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A B S T R A C T   

Background: The prevalence of substance use disorder (SUD) in people with Mild Intellectual Disabilities or 
Borderline Intellectual Functioning (MID-BIF) is high. However, an effective personalized treatment for people 
with MID-BIF and SUD is lacking. This paper describes the study protocol of the effectiveness study of Take it 
Personal!þ, a personalized treatment for people with MID-BIF and SUD. 
Methods: The effectiveness of Take it Personal!þ in decreasing substance use will be assessed in a non-concurrent 
multiple baseline across individuals design comprising ten participants with MID-BIF and SUD. The participants 
with MID-BIF and SUD will be randomly allocated to one of the five baseline lengths (7–11 days). Substance use, 
will be assessed during baseline, intervention, and post-treatment phase using a daily diary method. 
Discussion: If this study shows that Take it Personal!þ is effective in decreasing substance use, the gap in 
treatment for people with MID-BIF and SUD will be filled. 
Trial registration: The study is registered in the Netherlands Trial Register (Trial NL4935, registered July 2, 2019).   

1. Introduction 

The prevalence of Substance Use (SU) in people with Mild Intellec-
tual Disability or Borderline Intellectual Functioning (MID-BIF; 50–85) 
is alarming [1,2]. People with MID-BIF are more vulnerable to prob-
lematic substance use (due to e.g., poor refusal skills and impulse con-
trol), and the prevalence of Substance Use Disorder (SUD) in this target 
group is high, particularly in individuals with comorbid psychiatric 
disorder, individuals receiving residential or outpatient Intellectual 
Disabilities (ID) care, and forensic patients [3,4]. Besides, individuals 
with MID-BIF are at increased risk for developing SUD, due to various 
risk factors (e.g. impairment in cognitive and adaptive skills, lack of 
adequate coping skills, peer pressure) [4,5]. SUD has severe adverse 
health and social consequences for people with MID-BIF [6]. SUD is 
associated with comorbid mental health problems (e.g., depression and 
anxiety), behavioral problems (e.g., aggression and criminal activities), 
social problems (e.g., loneliness, conflicts with families and friends), and 
financial problems [6,7]. In addition, SUD hinders participation and 
inclusion in society [1]. 

Despite the urgent need for SUD interventions for people with MID- 
BIF, effective interventions that meet the needs of these people and 
appropriately address the level of SUD severity are lacking. Individuals 
with MID-BIF do not benefit from regular interventions because these 
interventions are not adjusted to their needs. People with MID-BIF have 
deficits in intellectual and adaptive functioning (e.g. in the areas of 
language, memory, organizing tasks, generalization of learned skills) 
[8], and interventions need to be adjusted to these needs. Over the past 
years, a range of interventions have been developed for this vulnerable 
group [4,5,9–12]. Some of these interventions are educational or pre-
ventive or aiming to increase motivation or prevent individuals from 
start using substances [9,11,12]. However, these interventions fall short 
in individuals who present with more severe levels of SUD [11,12]. 
Another point is that the effectiveness of current interventions is mostly 
unknown due to lack of research [4]. Recently, the focus in mental 
health care shifted towards more personalized treatment approaches. 
Personalized treatment seems to be necessary in achieving recovery, and 
it prevents under- or over-treatment [13]. Personalized interventions are 
personalized based on characteristics of the client [14]. Current 
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interventions for SUD in individuals with MID-BIF have been designed 
according to a “one-size-fits-all” mindset, which means that the inter-
vention is not protocolled to target specific characteristics. Take it Per-
sonal!þ responds to the need for effective personalized treatment for 
people with MID-BIF and SUD. 

1.1. Take it Personal!þ

Take it Personal!þ is a personalized SUD treatment for people with 
MID-BIF. The treatment aims to reduce SU. Take it Personal!þ is based 
on the personality profile (sensation seeking, impulsivity, anxiety- 
sensitivity, or negative thinking) of the client. Studies have shown that 
these personality profiles are associated with SU in people with and 
without MID-BIF [15,16]. Prevention programs based on these person-
ality profiles have shown to be more effective compared to 
non-personalized prevention [17] and to be effective in decreasing SU in 
youth with MID-BIF [18]. Preliminary empirical findings suggest that 
SUD treatment for people with MID-BIF may also benefit from differ-
entiating personality profiles. 

Furthermore, Take it Personal!þ is based on Motivational Inter-
viewing (MI) and Cognitive Behavioral Therapy (CBT). MI and CBT are 
effective methods in decreasing SU in individuals without MID-BIF [19, 
20] and adapted versions of MI and CBT have shown promising results in 
increasing motivation and reducing SU in individuals with MID-BIF [9, 
18,21,22]. In addition, Take it Personal!þ is supported by a mHealth 
application (TiP!) which supports the transfer-of-treatment to everyday 
life. Digital support is increasingly being applied in interventions [23, 
24] and may eliminate problems with generalization and transfer, which 
are often seen in individuals with MID-BIF. 

Take it Personal!þ is adjusted to the needs of individuals with MID- 
BIF. All communication materials are simplified and supported with 
pictures, the treatment design with an A and B session ensures repetition 
and a confidant of the participant is involved during the intervention to 
stimulate generalization. More information about the adjustments is 
described in the intervention mapping paper [25]. 

1.2. The study 

This study aims to evaluate the effectiveness of Take it Personal!þ in 
decreasing SU in individuals with MID-BIF and SUD. We hypothesize 
that Take it Personal!þ will decrease SU in these individuals. If 
confirmed, Take it Personal!þ will fill the current gap in the effective 
treatment interventions for SUD in people with MID-BIF. 

2. Methods 

2.1. Study design 

Data will be collected within a non-concurrent multiple baseline 
across individuals design [26]. We will examine the effectiveness of 
Take it Personal!þ in ten participants with MID-BIF and SUD receiving 
care from healthcare organizations for people with MID-BIF and 
behavioral problems in the Netherlands. Participants will be randomly 
allocated to one of the five baseline lengths varying from 7 to 11 days. 
The onset of the treatment will be randomized, which will maximize 
internal validity [27]. The design consist of four phases: baseline phase 
(7–11 days), intervention phase (11 weeks), post-treatment (1 month), 
and a follow-up phase (3 months after the intervention). The study is 
conducted between spring 2019 and summer 2020. It is registered in the 
Netherlands Trial Register (Trial NL4935, registered July 2nd, 2019), 
and approved by the Faculty Ethics Committee of the Radboud Uni-
versity (ECSW-2019-033). 

2.2. Recruitment 

Clients with MID-BIF and SUD will be recruited from different 

healthcare organizations for people with MID-BIF and behavioral 
problems to examine the effectiveness of Take it Personal!þ in ten 
participants. Professionals can invite clients to participate in the study, 
or clients can ask professionals for a treatment for their SU problem. 
After the invitation, clients will be informed about the research and 
given one week to reflect on and sign the informed consent form. 
Permission of parents or legal representatives will be asked, if necessary. 
During the intake procedure, the Take it Personal!þ therapist and a 
physician (e.g., intellectual disability physician, psychiatrist, general 
practitioner, addiction physician) will assess whether the client meets 
the following inclusion criteria: 1) diagnosed with a MID-BIF with an IQ 
between 60 and 85 as assessed by a standardized intelligence test, and 
deficits in adaptive skills, according to the 5th edition of the Diagnostic 
and Statistical Manual of Mental Disorders (DSM-5) [8], 2) diagnosed 
with a SUD with cannabis, alcohol, XTC, cocaine, or speed use according 
to the DSM-5 [8], 3) substance use at least three days a week, and 4) 
proficient in Dutch language. Clients will not be eligible if they meet one 
of the following exclusion criteria: 1) risk of severe withdrawal symp-
toms, 2) severe psychiatric comorbidity, such as suicidality, psychosis, 
or major depressive disorder, 3) severe somatic problems, and 4) psy-
chosocial problems that interfere with treatment (e.g. homelessness). 
Clients that meet the exclusion criteria will be referred to another 
treatment or treatment centre (e.g., a client with a high risk of with-
drawal symptoms will be referred to addiction care). 

2.3. Treatment 

The aim of Take it Personal!þ is to decrease SU. The treatment is 
personalized (i.e., adapted to the participant’s personality profile 
related to SUD), based on MI and CBT and supported by an mHealth 
application TiP! Take it Personal!þ is based on a CBT-MI protocol for 
SUD in youths [28] and a CBT-MI protocol for SUD in individuals with 
MID-BIF [29]. In Take it Personal!þ these protocols are personalized and 
further developed in collaboration with professionals working in the 
field of addiction and intellectual disability care. 

Take it Personal!þ is designed to last for 11 weeks; however, the 
therapist can adjust the duration based on the needs of the participant 
(e.g. if a participant needs more repetition). Take it Personal!þ offers 
two sessions (Session A and B) of 45 min per week. Session A is an in-
dividual session with the participant and in session B the participant 
brings along a confidant from his/her social network or professional 
care. Therapists with experience in treating individuals with intellectual 
disabilities and SUD will carry out the treatment which is based on the 
therapist manual. All therapists are CBT and MI-certified and experi-
enced in ID treatment. 

At intake, the Substance Use Risk Profile Scale (SURPS) [30] will be 
completed to allocate the participant to one of the four personality 
profiles. The Take it Personal!þ manual is adapted to the personality 
profiles and consist of the following key components: 1) motivation to 
change SU, 2) psycho-education regarding the personality profile, 3) 
setting goals and making a plan to change SU, 4) identification of per-
sonality profile and associated signals of problematic behavior, 5) 
functional analysis of SU, 6) increasing self-control, 7) behavioral and 
cognitive coping skills training, and 8) relapse prevention. 

The treatment is supported by the mHealth application TiP! The 
application consists of the following components closely related to the 
key components of the treatment sessions: 1) exercises (e.g. disadvan-
tages of SU and advantages of changing SU), 2) week goals and how to 
achieve them, 3) future wishes and how to achieve them, 4) a help! 
button (i.e. personalized feedback on risk situations, craving, and 
relapse and the possibility to text or call someone from his/her address 
book), 5) information about self-control skills, refusal skills, and positive 
and negative thoughts, and 6) a relapse prevention plan. In addition, 
gamification by using a personalized avatar and rewards in terms of 
accessories for the avatar and points for personal rewards makes TiP! 
appealing for users. For more information about the key components of 
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the treatment and mHealth application see the intervention mapping 
paper [25]. During the treatment, collaboration with addiction care is 
important, therapists stay in close contact with different professionals 
who working in addiction care and are available for consultation. 

2.4. Outcomes 

The primary outcome of this study is frequency and quantity of SU. 
SU will be assessed with daily diary measures during the baseline phase 
(7–11 days), intervention phase (11 weeks), and post-treatment (1 
month). The daily diary method will be applied using a mobile appli-
cation for cellular phones (Ethica) [31]. Every morning or evening, 
participants will receive a push notification to complete a short ques-
tionnaire within a determined time frame (i.e., varying from 240 min to 
780 min). The time of the push notification and the time frame will be 
decided in consultation with the participant. The questionnaire consists 
of fifteen questions and is based on previous studies [32,33]. One item 
will assess the frequency of SU, ‘Did you use *the primary substance* 
today?’ measured by (1) ‘yes’ and (2) ‘no’ responses. If the participant 
answers positively, he or she will be asked the second open-ended 
question, to assess the quantity of SU, ‘How many times?‘. To monitor 
the frequency of other daily SU, participants will be asked the question, 
‘Did you use another substance today?‘, measured by personalized 
response categories (e.g., (1) ‘no’, (2) ‘yes, alcohol’, (3) ‘yes, XTC’, (4) 
‘yes, cocaine’, (5) ‘yes, something else’). 

A briefing by the researcher on the daily diary method will take place 
the day before the start of the baseline phase. In this briefing, attention 
will be paid to the daily diary procedure, the privacy statement, un-
derstanding and personalization of the items, and the time of the daily 
push notification will be determined. On the second day of the baseline 
phase, the researcher will visit the participants to check whether the 
participants have any questions or problems with using the application. 
If needed, the researcher will plan a second visit later that week [34]. 
Moreover, during the entire study the researcher will contact the par-
ticipants if they did not fill in a number of questionnaires. Part of the 
questions will also be discussed during treatment sessions, where the 
therapist will evaluate the procedure during the intervention phase. 

Additional information on SU will be collected using standardized 
questionnaires. At baseline, post-treatment, and follow-up, we will use 
the Substance Use and Misuse in Intellectual Disability - Questionnaire 
(SumID-Q) [35] to assess the frequency, quantity and severity of SU by 
the Alcohol Use Disorder Identification Test (AUDIT) [36] and the Drug 
Use Disorder Identification Test (DUDIT) [37]. 

To monitor treatment fidelity, therapists will fill out an evaluation 
form after each session. The form will assess 1) adherence to the manual, 
2) dosage, and 3) program differentiation [38]. 

2.5. Statistical analyses 

To determine whether Take it Personal!þ leads to a decrease in SU, 
data on SU gathered from the daily diary measures will be analyzed 
visually and by using time series analysis. Both within-person processes 
and between-person differences will be studied. Missing data will be 
imputed using Kalman filtering equations [39] with the R package 
imputeTS [40]. At least a medium effect size is expected (cf [18]). The 
results will be reported following the Single-Case Reporting guideline in 
Behavioral Interventions (SCRIBE) to make the study transparent, to 
facilitate replication, and to structure the paper. 

3. Discussion 

Take it Personal!þ has the potential to fill the gap in the SUD 
treatment for individuals with MID-BIF and SUD. Take it Personal!þ is a 
personalized treatment that differentiates between SUD-related per-
sonality profiles of clients. In the multiple baseline across individuals 
design we aim to test the effectiveness of Take it Personal!þ in 

decreasing SU. 

3.1. Strengths and limitations 

The study contains several innovative elements and strengths. First, 
Take it Personal!þ is the first personalized SUD treatment supported by 
mHealth application for individuals with MID-BIF. Second, Take it 
Personal!þ is based on theoretical frameworks (i.e., MI, CBT, and the 
four personality profiles) that have shown positive results in a range of 
studies on SUD [9,17–20,22]. Third, Take it Personal!þ is responsive to 
the learning style and needs of individuals with MID-BIF. The CBT is 
adjusted to the needs of individuals with MID-BIF (e.g., simplified 
communication), and the design of two sessions a week ensures repeti-
tion. Moreover, individuals with MID-BIF experience difficulties in the 
generalization of treatment to everyday life. In Take it Personal!þ, both 
the confidant from the participant’s social or professional network and 
the mHealth application play essential roles in the treatment and in-
crease the transfer-of-treatment to everyday life. 

A common criticism of Single-Case Experimental Designs is the lack 
of generalizability of the results. In the current study the generalizability 
of the results is increased in different ways. First, we use direct repli-
cations (e.g., same therapist) and systematic replications (e.g., different 
participants’ characteristics, different therapists, and different settings) 
[38,41]. The extent to which the intervention effect is comparable across 
different replications will provide information about the generalizability 
of the results [27,41]. Second, the characteristics of the participants will 
be described precisely, which will increase the generalizability by the 
possibility to apply the intervention to clients with similar characteris-
tics. Lastly, social validity will be assessed and reported [41]. Another 
strength of the study is that the daily diary method will generate many 
data points. According to the standards of single-case designs, each 
phase should have at least 3 data points to allow for time series analyses, 
but ideally, 5 or more data points should be included [42]. In this study, 
each phase has more than 5 data points. Another strength is the overlap 
between the treatment and the data collection, which minimizes the 
burden of the research for participants. The treatment also requires in-
dividuals to register SU in a daily diary. The answers to the daily diary 
questions for the research will be shared with the therapist, who will 
discuss them in the treatment sessions. 

The study also has some limitations. First, most of the outcome data 
will be based on self-reports (i.e., questionnaires and daily diary mea-
sures), which could lead to a measurement error due to response bias. 
However, most studies on SU use self-reports, and an earlier study 
showed that the results of the SumID-Q did not differ from biomarker 
analysis [43]. Another limitation is that as far as we know, this is the first 
study to apply daily diary measures in people with MID-BIF for a longer 
period of time. However, the feasibility, validity, and reliability of this 
method has been tested in adults with intellectual disabilities [44]. In 
this study participants filled out more questionnaires in one day for a 
shorter period of time. Based on this study, and the fact that more 
questionnaires in one day is more burdensome to complete as compared 
to one measure a day, the expectation is that the daily diary method for a 
longer period of time is applicable in people with MID-BIF. 

Ethics approval and consent to participate 

The study was approved by the Faculty Ethics Committee of the 
Radboud University (ECSW-2019-033). All participants sign the 
informed consent form and if necessary parents or legal representatives 
also sign the informed consent form. 
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This study is funded by The Netherlands Organisation for Health 
Research and Development (ZonMw project 636330005). 

L.C.F. Gosens et al.                                                                                                                                                                                                                             



Contemporary Clinical Trials Communications 19 (2020) 100616

4

References 

[1] E. Slayter, S.A. Steenrod, Addressing alcohol and drug addiction among people 
with mental retardation in nonaddiction settings: a need for cross-system 
collaboration, J. Soc. Work. Pract. Addict. 9 (1) (2009) 71–90. 

[2] N. Van Duijvenbode, J.E.L. VanDerNagel, R. Didden, R.C.M.E. Engels, J. 
K. Buitelaar, M. Kiewik, et al., Substance use disorders in individuals with mild to 
borderline intellectual disability: current status and future directions, Res. Dev. 
Disabil. 38 (2015) 319–328. 

[3] E. Lin, R. Balogh, C. McGarry, A. Selick, K. Dobranowski, A.S. Wilton, et al., 
Substance-related and addictive disorders among adults with intellectual and 
developmental disabilities (IDD): an Ontario population cohort study, BMJ Open 6 
(9) (2016). 

[4] N. Van Duijvenbode, J.E.L. VanDerNagel, A systematic review of substance use 
(disorder) in individuals with mild to borderline intellectual disability, Eur. 
Addiction Res. 25 (6) (2019) 263–282. 

[5] R. Didden, J. VanDerNagel, M. Delforterie, N. Van Duijvenbode, Substance use 
disorders in people with intellectual disability, Curr. Opin. Psychiatr. 33 (2) (2020) 
124–129. 

[6] L. Taggart, D. McLaughlin, B. Quinn, V. Milligan, An exploration of substance 
misuse in people with intellectual disabilities, J. Intellect. Disabil. Res. 50 (8) 
(2006) 588–597. 

[7] R. Didden, P. Embregts, M. Van der Toorn, N. Laarhoven, Substance abuse, coping 
strategies, adaptive skills and behavioral and emotional problems in clients with 
mild to borderline intellectual disability admitted to a treatment facility: a pilot 
study, Res. Dev. Disabil. 30 (5) (2009) 927–932. 

[8] American Psychiatric Association, Diagnostic and Statistic Manual of Mental 
Disorders, fifth ed., American Psychiatric Publishing, Arlington, 2013. 

[9] N. Frielink, C. Schuengel, A.A.C. Kroon, P.J.C.M. Embregts, Pretreatment for 
substance-abusing people with intellecutal disabilites: intervening on autonomous 
motivation for treatment entry, J. Intellect. Disabil. Res. 59 (2015) 1168–1182. 

[10] S. Kerr, M. Lawrence, C. Darbyshire, A.R. Middleton, L. Fitzsimmons, Tobacco and 
alcohol-related interventions for people with mild/moderate intellectual 
disabilities: a systematic review of the literature, J Intellectual Disability Res in 
Develop Disabilities 57 (5) (2013) 393–408. 

[11] M. Kiewik, J.E.L. VanDerNagel, R.C. Engels, C.A. DeJong, The efficacy of an e- 
learning prevention program for substance use among adolescents with intellectual 
disabilities: a pilot study, Res. Dev. Disabil. 63 (2017) 160–166. 

[12] E.P. Schijven, J.E.L. VanDerNagel, R. Otten, J. Lammers, E.A.P. Poelen, Take it 
personal! Development and pilot study of an indicated prevention program for 
substance use in adolescents and young adults with mild intellectual disabilities 
and borderline intellectual functioning, J. Appl. Res. Intellect. Disabil. (2020) 
submitted for publication. 

[13] N.D. Volkow, Principles of Drug Addiction Treatment: A Research-Based Guide, 2 
ed, DIANE Publishing, 2011. 

[14] M.Y. Ng, J.R. Weisz, Annual research review: building a science of personalized 
intervention for youth mental health, JCPP (J. Child Psychol. Psychiatry) 57 (3) 
(2016) 216–236. 

[15] N. Comeau, S.H. Stewart, P. Loba, The relations of trait anxiety, anxiety sensitivity, 
and sensation seeking to adolescents’ motivations for alcohol, cigarette, and 
marijuana use, Addict. Behav. 26 (2001) 803–825. 

[16] E.A.P. Poelen, E.P. Schijven, R. Otten, R. Didden, Personality dimensions and 
substance use in individuals with mild to borderline intellectual disabilities, Res. 
Dev. Disabil. 63 (2017) 142–150. 

[17] P.J. Conrod, M. O’Leary-Barrett, L. Topper, N. Castellanos-Ryan, C. Mackie, 
A. Girard, Effectiveness of a selective, personality-targeted prevention program for 
adolescent alcohol use and misuse: a cluster randomized controlled trial, JAMA 
Psychiatr 70 (2013) 334–342. 

[18] Schijven, E. P., Hulsmans, D. H. G., VanDerNagel, J. E. L., Lammers, J., Otten, R., & 
Poelen, E. A. P. (in press). The effectiveness of an indicated prevention programme 
for substance use in individuals with mild intellectual disabilities and borderline 
intellectual functioning: results of a quasi-experimental study. Addiction. https:// 
doi.org/10.1111/add.15156. 

[19] M.L. Davis, M.B. Powers, J.L. Medina, M.S. Zvolensky, Jasper A J Smits, Behavioral 
therapies for treatment-seeking cannabis users: a meta-analysis of randomized 
controlled trials, Eval. Health Prof. 38 (2015) 94–114. 

[20] H. Riper, G. Andersson, S.B. Hunter, J. De Wit, M. Berking, P. Cuijpers, Treatment 
of comorbid alcohol use disorders and depression with cognitive behavioural 
therapy and motivational interviewing: a meta-analysis, Addiction 109 (3) (2014) 
394–406. 

[21] C. Kouimtsidis, A. Bosco, K. Scior, G. Baio, R. Hunter, V. Pezzoni, et al., 
A feasibility randomised controlled trial of extended brief intervention for alcohol 
misuse in adults with mild to moderate intellectual disabilities living in the 
community; the EBI-LD study, Trials 18 (1) (2017) 216. 

[22] E. Mendel, J. Hipkins, Motivating learning disabled offenders with alcohol-related 
problems: a pilot study, Br. J. Learn. Disabil. 30 (4) (2002) 153–158. 

[23] D.M. Kazemi, B. Borsari, M.J. Levine, S. Li, K.A. Lamberson, L.A. Matta, 
A systematic review of the mHealth interventions to prevent alcohol and substance 
abuse, J. Health Commun. 22 (5) (2017) 413–432. 

[24] L. Vereenooghe, L. Gega, S. Reynolds, P.E. Langdon, Using computers to teach 
people with intellectual disabilities to perform some of the tasks used within 
cognitive behavioural therapy: a randomised experiment, Behav. Res. Ther. 76 
(2016) 13–23. 

[25] L.C.F. Gosens, J.M. De Jonge, R. Didden, A.F.A. Schellekens, R. Otten, J.E. 
L. VanDerNagel, et al., Development of Take it Personal!þ: a Personalized 
Treatment for Substance Use Disorder in People with Mild to Borderline 
Intellecutal Disabilities Submitted, 2020. 

[26] A.E. Kazdin, Single-case Research Designs: Methods for Clinical and Applied 
Settings, Oxford University Press, Oxford, 2011. 

[27] T.R. Kratochwill, J.R. Levin, Enhancing the scientific credibility of single-case 
intervention research: randomization to the rescue, Psychol. Methods 15 (2) 
(2010) 124. 

[28] J. De Jonge, R. Spijkerman, M. Müller, Handleiding CGT-J – Cognitieve 
gedragstherapeutische behandeling van problematisch middelengebruik, gokken 
en gamen bij jongeren. [Manual CBT-Y, cognitive behavioural therapy for 
problematic substance use, gamble and gaming in youth], Resultaten Scoren, 
Amersfoort, 2018. 

[29] J.E.L. VanDerNagel, M. Kiewik, CGTþ: Cognitieve Gedragstherapeutische 
Behandeling Voor Problematisch Middelengebruik Bij Mensen Met Een Lichte 
Verstandelijke Beperking. [Cognitive Behavioural Therapy for Problematic 
Substance Use in Individuals with Mild Intellectual Disability], Resultaten Scoren, 
Amersfoort, 2016. 

[30] P.A. Woicik, S.H. Stewart, R.O. Phil, P.J. Conrod, The substance use risk profile 
scale: a scale measuring traits linked to reinforcement-specific substance use 
profiles, Addict. Behav. 34 (12) (2009) 1042–1055. 

[31] EthicaData. www.ethicadata.com2019. 
[32] M. Fatseas, F. Serre, J.M. Alexandre, R. Debrabant, M. Auriacombe, J. Swendsen, 

Craving and substance use among patients with alcohol, tobacco, cannabis or 
heroin addiction: a comparison of substance- and person-specific cues, Addiction 
110 (2015) 1035–1042. 

[33] R. Kuepper, M. Oorschot, I. Myin-Germeys, M. Smits, J. Van Os, C. Henquet, Is 
psychotic disorder associated with increased levels of craving for cannabis? An 
Experience Sampling study, Acta Psychiatr. Scand. 128 (6) (2013) 448–456. 

[34] J.E. Palmier-Claus, I. Myin-Germeys, E. Barkus, L. Bentley, A. Udachina, P.A.E. 
G. Delespaul, et al., Experience sampling research in individuals with mental 
illness: reflections and guidance, Acta Psychiatr. Scand. 123 (1) (2011) 12–20. 

[35] J.E.L. VanDerNagel, M. Kiewik, M. Van Dijk, C. De Jong, R. Didden, Handleiding 
SumID-Q. Meetinstrument Voor Het in Kaart Brengen Van Middelengebruik Bij 
Mensen Met Een Lichte Verstandelijke Beperking. [Manual SumID-Q. Measuring 
Instrument to Make an Inventory of Substance Use in People with Mild Intellectual 
Disabilities], Deventer: Tactus, 2011. 

[36] T.F. Babor, J.C. Higgins-Biddle, J.B. Saunders, M.G. Monteiro, AUDIT: the Alcohol 
Use Disorders Identification Test: Guidelines for Use in Primarycare, World Health 
Organization, Geneva, 2001. 

[37] A.H. Bergman, H. Bergman, T. Palmstierna, F. Schlyter, DUDIT: the Drug Use 
Disorders Identification Test: MANUAL, Karolinska Institute, Stockholm, 2003. 

[38] S.T. Ennett, S. Haws, C.L. Ringwalt, S. Hanley, J.M. Bowling, L.A. Rohrbach, 
Evidence-based practice in school substance use prevention: fidelity of 
implementation under real-world conditions, Health Educ. Res. 26 (2) (2011) 
361–371. 

[39] R. Chen, J.S. Liu, Mixture kalman fiters, J. Roy. Stat. Soc. B Stat. Methodol. 62 
(2000) 493–508. 

[40] S. Moritz, T. Bartz-Beielstein, imputeTS: time series missing value imputation in R, 
R J 9 (2017) 207–218. 

[41] A. Krasny-Pacini, J. Evans, Single-case experimental designs to assess intervention 
effectiveness in rehabilitation: a practical guide, Annal Phys Rehabilitation Med 61 
(3) (2018) 164–179. 

[42] T.R. Kratochwill, J. Hitchcock, R.H. Horner, J.R. Levin, S.L. Odom, D.M. Rindskopf, 
et al., Single Case Designs Technical Documentation. What Works Clearinghouse: 
Procedures and Standards Handbook, 2014. http://ies.ed.gov/ncee/wwc/pdf/wwc 
_scd.pdf2010. 

[43] J.E.L. VanDerNagel, M. Kiewik, M. Van Dijk, R. Didden, H.P. Korzilius, J. Van der 
Palen, et al., Substance use in individuals with mild to borderline intellectual 
disability: a comparison between self-report, collateral-report and biomarker 
analysis, Res. Dev. Disabil. 63 (2017) 151–159. 

[44] N.J. Wilson, Y.W. Chen, N. Mahoney, A. Buchanan, A. Marks, R. Cordier, 
Experience sampling method and the everyday experiences of adults with 
intellectual disability: a feasibility study, J. Appl. Res. Intellect. Disabil. (2020) 
1–12. 

L.C.F. Gosens et al.                                                                                                                                                                                                                             

http://refhub.elsevier.com/S2451-8654(20)30100-9/sref1
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref1
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref1
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref2
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref2
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref2
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref2
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref3
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref3
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref3
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref3
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref4
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref4
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref4
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref5
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref5
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref5
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref6
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref6
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref6
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref7
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref7
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref7
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref7
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref8
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref8
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref9
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref9
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref9
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref10
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref10
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref10
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref10
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref11
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref11
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref11
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref12
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref12
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref12
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref12
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref12
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref13
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref13
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref14
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref14
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref14
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref15
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref15
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref15
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref16
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref16
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref16
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref17
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref17
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref17
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref17
https://doi.org/10.1111/add.15156
https://doi.org/10.1111/add.15156
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref19
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref19
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref19
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref20
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref20
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref20
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref20
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref21
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref21
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref21
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref21
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref22
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref22
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref23
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref23
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref23
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref24
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref24
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref24
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref24
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref25
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref25
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref25
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref25
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref26
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref26
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref27
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref27
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref27
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref28
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref28
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref28
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref28
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref28
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref29
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref29
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref29
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref29
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref29
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref30
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref30
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref30
http://www.ethicadata.com2019
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref32
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref32
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref32
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref32
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref33
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref33
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref33
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref34
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref34
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref34
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref35
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref35
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref35
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref35
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref35
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref36
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref36
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref36
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref37
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref37
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref38
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref38
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref38
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref38
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref39
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref39
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref40
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref40
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref41
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref41
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref41
http://ies.ed.gov/ncee/wwc/pdf/wwc_scd.pdf2010
http://ies.ed.gov/ncee/wwc/pdf/wwc_scd.pdf2010
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref43
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref43
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref43
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref43
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref47
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref47
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref47
http://refhub.elsevier.com/S2451-8654(20)30100-9/sref47

	Evaluating a personalized treatment for substance use disorder in people with mild intellectual disability or borderline in ...
	1 Introduction
	1.1 Take it Personal!+
	1.2 The study

	2 Methods
	2.1 Study design
	2.2 Recruitment
	2.3 Treatment
	2.4 Outcomes
	2.5 Statistical analyses

	3 Discussion
	3.1 Strengths and limitations

	Ethics approval and consent to participate
	Funding
	References


