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Abstract 

Purpose: Services are increasingly exploring the use of remote conferencing to deliver 

psychological interventions. These approaches have become particularly important given the 

COVID-19 pandemic and subsequent infection control guidelines. However, no evidence 

exists demonstrating the use of remote therapies in people with intellectual disabilities (ID).  

Design: As part of routine practice within an adult ID community health service, we 

developed a six-session programme based on Compassion Focused Therapy (CFT), and 

delivered it to six clients. Clients completed the Psychological Therapy Outcome Scale for 

Intellectual Disabilities 2nd Edition, at assessment, pre- and post-therapy, as well as a 

Feasibility and Acceptability measure.  

Findings: Six clients engaged in telephone-therapy; four clients individually, while the 

remaining two were supported by their caregiver. Most clients found the intervention helpful, 

enjoyable and were pleased that they received telephone-delivered psychological therapy. A 

reduction was observed at post-therapy in distress (g=0.33) and risk (g=0.69). No difference 

was reported in psychological wellbeing. Five clients were subsequently discharged from 

psychological therapy.  

Originality: To our knowledge, this is the first study examining the use of telephone-therapy 

(including CFT) for individuals with ID. Findings add to the growing evidence suggesting 

individuals with ID can benefit from receiving adapted psychological therapies. Research is 

required to further explore the effectiveness of remote-therapies, who would most likely 

benefit from this approach and how remote-treatments could be utilised within existing 

pathways.    

 

Keywords: Learning Disability; Psychological Therapy; Telehealth; CFT; Teletherapy  
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Introduction 

The COVID-19 pandemic has resulted in mental health services adapting their routine 

practice in efforts to reduce the spread of the virus, and help keep patients and staff safe 

(Moreno et al., 2020). While at the same time, these services are essential and have a duty to 

continue providing accessible and effective interventions for those seeking support for their 

mental health needs (British Psychological Society, 2020).  

Many services have been exploring the acceptability, feasibility and effectiveness of 

delivering psychological therapies (and assessments) via telephone and videoconference 

(British Association for Counselling & Psychotherapy, 2020). Whilst evidence exists 

supporting the use of tele-health in the general population (Dent et al., 2018), there is no data 

that we are aware of examining the effectiveness of remote therapies for individuals with an 

intellectual disability (ID). This lack of data could further contribute to healthcare inequalities 

in people who have ID, reported prior to (Beail, 2016a) and during the pandemic (Iacobucci, 

2021). Moreover, the available evidence suggests that less than one-third of people with ID 

referred to adult ID community health service (N=22) were accepting of remote 

psychological therapies during the pandemic, with the majority not interested or unable to 

receive therapy via videoconference due to technology accessibility issues (Rawlings et al., 

2021). The Division of Clinical Psychology, Faculty for People with ID published guidance 

in May 2020, during the pandemic, on how to meet the psychological needs of people with 

ID (British Psychological Society, 2020). While therapeutic contact via telephone or video 

was recommended, the potential barriers were discussed including the client experiencing 

difficulties in communicating with or understanding the professional, and given that carers 

may need to help clients engage with remote contact, the possible consent and confidentiality 

concerns.   
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Within the general population, evidence is increasing supporting the effectiveness of 

Compassion-Focused Therapy (CFT) for a range of mental health difficulties (Leaviss & 

Uttley, 2015, Craig, Hiskey & Spector, 2020) – including anxiety and uncertainty associated 

with the COVID-19 pandemic (Whalley & Kaur, 2020). CFT is a skills-based approach 

integrating theories from Buddhism, evolution, neuroscience, and social and developmental 

psychology (Gilbert, 2009, 2014). This therapeutic modality was developed following 

evidence suggesting people with psychological problems often experience high levels of 

shame and self-criticism (Gilbert, 2014).  

CFT is viewed as a transdiagnostic approach aiming to help individuals develop 

compassion for themselves (i.e. self-compassion) and others (i.e. giving compassion and 

receiving compassion). This is also known as the flows of compassion in the CFT literature 

(Gilbert, 2014). The overall goal of CFT is to help clients improve their wellbeing and reduce 

psychological distress (Leaviss & Uttley, 2015, Craig, Hiskey & Spector, 2020). In therapy, 

clients are introduced to a simplified evolutionary model of motivational regulation (referred 

to in CFT as the Three Circles model; Gilbert, 2014), conceptualised as the Threat, Drive and 

Soothing systems. A key part of CFT is that clients are encouraged to practice a range of 

compassion-focused strategies (called Compassionate Mind Training) aimed at developing 

their compassion(ate) motivation and facilitating related capacities for self-soothing and 

courage-stimulation (Lucre & Clapton, 2020), thus creating a greater balance between these 

systems (Irons & Beaumont, 2017). 

Studies adapting and applying CFT to individuals with ID presenting to services with 

mental health needs is growing. In fact, compassion-based approaches may be particularly 

suited to individuals with ID (Cowles et al., 2018). For example, reflecting on the flows of 

compassion, this group have reported to be at a greater risk of experiencing self-criticism, 

abuse and hostility from others, and enmeshed in unhelpful relationships (Clapton, Williams 
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& Jones, 2018, Davies et al., 2020, Marriott et al., 2020). There are also suggestions that 

CFT relies less on cognitive abilities than other psychological therapies (Cooper & Frearson, 

2017) – possibly due to its focus on behavioural and practical skills. Whilst CFT is a 

motivational multimodal process-based psychotherapy, some of its therapeutic processes and 

interventions are consistent with those targeted by, and found in, third-wave Cognitive 

Behavioural Therapy (CBT) approaches (Patterson, Williams & Jones, 2019). CBT has a 

(relative) extensive research base in ID (Jahoda et al., 2017) and is recommended by the 

National Institute for Health and Care Excellence for mental health difficulties in people who 

have ID (National Institute for Health and Care Excellence [NICE], 2016). Finally, in the 

context of the COVID-19 pandemic specifically, CFT may be particularly relevant to people 

with ID given its focus on fostering feelings of social safeness and connectedness (Kelly, 

Zuroff, Leybman & Gilbert, 2012, Gilbert, 2020, Armstrong, Nitschke, Bilash & Zuroff, 

2021). Indeed, high levels of social isolation and loneliness have been reported by individuals 

with ID as a result of the pandemic, with the majority of their carers feeling people with ID 

are not getting the support and care they need (Scottish Commission for Learning Disability, 

2020).   

CFT has been shown to be helpful when delivered on a one-to-one basis for clients 

with ID presenting with anxiety (Hardiman et al., 2017), low mood, overeating (Cooper & 

Frearson, 2017) and difficulties associated with trauma (Cowles et al.,  2018). This 

therapeutic approach has also been shown to be clinically useful and acceptable when 

delivered in a group format (Goad & Parker, 2020). Clapton, Williams, Griffith and Jones 

(2018) developed and tested a six-session CFT group for intellectual disabilities (CFT-ID) 

named ‘Growing Kind Minds’. Six clients with depression and/or anxiety were treated using 

the programme. The majority of participants found aspects of the intervention enjoyable 

(97.1%), helpful (91.2%) and easy to engage with (76.5%). Moreover, outcome measures 
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suggested a significant reduction in self-criticism and social comparisons - although no 

significant difference was observed in psychological distress (p=0.34); however this should 

be interpreted in light of the study being underpowered.     

 As part of routine practice and in response to the infection control guidelines 

associated with the COVID-19 pandemic, we developed a six-session CFT programme that 

was telephone-delivered to six clients with ID while under the care of a community health 

service. The primary aim of this report was to examine the feasibility and acceptability of 

delivering psychological therapy to individuals with ID remotely, with a secondary aim to 

explore the preliminary effectiveness of this approach. Given the limited research base in ID, 

practice-based case studies have a valuable role in effectiveness research (Beail, 2016b). To 

our knowledge, this is the first report investigating the implementation of a psychological 

therapy (including CFT) delivered remotely for individuals with ID. 

 

Method 

Service Evaluation Design 

 The current report is a retrospective service evaluation of routine data collected from 

six clients between June and September 2020. Clients had been referred for psychological 

therapy at an adult ID community health service in a Metropolitan Borough in the north of 

England with a population of 245,200. For more information on the service see Jackson & 

Beail, (2016). Clients had received one face-to-face triage appointment prior to the UK 

lockdown (March 2020), which prevented patients from attending the service in person for 

routine appointments.  

An opportunity sampling method was used. All clients waiting for psychological 

therapy within the service were rated in May 2020 by a Consultant Clinical Psychologist 

using the Red/Amber/Green (RAG) system considering potential suitability for 
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remote/indirect service provision (see Rawlings et al., (2021) for further information). This 

assessment considered cognitive ability, risk and presenting problem. Overall, 22 clients and 

were suitable, six of whom agreed to have remote therapy (opposed to waiting for face-to-

face therapy in the future) and were allocated to a second-year trainee clinical psychologist 

(the first author, referred to here as the “therapist”) while on placement at the service from 

April – September 2020. The therapist had already completed his CFT competencies as part 

of his doctoral training in clinical psychology. The therapist received weekly supervision 

from a Consultant Clinical Psychologist. Reasons for clients not being suitable for remote 

therapy included, preferring to wait for face-to-face therapy, not being able to talk over the 

phone for the clinician to complete an assessment, and the client could not be contacted 

(Rawlings et al., 2021).      

All clients involved in the current evaluation were given the option of receiving 

therapy via telephone or videoconference (please see Rawlings et al., (2021) for additional 

information). Five of the clients opted for telephone-therapy, while one client requested for 

video-therapy using her carer’s phone. Unfortunately and despite several attempts, the carer’s 

phone could not connect to the link and so the client agreed to receive telephone-therapy.    

At the post-therapy stage, all clients were informed of the service evaluation and 

provided written and/or verbal consent for their data to be used for the purpose of this report. 

Their consent and responses were recorded in an Excel database. The two-stage test was used 

to obtain consent; the first author confirmed clients understood and retained the information, 

and communicated and expanded on their decision (Department of Health, 2005). All clients 

provided consent to receive psychological treatment; the two clients supported by their 

caregiver also gave consent for their caregiver to be included in therapy.   

The service evaluation was commissioned and approved by the head of psychological 

services. It was registered with the Quality Improvement and Assurance Team of the Trust 
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and reviewed by the Clinical Psychology Unit, University of Sheffield. As this study was a 

service evaluation, ethical consent was not required and therefore not sought. All identifying 

information has been removed and measures taken to ensure clients’ anonymity.  

 

Measures 

Psychological Therapy Outcome Scale for Intellectual Disabilities (PTOS-ID II) 

As part of routine practice at the service, all clients were asked to complete the 

Psychological Therapy Outcome Scale for Intellectual Disabilities – 2nd Edition (PTOS-ID II) 

(Jackson et al., 2017; Vlissides et al., 2017). This measure examines: (i) psychological 

distress; exploring depression, anxiety and anger (16-items); positive wellbeing (11-items) 

and risk (5-items).  

Clients are asked to report “over the past week” how often they have experienced 

each of the items by endorsing the following categories: “Not at all”, “A little bit”, 

“Sometimes” and “A lot”. Scores on the distress measure range from 0–48, wellbeing 0–33 

and risk 0-15. A greater score on distress and risk suggests worse functioning, whereas a 

higher sore on wellbeing is indicative of better health.  

Psychological distress and positive wellbeing indexes have good internal consistency 

(α=0.85 and α=0.81 respectively). A score of 16 or above on psychological distress indicates 

the clinical level and the respondent may require professional care.  

Clients completed the PTOS-ID II with the therapist during the initial assessment 

(T1), first (T2) and final therapy session (T3). Time between T1 and T2 varied between 2-4 

weeks (median = 3 weeks). 
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CFT-ID Feasibility and Acceptability Measure (revised)  

At the final session, clients were asked to complete an adapted version of the CFT-ID 

feasibility and acceptability measure developed by Clapton et al., (2018). This measure 

consisted of eight questions asking: how much of the session did clients understand, were the 

sessions focusing on compassion helpful, how helpful was the homework, how easy/hard was 

the homework, were the sessions enjoyable, how easy/hard was having therapy over the 

telephone, were they pleased to have telephone-therapy opposed to waiting for face-to-face 

therapy, and would clients recommend CFT to a friend (see Table 3 for more information).  

Unbeknown to the authors until after the intervention, one client journaled her 

experience of engaging in the CFT programme. Written permission from the client (and 

verbal consent form the clients’ mother) were obtained to transcribe her entries and use the 

content for the purpose of this report. Such data provides unique insights into the 

acceptability of this approach, including how CFT concepts and skills can be incorporated 

into everyday life (Fig 2-3). A mixed-methods approach is consistent with a previous study 

investigating the use of CFT in people with ID (Hardiman, Willmoth & Walsh, 2017).  

 

Intervention 

The intervention was developed and delivered by the therapist. The programme was 

designed to consist of six-weekly sessions lasting 30-50 minutes. The intervention was 

guided by the CFT-ID protocol  of the ‘Growing Kind Minds’ intervention discussed 

previously (Clapton et al.,  2018). The programme was revised due to the remote method of 

delivery, and based on qualitative and quantitative evidence examining CFT with people who 

have ID (Clapton et al.,  2018; Cowles et al., 2018). For example, in Clapton et al’s study, 

participants found it difficult to comprehend evolutionary concepts of CFT and apply it to 

their day-to-day life. Therefore, this was not discussed here and instead, the focus of that 
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session was to help clients better understand the three systems by conceptualising it in their 

daily activities (see Table 1). 

 

Table 1 Summary of CFT ID individual programme  

Session  Content Homework (exercise) 

1 Introduction and explore concept of compassion, 

experiences of compassion, advantages and 

disadvantages of compassion. 

 

Develop a self-soothe box to 

begin practicing self-

compassionate (Fig 2). 

2 Introduction to three systems model  – threat, 

drive and soothe. Discussion around feelings, 

thoughts and experiences associated with each 

system.  

 

Practice calm-breathing to 

start activating soothe 

system. 

3 Continuation of the three systems developing a 

mini formulation based on the size/activation of 

each system for each client. Discuss the goal of 

CFT to make the three systems equal and link to 

compassion. 

Practice compassionate 

activities/behaviours to 

continue to activate the  

soothe system and cope with 

overactive threat/drive 

systems. 

 

4 Discuss flows of compassion focusing on self-

compassion. Explore differences between self-

compassion and self-criticism, and consequences. 

Practice compassionate self 

by saying compassionate 

statements, including 

compassionate mirror task.  

 

5 Continuation of flows of compassion focusing on 

compassion towards others. Explore the 

importance of being kind to others and the impact 

on self and others. 

 

Practice compassionate acts 

to others.  

6 Review concepts and skills developed, reflect on 

changes made, complete outcome and 

acceptability measure (see below) and discuss 

next steps (i.e. discharge, referral). 

Continue exercises from 

previous weeks (Fig 3).  

CFT = Compassion Focused Therapy 

 

Prior to the first sessions, clients received via post, a CFT ID programme booklet 

developed by the therapist (Figure 1). Clients were asked to have this booklet with them in 

preparation for each session. The booklet was used to help clients visualise and refer to 

aspects of CFT. If clients did not have their booklet, the therapist assessed whether the client 
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could engage in the next session as planned, or whether to use the appointment to build on 

the knowledge and skills the client had already developed.   

Session duration was dependent on the client’s ability to stay engaged. This was 

assessed by the therapist on a session-by-session basis. The therapist arranged appointments 

with clients at the end of each session considering client’s availability. This is congruent with 

evidence advocating therapists to offer greater flexibility regarding days and times of 

appointments for people with ID to help improve with adherence (Lewis, Lewis & Davies, 

2016).  If the client did not answer the phone at the agreed time of the session, they were tried 

two more times within the space of ten minutes. If clients did not attend, they were sent a 

letter stating a date and time that the therapist would contact them at to arrange their next 

session.  

Clients worked systematically through the programme receiving each session, even if 

they failed to attend a session when it was originally scheduled. As the therapist finished the 

placement at the service in September 2020, all clients concluded the intervention by 

receiving session six at that time; regardless of whether they had completed the full 

programme.  

 

>insert figure 1< 

 

Figure 1 Pages from the CFT ID programme booklet. Journal entry: “I wasn’t sure about 

phone therapy because I struggle to understand [people on the phone] because of my autism, 

but I decided to try because I was feeling bad and lonely and needed help. [The therapist] 

phoned me and gave me a day to start a therapy. I am happy to start therapy and it will be a 

lot more easier with [sic] talk to people like my mum and all support workers. [Therapist] 

sent me a booklet in the post for when we started.” 
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Data analysis  

Descriptive statistics were used to present client’s demographic, clinical information 

and data collected using the feasibility and acceptability measure. One client did not 

complete the PTOS-ID II measure during the assessment stage as their first session started 

the week after. Due to the small sample size (n=6), p values were not described as the 

investigation was underpowered. Instead, effect sizes using Hedges’ g have been reported 

using 95% confidence intervals – this analysis is more reliable for smaller sample sizes 

(n<20) (Lakens, 2013). Statistical analyses were conducted using an online effect size 

calculator (Uanhoro, 2017). The following were used to interpret effect sizes: ≤0.2 small, 

≤0.5 medium and ≥0.8 large (Cohen, 1977). SPSS25 (IBM, 2017) was used for inferential 

statistics (i.e. determining correlation coefficients to calculate g). Clinical and non-clinical 

norms are unavailable for the PTOS-ID II and so reliable change indexes could not be 

calculated (Vlissides et al., 2017). However, the cut off score of 16 was used to help explore 

change (Jackson et al., 2017). 

 

Results 

Demographics 

The average age of clients was 34.2 years (SD=12.6). The entire sample was female.  

Five of the six clients classified as White British. Clients’ demographical information, reason 

for referral, and number of sessions completed are shown in Table 2.  
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Table 2 Client’s demographics and clinical information  

ID Age Gender Reason for referral  No. of CFT sessions 

completed  

No. of 

sessions 

in total 

1 20s Female  Anger 2 (session 1 & 6) 4 

2 30s Female Anxiety  6 6 

3 40s Female Anxiety, depression, health-anxiety 6 6 

4 20s Female Anxiety, depression, self-harm 6 6 

5 50s Female Anxiety, depression, loss 5 (missed session 5) 6 

6 20s Female Anxiety, depression  6 6 

CFT = Compassion Focused Therapy 

 

 

Feasibility 

Four of the clients were able to engage in the programme individually, whereas two 

clients were supported by their carer. Carers helped to expand on what the therapist and client 

were discussing, and assisted the client in using CFT skills outside of sessions.   

Four clients received all six CFT sessions between July and September 2020. One 

client received five CFT sessions (one of the sessions was replaced to discuss risk associated 

with the client’s living situation). The final client received the first and last CFT session as 

she kept forgetting her CFT booklet and the therapist did not want to introduce the three 

systems without visual aids. This client had already received eight sessions of psychotherapy 

ending in March 2020. During the four therapy sessions, the therapist and client used 

compassion to help further develop and consolidate her existing psychological skills. In 

session four, the therapist and client mutually agreed for the client to be discharged from 

psychological therapy (Table 2).   

 

Acceptability  

 All six clients reported finding the programme “helpful” and enjoyed focusing on 

compassion. All but one would recommend CFT to a friend if they were experiencing 
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problems with their own mental health; one was not sure  (this client however only received 

two sessions). Five clients found the homework “easy” and were “pleased” they had 

telephone-therapy, although half did find this approach “a bit hard”. Four clients found the 

homework helpful. While the context of sessions was tailored to the client’s ability, four 

clients only understood “some” of the information discussed (Table 3). 

 

Table 3  Adapted feasibility and acceptability questionnaire 

Question Response 

How much of the session did you understand? 

 

All 33.3% 

Some 66.6% 

None 0% 

 

Did you find the sessions focusing on compassion helpful? 

 

Yes 100% 

No 0% 

Not sure 0% 

 

How helpful did you find the homework focusing on compassion? 

 

Very 66.% 

A bit 33.3% 

Not helpful 0% 

 

How easy/hard was the homework? 

 

Easy 83.3% 

A bit hard 17.6% 

Very hard 0% 

 

Did you enjoy focusing on compassion? 

 

Yes 100% 

Not 0% 

Not sure 0% 

 

How easy/hard was having therapy over the phone? 

 

Easy 50% 

A bit hard 50% 

Very hard 0% 

 

Are you pleased you had telephone therapy opposed to waiting for 

waiting for face-to-face? 

 

Yes 83.3% 

Not sure 17.6% 

No 0% 

 

Would you recommend CFT to a friend? 

 

Yes 93.3% 

Not sure 17.6% 

No 0% 

CFT = Compassion Focused Therapy  
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>insert figure 2< 

 

Figure 2 Photo of client’s soothe box. Journal entry: “We [therapist and client] talked about 

what is compassion like being listened to, be cared, and loved, respected to others and kind 

to each other and to be supported [sic]. We also talk [sic] about what is not compassion like 

not being kind to others, with judging and bullying and making me feel scared. He [therapist] 

gave me homework to make a soothe box to keep all the nice things together. I’ve really 

enjoyed making this, so I went shopping and bought a box to decorate with things that I like. 

I really like my soothe box, I use it a lot when I’m so sad. 

 

>insert figure 3< 

Figure 3 Example of incorporating CFT skills in everyday practices: Journal entry: “Mum has 

put my work on my board to remind me to practice everyday [sic] so me and my support 

workers can see how my feelings are and help me to feel better by using a soothe box and 

breathing. I use my board when I [sic] don’t feel like talking and everyone can see the board 

and help me. I have learnt to get my [self-soothe] box and do my breathing by myself before I 

get too cross [frustrated, angry] and fed up. I can calm myself down instead of saying “shut 

up””. 

 

Preliminary effectiveness and outcome 

 Table 4 provides a summary of self-reported changes on the PTOS-ID II measure 

between assessment, pre-therapy and post-therapy. Overall, improvements were observed 

between assessment and post-therapy (g=0.27), and pre- and post-therapy (g=0.33) in 

psychological distress demonstrating a small effect size. A small reduction in positive 

wellbeing was observed between the assessment and post-therapy (g=0.24), however no 

significant effect was reported between pre-therapy and post-therapy (g=≤0.2). A small 

improvement was reported in risk between assessment and post-therapy (g=0.4), which had 

increased to a medium effect between pre- and post-therapy (g=0.69). Five clients were 

above the clinical cut off on distress pre-therapy, which reduced to three post-therapy.  

Following treatment, five of the clients were discharged from psychological therapy. 

One client was accepted for face-to-face therapy due to her level of distress. Additional 

health needs were identified in two clients and were subsequently referred to other pathways 
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within the service (behavioural pathway and occupational therapy). None of the clients 

deteriorated in terms of risk.   
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Table 4 PTOS-ID II results; means (SD); Effect sizes Hedges’ g, [CI 95%] 

     Effect sizes 

 

Measure  Assessment  Pre-therapy Post-therapy Assessment vs 

pre-therapy  

Assessment vs 

post-therapy  

Pre-therapy vs post-

therapy 

PTOS-ID 

II 

Psychological distress 

 

21.4 (14.5) 22 (13.7) 16.8 (13) 0 

[-0.64, 0.56] 

0.27 

[-0.33, 0.97] 

0.33 

[-0.02. 0.77] 

Positive wellbeing 

 

22.8 (4) 22 (5.2) 21.3 (5.7) 0.14 

[-0.8,1.1] 

0.24 

[-1.12, 1.7] 

0.1 

[-0.9, 1.16] 

Risk 1.2 (1.6) 2 (2.3) 0.5 (1.2) -0.3 

[-0.88,0.1] 

0.4 

[-0.39, 1.33] 

0.69 

[-0.12, 1.7] 

PTOS-ID II = Psychological Therapy Outcome Scale for Intellectual Disabilities 2nd edition
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Discussion 

This is the first report that the authors are aware of examining the use of telephone 

delivered psychological therapy for adults with ID. The findings are novel in that regard and 

have important clinical implications, which are particularly relevant given the current climate 

as services for people who have ID are adapting their practice to meet the care needs and 

safety requirements of a COVID-19 world.  

Notwithstanding the modest sample size and the fact effectiveness was not the 

primary aim of this evaluation, findings add to the growing evidence suggesting individuals 

with ID can benefit from adapted psychological therapies (Beail, 2016b). More specifically, 

CFT delivered within a routine clinical practice appears safe and can help a sub-group of 

individuals with ID manage their psychological distress. The methodological design further 

supports the practice of gaining feedback from clients with ID regarding their level of care to 

further develop service pathways (MacDonald et al., 2003).   

 All clients self-reported the programme as helpful and enjoyable. Of those who 

attended more than two sessions, all would recommend CFT to a friend. High rates of 

attendance (83%) were also observed across the group – indeed, rates of adherence in remote 

therapies are often greater than attritions rates reported in face-to-face treatments (Mohr et 

al.,  2013). Such findings appear consistent with the previous study investigating the 

acceptability of a protocol-driven CFT programme for individuals with ID (Clapton et al., 

2018). However, given that Clapton et al’s., programme was delivered within a group setting, 

the authors questioned what role (if any) group effects had on client’s level of satisfaction. 

Our study suggests clients report similar benefits when CFT is delivered individually, further 

supporting the acceptability of this approach in this population. Finally, extrapolated from the 

client’s journal entries, the findings show that CFT principles delivered by drawing on key 

concepts of the ‘Compassionate Kitbag’ (Lucre & Clapton, 2020) can become tangible, 
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concrete and accessible for some people with ID, as the client was able to transfer theoretical 

and abstract ideas to her everyday life.  

Results indicate after treatment on the group level; clients reported an improvement 

using the PTOS-ID II in psychological distress measuring a small effect size (g=0.33) and a 

reduction in risk at the medium level (g=0.69). However, no significant difference (≤0.2) was 

observed in positive wellbeing following treatment. None of the clients experienced a 

deteriorated in levels of risk. Five clients were subsequently discharged from psychological 

therapy, while the remaining client was assessed as needing face-to-face therapy given her 

presenting problem. Moreover, additional needs were identified in two clients who were in a 

position to receive treatment following the intervention.   

In order to have greater confidence in the findings, future research is now needed to 

explore remote psychological therapies in people with ID using a sufficiently powered and 

controlled methodological design examining clinical and cost-effectiveness. Indeed, while the 

sample size largely reflected the number of clients suitable for this approach within an adult 

ID community health service, it was only modest affecting the reliability of the findings. 

However, before this step, pilot research studies collating qualitative and quantitative 

evidence examining the acceptability and feasibility of delivered treatments could be used to 

help improve on different aspects of remote interventions, such as identifying active (and 

inactive) behavioural change techniques associated with tele-therapies in ID. For example, 

while the intervention was adapted based on the available evidence base, two-thirds only 

understood “some” of the information that was discussed. At this stage, it is unclear whether 

this was a result of the content per se, remote method of delivery posing additional challenges 

on client’s level of comprehension, or both. Nevertheless, it further highlights the need for 

psychological therapies to be tailored to the client’s ability.  
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The largest reduction was observed in risk to self and others. CFT has been suggested 

to help clients manage motives underpinning self-harm; for instance, helping individuals to 

regulate their emotional states; promote self-compassion allowing clients to challenge 

triggers of self-punishment; and facilitate in more helpful ways of relating to others (Vliet & 

Kalnins, 2011). Future research is required to explore the link between compassion and risk-

related behaviours, as well as other psychological correlates, in those with ID. This approach 

could be used to help supplement and guide other therapeutic modalities for clients 

presenting with risk. For example, studies investigating clinical samples without ID have 

begun exploring the correlation between self-compassion and health-related outcomes such 

as anxiety, depression, quality of life and coping, to help inform the role of therapies focusing 

on the development of compassion (Clegg, Sirois & Reuber, 2019).  

This evaluation supports the need for future research to explore how remote therapy 

could supplement existing pathways for people with ID. Evidence from the general 

population suggests face-to-face therapies tend to be more effective than over-the-telephone 

for severe symptoms (Hammond et al., 2012); therefore, a stepped care approach for people 

with ID may be more suitable, as Jackson and Beail (2016) suggest. Combined with our 

finding that only six from 22 clients were suitable to receive remote therapy, possibly a 

blended-stepped care model offering clients the option of face-to-face or remote-delivered 

services could also help to improve acceptability, while not at the expense of overall 

effectiveness (Wentzel et al., 2016). Stepped care pathways are recommended for adults and 

children without an ID, for depression and anxiety disorders (NICE, 2009, 2014, 2019). 

Indeed, stepped care can help to increase the accessibility of psychological therapies, reduce 

waiting times and provide people with an appropriate level of care, while at the same time 

providing cost-effective and helpful treatments (Ho et al., 2016). Indeed, people with ID 

examined elsewhere have raised the issue of having to wait a long time before seeing a 
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psychologist (Lewis et al.,  2016). In this context, remote-delivered CFT could be offered to 

suitable clients with ID presenting with mild to moderate psychological difficulties in the first 

instance, before stepping up (or down) care to more intensive approaches (if necessary). 

However, as not all clients were suitable for remote therapy, an important first stage is to 

explore acceptability rates in a larger ID population helping to determine which clients would 

most benefit from this approach. This should also consider client’s motivation to engage in 

remote-therapy. While the therapist set homework after each session, as reflected in the 

journal entries, clients were required to take some degree of ownership of their treatment and 

become self-directed in applying their skills. Motivation to engage has also been discussed by 

patients with ID when reflecting on their experience of receiving psychological therapy, 

demonstrating the importance of clients wanting to make changes (Lewis et al., 2016), as 

oppose to acquiescing or changes being imposed by others.  

 

Limitations  

The findings should be viewed in light of the following limitations: 

Qualitative data was not purposively collected as a method to further examine 

acceptability of the intervention. As demonstrated the by client’s journal entries reported here 

and not withstanding any potential biases given how this data was collected, such evidence 

could have provided greater insight into clients’ experiences, and help to consider how best to 

develop the programme and integrate it within existing care pathways for people with ID. For 

example, it has been recognised that there is a need to develop creative ways to apply and 

adapt CFT principles drawing together a ‘Compassionate Kitbag’ for clients, taking into 

consideration their need, ability and presenting difficulty (Lucre & Clapton, 2020). No 

follow-up data was collected post-therapy – this was largely due to the therapist leaving the 

service as the placement ended. Clients could have been contacted at a later date to explore 
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whether any therapeutic effects were maintained over time. Although clients were 

systematically screened for suitability, no conclusions can be made regarding possible 

selection biases in this process. Moreover, figures of how many clients were originally 

screened and excluded (and why) were not available.  As one therapist delivered the 

treatment to all clients, we cannot explore the possible impact of therapist effects nor the 

validity of the results. This is particularly pertinent given that the therapist completed all 

measures with the client and therefore, results could be influenced by demand characteristics. 

Finally, no specific CFT-related measure was used. This could have helped to investigate 

factors assumed to underpin this therapeutic approach such as, social compassion or 

reduction in self-criticism. For example, the Adapted Self-Compassion Scale or Adapted 

Social Compassion Scale – as was used in the study by Clapton et al., (2018) – could have 

been utilised here. However, it is important to recognise that such measures have not been 

validated in those with ID and previous research has suggested this population require 

considerable support when completing such questionnaires (Hardiman et al., 2017). Future 

research is required to reliably examine key concepts of CFT, in people with ID.   

 

Conclusions 

 The findings add to the growing evidence suggesting individuals with ID can benefit 

from receiving psychological therapies, including CFT, when adapted to their need and 

ability. Initial results of remote therapy in those with ID with mild to moderate mental health 

difficulties seem promising and warrant further research. 
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