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ABSTRACT
Background:There is increasing interest in the provision of talking therapies with people with intellectual disabilities. Studies have addressed outcomes and adaptations that have been made to therapy for this client group. A small number of studies have begun to address therapy process issues; 

Aims: The aim of this paper is to contribute to the development of process research through the development of a taxonomy of question types for use in analysing therapy interactions in Cognitive Behaviour Therapy (CBT)for people with intellectual disabilities.

 Method:  A taxonomy of CBT question types was adapted and applied to the transcriptions of session 4 and 9 of 15 CBT therapy dyads. 

Results:  The taxonomy was reliably applied to the data. Therapists used significantly more questions in session 4 than in session 9, therapists used fewer questions in the final quarter of all sessions, and therapists used more questions with people with higher IQ scores in session 4 but not in session9.

Conclusions: The taxonomy of questions is reliable and may be used in future studies of CBT therapy process with people with intellectual disabilities. 
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INTRODUCTION

The evidence base for using cognitive behavioural approaches with people with intellectual disabilities is growing. There are now a number of individual case studies and case series (Willner, 2005) and a small number of randomised control trials (e.g., Willner et al, 2013; Hassiotis et al, 2011). There has been associated interest in the adaptations involved in delivering therapy to people with intellectual disabilities (Dagnan et al, 2007).  For example, Whitehouse et al (2006) reviewed adaptations to therapy reported in 10 CBT and 15 psychodynamic therapy studiesinvolving people with intellectual disabilities; the review identified that for studies of cognitive behavioural therapy (CBT) the most frequently identified adaptation was flexibility in method. Other papers have reported the need to consider adaptation of assessment (Dagnan et al, 2009) andthe development of models to understand distress that consider the social context around people with intellectual disabilities (Dagnan &Jahoda, 2006).

Recently a small number of studies have reported aspects of therapeutic process. For example, Kilbane and Jahoda (2011) report on the people with intellectual disabilities expectations of therapy through the development of the Therapy Expectation Measure. They report that people with intellectual disabilities expectations of therapy were largely positive and that they understood therapy as a goal-oriented process. However, client and carer perceptions of referrals were different. Pert et al (2013) describe people with intellectual disabilities understanding of Cognitive Behaviour Therapy. They identified the value of the therapeutic relationship and were aware of positive changes within therapy although they often expected these to be short-lived. Newman and Beail (2005) present a mixed method, single case study illustrating the assimilation model within psychodynamic therapy.Jahoda et al (2009) used an ‘initiative-response’ approach that demonstrated that power in CBT with people with intellectual disabilities was equally distributed between clients and therapists. The analyses of the pattern of interaction showed that whilst the therapists asked significantly more questions, the clients contributed to the content and flow of therapy and played an active part in dialogues.

Of particular interest is the study from Jahoda et al (2009). This studyused interaction analysis to examine the balance of power between the therapist and clients with intellectual disability. Fifteen therapy dyads involving people with mild intellectual disabilities provided transcripts of therapy sessions 4 and 9 which were coded using the initiative-response method of dialogue analysis (Linnell et al, 1988).  The analysissuggested that power was relatively equally distributed between clients and therapists. Data showed that therapists asked most questions whilst the clients contributed to the flow and content of the interactions. This paper suggests that therapist’s use of questions may be an important area to study in order to understand how a collaborative and equal experience is achieved in cognitive therapy with people with intellectual disabilities.

The structure and process of questioning people with intellectual disabilities has the subject of a long history of research with an early and continued focus on question structures and acquiescence (e.g., Sigelman et al, 1981; 1982; Finlay & Lyons, 2002) and suggestibility (e.g., Gudjonsson & Henry, 2010). Increasingly the context of interactions has become an important part of understanding how people with intellectual disabilities respond to questions and interviews. For example Finlay and Antaki (2012) describe natural interactions of carers with people with intellectual disabilities which illustrate how questions and prompts can be more and less successfully used to promote positive interactions. They identify that carers use methods such as ‘repetition, expansion, making questions more specific, alternating between intention and desire, changing the format, use of physical realisation of the question/options’ to achieve a shared understanding of questions and prompts.
There have been discussions of question types in Cognitive Behaviour Therapy for people without intellectual disabilities. For example, Hargie and Dickson (2004) differentiate between recall and process questions, they suggest that recall questions require a lower level of cognitive demand whereas processing questions require a person to manipulate, compare or evaluate information. James et al (2010) described a taxonomy of question types in CBT.  They also discuss how the context of therapy will change the types of questions that a therapist may use, giving the example of the need for short, clear and concrete questions when working with someone who is depressed.

This paper describes the development and initial application of a coding scheme for question types as applied to CBT with people with intellectual disabilities.

METHOD
Participants

Data were available from a larger study of interactions in CBT (Jahoda et al, 2009) for people with intellectual disabilities, who were referred with a primary presenting problem of anger, anxiety or depression  and where two therapy sessions (sessions 4 and 9) for 15 therapy dyads were digitally recorded and fully transcribed. The client and therapist characteristics are fully described in Jahoda et al (2009). The clients were eight men and seven women, with a mean age of 35.7 (SD = 9.3) and a mean IQ score of 66.7 (SD = 8.98). The interventions were carried out by six clinical psychologists with experience of using CBT with people who have intellectual disabilities. A formulation driven CBT approach was used and fidelity was assessed using the CTS-Psy (Haddock et al, 2001); fidelity data is reported fully in Jahoda et al (2009). 

Measures

The coding scheme by James et al (2010) described 16 questiontypes and gives a definition and example of each question type; the second and third authors used this to code example interactions (from the beginning, middle and end of each transcript) from three therapy sessions that were not part of the subsequent data set. The coding scheme was then developed to reduce the discrepancies found between raters.  In particular the definitions of question types were made pertinent to therapy with people with intellectual disabilities, mutually exclusive and exhaustive (for example, questions opening a broad area of conversation rather than a specific area were coded as  ‘General Questions’ as opposed to ‘Direct questions’);  where questions were not mutually exclusive, the manual described the hierarchy in which questions should be coded (e.g. if a question is both ‘probe’ and ‘leading’, it is classed as a leading question). The raters then coded a further three transcripts and the above process was repeated. At this point , in order to distinguish different Socratic sequences, the category ‘Leading question’ was split to discriminate between a leading question in which the therapist is attempting to draw the client to a particular conclusion (Type 1) and a leading question aimed at eliciting joint discovery (Type 2). The revised definitions and example questions are shown in Table 1.

Data coding

All therapy transcripts were then coded by the third author.  Each therapy transcript was divided into quarters based upon the therapy duration; the total number of questions, the number of each question type for the full transcript and for each quarter was thus available for analysis.

RESULTS

Fifteen randomly selected transcriptions were coded for reliability by the second author. The agreement on whether an utterance was a question was calculated using the utterances identified as questions by rater one and comparing them to the utterances identified as questions by rater two (percentage agreement = 96.1%). Percentage reliability and kappa were then calculated across all 16 question types for each transcription based upon the questions identified by the second author. Percentage agreement and Kappa for the coding was calculated (percentage agreement mean = 70.0%, range 61.4% - 89.4%; Kappa mean = 0.65, range 0.56-0.87).  

Table 2 shows the mean number of each question type in the 15 pairs of transcripts analysed. The three most frequent question types in sessions 4 and 9 are ‘direct questions’ (concrete questions), ‘probes’ (follow-up questions to elicit more detail), and ‘eliciting questions’ (questions to elicit thoughts and assumptions). Some question types were rarely observed in these sessions in particular ‘suggesting the opposite’ (deliberately suggesting an extreme view to engage the client in reflecting on the issues), ‘re-contextualising ‘ (questions containing contextual information in the question to aid recall facts about past events) and lateral/vertical questions (looking for current and historical themes associated with a client’s difficulties).

Table 2 shows that the number of questions asked in session 4 were significantly greater than in session 9 (t=3.05, df = 13, p <0.01) and there is a significant correlation between the total number of questions asked at both time points (r=0.54, df = 13, p < 0.05). Table 2 shows the number of each question type at each time point; only ‘direct questions’, ‘probes’ and ‘clarifications’ individually show a significant difference between time points.  It is possible that the greater use of questions at session 4 is a simple product of there being more ‘turns’ in earlier sessions. The total number of ‘turns’ in the therapy sessions was available from Jahoda et al (2009); the mean total number of turns in Session 4 was 454.4 (SD = 204.4) and in session 9 was 394.8 (SD = 175.9; t = 1.1, df = 14, ns). The total number of questions asked by the therapist was significantly correlated with the total number of turns at session 4 (r = 0.67, df = 13, p<0.01) but not at session 9 (r = 0.35, df = 13, ns). 

The total number of questions in each quarter of the session was compared. In session 4 there was a mean of 28.1 (SD = 13. 3) questions in quarter 1, 28.8 (SD = 11.7) in quarter 2, 28.1 (SD = 12.8) in quarter 3 and 20.8 (SD = 11.5) in quarter 4; a repeated measures ANOVA identifies a significant difference in the number of questions across the quarters (F = 3.35, df = 3, p < 0.05), with less questions being asked in quarter 4. In session 9 there was a mean of 21.1 (SD = 8.4) questions in quarter 1, 21.4 (SD = 11.2) in quarter 2, 21.5 (SD = 6.1) in quarter 3 and 13.8 (SD = 7.4) in quarter 4; there was a significant difference in the number of questions across the quarters in session 9 (F = 5.96, df = 3, p <  0.01), with less questions being asked in quarter 4.

Correlations were carried out using the three most common question types (‘direct’ questions, ‘probes’ and ‘eliciting’ questions) and the total number of questions with IQ score, age and gender. At session 4 there was a significant correlation of ‘eliciting’ questions with age (r = 0.63, df = 13, p = p < 0.05); these variables were not significantly correlated at session 9 (r = 0.29, df = 12, ns).  There was a significant correlation between IQ scores and total number of questions at session 4 (r = 0.58, df = 11, p < 0.05), at session 9 this association was not significant (r = -0.14, df = 11, ns); there are no significant correlations between IQ and total number of turns at either time point. There were no significant correlations of gender and total questions or question type.

DISCUSSION

The categorisation of questions from James et al (2010) was adapted and applied to Cognitive Behaviour Therapy with people with intellectual disabilities. The reliability of the coding scheme was analysed across 15 (50%) of the available session transcripts, with moderate to substantial agreement (Landis & Koch, 1977). There are some simple effects within and across sessions; significantly fewer questions asked between the fourth and ninth sessions and there is a smaller correlation between the number of turns and the number of questions at the ninth compared to the fourth sessions.  The question types that show a reduction in usage between time points 4 and 9 are those concerned with information gathering. There is a reduction in the total number of turns between time points, but this is not significant. These data suggest that therapists use more processing than recall questions in later sessions (Hargie & Dickson, 2004).  Therapists also use significantly fewer questions in the final quarter of the sessions at both time points which suggest that they bring less new material into sessions in the closing stages.

There is positive correlation between number of questions and IQ score at session 4, but not between IQ score and number of turns in the session.  This suggests that more turns are spent in question focussed interaction for those with higher ability in early sessions; this pattern is not evident at session 9.  This tentatively suggests that therapists are adapting their therapeutic style based up[on ability in the early stages of therapy.

The consideration of question types raises some important areas for further study. In particular the use of ‘Socratic questioning’ would be usefully studied. Socratic questioning has been variously defined, for example Padesky (1993) identifies four elements to Socratic questions; that they are questions which the client has sufficient knowledge to answer, that they draw attention to relevant information that may or may not be outside of the clients current focus, that generally move from the concrete to the abstract and which can be applied in order to re-evaluate a belief or to build a new belief. The Socratic approach is a core aspect of Cognitive Behaviour therapy (Beck, 2011) but requires a number of core cognitive skills (depending on the question structures used) for the approach to be effective. The literature makes a clear distinction between a questioning approach which is a shared exploration of meaning without a planned or expected conclusion and an approach which is guiding the client towards a conclusion already identified by the therapist (e.g., Padesky, 1993). This is a distinction that would be particularly pertinent to explore for people with intellectual disabilities given their identified propensity for acquiescence in certain contexts (Finlay & Antaki, 2012).

There is considerable potential for the further analysis of therapy interactions with people with intellectual disabilities ion order to understand the micro-processes involved. Therapy process research is well developed with people without intellectualdisabilitiesalthough clear links between process and outcome have proven hard toestablish (Llewelyn & Hardy, 2010). Llewelyn and Hardy suggest three broad types of process research, exploratory and descriptive research, studies which examine theoretically driven links between process and outcome and studies which examine the relationship between psychotherapy specific process and theories of change. Currently for people with intellectual disabilities most of the published research remains descriptive, although Newman and Beail’s  (2005) study is an exception in examining therapy process and therapy change process specific to their model of psychotherapy.  However, the therapy literature for people with intellectual disabilities is still at a stage where descriptive process research adds richness to our understanding of therapy with this client group.The descriptive coding scheme presented here will be useful in future studies. For example in comparing how questioning styles differ in CBT for people with anxiety and depression, in studying the questioning style of therapists with greater and lesser experience and in exploring more complex sequences of questions such as Socratic questioning (Carey & Mullen, 2004).

This paper has presented an adaptation of a taxonomy of CBT question types that has been applied to 15 CBT therapy dyads involving people with intellectual disabilities. The taxonomy has been found to have good inter-rater reliability, has evidenced some tentative relationships with phase of therapy and client characteristics and may be useful in future studies of CBT therapy process with people with intellectual disabilities
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Table 1: Adapted question definitions (from James et al, 2010) and example questions.

	Question Type
	Description


	Example

	Information gathering/ general questions
	Opening up a broad area of conversation. If a question points the conversation in a particular direction it is a redirecting question (see redirecting questions).

	How have things been this week?

What’s been happening since the last time I saw you?

	Direct questions
	Ask about specific details, are not intended to open up the conversation, elicit more detail but obtain facts, includes questions about a new topic which hasn’t been discussed yet, includes questions such as ‘is that ok?’


	What time of day did you go to the shops?

I want to ask some questions. Is that ok? 

	Probe questions
	Are used to elicit more detail on a topic, can be questions eliciting new details on the same topic


	Who was there?

What happened next?

Was it late when you did that?

	Echo-probing


	Elicit more detail on a topic using by reiterating two or more of the exact words used by the client


	Client: He would see it on my face.

Therapist: What would he see on your face?

	Queries
	When the therapist needs to clear up a misunderstanding in the last thing a client has said


	What do you mean by that?

Are they?

	Clarifications
	Questions that rephrase what a therapist has just said to make it easier to understand


	Sorry, I meant did you see her?

	Appraisals
	Ask the client to judge how they feel about something by rating it their behaviour, experiences or abilities. Ask the client to rate their behaviour in a questionnaire/assessment


	Did you enjoy it?

Do you think you’re good at that?

Don’t you think you’re doing well?

Would you say you do that always, sometimes or never?



	Eliciting thoughts and assumptions
	Ask what cognitions or emotions a client attaches to a particular event or situation; this is different to an appraisal as they ask for specific feelings/emotions/thoughts rather than judgements or ratings. Asks the client what feelings and emotions they have as part of a questionnaire/ assessment.


	“What were you thinking when you did that?”

How did that make you feel?

What thoughts were going through your head?

‘Do you worry about family/friends?’

	Leading questions
	Type 1: Are used to direct the client to a certain conclusion, contain an implied assumption, and suggest something concrete.

Type 2: allow the therapist and the client to work together to reach a conclusion through joint discovery. 

Identifying whether a question is Type 1 or 2 can only be done by looking at a wider segment of the client – therapist dialogue to establish whether the therapist has a particular direction in mind.

	“Do you think talking about this with your husband would help the two of you learn to deal with this problem, or would talking just stir up more arguments?”



	Suggesting the opposite
	A technique that is useful to help stimulate a client’s awareness of “negative automatic thoughts” is to suggest something that is the opposite of what their response of thinking might be. This stimulates an “oh no, not like that at all….” Response


	“Was it your actual intention to upset your child and make her cry?”

	Focusing and redirecting
	Overtly direct the topic of conversation to a particular area; lead the client to a new specific topic of discussion. This can only be done as a subject change and focusing the topic at the beginning of therapy would be considered information gathering.


	“Why don’t we talk about what’s happening at work?”

“Could we talk a little bit about something you mentioned earlier, your reactions to his feelings?”

	Question stem
	Aim to elicit beliefs by providing the first half of a sentence. If [INTERRUPTS] in transcript – this is not a QS.If a question is ambiguous and could be classed as a question stem or a leading question – it is always classed as a leading question.


	“If you don’t work hard then…?”

“If you trust someone then….?”

“If I do a bad job….?”

	Re-contextualizing
	Allow clients to develop an alternative perspective of a situation or event, remove the context to allow the client to see it from a different perspective


	Let’s say John did the same thing. Do you think he should/will feel guilty about it? 

	Lateral and vertical linkages/ Opposite (patterns) 


	Lateral: Examine day-to-day features, looking for common themes that produce and maintain a client’s difficulties. Vertical:Examine historical patterns and cycles, looking for common themes that produce and maintain a client’s difficulties. 

Opposite: Disprove’ the idea that a common theme maintains a clients difficulties 


	“looking at the diaries you have completed over the week regarding your aggression, are there any common themes that trigger your anger”

“Have you though you were a failure at any other time in your life.”

Would you say that Tommy, Laura and Paul all think you are a failure?

	Non-psychological questions/Non-socratic questions


	Questions asked in therapy not related to the patients mental state or situation
	“Would you mind if I recorded today’s session?”


	Question Type
	Session 4
	Session 9
	

	
	Mean
	SD
	Range
	Mean
	SD
	Range
	t

	Information Gathering
	 2.21
	 1.97
	 0 -    7
	 1.00
	 1.73
	 0 -   3
	 1.8       

	Direct Question
	22.71
	15.27
	 2 -  57
	13.06
	 5.82
	 4 – 23
	 2.6*  

	Probe Question
	22.71
	 7.69
	12 -  36
	14.47
	 6.21
	 7 – 33
	 6.9***

	Echo Probe
	 1.14
	 2.06
	 0 -    8
	 1.13
	 1.70
	 0 -   6
	 0.2

	Query
	 7.36
	 5.75
	 1 -  25
	 6.73
	 4.15
	 1 – 14
	-0.1

	Clarification
	 2.43
	 2.50
	 0 -    8
	 0.93
	 1.33
	 0 -   5
	 2.3*

	Appraisal
	10.50
	 8.12
	 0 -  27
	 8.27
	 5.81
	 1 – 27
	 1.1

	Eliciting
	18.57
	10.62
	 1 -  35
	15.07
	 7.64
	 3 – 31
	 0.7

	Leading Question 1
	12.57
	 7.56
	 1 -  30
	10.27
	 7.21
	 1 – 23
	 1.2

	Leading Question 2
	 4.07
	 4.81
	 0 -  20
	 2.80
	 2.85
	 0 – 10
	 1.2

	Suggesting the opposite
	 0
	 0
	 0
	 0
	 0
	 0
	

	Focusing and Redirecting
	 2.57
	 2.85
	 0 -  11
	 2.33
	 1.49
	 0 -   5
	 0.3

	Question Stem
	 1.71
	 1.98
	 0 -    7
	 1.27
	 1.77
	 0 -   7
	 1.6

	Re-contextualising
	 0.79
	 1.47
	 0 -    5
	 1.27
	 2.26
	 0 -   9
	-0.9

	Lateral/Vertical
	 0.64
	 2.06
	 0 -    8
	 0.20
	 0.40
	 0 -   1
	 1.0

	Non Socratic
	 1.86
	 1.68
	 0 -    6
	 1.60
	 2.06
	 0 -   8
	 0.3

	Total Questions
	113.14
	48.54
	 52 - 216
	80.74
	28.46
	24 -132
	 3.1**


Table 2: Means, Standard Deviation (SD) and Range for question types in session 4 and session 9; t values for repeated measures t-test comparing session 4 and 9 (* p < 0.05, ** p < 0.01, *** p < 0.001)
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