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ABSTRACT

Background: In forensic settings, patients with intellectual disabilities are overrepresented. A
relative novel treatment approach for this population is schema therapy. The goals of schema
therapy for offenders with intellectual disabilities are to reduce maladaptive emotional states
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and to reinforce healthy emotional states and enhancing the patient’s ability to ask for help. No

studies are examining the effectiveness of this approach.

Method: We examined the effectiveness of Schema Therapy for offenders with intellectual
disabilities (ST-ID) in terms of emotional states, psychological complaints, and violence risk in six

participants.

Results: Reliable change analyses showed significant improvements in emotional states and

certain psychological complaints.

Conclusions: While many questions remain about the effectiveness of ST-ID, our study shows that
offenders with ID can benefit from this psychological treatment.

An intellectual disability (ID) is defined by significant
intellectual deficits and significant deficits in functional
and adaptive skills - skills that involve the ability to
carry out age-appropriate daily life activities. Two
different systems for classifying intellectual disability
(ID) are the International Classification of Disease
(ICD-11, World Health Organization [WHO], 2018)
and the Diagnostic and Statistical Manual of Mental Dis-
orders (DSM-5, American Psychological Association
[APA], 2013). An ID is associated with an IQ score of
below 70 whereas somebody with borderline intellectual
disability is predominantly characterised by a low, stan-
dardised IQ between 71 and 84. In the DSM-5, the terms
“mild” (IQ range 50-69), “moderate” (IQ range 36-49),
“severe” (IQ range 20-35), and “profound” (IQ <20) are
used to describe the severity of the condition.

Persons with intellectual disabilities are vulnerable in
social situations because their social and cognitive skills
are hampered or impaired (Nader-Grosbois, 2014; Siga-
foos et al., 2017). Also, the childhood of persons with
intellectual disabilities is often characterised by family
pathology and dysfunction. Moreover, they have often
witnessed parental violence, or were exposed to abuse
or neglected (Santoro et al, 2018). The prevalence
of intellectual disabilities in the general population is

1-2% (Cuypers et al., 2021). In forensic psychiatric set-
tings, however, patients with intellectual disabilities are
overrepresented with prevalence rates ranging up to
50% (Kaal et al., 2014). A study showed that 23% of the
180 included Dutch cases were classified with an intellec-
tual disability (Van Nieuwenhuizen et al., 2011). Frequent
comorbid disorders are autism spectrum disorders, sub-
stance use disorders, and personality disorders (PDs)
(Lunsky et al., 2011), especially when admitted to high
secure services (Thomas et al, 2019; Verheijen et al,
2021). For example, a study by Alexander et al. (2010)
showed that approximately 50% of their sample of 138
offenders with intellectual disabilities had a personality
disorder although controversy remains whether it is
appropriate to classify a PD in a person with intellectual
disabilities (Sendenaa et al., 2017). Relatedly, comorbid
disorders, in general, tend to be difficult to diagnose in
individuals with an intellectual disability. Their limited
intellectual potential and communication difficulties
may lead to diagnostic masking or overshadowing (Man-
ohar et al., 2016; Wark & Kingstone, 2019). For example,
it may be difficult to differentiate between intellectual dis-
ability and autism spectrum disorder.

Problematic behavior, such as aggression, is common
in persons with intellectual disabilities. There are many
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different expression forms of aggression, but the most
common ones in individuals with intellectual disabilities
are physical aggression, verbal aggression, tempter tan-
trums, sexual aggression, and self-injurious behaviour
(Keulen-de Vos & Frijters, 2016; Van den Bogaard
et al., 2018). Prevalence rates of aggressive behaviour
in persons with intellectual disabilities vary up to 60%
between studies (Bowring et al., 2019; Esteves et al,
2021; Luteijn et al., 2017). Some variation in studies
can be explained by differences in study designs and
methodologies. Moreover, persons with intellectual dis-
abilities are responsible for a disproportionate amount
of institutional transgressions (Keulen-de Vos &
Frijters, 2016).

There are several psychologically-based treatments
for challenging behaviour in individuals with an intel-
lectual disability, such as cognitive-behavioural treat-
ment (CBT), anger management approaches, skills
training, and educational treatment, with central focus
on cognitive restructuring, the modification of a
patients’ ways of thinking, and to improve competencies
and skills while decreasing undesirable behavior. These
therapies are delivered either in a group or individual
format. There is evidence that psychological treatment
is effective in individuals with intellectual disabilities
(e.g., Didden et al., 2019; Nicoll et al., 2013). However,
relatively few studies have been conducted in offenders’
with intellectual disabilities. The study by Travis and
Sturmey (2013) is one of the few studies on skills train-
ing, showing a decline in aggressive responses and an
increase in social desirable behavior in offenders who
participated in behavioural skills training. A relative
novel approach in individuals with intellectual disabil-
ities and challenging behaviour is schema therapy.

Schema therapy focuses on unmet basic emotional
needs in childhood (e.g., the need for safety and
stability), which has led to the development of schema
modes or emotional states that dictate behaviour
(Young et al., 2003). According to schema therapy the-
ory, criminal or challenging behaviour originates from a
series of maladaptive schema modes. Typically, schema
modes are thematically organised into one of four
domains. Innate child modes refer to feeling, thinking,
and acting as an “as if” child. The name of the domain
refers to childhood basic emotional needs that have
been neglected, overindulged, or frustrated (Young
et al, 2003). Dysfunctional parent modes refer to
internal critical messages that reflect negative interna-
lised parent behaviour and emotional stance. Maladap-
tive coping modes refer to the actions taken in an effort
not to feel the emotions of the child modes. Two types of
coping modes can be distinguished. Avoidant coping
modes involve attempts to protect oneself from pain

using avoiding, whereas overcompensatory modes
refer to extreme attempts to overcompensate painful
feelings. Healthy modes refer to the expression of
healthy relationships, taking on responsibilities and par-
ticipating in enjoyable and playful activities. See Bern-
stein et al. (2019) for a detailed description of schema
therapy concepts and therapeutic techniques in forensic
patients. Regular forensic schema therapy is not suitable
for offenders with intellectual disabilities although they
show similar (histories of) challenging behaviour and
have a similar medium to high risk of recidivism. Regu-
lar schema therapy calls for an intact meta-cognitive
ability, or the ability to reflect upon your thinking, feel-
ing, and behaviour. In people with intellectual disabil-
ities, this ability is often hampered (Nader-Grosbois,
2014). Recently, schema therapy has been adapted for
patients with intellectual disabilities (Keulen-de Vos
et al, 2016). Differences between regular schema
therapy and schema therapy for ID are the use of
more structure and visualisation (i.e., schema mode
images), and the slower pace in which schema therapy
for ID takes place. Also, there is a stronger emphasis
on psychoeducation. The primary aims of schema
therapy for ID are the reduction of maladaptive schema
modes and enhancing patients’ healthy modes and the
ability to ask for help. A small-scale feasibility study
(n = 4) showed that schema therapy for ID could be car-
ried out in offenders with intellectual disabilities. More-
over, participants were enthusiastic about the treatment
program and therapists reported an increase in patient’s
insight (Keulen-de Vos et al., 2016). Thus far, no
research has been conducted to examine the effective-
ness of schema therapy for ID.

The current pilot study focused on the effectiveness
of schema therapy for ID in reducing maladaptive
schema modes (i.e., coping modes) and enhancing
healthy schema modes in a sample of persons with an
intellectual disability or moderate borderline function-
ing who receives mandated care because of histories of
criminal behavior. Secondary aims were to examine
the effects of reducing psychological symptoms. We
hypothesised that schema therapy for ID would lead
to a decrease in coping modes, an increase in healthy
modes, and a decrease in symptoms.

Method
Design and participants

This case series is conducted in Forensic Psychiatric
Centres “de Rooyse Wissel” and “Trajectum”, both in
The Netherlands. De Rooyse Wissel is a maximum
secure hospital that provides treatment for mentally



disordered offenders who are sentenced under the puni-
tive measure “Ter Beschikking Stelling”, which can be
translated as treatment on behalf of the state. Under
Dutch criminal law, offenders can be sentenced to invo-
luntary treatment if their accountability for their crimes
is judged to be diminished because of a mental disorder
(Van Marle, 2002). Trajectum also offers treatment for
patients with intellectual disabilities and behavioural
problems and/or criminal behavior but not exclusively
to patients who are sentenced under the punitive
measure TBS.

Forensic patients with (a) an full-scale IQ ranging
between 60 and 80; (b) (a history of) problem behaviour
such as aggression and criminal behaviour; and (c) a
medium to high risk of reoffending were included in
this study. We included a broad IQ range as we wanted
to examine the effects of schema therapy in persons with
either an intellectual disability or borderline intellectual
functioning as both groups are highly prevalent in for-
ensic settings in the Netherlands (Van den Bogaard
et al., 2018). Exclusion criteria were comorbid brain
damage or neurological impairments (e.g., dementia),
and acute disorders such as anorexia, psychotic dis-
orders, and current dependency on/relapse in sub-
stances. The sample consisted of 5 male and 1 female
offenders. The mean age of the sample was 36 years
(SD =7.82, range 26-50). The average length of stay in
the institutions at the time of the study was 19.2 months
(SD =11.4; range 7-34). Patients’ mean full-scale IQ
(WAIS-1V; Wechsler, 2012) was 76.7 (SD = 3.6, range
72-80). Three patients were prescribed psychiatric
medication. The average psychopathy checklist score
(PCL-R; Hare, 2003) in this sample was 14.8 (SD = 8.8,
range 11-24).

Procedure

The study received ethical approval from the insti-
tutional human research ethics committee (HREC num-
ber EC0017-1). Before approaching participants,
permission was asked from the treatment coordinator.
The coordinators were asked which patients on their
wards were eligible to participate based on the in- and
exclusion criteria, and based on how were patients
were doing (e.g., were they stable in terms of psycho-
logical functioning). Per site, Trajectum, and De Rooyse
Wissel, one schema therapy group for ID, consisting of
three to four patients, was scheduled. Six patients,
whom all had no previous experience with schema
therapy, were approached. All participants gave written
informed consent in accordance with the Declaration of
Helsinki. They received an information letter describing
the design and rationale for the study, including the
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burden (e.g., filling out questionnaires), potential
benefits and disadvantages (e.g., becoming emotional,
feelings stressed) of the study. Patients were given a 2-
week decision window before signing the consent
forms, one for participating in the study, and one for
video recording.

The treatment module consists of two phases. The
first phase is aimed at psycho-education and recognition
of maladaptive schemas, basic emotional needs, coping
styles, and schema modes (Keulen-de Vos et al., 2016).
This phase consists of a 19-session group protocol, led
by a schema therapists and an arts therapist (e.g.,
drama therapist, art therapist). The latter aids in visua-
lising the therapy content and lead the experiential
interventions. After explaining the ST concepts, patients
work towards creating their schema mode model, which
represents different emotional states or “sides” of the
patient that can be triggered in different situations.
This model is presented to group members, staff, and
social support system. The second phase focuses on
recognising and changing schema modes (Keulen-de
Vos et al, 2016). This phase also takes place in a
group format but is not delivered according to a
specified protocol.

In our study, patients were assessed at pre-treatment
(T1) and after the first phase of treatment (T2). Unfor-
tunately, we were unable to collect data after the second
phase because participants did not fill out the question-
naires. The Symptom Checklist-90-Revised (SCL-90-R;
Arrindell & Ettema, 2005), Schema Mode Inventory-
Forensic version (SMI-F; Lobbestael et al., 2016), and
Mode Observation Scale (MOS; Bernstein et al., 2009)
were administered or filled out by psychologists with
extensive training in schema therapy. All participants
were tested individually and the data were stored
anonymously.

Materials

Detailed diagnoses (DSM-IV; APA, 2004), demo-
graphic and criminal information were extracted
from patients’ file charts after the patients signed the
consent form. Diagnoses in the patients’ file charts
were based on clinical and/or semi-structured inter-
view diagnoses made by certified psychiatrists and
clinical psychologists. The full-scale IQ score was
assessed through a standardised measure of intelli-
gence. Existing scores on the Dynamic Risk Outcome
Scale (DROS; Drieschner & Hesper, 2008) and Histori-
cal-Clinical-Risk management scheme (HCR-20V3; De
Vogel et al., 2013) were used to assess problem areas
and risk factors before the start of treatment; no data
was available at the end of phase 1.
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Psychological symptoms

We assessed psychological symptoms with the SCL-90-
R. Nine psychopathology scores and a global severity
index can be derived from 90 items that are rated on a
5-point scale (1 = not at all present; 5 = very present).
The psychopathology scales are: somatisation, obses-
sive-compulsive, interpersonal sensitivity, depression,
anxiety, hostility, phobic anxiety, paranoid ideation,
and psychoticism. The internal consistency for the
SCL-90-R subscales in our study varied from =.27 to
.89 at pre-treatment and o = .27 to .81 at post treatment.
Internal consistency for the hostility subscale could not
be computed because the scale items had zero variance.
The internal consistency for the total scale was « = .93 at
pre-treatment and .81 at post treatment.

Schema modes

We assessed schema modes with the SMI-F and the
MOS. The SMI-F is a self-report questionnaire to assess
the frequency of 19 different schema modes in offending
populations (Lobbestael et al., 2016). It consists of 177
items that are rated on a 6-point scale (1 = hardly ever;
6 = almost always). The internal consistency of the
SMI-F subscales in our study varied from « =.61 to .93
at pre-treatment and from « =.36 to .85 at post treat-
ment. The internal consistency for the total scale was «
= .96 at pre-treatment and .77 at post treatment. The
MOS is an observer report to assess the intensity of
schema modes in clinical situations (Bernstein et al.,
2009). It consists of 18 schema modes that are rated on
a 5-point scale (1 = absent; 5 = extremely present). The
MOS is rated by a schema therapist. The instrument
has specifically been developed for offender samples.
The internal consistency (Cronbach’s alpha) for the
MOS in our study varied at pre-treatment from « = .88
for the child mode domain, .87 for the maladaptive cop-
ing mode domain, and .93 for the dysfunctional parent
mode domain. The internal consistency for the healthy
mode domain could not be calculated due to a negative
average covariance among items. The post treatment
internal consistency scores varied from « =.54 for the
child mode domain, .61 for the maladaptive coping
mode domain, .82 for the dysfunctional parent mode
domain, and .79 for the healthy mode domain. The
internal consistency for the total scale was a=.91 at
pre-treatment and « = .77 at post treatment.

Analyses

We analysed our data using a case series design. Descrip-
tive analyses were conducted with SPSS version 20.
Jacobson’s Reliable Change Index (RCI; Jacobson &
Truax, 1991) was used as a statistical measure of

improvement in schema modes and psychological
symptoms. The RCI provides a z-score where higher
scores correspond with improvement and the threshold,
for significant improvement (at p<.05) lies at a
z-score>1.96. The RCI is calculated as

(X2 — X1)/,/2(SD\/1—)* where X1 is a subject’s pre-

treatment score and X2 the post treatment score (or
reversed if lower scores mean better functioning). The
Cronbach’s alpha is used as a reliability coefficient for
the measure or subscale.” Effect sizes (Cohen’s d) were
calculated as the difference between pre-treatment and
post treatment means divided by the standard deviation
at pre-treatment d= (M, - M;)/o. Effect sizes are
classified as small above 0.2, medium above 0.5 and
large above 0.8 (Cohen, 1988).

Results

Table 1 provides an overview of all results. A profile of
the participants and their results follows below (pseudo-
nyms used).

Participant 1

Thomas was a 34-year-old man with a substance use
disorder and a cluster B PD. His full-scale IQ was 72.
He was admitted to the Rooyse Wissel for (attempted)
murder/manslaughter. During his stay, no institutional
transgressions took place. Thomas did not show a
reliable change in maladaptive nor healthy modes. His
scores on the SCL-90-R indicated no significant change
in symptoms.

Participant 2

David was a 37-year-old man with an autism spectrum
disorder and a substance use disorder. Furthermore, he
was diagnosed with a PD Not Otherwise Specified (PD-
NOS). His full-scale IQ was 80. He was admitted to the
Rooyse Wissel for a sexual offense. During his stay, no
institutional transgressions took place.

David showed a significant increase in healthy
modes, both measured on the SMI-F (d = —1.05) and
MOS (d = —1.83). He did not show a reliable change
in maladaptive modes. The scores on the SCL-90-R
indicated a reliable change in interpersonal sensitivity
(d = 1.56).

Participant 3

Andy was a 35-year-old man who was admitted to the
Rooyse Wissel for (attempted) murder/manslaughter.



Table 1. Reliable change indices and effect sizes for two time points.

Thomas David Andy John Maria Richard
Scales RCl ES RCl ES RCI ES RCI ES RCI ES RCI ES
SMI mode domains
Child modes —1.53 —0.43 1.00 0.28 0.59 0.17 4.07 1.15 2.24 0.63 8.22 27
Parent modes —2.68 -0.73 —0.75 —0.42 1.18 —0.10 291 1.87 8.27 2.40 5.98 1.03
Coping modes: avoidant 1.22 0.60 1.22 0.60 191 0.93 5.92 2.90 5.58 2.73 8.71 4.27
Coping Modes: forensic —0.26 —0.06 —0.43 —0.11 2.09 0.51 6.08 1.49 7.38 1.81 8.51 2.09
Healthy modes -1.38 0.70 2.07 —1.05 1.38 —0.70 -1.55 0.79 —4.30 2.19 1.72 —0.88
MOS mode domains
Child modes 0.06 0.05 0.72 0.69 —0.44 —0.43 1.44 1.38 1.55 1.38 1.77 1.50
Parent modes —2.06 -1.23 0.51 0.31 —3.60 —2.16 3.09 1.85 4.12 1.85 4.12 1.85
Coping modes: avoidant 0.46 0.47 0.63 0.64 —0.70 -0.71 2.03 2.05 217 2.05 2.65 2.19
Coping modes: forensic —0.62 —0.75 —0.31 —0.38 —0.78 —0.94 1.40 1.70 0.47 1.70 0.47 0.57
Healthy modes —1.84 1.22 2.76 -1.83 5.52 —3.66 2.76 -1.83 2.76 -1.83 2.76 -1.83
SCL-90-R
Phobic anxiety 0.00 0.00 0.00 0.00 0.71 0.50 0.00 0.00 3.59 2.54 1.46 1.04
General anxiety 0.00 0.00 0.00 0.00 —0.54 —0.29 1.08 0.57 3.24 1.71 —0.54 -0.29
Depression 1.56 0.83 —0.47 -0.25 -1.16 —0.62 1.82 0.96 1.16 0.62 4.36 1.27
Somatisation -0.23 —0.14 0.23 0.14 0.46 0.28 1.21 0.72 2.4 1.45 0.72 0.43
Inadequacy of thought and action 0.00 0.00 —0.26 —0.18 —0.80 —0.55 0.55 0.38 3.20 2.22 0.79 0.55
Interpersonal sensitivity —0.21 —0.14 235 1.56 -1.54 —1.02 0.77 0.51 217 1.44 0.42 0.28
Hostility —1.47 —1.00 0.00 0.00 —2.86 —1.94 2.86 1.94 1.39 0.94 0.00 0.00
Sleeping problems 0.00 0.00 0.00 0.00 —0.58 —0.34 2.34 137 175 1.02 -0.59 -035
Other 0.00 0.00 0.00 0.00 —0.32 —0.22 1.62 1.10 1.65 1.12 1.00 0.68
Psychoneurotism 0.20 0.14 0.44 0.30 —0.80 —0.54 1.39 0.95 2.55 1.73 0.96 0.65

Note. Significant values in bold.
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He was diagnosed with an anxiety disorder, substance
use disorder, and PD-NOS, and his full-scale IQ was
80. During his stay, no institutional transgressions
took place. Andy showed a significant decrease in mala-
daptive modes (d = .51) on the SMI-F and a significant
increase in healthy modes (d = —3.66) on the MOS. His
scores on the SCL-90-R indicated a decrease in hostility
symptoms (d = —1.94) but no other symptoms.

Participant 4

John was a 26-year-old man with an autism spectrum
disorder and a paraphilic disorder, and a PD NOS.
His full-scale IQ was 76. He received treatment at Tra-
jectum for “other criminal behavior”, referring to
theft, damages, or vandalism. During his stay, no insti-
tutional transgressions took place. Based on the
Dynamic Risk Outcome Scale (DROS), the five highest
problem areas were: insight into problems, expectations
after treatment, sexual related cognitions and behaviour,
impulsivity, and attitudes towards treatment.

John showed a significant decrease in both maladap-
tive (d ranged from 1.49 to 2.9) and an increase in
healthy modes (d = —1.83). His scores on the SCL-90-
R indicated change in psychological symptoms (i.e.,
hostility and sleeping problems).

Participant 5

Maria was a 34-year-old woman with an anxiety dis-
order, mood disorder, and substance use disorder who
had a full-scale IQ of 73. She was treated at Trajectum
for “other criminal behaviour”, referring to theft,
damages, or vandalism. During her stay, no institutional
transgressions took place. Based on the DROS, the
single problem area was “social skills and behaviour”;
no other problem areas were indicated.

Maria showed a significant decrease in maladaptive
modes (d ranged from 1.41 to 2.05) and an increase in
healthy modes on the MOS (d = —1.83) but a decrease
in healthy modes on the SMI-F (d=2.19). Her scores
on the SCL-90R indicated change in almost all SCL-
90-R subscales.

Participant 6

Richard was a 50-year-old man with a paraphilic dis-
order and a cluster C PD. His full-scale IQ was 73. He
was admitted to Trajectum for (attempted) murder/
manslaughter. During his stay, no institutional trans-
gressions took place. Based on the Dynamic Risk
Outcome Scale (DROS), the five highest problem
areas were: insight into problems, expectations after

treatment, cooperation, coping, and social skills and
behaviour.

Richard showed a significant decrease in maladaptive
modes (d range from 2.09 to 4.27), whereas healthy
modes increased (d = —1.83). His scores on the SCL-
90R indicated a decrease in depressive symptoms (d =
1.27).

Discussion

The observed decrease in maladaptive modes and
increase in healthy modes is in line with previous
studies showing the effectiveness of schema therapy
for offenders (Bernstein et al.,, 2021; Keulen-de Vos
et al., 2016). In addition, studies on the effectiveness
of schema therapy in young people have shown hopeful
results for patients having personality problems, inter-
nalising problems (Roelofs et al., 2016), and externalis-
ing problems (Van Wijk-Herbrink et al., 2017). This is
relevant as people with intellectual disabilities are
characterised by significant limitation in cognitive abil-
ities; they typically have cognitive abilities and a low
level of social-emotional development similar to
young people (<12 years) (Ddsen, 2007; Loose et al.,
2015). In a multiple case study by Van Wijk-Herbrink
et al. (2017), three out of four patients showed a
reduction of maladaptive modes and an increase in
healthy modes. Similar findings were reported in the
case study (n = 4) by Roelofs et al. (2016). Our study
findings are in line with these findings.

In the last years, there is an increasing awareness that
patients with intellectual disabilities can benefit from
the usual treatment palette by adapting common treat-
ments to the possibilities, limitations, and needs of
these patients (De Wit et al., 2011). Persons with intel-
lectual disabilities have limited abilities to interpret
internal mood states and have difficulties with expres-
sive and receptive language (Ddsen, 2010). Moreover,
they have a limited repertoire of coping strategies (Ben-
son, 2004). A study by Ddsen (2010) showed that
patients with intellectual disabilities can improve their
coping skills through skills training. This may explain
why our study showed a reliable change in the improve-
ment of maladaptive emotional states (Young et al,
2003). The first phase of schema therapy for ID consists
of skills training in schema therapy concepts (i.e., what
are schema modes, why are they important, how do they
contribute to behavior). Another explanation for
improvement in maladaptive schema modes is that
schema therapy for ID is in line with Dutch guidelines
of effective treatment interventions for (young) people
with intellectual disabilities (De Wit et al., 2011).
Schema therapy for ID consists of very concrete and



simple behavioural exercises to increase healthy coping
skills and decrease malfunctioning coping modes. This
could explain why we found significant improving
effects on coping modes specifically and no treatments
effect on psychological symptoms in general.

The findings of our study should be considered in light
of several limitations. First, the sample size is small and
there is a lack of a control group. Second, no inferences
can be drawn in terms of the effectiveness of schema
therapy for ID in female offenders; there was just one
female patient included in this pilot. However, in our
study were no notable differences between male patients
and the female patient about change in maladaptive and
healthy modes, suggesting that both genders can equally
benefit from schema therapy for ID. However, the com-
parison between genders was not a statistical comparison.
Third, we used a self-report to assess psychological symp-
toms in our sample. However, some people with intellec-
tual disabilities may have difficulties with self-reporting
due to problems of understanding and communication
(Emerson et al., 2013). Fourth, ST-ID consists of two
phases (i.e., psychoeducation and behavior modification)
but we were only able to collect data pre and post the
first phase. We expect the second phase of treatment to
perpetuate the treatment effects of the first phase. Finally,
no inferences can be made yet on the effectiveness of ST-
ID on recidivism risk. Future research should focus on the
long-term effects of ST for persons with intellectual dis-
abilities to find out whether gained results maintain at fol-
low-up. Long-term research is recommended to find out
whether ST could be of predictive value concerning the
risk of recidivism in people with intellectual disabilities.

This study was the first to examine the effects of ST
for patients with intellectual disabilities who were con-
victed for a violent offence. Though many questions
remain about the effectiveness of ST-ID, these findings
have theoretical and clinical implications. From a theor-
etical perspective, the findings contribute to the empiri-
cal evidence for ST-ID in forensic settings. From a
clinical perspective, the study shows that individuals
with intellectual disabilities can benefit from psycho-
logical treatment.
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