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A B S T R A C T

Eidetic model of growth (EMG) is a form of psychotherapy developed for people with intellectual disabilities (ID).
EMG is based on the theoretical tenets of eidetic psychotherapy of Akhter Ahsen, which uses eidetic imagery as its
major therapeutic tool. The literature review did not find any empirical study on eidetic imagery-based psy-
chotherapy for people with ID except reviews and case histories. This study investigates the clinical utility of
therapeutic techniques based on eidetic imagery as developed by Ahsen and Syed.

In this study thirty participants with mild and moderate ID were recruited. Participants were recruited from the
services for people with ID. These services were contacted to recruit participants who had experiential (i.e., abuse,
trauma etc.), emotional (i.e., bereavement, attachment problems), psychiatric (i.e., anxiety, depression) and
behavioural (i.e., anger, aggression) problems and to seek consent from the potential participants. The Anxiety
Depression and Mood Scale (ADAMS) was administered to the participants before the therapy started, after every
5th session and once the therapy was terminated. The statistical analysis of the pre-therapy and post-therapy
scores of participants on the ADAMS was carried out to measure the therapeutic outcome.

Paired-sample t-test revealed a significant difference between the pre-therapy and post-therapy scores of
participants on ADAMS, with a large effect size (d ¼ 1.54). The result indicates existence of eidetic imagery in
people with ID and its promising therapeutic utility.
What this paper adds
This is the first empirical study conducted to investigate the clinical
potential of eidetic imagery based therapeutic techniques for
people with intellectual disability (ID). Eidetic imagery based
psychotherapy has shown promising outcome to address experi-
ential, emotional, psychiatric and behavioural problems in typi-
cally developing individuals. This study confirmed similar
potential of such a model of psychotherapy in addressing these
problems in people with ID in a less number of sessions. The
outcome also hinted at the ability of people with ID to experience
eidetic imagery.
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1. Introduction

In this study, we tried to establish the potential clinical utility of
eidetic imagery-based therapeutic techniques and their possible efficacy
in addressing the emotional, experiential, psychiatric and behavioural
problems in people with intellectual disability (ID). The therapeutic
techniques employed in this study were derived from the Eidetic Psy-
chotherapy, a model developed by Ahsen (1968, 1977, 1993, 2008),
which has been adapted for people with ID by Syed (2012).

It is an established reality now that people with intellectual disability
are more vulnerable to mental health issues (Hulbert-Williams and
Hastings, 2008), emotional problems (Alimovic, 2013), and stressful life
circumstances than typically developing (TD) individuals (Taylor et al.,
yed).
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2008; Van den Hout et al., 2000). However, problems like therapists’
reluctance in offering therapy to people with ID (therapeutic disdain;
Raffensperger, 2009; Bender, 1993) and a lack of suitable therapeutic
models did not allow progress in the domain of psychotherapy for people
with ID. Similarly, the compromised ability of people with ID to
communicate, coupled with a lack of insight into the psychological dif-
ficulties, impaired memory and compromised ability to execute thera-
peutic assignments disqualified them as candidates for psychotherapy
(Flynn, 2012; Irvine and Beail, 2016). Due to these factors therapeutic
support has not been provided to this population, the way it was needed.

All these factors are discernible in a systematic review of psycho-
therapy for people with ID conducted by Vereenooghe and Langdon
(2013). The majority of studies they found were “excluded because they
concerned interventions for challenging behaviour or life skills training
programmes. Nearly half of the relevant published work concerning
psychological therapy with people with IDs comprised descriptive
studies, narrative reviews and expert opinion. Single case studies made
up nearly 60% of intervention studies, whereas only 15% employed an
independent groups design” (p. 4094). They reported that Cognitive
Behavior Therapy (CBT) based approaches are widely researched ones.

Another systematic review on interventions for mental ill-health of
people with ID was conducted by Osugo and Cooper (2016). The findings
of Osugo and Cooper (2016) revealed the same pattern which has already
been reported by Vereenooghe and Langdon (2013). Out of seven rele-
vant studies, four were conducted on group cognitive-behavioural in-
terventions and suggested the efficacy of this approach. However, one
RCT assessed the outcome of individual sessions of CBT. The outcome of
this RCT did not find efficacy of CBT in treating patients with depression
and/or anxiety (Hassiotis et al. 2003; cf. Osugo and Cooper, 2016, p.
618). A small non-randomised feasibility study conducted by Jahoda et
al. (2015) confirmed the efficacy of behavioural activation in treating
depression in people with ID.

In a similar attempt, Koslowski et al. (2016) conducted a systematic
review on interventions for mental health problems in adults with in-
tellectual disabilities. They included studies published after 1980 and
updated the data in September 2014. Like Osugo and Cooper (2016) they
included a wide range of interventions like psychotherapy and biological
and system-level interventions (e.g., Assertive Community Intervention
in ID; ACT-ID) for people with ID and comorbid mental illness. However
their findings were inconsistent with previous findings of Vereenooghe
and Langdon (2013) and Osugo and Cooper (2016). They reported that
“none of a wide range of interventions grouped into psychotherapy,
biological and system-level approaches was effective in the sense of
yielding statistically significant effect sizes for a number of vital outcome
domains including behavioural problems, depression, anxiety, quality of
life and functioning” (Koslowski et al., 2016. p. 473). The six studies of
psychotherapies they included, all employed CBT-based interventions.

The above mentioned three systematic reviews confirmed at least two
factors. Firstly, the number of studies conducted on psychotherapy for
people with ID was relatively small. Secondly, the majority of studies
were conducted on interventions which were derived from either
Behavioural approaches or CBT. For example, Vereenooghe and Langdon
(2013) in their systematic review of psychological therapies for people
with intellectual disabilities reported that interventions based on theo-
retical tenets of CBT were the most studied therapeutic approaches, so
far. Their meta-analysis reported an overall moderate effect size .682. We
updated the systematic review conducted by Vereenooghe and Langdon
(2013) in 2019 after following the same search criteria. The final
outcome of our systematic reviewwas similar. The two studies whichmet
the eligibility criteria were conducted on CBT-based interventions.

In a somewhat different attempt Beail (2016) published a review of
psychological therapies for people with intellectual disabilities (ID). Beail
(2016) reported the available evidence for different models of psycho-
therapy for people with ID. His report highlighted six models for which
the authors found evidence of efficacy. In this report, other than
CBT-based approaches, controlled trials were reported only on
2

Solution-Focused Brief Therapy (SFBT). The evidence for rest of the
models was based on case reports and case reviews. None of the above
mentioned four systematic reviews could trace any study conducted on
eidetic imagery-based intervention. Only one study used hypothetical
imagery, a technique of implosive therapy to address participants’ irra-
tional (maladaptive) fears (Silvestri, 1977). The imagery used in implo-
sive therapy is based on maladaptive fears and very different from eidetic
imagery. Overall, there was no study found in which therapeutic tech-
niques based on eidetic (experiential) imagery has been evaluated
empirically. We did not find any empirical evidence for eidetic imagery
based therapeutic techniques in our search through different data bases
(PsycINFO, CINAHL plus andMedline). One possible reason for this trend
may be rooted in an assumption that imagery needs cognitive ability that
is why people with ID cannot experience it.

So far we have seen in our literature review, in three systematic re-
views by previous researchers in the field, and in one systematic review
we updated, that the evidence for the efficacy of psychotherapy for
people with ID is very limited. The main body of evidence is still based on
case reports and reviews, only a few RCTs are available. The RCTs we
found did not compare the efficacy of different models of psychotherapy
for people with ID. The interventions reported in most of the studies were
based on CBT. The studies we found did not include people with lower
levels of ID. Similarly, there is no evidence found for the efficacy of
psychotherapy with people with verbal limitations. More crucially, the
evidence for individual psychotherapy for people with ID is limited and
shows only moderate efficacy (Prout and Browning, 2011). Efficacy of
psychotherapy for people with ID is not something frequently reported in
the research literature. Moreover, the reported studies are not method-
ologically sound. Such a situation needs more well-designed and RCTs
(Prout and Browning, 2011).

All our literature search confirm that there is no imagery-based
intervention for people with ID being used and has not been reported.
The cases reported by Ahsen (1993, 2008), and Syed (2012) indicate the
need to explore the potential of imagery-based psychotherapy for people
with ID.

The present study investigated the potential therapeutic utility of
eidetic imagery-based therapeutic techniques as described in the Eidetic
Model of Growth (EMG; Syed, 2012).

1.1. The Eidetic Model of Growth (EMG)

EMG is an adaptation of eidetic psychotherapy (EP) of Ahsen (1968).
The EP is based on the triple code of ISM which depicts the healthy
development of individual's functioning.

“Broadly, the eidetic has been defined as a normal subjective visual
image (I) which is experienced with pronounced vividness, although not
necessarily evoked at the time of the experience by an actual external
object, and not necessarily dependent on a previous experience of an
actual situation; is “seen” inside themind or outside, in the literal sense of
the word, and this “seeing” is accompanied by a somatic response (S) as
well as awareness of meaning (M), and the total experience in all its
dimensions excludes the possibility that it is pathological. Allport (1924)
has formulated a definition of eidetic along these lines and especially
emphasized the “healthful” nature of it (Ahsen, 1984. p. 148).

In Ahsen's definition, the eidetic carries all the components required
for growth and change (Hochman, 1995). From this definition, Syed
(2012) drew two inferences. One, this definition extends the application
of eidetic image beyond the treatment of psychopathology. Second, past
experiences of success and failure continue influencing our present and
future experiences. In this way the learning of current environment and
its demands are shaped. The learning in the eidetic model takes place
naturally during development, if its flow is not disrupted and interfered
with emotional, experiential and environmental factors.

The EMG is conceived on a two pronged approach of identifying and
addressing the interruptions in the normal flow of development of people
with ID. One arm of it identifies the environmental factors, responsible
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for fearful and distrustful interactions with surroundings and refusing to
participate in activities as a result. The second arm addresses the
emotional and experiential issues, like abuse and attachment problems.

Central to Ahsen (1968) definition of the eidetic is the triple code
model of ISM (Image, Somatic Response, and Meaning). The imagery
experience tends to occur mostly in the ISM order. Syed (2012) suggested
that in people with ID, the meaning (M) element is underdeveloped (see
Figure 1).

For this reason the ISM in ID is “ISm”, which depicts the similarity and
difference in people with ID and typically developing, in terms of eidetic
theory. People with ID are similar in terms of receiving the sensory input
of experiences and having its somatic affect, but they may have a
compromised level of interpreting them, due to low level of cognitive
functioning.

In developing the environment to address the needs of people with ID,
the EMG proposed a new definition of Structure of planning of activities.
This new Structure is based on Ahsen's model of Interactivity.

Incorporating eidetic theory, the EMG evolved a structure to shape
the environment for people with ID. This structure is based on four ele-
ments: Choice, Communicable Timetable, Variety and Prior Knowledge
(Syed, 2012).

In the eidetic model, the interaction with environment through
participation in activities sparks the internal motivation which is
rewarded by learning and growth. Such experiences of interaction with
environment form an ISm. Learning is not possible without passing
through such experiences. This is exactly what Ahsen's assertion “activity
is its own reward” (1993. p.27) meant. This notion made the EMG
entirely different from the reinforcement model. The EMG does not use
any form of reinforcement, which is used in therapies based the princi-
ples of behaviourism in its application and operation, neither in its
therapeutic processes nor for enhancing learning and increasing partic-
ipation in activities.

1.1.1. Therapeutic focus and techniques
The focus of EMG is not merely remedial. The therapeutic focus is

growth and development in people with ID. Syed (2012) defined growth
beyond the concept of skill learning. “Growth, as it is being considered
here, is a normal, natural process perpetuated through different devel-
opmental stages in human consciousness. Growth processes are blocked,
according to the eidetic theory, if the individual is in conflict with nature
or his environment. In his interaction with nature and environment, the
individual is not a passive participant” (p. 4). The EMG focuses a lot on
the environment in which individual with ID lives and works. Due to its
emphasis on the individual's choice of activities and predictability of
activity structure, not only the participation in meaningful and produc-
tive activities is enhanced but anxiety is lessened as well. Syed (2012) has
also suggested some group intervention to address interpersonal
problems.

The salient features of the EMG are outlined in Figure 2.
In a nut shell, there are three important elements make EMG some-

what different from rest of the therapeutic models for people with ID.
The EMG uses eidetic imagery as its major therapeutic tool.

� It does not use reinforcement as it is used in behaviouristc models of
psychotherapy.

� It attempts to make the environment participatory and predictable.
Figure 1. The sequence of ISM in people with ID (Syed, 2012).
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� Active attention is paid to facilitate the individual with activities of
choice in a very predictable manner.

In this study we used techniques of eidetic imagery as adapted in EMG
to address emotional, experiential, behavioural and mental health
problems in people with ID.

According to the theoretical formulation of EMG, the emotional,
experiential, psychiatric and behavioural difficulties of individuals with
ID are rooted in traumatic experiences from negative past experiences
with primary caregivers (parents) and/or in difficult interaction with the
current human andmaterial environment (Syed, 2012). Such experiences
are the focus of therapeutic activity.
1.2. The Anxiety Depression and Mood Scale (ADAMS)

ADAMS was developed by Esbensen et al. (2003) to assess symptoms
of anxiety, depression, social avoidance, manic/hyperactive behavior
and obsessive-compulsive behavior in people with intellectual disability
(ID). It has 28 items on which a staff or a parent rates the individual's
presentation of mood and behaviour. These 28 items are meant to assess
symptoms of Manic/Hyperactive Behaviour, Depressed Mood, Social
Avoidance, General Anxiety, and Obsessive/Compulsive Behaviour. In
the current study, the ADAMS has been administered by the Key Worker
before the commencement of therapeutic intervention. It was
re-administered after every 5th session and once after the therapeutic
work was terminated.

The authors initially developed a list of 55 items in collaboration with
psychologists and psychiatrists. This list was the outcome of the first list
of 131 symptoms extracted from DSM-IV and several other scales.
Through consultations, the list was revised; items were rephrased to
reach a short list of 55 items. These items were meant to identify the
“aspects of anxiety, fear, compulsiveness, appetite, communication,
concentration, depression, energy level, mood, physical state, sleep
disturbance, and social interaction” (Esbensen et al., 2003. p. 619). After
conducting two studies, the first was conducted on 265 subjects and the
second study was conducted on 323 participants, a final list of five-factor
based 28 items was finalized.

The retest reliability for the full scale was .81, (Table 1) which is high.
Regarding validity, the authors claimed that ADAMS is a valid instrument
for screening of disorders like bipolar disorder, clinical depression, and
OCD. Individuals who had these diagnoses scored high on subscales.
However, due to the limited sample of individuals with anxiety, the
validity of particular subscale needs more research. Nevertheless, this
initial finding about validity of ADAMS is promising (Esbensen et al.,
2003).

For the current study we set the following research question.
Can eidetic imagery-based techniques be employed to address

emotional, experiential, psychiatric and behavioural problems in people
with ID?

2. Method

2.1. Ethics approval

The Ethics Approval for this study was granted by the Ethics Com-
mittee of University College Dublin.
2.2. Research design

The study was aimed at exploring the potential clinical utility of
eidetic imagery-based therapeutic techniques for people with mild and
moderate ID. Since the same participants have been assessed on the
ADAMS before, during and after the therapy to investigate the utility of
the techniques of eidetic therapy that is why a within-subject/repeated
measure design was employed.



Figure 2. Shows various steps undertaken during the EMG approach to psychological support to people with ID (Syed, 2012).

Table 1. Reliability of the ADAMS.

Subscales Alpha Retest Interrater Reliability M SD

M SD Manic/Hyperactive Behavior 75 .72 .37 5.65 3.73

Depressed Mood .80 .76 .39 4.70 4.17

Social Avoidance .83 .83 .61 4.80 4.68

General Anxiety .83 .78 .39 6.05 4.49

Compulsive Behavior .77 .82 .62 2.61 2.71

Total scale — .81 .48

Esbensen et al. (2003. p. 624).
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2.3. Participants

The sample size consisted of 30 adults (over 18 and including both
males and females) who have been diagnosed with the intellectual
disability (ID) and they are in receipt of support from a service developed
for people with ID. The diagnoses and determination of ID level was
made on the basis of participants existing records and current
presentation.

A power analysis, conducted with G power software, showed that a
sample of 24 would be sufficient for a repeatedmeasured t-test to detect a
significant effect size of d ¼ 0.7 (Faul et al., 2007). Our study was,
therefore, adequately powered since it was conducted on 30 participants.

Following inclusion/exclusion criteria were used to help services
identify potential participants.

2.4. Inclusion criteria

� Participants were over the age of 18.
� Participants who had a mild and moderate intellectual disability.
� Participants with experiential, emotional, psychiatric, and behav-
ioural problems.

� Participants who have given informed consent.
� Participants with verbal ability required to engage in therapeutic
interaction.
4

2.5. Exclusion criteria

� Individuals with active psychosis.
� Individuals with degenerative diseases (i.e., dementia) and neuro-
logical disorders (i.e., epilepsy), medical conditions, which impact
the behaviour (i.e., mitochondrial disease and tuberous sclerosis)

� People who were on antipsychotic medicines for mental health
reasons.

� Individuals who did not give informed consent
� Individuals with severe and profound intellectual disability.
� Individuals with poor receptive and expressive speech to consent and
participate in the study.

Table 2 shows that we recruited 30 participants for this study. The
oldest participant was 70 years old and the youngest was 18 years old.

2.6. Therapeutic structure

The Eidetic Model of Growth (EMG) offers a tailor-made therapeutic
intervention, which in essence is a person-centred approach, and takes
each individual's situation, the environment, personal preferences, and
history into account to draw interventions.

Therapeutic discourse strives to locate experiential reason of pre-
senting problems. Figure 3 describes the therapeutic structure in two



Table 2. Descriptive information of participants.

Number of Participants Mean Age Male/Female Mild ID/Mod ID Mean of Pre-Therapy ADAMS Score Mean of Post-Therapy ADAMS Score Mean Number of Sessions

30 35.33
SD ¼ 13.52

18/12 17/13 28
SD ¼ 12.25

7.5
SD ¼ 5.18

9.30
SD ¼ 3.78

Figure 3. The therapeutic structure employed.
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possible scenarios, if the reason is known or when it is unknown to the
participant.

After a clinical assessment, and review of the individual's history,
those distressing experiences were identified which either the client
considered or therapist assessed as the possible reason for the partic-
ipant's presenting problems, i.e., trauma, death or loss. The distress level
attached to such experiences was carefully evaluated. The exposure to
experiential imagery relevant to the presenting problem was carefully
assessed and cautiously monitored. Eidetic psychotherapy offers a
mechanism to manage the distress level during the therapeutic process
(Dolan, 1997). Once the therapeutic image related to a particular dis-
tressing experience was detected, the participant was then instructed to
visualize it during the session under the supervision of therapist. Once
the participants were able visualize the image of a particular experience
with a level of ease, only then was that image given as a therapeutic
assignment. At this point, the frontline staff was instructed to support the
therapeutic process. They were instructed to give reminders to the
participant of doing therapeutic assignments and to monitor their distress
level.
5

The therapist also monitored the distress level and therapeutic out-
comes to measure the individual's progress through the process of
intervention.

The decision about termination of therapy was made only after
reaching a consensus among the client, caregiver and therapist.

2.7. Assessment

Anxiety, Depression, and Mood Scale (ADAMS) developed by
Esbensen et al. (2003) was administered to 30 participants to assess the
nature and severity of presenting problems.

2.7.1. Assessment measure
The Anxiety Depression and Mood Scale (ADAMS) was developed by

Esbensen et al. (2003) to assess symptoms of anxiety, depression, social
avoidance, manic/hyperactive behavior and obsessive-compulsive
behavior in people with intellectual disability (ID). It has 28 items on
which a staff or a parent rates the individual's presentation of mood and
behaviour.
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In the current study, the ADAMS has been administered by the Key
Worker before the commencement of therapeutic intervention. It was re-
administered after every 5th session and once after the therapeutic work
was terminated.

2.8. Procedure

2.8.1. Data collection
The services for people with ID in the region were contacted for the

recruitment of participants. The services were requested to identify
people with ID who meet the screening, inclusion and exclusion criteria
and have experiential, emotional, psychiatric and behavioural problems.
The services (in consultation with the professionals involved in in-
dividuals care, Key Workers and Program Managers) were requested to
evaluate the potential participants based on the above mentioned criteria
and to seek consent from them. After the consent was given the frontline
staff preferably the key workers and family members were contacted to
get information about the presenting problem. The Anxiety, Depression,
and Mood Scale (ADAMS; Esbensen et al., 2003) for individuals with ID
was administered before the first therapeutic session by the same staff.
The same staff also administered ADAMS after every fifth session and
once the therapy has been terminated.

The sessions were conducted at the day services of participants
mainly because they were familiar with the venue.
Table 3. Participants’ age, gender, experiential reason, scores on ADAMS at baseline, a
participant received (N ¼ 30).

Age G Exp. reason Scores on ADAM

1

1 32 M S Abuse 27

2 70 F Ber & Att 12

3 32 M Ber 37

4 34 F Ber. & Break up 20

5 33 M Ber 22

6 55 F Ber 12

7 20 M Anger 22

8 20 M Gen. Anx 38

9 25 M Att. 8

10 43 M Ber 40

11 21 M Gen Anx & Att. 22

12 18 M Ber 42

13 22 M Ber 21

14 32 M Ber. 41

15 27 F Ber. 35

16 24 F Ber. 41

17 48 F Att. 33

18 33 M Accident 31

19 33 M Ph Abuse 39

20 21 M Att. 33

21 38 M Att. 42

22 38 M Anger 17

23 29 M Ber. 27

24 52 F Ber. 24

25 24 M Ber. 20

26 26 F Ber. 63

27 55 F Ber. & S. Abuse 23

28 40 F Att. 16

29 48 F Ber. & Att. 12

30 68 F Ber. & Att. 20

Note: M ¼Males (N¼ 18), F ¼ Females (N¼ 12). Exp.reason ¼ experiential reason for
¼ generalized anxiety, S. Abuse ¼ sexual abuse. P Abuse ¼ Physical abuse.

6

2.8.2. Distress protocol
To monitor a less likely event of distress developed due to the

surfacing of traumatic experiences from past, the following distress
protocol was developed for current study.

� In case a distress was noticed, the staff/Key Worker should report to
the researcher, straight away.

� The required therapeutic support was available to the particular
participant by the researcher.

� In case of participants' refusal to continue receiving therapeutic
support from the researcher, another psychologist was taken on board
to help the participant in overcoming the distress caused by past
experience.

No participant has reported or observed distressed due to the thera-
peutic interaction.

Table 3 provides information about the ages, gender, presenting
problems, scores on ADAMS at different intervals, and numbers of ses-
sions 30 participants have received. The mean number of sessions
received by the participants was 9.3 (SD ¼ 3.78).

Table 3 also shows the nature of presenting problems of 30 partici-
pants. More common experiential reason identified was bereavement.
Out of 30, 13 (43%) participants have related their problems with death
in their families. Other than these 13 participants, bereavement was
found to be an issue with five other participants. After that, attachment
fter every 5th session and at the end of therapy and total number of sessions each

S Sessions

2 3 4 5 Last

5 5 3 0 3 22

1 3 11

16 12 2 3 16

2 1 8

29 12 10 8

8 4 9

14 9 9

17 11 8

13 7 10

13 10 9

16 12 9

20 21 10

6 6 7

21 11 5

5 4 6

25 13 6

28 1 8

32 5 8

8 7 9

17 3 7

28 5 8

24 9 9

2 5

20 5

4 5

9 5 8

23 17 11 15

13 9 14

22 14 9 15

9 7 10

presenting problems. Att. ¼ attachment problems, Ber ¼ Bereavement. Gen. Anx



Table 4. Mean and standard deviation of pre-therapy and post-therapy scores of participants on ADAMS (N ¼ 30).

Variables F(%) Minimum Maximum M SD

Pre-therapy scores 8 63 28 12.23

Post-therapy scores 1 21 7.50 4.92

Total No. of Sessions 5 22 9.3 3.78

5 to 8 sessions 15 (50%)

9 to 12 sessions 10 (33%)

13 to 16 sessions
22

4(13.3%) 1 (3.3%)
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(lack of contact with family members or institutionalization at early
stages of life) was reported (5 participants, 16.66%) as themost prevalent
issue.

3. Results

Table 4 shows the pre-therapy and post-therapy mean scores of par-
ticipants on ADAMS. It also shows that half of the participants needed 5
to 8 sessions for the required therapeutic outcome.

The paired-sample t-test (within-subject design/repeated measure
design) was carried out to investigate the difference between pre and
post-therapy scores of participants on the ADAMS and its subscales.

To find the answer to our research question we compared pre-therapy
and post-therapy scores of participants on the ADAMS and its five
subscales.

Table 5 shows the results of paired samples t-test, which was
employed to compare the pre and post therapy scores of participants on
ADAMS. Result showed a statistically significant decrease in total scores
from pre-therapy (M¼ 28.00, SD¼ 12.23) to post-therapy (M¼ 7.50, SD
¼ 4.9), t (29) 8.45, p< .001. The mean decrease in scores was 20.5 (SD¼
7.07) with a 95% confidence level and 5% alpha value. The Cohen's
d statistic was calculated using the following formula suggested by
Lakens (2013).

Cohen d ¼ t/√n

The calculated effect size was 1.54, which is considered as large
(Lakens (2013).

Similar outcomes were evident through the statistical analyses of pre-
therapy and post-therapy scores on the five subscales of ADAMS with
large effect sizes. However, on the subscale of General Anxiety the
Table 6. One way ANOVA to show the difference in scores on the ADAMS at three d

N

First Assessment (Pre-assessment) 30

Second Assessment (Assessment after 5th session) 30

Final Assessment (Post-assessment) 30

Table 5. Paired sample t-test for ADAM and its subscales (N ¼ 30).

Variables Pre-therapy Assessment Post-therapy Assessment

M SD M SD

Man/Hyper Beh 5.77 3.42 1.87 2.03

Depressed Mood 6.07 4.59 1.47 1.52

Social Avoidance 4.60 4.36 1.27 2.18

General Anxiety 8.63 3.98 2.40 2.10

Obss. Com. Bhvr. 2.80 2.68 .77 1.25

Total 28.00 12.23 7.50 4.92

Note. ADAMS ¼ Anxiety, Depression, and Mood Scale. Man/Hyper Beh ¼ Manic, Hy
***p < .001.
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difference was bigger (M ¼ 2.40, SD ¼ 2.10) t (29), p < .001 with large
effect size of 1.50) than the rest of other subscale (Table 5).

A one-way repeated measures ANOVA was conducted to compare
scores on the ADAMS before therapy commenced, after the 5th session,
and at the end of therapy (Table 6). We adopted Wilk's Lambda multi-
variate test method of conducting the one way repeated measures
ANOVA, which revealed a significant effect (.24, F (2, 28) ¼ 42.91, p <

.001) of therapeutic work based on eidetic imagery.
The analysis revealed that therapeutic work elicited a major reduc-

tion in ADAMS scores from pre-therapy assessment (M¼ 28, SD 12.22) to
5th therapeutic session (M ¼ 15, SD ¼ 8.97) which was statistically sig-
nificant (p < .001). Moreover, post-therapy assessment, ADAMS score
had been further reduced (M ¼ 7.50, SD ¼ 4.91) which was also statis-
tically significantly different to pre-therapy assessment (p < .001) and
assessment after 5th therapeutic session (p < .001). Therefore, we can
conclude that a short-term therapeutic program (5 sessions) can also
elicit statistically significant major reduction in ADAMS scores as the
most evident therapeutic outcome was observed in 5 sessions. This is
further confirmed in Table 6 and Figure 4.

Figure 4 shows more reduction has been recorded between the mean
of pre-therapy scores of ADAMS (M ¼ 28, SD ¼ 12.22) and after 5th

session (M ¼ 15, SD ¼ 8.97; with mean difference of 13) than between
scores after 5th session and post-therapy scores (M ¼ 7.50, SD ¼ 4.91;
with mean difference of 6.5) of participants on ADAMS.

Table 5 and Figure 4 show the swiftness of therapeutic outcomes. A
major reduction in scores of ADAMS has happened in first five session
(Table 6). This reduction is bigger than the reduction recorded in ADAMS
afterwards. The results show a promising and fast acting potential of
therapeutic techniques of EMG to generate therapeutic response in
people with ID with large effect size (see Table 6).
ifferent points of therapy.

M SD

28.00 12.22

15.00 8.97

7.50 4.91

t (29) p 95% CI 5% α Cohen's d

LL UL

5.75*** .000 2.51 5.29 1.04

5.63*** .000 2.93 6.27 1.02

4.94*** .000 1.95 4.71 0.90

8.27*** .000 4.69 7.77 1.50

4.85*** .000 1.18 2.90 0.88

8.45*** .000 15.76 25.24 1.54

peractive Behavior. Obss. Com. Bhvr. ¼ Obsessive Compulsive Behavior.



Figure 4. Difference in scores of ADAMS at three different points of therapy.
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3.1. Fidelity

Fidelity in studies to establish the evidence for psychotherapy “refers
to the extent to which the intervention delivered in a study is true to the
underlying therapeutic principles on which it is based” (Parham et al.,
2011. p. 133). In this study we did not use any objective measure to
assess the treatment fidelity. However, therapeutic structure described in
Figure 3 was strictly adhered to.
3.2. Acceptability

The acceptability of treatment is assessed through all-cause discon-
tinuation (Zhou et al., 2015). In the current study only two participants
discontinued the therapy before the termination was decided. One
participant refused to attend after the first session of information gath-
ering, while the second one was dropped for not meeting with inclusio-
n/exclusion criteria of study protocol.

4. Discussion

Professionals are reluctant to offer psychotherapy to people with in-
tellectual disability (ID) due to their perceived inability to address
emotional, experiential and mental health problems (Pehl, 2007). This
reluctance is known as therapeutic disdain (Raffensperger, 2009). Such
reluctance seems to be rooted in two reasons. Firstly, cognitive impair-
ment and other limitations in people with ID, which make therapeutic
work unsuccessful for them. Secondly, the scarcity of suitable models of
psychotherapy is the reason for the ineptness of therapeutic work for
people with ID (Prout and Strohmer, 1995). The results of current study
raised insights around both of these issues. The ability of people with ID
and qualification for psychotherapy, both are noteworthy outcomes of
this study. Particularly, the significant difference in pre-therapy and
post-therapy scores on the ADAMS with large effect size suggests prom-
ising clinical utility of eidetic imagery based therapy and confirms the
qualification of people with ID for psychotherapy. At the same time, the
mean of number of sessions (9.3 (SD ¼ 3.78) in this study in comparison
with two studies conducted by McGillivray and Kershaw (2015); and
McGillivray et al. (2013) where the mean of number of sessions was 12.
This comparison reflects the swiftness with which eidetic imagery-based
therapeutic techniques may work for people with ID. In comparison with
these studies, the current study offered individual therapeutic sessions
and the number of sessions was contingent upon the emergence of the
desired outcome. At the same time during the course of therapy we did
not have to face any of the deficits in people with ID around
pre-requisites for therapy mentioned by Flynn (2012). He included
abilities to communicate, a capacity to have some level of insight into
one's psychological difficulties, memory, and the ability to execute
therapeutic assignments as pre-requisites to receiving therapy. Since
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people with ID have been known for lackingmany of these abilities that is
why therapists did not consider people with ID as suitable for psycho-
therapy (O'Driscoll, 2009). During the course of current study, we did not
encounter any of these difficulties. A possible reason for such an outcome
can be attributed to its minimum reliance of eidetic psychotherapy on
cognitive potential of participants.

Szymanski (1980) was among the first ones who recognized the
emotional problems of people with ID and asserted the need for psy-
chotherapy to address them. The results of this study provide evidence of
both of Szymanski's notions. The results provide evidence that people
with ID suffer from emotional and experiential problems and they can be
supported through psychotherapy to overcome them. At the same time,
the results reveal how these issues are generally ignored. Of the thirty
participants, 13 were suffering from bereavement-related problems.
Families, organizations and professionals generally do not attempt to
address bereavement related problems of people with ID because it is
thought that they are unable to comprehend the concept of death
(Meeusen-van de Kerkhof et al., 2006).

The nature of presenting problems of participants of the current study
confirmed the prevalence of emotional problems and fallacious practises
of ignoring them by the caregivers, as well. The results also confirmed the
ability of people with ID to receive and respond to psychotherapy to
overcome bereavement related problems.

4.1. Eidetic imagery-based psychotherapy

The triple code of eidetic image; the ISM (I ¼ image, S ¼ soma, body,
M ¼ meaning, cognition) as defined by Ahsen (1987) places cognition at
the least important position. That is why eidetic therapy rely less on
cognitive potential. The results of the current study indicate a phenom-
enological aspect of eidetic imagery, which can function therapeutically
for people with cognitive impairment. The results of this study further
confirmed that people with ID are not only able to experience different
types of imagery despite the cognitive impairment but can benefit from
the (therapeutic) function of it, as well.

4.2. Limitations

This is the first study which empirically identified the therapeutic
potential of eidetic imagery for people with ID. This study empirically
evaluated therapeutic potential of eidetic imagery. This way it also has
provided evidence for the existence and advantages of eidetic imagery for
people with ID.

4.2.1. Design
A randomized controlled trail (RCT) is considered a better way to

assess the efficacy of a therapeutic model. However, in the domain of
psychotherapy for people with ID only a small number of RCTs have been
conducted (Vereenooghe and Langdon, 2013).

4.2.2. Follow-up
Another limitation was that the study did not carry out follow up

assessments after a certain period of time. They were not conducted
because the current study was designed to investigate the potential
therapeutic utility - not the efficacy - of therapeutic techniques based on
Eidetic Psychotherapy.

4.2.3. Sample
Vereenooghe and Langdon (2013) identified in their systematic re-

view and meta-analysis that half of the studies they reviewed have re-
ported the IQ of the participants as above 65, which indicates that the
therapy was provided to people at the upper range of mild ID. Only two
studies in their meta-analysis included people with severe disability.
Osugo and Cooper (2016) in their systematic review included only those
studies of intervention which were conducted on people with mild ID (IQ
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50–69). Whereas, Koslowski et al. (2016) covered a wider range than
Vereenooghe and Langdon (2013) and Osugo and Cooper (2016), they
included studies conducted on people with mild to moderate intellectual
disabilities (IQ score 35–69). Similarly, this study did not include people
with severe ID.

4.2.4. IQ assessment
The current study did not assess the IQ of the participants. We relied

on the IQ assessments of participants that had been conducted in the past.
To assess the role of intellectual functioning as a covariate in the thera-
peutic outcome it would have been helpful to calculate the correlation
between IQ and therapeutic response. Both Koslowski et al. (2016) and
Osugo and Cooper (2016) did not include any study in which IQs of
participants was not assessed. We did not assess participants’ IQ, how-
ever the referring Manager had considered the IQ assessment of potential
participants from the available record to ascertain their ID level.

4.2.5. Interrater reliability of ADAMS
The ADAMSwas administered to participants by their key workers. In

such a situation determining the interrater reliability would have been
helpful.

4.3. Practical implications

To provide evidence-based psychological practices, the American
Psychological Association (American Psychological Association, 2005)
provided a list of categories of evidence to judge the efficacy of psy-
chotherapy. The list includes, clinical observation (including individual
case studies), qualitative research, systematic case studies, single-case
experimental designs, public health and ethnographic research,
process-outcome studies, studies of interventions as these are delivered
in naturalistic settings (effectiveness research), RCTs and meta-analyses.
The evidence-based therapies as described by the American Psychologi-
cal Association (2005) for people with ID are very small in number
(Flynn, 2012) and lack theoretical orientation (Vereenooghe and Lang-
don, 2013). The evidence this study belongs to the category of “proc-
ess-outcome” as described by the American Psychological Association
(2005). Evidently the results defined eidetic imagery as a process which
helps people with ID to assimilate information and remember their ex-
periences. The results also confirmed the notion of eidetic psychother-
apy, which suggests revisiting (or visualizing) the experiential imagery is
therapeutic (Ahsen, 1984). This is same therapeutic process which was
later called as “imaginal reliving” by Ehlers et al. (2005). Both theoret-
ically and practically the above mentioned functions of eidetic imagery
open avenues for further exploration to use it for learning enhancement
and therapeutic support to people with ID. The swiftness with which the
desired outcome was produced (Table 5 and Figure 4) might be helpful
for the services to evolve a support mechanism based on eidetic imagery
to help people with ID in dealing with the day-to-day stressors, learning
new tasks and developing future plans. Such a therapeutic systemmay be
more helpful in a situation where the availability of qualified pro-
fessionals is scarce to support people with ID.

4.4. Suggestions for future research

Based on the outcomes of this study the following directions can be
suggested for future studies.

The researchers attempted to identify and utilize the functions of
imagery for the betterment of people with ID. They found an effective
role of imagery in enhancing motor performance and learning in people
with ID (Surburg et al., 1995; Screws and Surburg, 1997; De La Iglesia,
Buceta, and Campos, 2005; and Carmen et al., 2005). However, the po-
tential therapeutic functions of any type of imagery for people with ID
have not been attempted by anyone before Ahsen (1993). He identified
the role of eidetic imagery in learning and therapy for people with ID
(Ahsen, 1993, 2008). The current study identifies a potential role of
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eidetic imagery in people who have cognitive deficits. This outcome also
raises a major question around role of cognitive abilities needed to pro-
duce successful therapeutic outcomes.

Future studies may focus on the efficacy of eidetic imagery-based
models of psychotherapies through randomized controlled trials
(RCTs). Another possible domain for future research which the EMG
(Syed, 2012) has highlighted is the use of eidetic imagery in increasing
the participation of people with ID in skill enhancing activities.

Ahsen (1993, 2008), Hochman (1995), and Syed (2012) highlighted
the potential of eidetic imagery in learning, in evolving constructive
interaction with the environment, and in resolving interpersonal issues
other than its therapeutic utility. Our literature review confirmed that
these avenues are still untapped in empirical studies on ID. They can be
further explored empirically.

5. Conclusion

The results suggest that therapeutic techniques based on eidetic im-
agery have a potential utility for people with intellectual disability (ID).
The effect size (d ¼ 1.54) we calculated was large with a significant
difference between pre-therapy and post-therapy scores of people with ID
on the Anxiety Depression and Mood Scale (ADAMS).

The mean of number of sessions required to produce the desired
therapeutic outcomes was 9.30. It was less than the mean of number of
session reported in other studies. The results revealed the promising
potential of imagery-based therapeutic techniques and their possible role
in supporting people with ID. The IQ of participants was not assessed,
people with severe ID were not included in the sample were the two
major limitations of the study. Despite these limitations, the findings of
the current study indicate the therapeutic potential of eidetic imagery
techniques as adapted in the Eidetic of Growth and suggest new insights
into using imagery for people with ID.
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