempt 8 weeks before the
start of the study; (2) having received medication alteration 8 weeks
before the start of the study; (3) following treatment for other psy-
chological complaints at the moment; and (4) not being able to speak
or understand the Dutch language.

When clients met the study criteria, an intake was planned with
the researcher. The researcher is an experienced practitioner in work-
ing with people with intellectual disabilities and specialised in the
treatment of PTSD. During an intake a clear explanation was given to
the participant and his or her supporters about the treatment options.
Visualisation was used to support this explanation. If present, informa-
tion about treatment options was also given to the legal representa-
tives. During the intake, treatment based on national guidelines
(i.e., AKWA, 2020) was discussed, with two first-choice evidence-
based options suggested: EMDR or PE. EMDR was recommended for
very high stress, powerlessness, shame and preverbal trauma
(Stofsel, 2020). Prolonged Exposure was recommended when re-
experiencing is paramount for the person with PTSD and avoidance is
common (Stéfsel, 2020). If the client decided to start PE, he/she was
asked to participate in the study. The client got written client informa-
tion about EMDR, PE and the study, which was checked for readabil-
ity by clients of the organisation. The client got 2 weeks to consider
participation.

Finally, 12 of the 25 selected clients opted for treatment with PE
(see Figure 1) and agreed to cooperate in the study. They all signed a
consent form, as well as their mentor/curator, when necessary. Of the
participants, 42% were male. The age ranged from 18 to 51 years
(M = 36.33,SD = 11.24). The FSIQ ranged from 57 to 76 (M = 66.08,
SD = 6.39). Four participants lived in a 24-h care facility. The remain-
ing participants lived in their own home, of which 62.50% received
ambulatory counselling. One participant lived at the parental home

and received support from the family.

2.2 | Intervention with PE

The protocol-based treatment of PTSD, PE (Minnen & Arntz, 2017)
was examined. The treatment consists of 10 weekly sessions of
90 minutes. The PTSD-symptoms-scale (PTSDSS) was filled in, scored
and discussed at the beginning of each session. In the first session,
the client and his/her network were informed in detail about the
treatment. The rationale was explained and motivation was stimu-
lated. Together with the therapist, the client made an overview of the
re-experienced traumatic events. During the subsequent sessions,
the traumatic memories were worked through with IE. The client was
asked about the fearful expectations when confronted with this
unpleasant event. After the session, it was discussed whether the anx-
ious expectations were met. The intention was that these anxious
expectations were disconfirmed by the information collected during

the exposure (van Minnen et al., 2015). In addition, the client is asked

to fill in a list of events he or she avoids. This list consists of different
stimuli from which the client can choose. Through EV, in which the cli-
ent is exposed to anxiety-provoking, but safe situations, the client
learns not to be afraid (van Minnen et al., 2015). Between sessions,
the client was given homework assignments in which they were
exposed to the traumatic event by listening to sound recordings
(IE) or to situations that are perceived as frightening but safe by per-
forming (EV).

All therapists were experienced psychologists with an academic
background. They all have experience in treating adults with intellec-
tual disabilities and additional mental health issues. The therapists
were all trained in the standard PE protocol and learned about the
possible adaptions to apply to the standard PE protocol if necessary.
Suggestions for adapting the PE treatment for people with intellectual
disabilities covered in the training included (1) starting exposure even
if the client fails to formulate a fearful expectation; (2) ask the client
and his/her network (parent/family or support staff) about avoidance
behaviour and (3) working with EV as much as possible. The trainers
were also given ideas for adapting the structure of the sessions, such
as working in a short block, doing another activity for a while and then
moving on. It was also suggested to give therapy in a room with few
distractions, to practice EV in different contexts, to get out of the
therapy room as much as possible, ask the client frequently what
he/she has learned during the session, repeat if necessary, and, do the
EV tasks yourself and let the client observe you. As part of this study,
the therapists were asked to perform the PE protocol according to the
manual. Where necessary, they were allowed to make adaptions dur-

ing treatment. They were asked to keep track of these.

2.3 | Study design

The present study used a single case experimental design with an A
(baseline)-B (intervention) phase including a follow-up measurement
after 3 months. Participants were randomly assigned to five different
baseline lengths (4, 5, 6, 7, 8 weeks). Several measurements were per-
formed in a time series design and a single time points design (see
Figure 1). The time series design is ideally suited to investigate a new
intervention (Morgan & Morgan, 2001), and has the potential to
reveal how change occurs, not just whether it occurs (Borckardt
et al.,, 2008).

24 | Instruments

24.1 | Timeseries

PTSD-symptoms were measured weekly using the PTSD-
symptoms-scale (PTSDSS; Minnen & Arntz, 2017). This questionnaire
consists of 22 questions to be answered on a 4-point scale (score
0 ‘never; no trouble at all’ to 3 five times or more per week; almost
always; very much effort; yes very much’). The total sum score can

vary from O to 66, with higher scores indicating more PTSD-
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symptoms (Minnen & Arntz, 2017). The PTSDSS is standard part of
the PE protocol. The validity of the PTSDSS has not been assessed.

242 | Single time points

In addition, single time point measurements were performed at base-
line (Tp), at the start of the intervention (T,), at the end of the inter-
vention (T,) and at 3 months follow-up (T5). The following instruments

were administered:

1. The PTSDSS—see explanation above.

2. The Diagnostic Interview Trauma and Stressors-Intellectual Disability
(DITS-ID; Mevissen et al., 2018). The DITS-ID maps out the trau-
matic events (PTSD criterium A DSM 5; American Psychiatric
Association, 2013) and asks for trauma symptoms (Criteria B, C, D,
E DSM 5; American Psychiatric Association, 2013). Answer catego-
ries are 1 ‘Yes’, 2 ‘No’, or 3 ‘Sometimes’. In addition, the interfer-
ence score is asked (0-8), with ‘O’ meaning complaints do not
interfere with daily life, to ‘8’ meaning a lot of interference. Based
on the DITS-ID, it can be determined whether a client meets the
DSM 5 criteria for PTSD. The DITS-ID is a reliable interview for
determining whether a client meets the DSM-5 classification
for PTSD (Mevissen et al., 2018).

3. The Anxiety, Depression and Mood Scale (ADESS; Hermans
et al., 2018) measures anxiety problems, mood problems, social
avoidance and other problems. The ADESS consists of 28 questions
to be answered on a 4-point scale (score O ‘behaviour does not
occur or is not a problem’ to 3 ‘behaviour is a serious problem’).
The ADESS consists of the scales depressive mood (13 items, score
0-39), anxiety and tension (7 items, score 0-21), social avoidance
(7 items, score 0-21) and other problems (11 items, score 0-33). A
lower score indicates less problems. The test-retest reliability of
the ADESS is good to excellent. The inter-rater reliability is also
good to excellent for the total target group adults with intellectual
disabilities (Hermans et al., 2018). The ADESS is the Dutch version
of the ADAMS (Anxiety, Depression and Mood Scale; Esbensen
et al., 2003).

4. Substance use was measured asking the participants the following
questions: ‘Do you smoke?’, ‘How much do you smoke?’, ‘Do you
drink alcohol?”, ‘How much do you drink?’, and ‘Do you use
drugs?’, ‘Which ones?’, ‘How many?’

At last, the therapists completed a questionnaire after each treat-
ment session. The questions they had to answer were: (1) Were you
able to run the standard PE protocol? If not, which adaptions did
you make?, (2) Did the participant do the homework in the meantime?
Was encouragement from his/her network necessary?, (3) Was the par-
ticipants network actively involved in the treatment? How was
the network involved? (4) Did other special circumstances occur during
the session or the past week? and (5) Was there an alteration in the
participants medication? In addition, the therapists involved in

the study were interviewed during an 1-h meeting, when treatment

was completed, about their experiences with the PE treatment. The
topics covered in these meeting were whether the standard PE proto-
col is applicable to adults with intellectual disabilities; Were there any
adaptations needed on the PE protocol? What were they? Did the ther-
apists made any adaptions on the protocol during treatment? What did
they think of the role of the participants' network? Was the homework
done? Did PE work if no anxious expectation was set beforehand and

evaluated after IE and EV? Should there be an adapted protocol?

2.5 | Statistical analyses

In the timeseries design, data from each participant was analysed
separately and as a group using Kendall's TAU-U. TAU (z) is a non-
parametric rank correlation coefficient, which is suitable for single-
case experimental designs (Brossart et al., 2018). Like other correla-
tion calculations, 7 lies between —1 and +1. TAU-U allows the mea-
surement of treatment effect between baseline and intervention
phase. In addition, TAU-U can be used to look at trends within the dif-
ferent A-B phases (Brossart et al, 2018). The TAU-U calculator
(Vannest et al., 2016), has been used to determine whether the treat-
ment has had an effect or not.

To examine the effect of the intervention on the single time point
measurements, the following variables have been compared on the
different time points; the total number of PTSD-symptoms (PTSDSS
and DITS-ID), the interference score on the DITS-ID, PTSD
criterion B, C, D and E, the total score on the ADESS and scores on
the ADESS subscales: mood, anxiety and tension, social avoidance
and other problems. The variables have been compared on the differ-
ent time points using the Wilcoxon Signed Rank Test, a non-
parametric test. This test is suitable for single case studies.

Given the small number of participants in this study, a significant
difference exists when the p value is smaller than .01, .05 and .10
(McAleer, 2021). The effect is measured with the formula r = Z/<N.
N is the number of observations. Cohen's criteria are used to measure
the effect size. The effects can be interpreted as follows: .1 is a small
effect, .3 is an average effect and .5 is a large effect.

3 | RESULTS

3.1 | Descriptive statistics

Six of the twelve study participants (50%) completed PE treatment.
The data of five participants were complete and included in the ana-
lyses. The other six participants dropped out of treatment. For two
participants, PE treatment turned out not to be the right indication.
One of the participants found the treatment too demanding, doing
the homework in particular. This participant found it too difficult to
face the traumatic events while doing homework. The other partici-
pant appeared to suffer more from anticipation anxiety, rather than
from re-experiences of unpleasant past events. A different trauma-

focused treatment seemed more appropriate. It was decided to treat
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TABLE 1 Experienced adverse life-events of the study
population (N = 5).

Adverse events N %

Bullying 5 100
Physical and sexual abuse 4 80
Death of a family member 3 60
Fire 3 60
Medical treatment 3 60
Threat of violence 3 60
Witnessing or being in an accident 2 40
Placed in an institution or prison 2 40

these participants with the WRITEjunior (Lucassen & van der
Oord, 2021) and EMDR, respectively. Four participants who
dropped out needed more support from their network, for example
to counter avoidance. Three of them resumed PE treatment after a
short break. Unfortunately, they could not be included again in the
study.

The five participants, with complete data, reported an average of
9.80 adverse life-events (SD = 2.17). See Table 1 for the most fre-
quent reported adverse life-events. The events covered in the treat-
ment were physical and sexual abuse, fire, imminent violence and
accident. The study participants all suffered greatly from reliving these
unpleasant events and from avoidance. On average, the participants
reported 23 PTSD-symptoms (SD = 5.66) on the DITS-ID. The mean
interference score measured with the DITS-ID was 6.60 (SD = 1.67),
meaning that the participants suffered highly from the PTSD in their
daily lives. The mean severity score, measured with the PTSDSS, was
38.60 (SD = 13.26) (see Table 2).

At the beginning of the study (Ty), participants showed above
average to high total scores on the ADESS. Scores on the ADESS sub-
scales measuring depressed mood, anxiety and tension, ranged from
above average to very high. On the avoidance scale, scores ranged
from average to high. On the scale measuring other problems, the
scores ranged from average to very high (see Table 2).

Concerning substance use, two participants consumed alcohol on
the weekend at the start of the study with a quantity varying from
one bottle of low-alcohol beer for one participant to half a bottle of
spirits for the other. Three participants smoked cigarettes from 10 to
15 cigarettes a day. None of the participants reported the use of
drugs during study participation.

3.2 | Times series design: Weekly measurements
on trauma symptoms

Participants showed a significant (p <.05) decrease in their
PTSD-symptoms, measured with the PTSDSS comparing baseline and
intervention phase (TAU-U = —0.36, p = .015). There were individual
differences (see Figure 2) according to Kendall's TAU-U.

3.3 | Single time points measurements

A Wilcoxon Signed-Ranks Test indicated that the median of the total
number of PTSD-symptoms measured with the PTSDSS and with
the DITS-ID at post-test (T,) was significantly lower than the median
pre-test (T1). The extent to which symptoms interfered with daily life
also significantly decreased, indicated by the median of the interfer-
ence at post-test (T,) being lower than the median pre-test (T4). The
results of the last follow-up measurement showed a significant
reduction of all the DSM-5 PTSD criteria. As can be seen in Table 2,
two participants no longer met the PTSD classification according to
DSM-5 after the intervention with PE. Two participants no longer
suffered from dissociative complaints (see Table 2). Overall, we
found a large effect of the PE treatment on PTSD-symptoms with
—0.9 on the PTSDSS and the DITS-ID, and —0.91 for the interfer-
ence score.

For the co-occurring symptoms, Wilcoxon Signed-Ranks Tests
indicated that the median at post-tests (T,) on the ADESS were the
same as the median pre-tests (T;) (see Table 2), meaning that there
was no significant change in co-occurring symptoms directly after
treatment. For social avoidance, the median score at post-test (T5)
was significantly lower than the median pre-test score (T,). For anxi-
ety and tension, the median score at post-test (T3) was also signifi-
cantly lower than the median pre-test score (Tp). For both, social
avoidance and anxiety and tension large effects were found of —0.79
and —0.82 consecutively.

At baseline low rates of substance use were indicated in this sam-

ple, which did not change during the study.

3.4 | Protocol evaluation

The therapists indicated that the standard PE protocol is
promising for adults with intellectual disabilities. However, all ther-
apists made adaptions, tailored to the specific client they were
treating.

Adaptions included the explanation of the rationale in simple
language supported with visual images. The rationale of the treat-
ment was also repeated more often. Moreover, the therapists took
more time and sessions to motivate the clients. One therapist
adapted the order of the protocol, in which EV in the treatment
room was started before IE. Two participants showed some difficulty
in explicitly formulating a fearful expectation, as a result of which
the therapist tried to provide a fearful expectation, or started IE
without an explicit fearful expectation. Also, the extent to which
homework was done varied. Three participants regularly did their
homework, one of them with the help of supervisors. Two did not
manage to do their homework regularly. Finally, the therapists con-
cluded that a linear decrease in trauma symptoms was not seen in all
participants. Two participants were only able to put into words their
traumatic events after several sessions. After successfully treating

these events, the PTSD-symptoms decreased.
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FIGURE 2 Weekly measurements with the post-traumatic stress disorder symptoms scale at baseline phase (B), intervention phase (1), after-

measurement (T2) and after-measurement after 3 months (T3).

4 | DISCUSSION
The aim of the current study was to investigate whether PE is a feasi-
ble and initially effective treatment for adults with intellectual disabil-
ities with PTSD. The findings suggest that PE can be a feasible and
effective treatment for some adults with intellectual disabilities with
PTSD. This is in line with earlier research concluding that PTSD in
adults with intellectual disabilities can be treated with trauma-focused
treatments (Byrne, 2022; Karatzias et al, 2019; Keesler, 2020;
McNally et al., 2021).

Therapists in the current study adapted the PE protocol as fol-
lows: more time for motivating, repeating the rationale more often,
continuing to explain how the treatment works to keep client

engaged, adapted language with visual support, EV first and then IE,

presenting a fearful expectation or even starting without a fearful
expectation. Not formulating a fearful expectation in advance seems
to contradict the inhibitory learning model of extinction (Craske
et al., 2014; van Minnen et al., 2015). However, our hypothesis is that
while there is an anxious expectation, these participants did not man-
age to put it into words.

Homework is important but not necessary. This finding is consis-
tent with the research of Powers et al. (2010), who found that PTSD
symptoms can decrease even without doing homework, although PE
works better when homework has been done (Cooper et al., 2017;
Minnen & Arntz, 2017). It is recommended to use instruments to mea-
sure change during treatment developed specifically for people with
adults with intellectual disabilities (Berger et al, 2019; Luteijn
et al,, 2020).
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Finally, members of the network—parents, family and caregivers—
should be involved in treatment. They can be involved in PE treatment
in various ways. The network can be asked about PTSD symptoms in
addition to the person with intellectual disability themselves. They
can, after being explained the rationale and method of treatment, sup-
port the person with intellectual disability in the treatment. This
support can include motivating them for treatment, help with home-
work (Mevissen et al., 2016b). They can also play an important role in
tension regulation.

Therapists need specific knowledge and skills to treat people
with intellectual disabilities and PTSD. In this study, all therapists
were experienced practitioners of people with intellectual disabilities
and PTSD. They have knowledge of PTSD, how PTSD can manifest
in people with intellectual disabilities, are trained in trauma treat-
ment and know how to adapt trauma treatment to the client's

abilities.

4.1 | Strengths and limitations

One strength of this study was the use of a single case studies design.
Single case studies do offer a methodologically solid method of evalu-
ation to examine whether an intervention works (Morgan &
Morgan, 2001; Smith, 2012). The research design in this study used
different measurements, time series and single time points. Another
strength was the use of different questionnaires, two of which were—
the DITS-ID and the ADESS—specifically developed and researched
for adults with intellectual disabilities (Luteijn et al., 2020).

However, this study also has limitations. The number of drop-out
was high. There were various reasons for this drop-out. For two par-
ticipants, a different trauma-focused treatment seemed more appro-
priate. Four participants needed more support from their network, for
example to counter avoidance. Although it is common in trauma treat-
ment that about 13%-50% of people drop out or respond inade-
quately to trauma treatment (Resick et al., 2017; Schnurr et al., 2015),
the results should be interpreted with caution.

The idea was to carry out a multiple baseline design to avoid
the problems with internal validity (Cuyvers, 2021; Kratochwill
et al., 2010). However, due to the small number of participants in the
study from which we obtained complete data, there is insufficient dif-
ferential timing of intervention initiation. This means that the change
after the intervention could possibly be explained by other factors as
well (Cuyvers, 2021; Kratochwill et al., 2010).

4.2 | Implications

This study suggests that the standard PE protocol seems to be well
tolerated by some adults with intellectual disabilities and PTSD. We
also want to highlight the need to adapt the standard PE protocol for
adults with intellectual disabilities with PTSD. The current study pro-
vided suggestions for adjustments to the standard PE protocol for
adults with intellectual disabilities. Replication of this study, with a

modified PE protocol and a larger sample size, may provide more cer-
tainty about the effectiveness of treatment of PTSD in adults with
intellectual disabilities with PE. Future research on the effect of PE
treatment of PTSD should also focus on comorbid disorders, such as
mood disorders.

Next, it is important to investigate how drop-out can be reduced.
An appropriate treatment choice for PTSD that suits the adult with mild
intellectual disability is important. In addition, a supportive social net-
work plays a role in preventing drop-out. Drop-out during treatment
could potentially be reduced if the social network received psychoedu-
cation on trauma-sensitive support (Keesler, 2020; Kroese et al., 2016;
Luteijn et al., 2020; Ooms-Evers et al., 2021). Finally, trauma-focused
treatment can be expected to lead to fewer participant drop-outs if it is
short and intensive and takes place in a trauma-sensitive environment
(Hendriks et al., 2017; Ooms-Evers et al., 2021). In these intensive
trauma treatments, clients receive a two-week programme with
2 trauma treatments (both EMDR and PE) 4 days a week and an inten-
sive exercise programme. This is offered both inpatient and outpatient
in a trauma-sensitive environment.

5 | CONCLUSION

Although this study seems to indicate that PE is well tolerated and
effective in some adults with mild intellectual disabilities, further
research is needed. This is very important because PTSD is common
in people with intellectual disabilities and is treatable. It is important
that therapists get the tools to make a good assessment for appropri-
ate treatment of PTSD. In addition, adapted protocols should be made
available to help therapists to give appropriate treatment to adults
with intellectual disabilities and PTSD.
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