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			Case Description 

			Dirk is 8 years old. While his IQ is lower than average, his primary limitation is (social) adaptive functioning. Adaptive behavior can be divided into conceptual skills (such as language skills and the comprehension of time, numbers and money), social skills (such as communication skills and social problem solving) and practical skills (such as personal care and the use of transportation). Individuals are considered to present with significantly limited adaptive behavior when they fall short in one or more of these areas and do not meet age- and culture specific expectations [3]. Dirk has significant disabilities with regards to conceptual (concentration, learning and automation) and social skills.

			Dirk is hyperactive, anxious, impulsive, has angry moods and has trouble playing with others. In addition to MID, Dirk has been diagnosed with attention-deficit/hyperactivity disorder (ADHD) 

and post-traumatic stress disorder (PTSD). Children and young ones with MID are at a higher risk of PTSD, but symptoms are often not recognized and diagnosed as such, and therefore the condition frequently remains untreated [4].

			Dirk lives with his biological mother and her current partner. During the first years of his life Dirk witnessed domestic violence, as his father would hit his mother in front of him. When Dirk was three years old, his mother fled with him to a “Women’s Shelter”, which is a shelter for victims of domestic violence. His father was sentenced to eight years in prison for assault. Dirk visits his father in prison once every three months, and his father calls him a few times a week.

			Dirk attends specialized education, during which he has a teaching assistant who supports him in the classroom and specialized after-school care. In addition, Dirk is treated with Methylphenidates to better control his hyperactivity and impulsivity.

			Due to stagnation of his treatment process at another institution, Dirk was referred to Rivierduinen, Kristal, Center of psychiatry and intellectual disability. Upon referral, as is customary within MBT-C (a time-limited approach), a structured assessment was initiated. During this assessment the mentalizing capacities of Dirk and his mother were analyzed and the possibilities for treatment with MBT were assessed. Parental assessment and treatment sessions take place in parallel to the assessment and treatment of the child. This article does not discuss this part, but it should be noted that it is an integral part of the treatment’s success.

			MBT-C Assessment Phase

			The assessment phase consisted of four diagnostic sessions, one of which was a combined session with Dirk and his mother, and the other three were with Dirk and his mother individually [1,5]. The first author of this article (MJ) was Dirk’s therapist.

			Dirk’s mother is sensitive and responsive in her contact with Dirk. She is quite good at mentalizing about Dirk and has an eye for his needs. Dirk experiences a close and positive bond with his mother. When talking about the relationship with his father, Dirk mentions the lack of his presence. When describing family ties Dirk appears chaotic. 

			Dirk can show different behavior patterns. For example, he is physically calmer and more cooperative when he has taken his medication. The difference in behavior also seems to be related to the topic of conversation. Dirk shows more physical agitation when talking about his burdened past and he tries to avoid this topic. On the other hand, Dirk becomes very calm during sensopathic play (in the sand tray) in which the space around him is smaller, reducing the number of stimuli. He seems to enjoy simple games for young children like hide and seek, which he initiates himself: there is a focus then on shared attention and being seen. In his contact with his mother he expresses the need for regulation, by asking for a pacifier and physical closeness or contact.

			When Dirk is calm and regulated, he is capable of sensing and observing physical cues from others, to mentalize about them, and to adjust his behavior accordingly. When Dirk is hyperactive and chaotic, however, he is too preoccupied with his own ‘mind’ to focus his attention on others, let alone mentalize about them. At these moments he shows unacceptable and challenging behavior, like being verbally aggressive, not listening and breaking the rules. 

			In general, Dirk seems to have little insight into what is happening to him internally. He only masters a small amount of words to describe how he feels and expresses his emotions primarily through behavior. He can quickly become overwhelmed with emotions such as anger, fear and panic, as he has few skills to calm himself down. In addition, imagination and reality can merge for Dirk. At these moments, he needs closeness and guidance from an adult. 

			Traumatized children, who are not yet able to mentalize about what has happened to them, frequently express themselves through body language and behavior, with their behavior strikingly often appearing as aggressive [6,7]. In addition, children with MID appear to have more difficulty with self-regulation skills, such as reflecting on their own behavior, thoughts and feelings [8]. As a result, these children respond in a reflexive nature, rather than based on a well-considered decision. Furthermore, children with MID regularly experience delays in language and speech development [9] and as a result they have less language available to express themselves. Dirk’s affect regulation and mentalization are under pressure due to both his PTSD and MID.

			During the assessment sessions, conversations with Dirk do not provide insight into which traumatic memories are still affecting him. He does not want to talk about his experiences in the “Women’s Shelter” nor about the domestic violence he witnessed at home. During play-based activities, however, recurring themes such as violence, aggression, and domestic violence emerge. His playing activities are lively and full of emotion.

			During the MBT-C assessment of a traumatized child, the protective and risk factors with respect to the trauma are assessed, as well as the mentalizing abilities of the child and its corresponding impact. Questions to consider are: when, for how long and where did the traumatic events take place, and who committed them? Was there someone who offered protection to the child, such as the angel in the nursery as described by Lieberman [10]? What can we say about the child’s attention regulation skills, emotion regulation abilities and mentalizing capabilities? With regard to which aspects does the child still function well? What are his or her strengths? When is the child’s functioning impaired and are there specific triggers linked to the trauma? In other words, which triggers induce a trauma reaction causing the child to lose his mentalizing ability? Can the trauma be discussed as a topic of conversation or is it avoided, eliminated or denied (dissociation)?

			Focus formulation and goals

			To conclude the assessment of MBT-C, an advisory meeting is held with the parents and the child. During this meeting a focus formulation for the therapy is presented, which serves as a focus for the treatment in which both the child and the parents feel seen and understood and can understand the purpose of the treatment. For the child this is a first step towards increasing the feeling of self-agency. It is important to note that an advisory meeting can quickly become too linguistic for children with MID, because the processing of verbal information is less effective than that of visually presented information [11]. To support the child and the spoken language, the use of drawings or objects can help to try to make internal processes of the child more explicit. During the advisory meeting the treatment goals for both the child and the parents are composed as well. 

			The treatment goals for Dirk were as follows: 

			Goal 1: Improve his attention regulation

			
					Dirk is aware in which moments he is calmer and which stimuli make him hyperactive. 

					Dirk is able to focus more frequently on what is happening inside of him.

					Dirk can focus his attention on what can be seen or heard when observing others from the outside.Goal 2: Improve his emotional regulation


					Dirk is aware that emotions come and go.

					Dirk has discovered ways to calm himself when he is angry, scared or sad.Goal 3: Improve his mentalizing skills


					Dirk is increasingly capable of expressing what he thinks and feels in words. 

					Dirk has initiated thinking about what others can think and feel.

					Dirk can distinguish between feelings from the past and those of the present. 

					Dirk is capable of organizing and describing his feelings (he can provide a narrative) related to the domestic violence he experienced. Increasing epistemic confidence through coordination of care
Due to his traumatic relational experiences Dirk exhibits a deep-rooted distrust, which manifests itself as distrust towards others, being closed-off from learning experiences, and having difficulty opening up to others. Within MBT-C this is called epistemic hypervigilance. Children who have experienced relational trauma cannot properly recognize new information as important or relevant and find it more difficult to generalize new information to another social context. These children, through their hostile behavior, cause others to keep their distance and very often feel misunderstood. Partly for this reason, collaboration with the wider social environment of the child is of great importance.
Many different care providers are involved with the family and they aim to collaborate across disciplines and to coordinate treatment goals. This collaboration allows Dirk to practice his MBT-C goals in other settings and enables his care providers to observe his needs outside of a therapeutic context. For example, observations during school and after-school activities can provide information as to what Dirk needs to learn to remain sufficiently regulated and to continue mentalizing. 
MBT-C Treatment
The First Phase
In this phase, the treatment is mainly aimed at making contact with the body, increasing confidence in the child himself and his confidence in others, and improving attention regulation. Traumatized children often experience their bodies differently from non-traumatized children. Body signals are experienced differently, because of the child’s epistemic hypervigilance, and they are often less mentalized and mirrored, so that the connection to what is being felt is less strong. Due to the hypervigilance, there is usually under- or over-regulation and a decreased sense of agency over the body [12]. Children usually have fewer words to describe what is felt and it is difficult for them to distinguish between their physical feelings and the potentially linked emotions. Symbolizing play remains difficult during this first phase. Instead, more physical, experiential play lays the foundation for learning to make contact with the body and increasing awareness. 
The weather forecast game [13]:
Dirk (D) and the therapist (T) are sitting behind each other. Dirk has already been explained what the game entails: the person sitting behind the other person draws the weather forecast with his or her finger on the back of the other person. The person at the front (the weatherman) focuses his or her attention on what is being drawn and tries to guess the weather. 
T: Okay, here we go Dirk. 
T draws the first “weather forecast” on Dirk’s back. Dirk looks at the ground and seems to shift his attention from the camera to the feeling on his back. T observes that Dirk has a shiver. 
T: It tickles a bit, doesn’t it? 
T (is done drawing): So, weatherman, what will the weather be like tomorrow? 
D (carefully): Sun. 
T: Sun! Good job. 
D nods when T says: “good job”. 
T: Now I’m going to make it a bit more difficult, pay close attention. 
T draws a new shape and D laughs for a moment, shivers and responds to the tickling of the therapist’s fingers by moving his body. 
T (laughs): Tickle, tickle. 
T (finished drawing the shape): what will the weather be like tomorrow? 
D: Rain
T: No, it’s not rain, I’ll do it again. 
T now draws part of the shape and says: First this one, what is this?
D: A cloud. 
T: Yes 
T draws the second part (the sun) and asks: What is that? 
D (thinking carefully): I don’t know 
T draws the shape again and says, as she draws the rays of the sun: With rays. 
D: Sun
T: So, what kind of weather will it be tomorrow? 
D: Cloudy, no, no, sun, sun. 
D looks at the therapist and makes eye contact for a moment. 
T: Sun and a little...? 
D: Cloudy 
T: Yes, great! 
D observes himself on the webcam screen again and sticks out his tongue and makes all kinds of funny faces. 
T: You are a fast guesser
D does not visibly respond to this compliment and continues making clicking noises and pulling funny faces. 
T looks in the same direction as Dirk and says: funny right, that video? 
Just like D, T makes a funny face and smiles (mirroring). 
T: Can you do your funniest, funniest face? 
D looks at T and makes eye contact. 
T: Shall we do it together? 
T and D both make funny faces. T pauses and looks at D, while D continues making a funny face. T: Or something like this? 
T makes another funny face. D goes along with the change of movement and also makes another funny face. 
T: We have been distracted a little together, do you see that? 
D: Yes 
T: Because of the video. 
T puts her hand on Dirk’s shoulder and says: Shall we continue guessing the weather? 
D: Yes
D turns his eyes back to the ground so that he can focus on his body.
Mentalizing about this interaction during the session 
The exercise itself is not mentalizing per se and was originally designed for Theraplay [14]. Nevertheless, dealing with the exercise can be mentalizing, which allows one to work on goal 1, improving attention regulation. The therapist offered this game to Dirk because it is a physical game that offers physical closeness, requires literal attention for the body, and has a clear structure and a calm rhythm. At the start of treatment, this structure helps to teach how to focus on the most relevant stimuli. Due to the sensopathic element of this game Dirk is able to focus his attention surprisingly well on the tactile stimulus of the therapist’s moving finger that draws on his back. The game attunes to his need for proximity and touch, which he exhibited during the assessment phase.
The connection between the physical experience of the game and the visible behavior of Dirk in the moment can be verbally identified, e.g. “I see that your body is calm during this game Dirk, do you also feel calm on the inside?” As a result, therapist and child work together on connecting what can be seen on the outside to what is felt on the inside.
Before the session the therapist evaluated how much tension this game would potentially evoke in Dirk, because he has had different learning experiences with regard to touch. With his mother Dirk has had positive experiences, such as cuddling and physical closeness, while in the relationship with his father physical proximity has also been threatening and frightening. At the start of the game, it can be observed that Dirk’s ‘arousal level’ is slightly increasing. The therapist does not mention this explicitly at this point, but instead tries to contain the arousal by adopting an accepting attitude and by being predictable (by using the same sentences over and over). Mentalizing at this stage remains mainly implicit. It might be possible to investigate whether a small connection can be made already by distinguishing between pleasant and unpleasant ways of touching. In this situation, the therapist could make a marked distinction between Dirk and herself by saying that she likes the tickling feeling and asking how it feels for him. By giving words to her own inner world, by providing subtitles for herself (“I’m not going to look at the camera anymore, I have to pay close attention to my body”) and making her own feelings explicit (“oh that makes me happy”) the therapist promotes explicit mentalization. In this phase of the therapy, it is easier for Dirk when the other person mentions emotions and sensations. Given his lower linguistic skills, he needs to see and hear examples in order to develop an emotional vocabulary.
An important part of MBT-C treatment is peer-to-peer learning and supervision for the therapist. Reflecting together on the interaction in the playroom helps to develop awareness of what is, or is not, said, felt and done. The practitioner is surprised at the calmness Dirk demonstrates during the game. Looking back at the video during peer-to-peer learning, it is striking how little words the therapist uses with Dirk. Together with her colleagues she can consider whether she could have provided more words to describe what may be happening internally to Dirk or what is happening internally to her. She can reflect on what makes her behave in this manner with this specific child, and on whether she would do things differently with another child, for example a child who would be less likely to become overstimulated and distracted. It provides Dirk calmness when the therapist does not use too many words in addition to the tactile stimuli he is already experiencing. By simply saying “tickle, tickle,” the therapist does try to provide words for his physical sensation. Later in the session, when the game is over, the therapist tells Dirk that the game seems to calm him down. He cannot mentalize about the calmness at this point, or what it is that makes him calmer during this game than, for example, when he is in the classroom. To support Dirk, the therapist thinks out loud about potential options “Could you be calmer now because there are only two of us?” Dirk is able to confirm this observation, but it is noticeable that mentalizing about calmness and hyperactivity does not yet match his interests and capacities. After answering, he looks around the room and turns his body towards the playhouse, showing that he much rather wants to play than talk.
During the observed contact moment, the therapist attempts to create joint fun and shared attention. Dirk’s attention span is fleeting in his daily life, making that there are few moments during which he has real contact with others for an extended period of time. There is a moment during the game when Dirk gets distracted by the camera that is recording and on which Dirk can see himself. He makes funny faces, observes himself from a different perspective, and laughs at his own face. During this moment the therapist has gone along with his playfulness, validating his movement (towards the camera) and facial expressions. This is a moment that could also have evoked a need for limitation. Yet, by going along with Dirk’s movement for a moment, mirroring his behavior and facial expressions, and then giving words to the switch of attention (“we are distracted together”), the contact and playfulness are maintained. By using words such as “we”, “together” and “do you see that?” the therapist emphasizes shared attention. By placing a hand on his shoulder, she tries to help Dirk in a non-verbal way to switch his attention back from the camera to his body. Dirk does not show any unruly behavior in response and can easily switch his attention from the camera to the exercise. The therapist also validates Dirk by saying that he is a “fast guesser”.
The Middle Phase
In this phase of the treatment, Dirk started to play more symbolic games. Symbolizing precedes mentalizing [1]. Dirk has played the same type of game several times. It is a game with two armies where one army (that of the therapist) wants to conquer the castle of the other army (that of Dirk). This never works and Dirk always wins: he defeats the therapist’s army and his castle is not captured. Would Dirk use this game to process his experiences of domestic violence? By winning, he feels control and power in contrast to the helplessness and fear he may have felt during the domestic violence [15]. In the game described below, the therapist’s army is allowed to visit Dirk’s army in the castle. Before being allowed in, her army has had to promise that they will only visit and not fight.
D: The tanker is driving along with them.
T (own voice): oh right, well they are keeping a close eye on us, I can see that. 
T (playing voice): O.K. we’re going in.
D: Then they were inside.
T makes horse noices and says: We are inside.
D (sings): in peace they come.
T: We come in peace, Hello everyone. What a beautiful castle you have.
D (playing voice): Hi, yes, very nice. 
D (own voice): and then they are startled. 
D puts the tank in front of the therapist’s army.
T makes a startled sound accompanied with corresponding facial expressions. She lets the horses’ neigh. D makes a shooting sound.
T (high playing voice 1): What is that?
T (low reassuring playing voice 2): quiet horses, quiet. 
T: Eh, why do you have a tank?
D: A tank, yes, that’s a good question. Our tank, yes it can shoot, but no, I don’t really want to shoot.
T: The horses are very scared.
D (in a soft, reassuring tone): Look horses, it’s just a tank.
T: Oh, look horses, it is just a tank, it is not too bad.
T: Can we look around some more?
D: Of course, here are the tankers and here is our camp.
T: Is that where you sleep?
D: Yes, we sleep here, this one comes from us and we sleep here.
D: We go inside, this is our sleeping place.
T: Oh yeah, it’s interesting to see all this on the inside.
D: Yes, there are a lot of us.
T: Yes, a lot (enlarged intonation).
D: Yes, and nobody took over our castle once, we managed to get many dead.
T: So, many people wanted to take over your castle?
D: And it never worked!
T: No, and you had to fight very hard for the castle.
D: Very hard, yes.
T: Right, then I understand that you are now very careful that we do not do this either. We just want to look around, we come in peace. But we do notice that it is a bit tense when people come into the castle.
D (makes eye contact): I have a question.
T: Yes?
D: Why is there a monkey on your team, can that monkey talk?
T: Yes, I can talk.
T (voice over): He asks good questions, he wants to know exactly what everything is for, that one soldier. 
T: I can talk. I am a talking monkey.
D (whispers): How can you talk?
T: Because I am a ‘toy monkey’ and, in a game, anything is possible, and I am a talking monkey.
D: Do you have a robot arm?
T: Yes look! (sound of moving robot arm)
D: What is that?
T: A mechanical foot, which I got after an accident, so I can walk again.
D: They have come to fight; they want to fight.
T stops for a moment and has to readjust. It’s an important moment, because earlier in the game, the military gave their word that they would come in peace.
T (own voice): They want to fight now, with whom? They have come in peace, right? Did they lie, after all?
D: Yes
D scans the knights and says: Scanner are they really here in peace?
The scan tool’s answer is: Not this guy, they all lied, they lied! 
D makes fighting noises.
T (playing voice): No, we didn’t. 
T (normal voice): They had given their word!
D: Huh?
T (own voice): This army has given its word and this army keeps its word. They have come in peace and they have not come to fight.
D makes scanner sounds and rescans the army.
T: We don’t want to fight; we really just want to see the castle.
D: Now, I have scanned, and this is the truth. Men, they have really come in peace.
T: You may have had a lot of armies that wanted to fight in the past, but now we’re here and
 we come in peace.
D: Do you want to help us?
T: We would like to help you, yes, what can we help you with?
D: I know something, come along. 
Mentalize about this interaction
This game takes place in a phase of the therapy in which the focus increasingly centers on mentalizing about one’s own and other people’s feelings, which is one of the last treatment goals. The therapist uses many ostensive cues in the game. As an active commentator, the therapist always tries to invite the child to expand the game further, sometimes through demonstration, sometimes by instruction, and by emphatically stepping in and out of the game [16]. The relationship with the therapist offers the security to learn to imagine different mental states for the self and others. Prior to this game, Dirk has played several games during which safety and insecurity, and distrust and trust were important themes. As is often seen with traumatized children, he plays the same type of game several times in order to organize and process all the different emotions involved. Developments can be seen in the game’s theme, demonstrating how Dirk is searching for a way for his army to have contact others without starting to fight directly.
In this phase of the treatment in the game room, Dirk is able to focus his attention on the game much more quickly and to enact his emotions through the game. The game has a clear structure, and he can spend about twenty-five minutes with the same materials. Dirk has grown in this. In addition, it is striking that during the game he switches his own attention from his army to the therapist’s army (“then you were very surprised”). He has started to mentalize more about what is happening within himself and the other. This is beautiful and moving to see.
Throughout the therapy, it is difficult to determine how the therapist can use certain moments in the game to safely transform implicit mentalizing to explicit mentalizing. She sometimes tries to pause the game (“stop and stand”) and asks about the soldiers’ feelings. When she asks if Dirk has ever felt the same way as one of the soldiers, he struggles to answer. He responds to this question with confusion. He appears to have difficulty with the switch in attention from the game material to his own experience, with switching between imagination and reality. By naming and validating as many emotions and needs within the game as possible (“I understand that you are paying such close attention”) the therapist helps create the transitional space in which Dirk feels safe enough to play with different realities, without losing the pretend-mode (which would make the game too real). In addition, she tries to mirror Dirk and to validate his emotions by repeating his words and reinforcing them (“yes, a lot”).
There is one moment when Dirk starts to whisper. This is when he sees a monkey with all kinds of guns in his hand. At that moment, Dirk’s tension noticeably increases. The guns may be a trauma trigger for Dirk. The therapist gets the impression that, in that moment, Dirk quickly moves into the psychic equivalent mode, possibly forgetting that it is fantasy and not reality. For that reason, the therapist says that the monkey is a “toy monkey”, making the distinction between fantasy and reality and in doing so lowering his tension. After this, Dirk resumes speaking in his normal voice.
Shortly after this moment, when the therapist has indicated that her monkey has a machine foot as a result of an accident, Dirk switches from an already alert, investigative attitude to fight mode. He has a “scanner” to assess whether the therapist’s army is telling the truth. Dirk may be entering the teleological mode here: what I see is true, and what I see is a machine foot that can be used to fight. The therapist’s words do not reach him as well as before; the soldier is less perceptible, and the arousal level increases. At the moment that Dirk changes to fight mode, the therapist has to switch and think. Intuitively, it was immediately clear that this was an important moment, but it took her a while to formulate the right words. The mentalization of the therapist was briefly on hold. In such situations, it can help to express one’s own feelings, and the feelings of the game figures, so that the child can notice what effects his actions have on others.
It is an important moment in therapy, because it enables the distinction between feelings from the past and feelings from now. The alert attitude (can the other person be trusted?) that Dirk shows during the game corresponds with Dirk’s attitude when establishing new contacts, such as during after-school care. It is therefore important for Dirk to experience multiple times that the adults that are in his life right now keep their promises and that they are predictable and safe.
We also know that in traumatized children, emotions from the past and now can merge quickly and that it is important to allow the brain to experience that the situation now is different from what it used to be [17]. While the hyper-alertness was functional in the past, it is no longer needed. After the distinction between past and present is made within the game, Dirk’s posture changes and he physically steps back and allows the army to enter.
Managing arousal levels during MBT-C with traumatized children is a real challenge. Sometimes the arousal level needs to be lowered, while at other times it has to be raised. Like the moment when Dirk asks the therapist’s army questions (“why do you have this?”). The therapist does respond to the inquiry (‘’he has good questions, he wants to know everything”), but she could have increased the tension a bit more. For example, by emphasizing her own feelings even more (“phew, what questions! I get the feeling that you don’t trust us, is that correct?”). This also applies to the moments when the army is finally allowed to enter. There too she could have said something about her own inner world. During the game she indicated that it was interesting to see the castle (external), but she could also have said something about what is happening internally (e.g. “It makes me happy that I can now enter the castle”) and she could have asked about Dirk’s internal world (“how do you feel, now that we are inside?”).
The Final Phase
During the last phase of the treatment, explicit attention was paid to the theme of saying goodbye. For the last session of the treatment, the therapist wrote a letter to Dirk in which she describes the therapy process in simple terms. Writing a final letter for the child is an option that can be used to create a narrative about the therapy process. A regular final evaluation, in which the treatment goals are evaluated and discussed, is too ambitious for Dirk. He is not capable of focusing his attention on such a conversation and, due to his MID, he is not yet able to draw connections between events over a longer period of time. In the written story of the letter, the therapist helps Dirk by giving him words describe the process he has gone through.
During the therapy, Dirk’s mentalizing capacity started to develop, he was able to enact traumatic experiences, and developed a larger vocabulary for his inner experiences. Dirk remains a stimulus-sensitive child, in whom the degree of mentalizing is strongly correlated with the way in which others relate to his level of attention regulation. For this reason, a lot of attention was paid during the final treatment phase to a comfortable transfer to school and after-school care. This process helped to clarify to Dirk’s environment which needs, feelings and intentions are behind his behavior. This strengthens the mentalized ability of the adults around him and makes them curious about the child behind the behavior. Limitations will always remain in children with MID. For that reason, it is extremely important to make the child’s environment sensitive to what they need. Through this process, one can foster a mentalizing environment for the child [18].
Conclusion
Dirk has had 12 MBTC sessions, after assessment, as did his mother. This case study demonstrated that MBT-C is a suitable treatment method for Dirk, a traumatized boy with a mild intellectual disability. After finishing this therapy Dirk was less anxious, less angry and was able to put his own emotions and thoughts into words more often. He sometimes could mentalize explicitly about thoughts and feelings of others. And also Dirk had symbolised in play a narrative about what had happened and how this had an effect on him as a boy. In children with MID it is extra important to consider the developmental level at which they function and to adjust the interventions accordingly. One can think of the duration, the form, and the language level, as well as the extent to which mentalizing is left implicit or made explicit with the help of visual aids and experience-based activities. More research into the effectiveness of MBT-C treatments in children with MID would be valuable.
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			Abstract 

			In this article, we present a clinical example of Mentalization-Based Treatment for Children (MBT-C) for the treatment of a boy with mild intellectual disability (MID). In the book about MBT-C a Time Limited approach [1] this treatment appeared to be very effective for children with an average IQ. Children with MID can also benefit from this treatment method. Dekker - van der Sande and Stekelenburg [2] emphasized the importance of mentalization promoting guidance for children with visual and intellectual disabilities. However, there are still few case studies of MBT-C in children with MID. A child with MID is identified as having an IQ score between 50-85 in combination with significant limitations in their (social) adaptive functioning. Children with MID learn primarily through experience and repetition and are less verbal compared to other children. This article employs a case study to demonstrate how an MBT-C therapist can properly attune this treatment method to children with MID.
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