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Introd uction phobias are the most common anxiety disorders in people with
I.D., with lifetime prevalences of 5 to 11.3% [1,2].

The t:1eoret|;:al C?Ilte)ét- Ofdthe .prObIem IaI:id thi And if Essau [3] indicates a higher probability of developing a

prevalence ot anxiety disorders In a population o psychopathology in children and adolescents with I.D. compared

peoPIe with intellectual disabilities (ID) to those without, Dekker and Koot [4,5] cite a prevalence of

Epidemiological studies show that generalized anxiety and specific ~ 21.9%.
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The prevalence of anxiety disorders in the population of people
with 1.D. having a severe mental handicap is 43% [6].

Predisposing risk factors

Despite the similarity that exists between risk factors in this
population and those without ID [7] intellectual disability is a risk
factor for the development of anxiety disorders and has harmful
consequences on the development of adaptive behaviours [8].
Individuals with an I.D. would also have a biological vulnerability
to psychopathological disorders caused, for example, by the pre
or postnatal condition having caused the ID. Furthermore, the ID
leads to shortfalls in the learning process. Negative experiences,
associated with a weak perception of control, lead to a higher
expectation of failure which then increases anxiety. Difficulties
with social adaptation and managing environmental stress make
it so that people with an ID respond to stressful situations with an
elevated level of anxiety [9].

Also, when a child's cognitive development doesn't conform
to normal development, parents may become anxious. And
thus, through imitation, the child may develop anxiety [8].
Family members and professionals also tend to infantilize and
overprotect those with intellectual disabilities, something which
leads to responses of dependency, fear, and avoidance [8,10].
This then means that individuals with ID have fewer opportunities
to develop emotional management skills compared to those
without.

Logically, other risk factors, protection mechanisms, co-
morbidities and the consequences of anxiety disorders for
the general population also apply to those with cognitive
impairments. In terms of developmental trajectory, anxiety is
more diffuse and lasts longer in the I.D. population compared to
the general population [8].

Intervention
Context of the request

Mr. JR's socio-professional advisor, in the training and
improvement centre of a socio-educational institute, requested
an intervention. A meeting with Mr. JR, his parents, and his
advisors then made this request formal.

Upon his return from vacation, a month earlier, Mr. JR developed
severe anxiety which manifested itself mainly as an agoraphobia
without a panic disorder (CIM-10 : F300.01). Mr. JR avoided
taking the train, which meant his Home - Institution - Home travel
had to done using a taxi. It's important to note that during the
preceding vacation, Mr. JR spoke of suicide and "scratched" his
stomach with a knife. He was treated by a family doctor, who
prescribed Lexotanil.

First meeting

Mr. JR is a young man of average height, well-dressed, wearing a
hat, glasses and hearing aids. Although hesitant, he is very aware
of his difficulties and expresses them clearly. He explained to us
the appearance of this anxiety during a visit to the bear pitin a zoo.
Since then, he has been struck with severe anxiety and a phobia
of taking the train alone. He spoke to us of the treatments he
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received: phytotherapy, that didn't work, and Primpéran. During
our interview, he was eating candies, got an upset stomach and
was afraid he was going to vomit. He was also chewing a liquorice
stick, breathing heavily, complained of nausea and had a tense
jaw. He spoke to us of changes in his professional environment:
new team, intern leaving.

Diagnostic statement
Agoraphobia without panic disorder (CIM-10: F300.01)
Unspecified mental handicap (CIM-10: F79)

Global Assessment of Functioning: 41-50, serious impairment in
social and professional functioning.

Mr. JR's overall understanding of the situation

The prevalence of mental health disorders, especially affective
and anxiety disorders, in people with I.D. reaches 40% [11,12].
Mental health disorders can arise from a multitude of factors
which influence each other (biological, psychological, sociological
and/or environmental). Initial clinical evaluation and elaborated
functional analysis® with Mr. JR conducted the intervention,
showing us that the causes of his current difficulties were
psychological, meaning both cognitive and affective.

A contract was established with Mr. JR: a BCT contract of 10
sessions to be evaluated?. Three therapeutic axes were proposed:
work on physiological reactions toward anxiety and the train
phobia involving techniques to manage these reactions, cognitive
restructuring work, and work on the behaviour with exposure to
the anxiety-inducing situation. An antidepressant medication and
an anti-anxiety medication were initiated (Table 1).

1See SECCA table in the Annexure to this document.

2Therapy usually involves several phases: clinical diagnosis and
functional analysis; evaluation interviews (using scales and
questionnaires); information to the patient about the diagnosis,
design and establishment of a therapeutic contract; therapeutic
intervention; evaluation of results and end of therapy.

Table 1 Model and therapeutic approach.

Identification of
physical symptoms
linked to anxiety
P: Obtain information
Physically stressed? about anxiety-
inducing situations
Hierarchy of
anxiety-inducing
situations

Review of physical
symptoms linked to
anxiety

Teaching and practice
of relaxation techniques
(square breathing and
progressive muscular
relaxation)

Introduction of
Uncover an attitude or stages for problem- Set-up alternatives
action to help oneself? solving
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Model and Therapeutic Approach
The « PEUR » Intervention plan

Asking parents and peers

Information on anxiety and maintenance factors is given to
parents and peers in order to normalize the anxiety [13].

Information on the disorder - Explanation and
dedramatisation

Pertinent information about his disorder was given to Mr. JR The
prevalence of this disorder in the overall population reassures
him that he does not have a serious organic illness®. We explain
the mechanism of this disorder to him, the physiology of the
reactions of fear and anxiety, as well as their function (protection
and vigilance). Mr. JR also receives explanations about how his
phobia spirals with the three dimensions (physical, cognitive and
behavioural), how they interact and self-sustain in a vicious circle
(Cognitive Model of the PA) [14].

1. Anxiety is a part of life -2. Anxiety is not an enemy, one has to
know how to accept it and master it -3. Panic

attacks are a frequent occurrence, even for those who do not
have severe psychological problems -4. The physical symptoms
experienced during a panic attack correspond to a cardiac and
respiratory acceleration, and not to a heart attack or a stroke -5.
Tension in the intercostal muscles can explain the chest pain often
interpreted as an angina pectoris - 6. The cardiac and respiratory
acceleration modifies the gases in the blood (alkalosis). These
metabolic changes explain the psychological symptoms of the
anxiety which are not caused by the psychological disorder - 7.
These symptoms, which are sometimes called "spasmophilia" or
hyperventilation syndrome, can be reproduced in most people by
voluntary respiratory acceleration lasting two or three minutes. —
8. The anxiety can be increased by certain catastrophic thoughts
or because of unsettling events (Figure 1).

Two of the decisive factors in the success of this therapy with Mr.
JR were his motivation to get beyond this, as well as his abilities
to understand and conceptualize.

He immediately focused on the fact that his erroneous
interpretation (cognitive dimension) in the anxiety-inducing
situation came from his perception of the physical signs
(interpreted as a threat), inducing an avoidance and running

4 N

Physical signs
@ "what | physically feel" %
Behavioral signs

"“what | do” m Cognitive signs

“what | tell myself"
\- Behavioural signs. )

3Cottraux (2001) and Cottraux (1995) suggest that during this information
phase the following 8 main messages be provided
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away behaviour, which then lowered his self-esteem and he lost
control.

Our priority was to work first on regulating and controlling his
respiration (square breathing: breathe in for a count of 4, hold the
breath for a count of 4, breathe out for a count of 4 and wait for
a count of 4). This technique helped Mr. JR decrease and prevent
the physiological reactions caused by hyperventilating. Relaxation
training (according to Schultz's "autogenic training"[15]) enabled
him to increase his self-control with respect to anxiety in general.
This technique is associated with cognitive restructuration, and
made it possible for Mr. J.R. to quickly confront and stop his

second phobia (taking the highway in a taxi).

The cognitive intervention made it possible for Mr. JR to interpret
his physical signs in a more rational manner. He identified his
automatic thoughts and the belief associated with the physical
symptoms, and was able to formulate more realistic thoughts.

Following that, we worked on his behavioural reactions using
three imagined exposure situations. Because of this motivational
approach, Mr. JR asked to take the train again. And this was upon
his own initiative and with the help of his parents that he began
to travel again without any major problem.

We used an individualized protocol - which was a simple, original
and suitable method to promote clinical research. Our protocol
consisted of taking the subject as his own witness and evaluating
him throughout several phases - both interventional and non
interventional.

For the measurements we used a quasi-experimental AB protocol.
It included the following three stages, throughout which several
behaviours were measured repeatedly.

A baseline which measured the behaviours before any treatment
was called TO. Next, a treatment phase was established using a
therapeutic procedure and was called T1. The follow-up T2 phase
evaluated whether the behavioural changes obtained in T1 were
maintained or no longer remained.

For the behavioural measurements, we used Beck's Depression
Scale, the Penn State Fears Scale, and the measure of the phobia
(train - highway).

By comparing the scores obtained at TO, T2 and T2 which

represent the dependent variable-we were able to evaluate the
therapeutic intervention.

We opted for three scorings on three scales (Beck's Depression
13 items, Penn State 16 items, Beck's Anxiety inventory 21 items)
and in this way had 50 behavioural points on three phrases.

Our procedure was thus largely superior to the scoring required in
a quasi-experimental protocol. Indeed, those require a minimum
of three behavioural points per phase to analyze the protocol.

Scales and Results:

1. Depressionscale (Beck, 13 items [16]): three measurement

e TO-T1-T2 -> no depression
2. Penn State Fears scale [17]: 16 items, three measurements

. T0O>48



e T1 (3 months) treatment phase 2 25
e T2 (1 vyear later) follow-up phase > 28
3. Beck's anxiety inventory: 21 items, three measurements

with extractions of the following items: (Table 2)

4. Global Assessment of Functioning, three measurements

e TO - 41 - 50 serious impairment in social and
professional functioning.

e T1 (3 months) treatment phase = 41 — 50 serious
impairment in social and professional functioning.

e T2 (1 year after) follow-up phase> 61 - 70 some
difficulty in social and professional functioning, but
generally functioning pretty well, has some positive
interpersonal relationships.

The results obtained show that during the baseline phase, the
patient does not suffer from depression, but the Penn State Fears
guestionnaire revealed a mild anxiety disorder accompanied by
serious physiological symptoms (Figure 2).

The Global Assessment of Functioning showed a serious
impairment in social and professional functioning which
manifested itself by a great dependency on the patient's
entourage as well as by a retreat from habitual daily activities
and leisure activities.

The treatment extended across three months, occurring once a
week. The functional analysis demonstrated three therapeutic
axes. Work on physiological reactions of anxiety and the train
phobia using techniques to manage these reactions; cognitive
restructuring work and work on the behaviour with exposure
to the anxiety-inducing situation. This work made it possible to
reverse the tendency toward an increase of anxiety.

Thanks to the last evaluation, at one year following the treatment
(non treatment phase), we were able to report that the
improvement obtained in T1 was not a placebo effect, meaning
that it was not linked to the patient's positive expectations
or a spontaneous positive evolution. It was the stabilization of
the results obtained between the intervention and the non-
intervention which enabled us to prove the effectiveness of the
therapeutic intervention.

Table 2 Beck's anxiety inventory.

Beck's anxiety

i Degree to which affected
inventory:

3. "Weak legs",
trembling in the legs
4. Incapacity to relax
7. Marked heartbeats

17. Feeling of fear

Not at all
Not at all
Not at all
Not at all

Not at all
Not at all
Not at all
Not at all

Severely
Severely
Severely
Severely

10. Nervousness Little Not at all Not at all
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- Behavioural measurement.
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And for the closely-scheduled and regular measurements, we
used the number of blockages per week, as well as the number
of times medication was taken. The intensity of the anxiety for
the train phobia was also measured and rapidly and significantly
lowered.

Conclusion and Discussion

In conclusion, the therapeutic alliance with Mr. JR his availability
and his engagement in the cognitive-behavioural therapeutic
process, all worked to rapidly resolve the most difficult situation
for him, which had also reduced his autonomy, his self-image and
his self-control.

The psycho-educational approach helped Mr. JR understand the
phenomena triggering his difficulties and their consequences.

Two other statements resulted from this:

1. BCT works very well with individuals living in a handicap
situation. This has already been shown by different
authors [18-23].

2. The "PEUR" interventional model seems promising.

The limitation of this individual case study remains the
generalization of the therapeutic procedure as well as their
conclusion with a larger population living in a situation of mental
handicap. Nevertheless, this presentation of a unique case
represents, above all, a simple and cost-effective method available
for clinicians to function in an experimental way. Indeed, we
were able to select measurements, observe and record clinical
events onto graphs, which were until now intuitive. In this way,
the effectiveness of the behavioural measurements [17,24-26]
was demonstrated.

Making this a necessary prelude for any controlled study, but
which is personalisable to the individual and the specifics of the
mental handicap and which can generate hypotheses that may
not appear in group studies.

This article is available in: http://clinical-psychiatry.imedpub.com/archive.php
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