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Abstract
The experience of stressful social interactions, negative causal attributions, and the use of
maladaptive coping efforts help maintain depression over time in the general population. We
investigated whether a similar experience occurs among adults with mild intellectual disability. We
compared the frequency and stress impact of such interactions, identified causal attributions for these
interactions, and determined the coping strategies of 47 depressed and 47 nondepressed adults with
mild intellectual disability matched on subject characteristics. The depressed group reported a higher
frequency and stress impact of stressful social interactions, more negative attribution style, and more
avoidant and less active coping strategies did than the nondepressed group. Findings have
implications for theory building and development of psychotherapies to treat depression.

Depression is one of the most frequent psychiatric disorders in adults with intellectual disability
(Borthwick-Duffy, 1994; Linna et al., 1999; Richards et al., 2001). The point prevalence of
depression among adults with intellectual disability is estimated to be 4% (Cooper & Bailey,
2001; Cooper, Smiley, Morrison, Williamson, & Allan, 2007; Deb, Thomas, & Bright,
2001), and the period prevalence is thought to be notably higher (Smiley & Cooper, 2003).
Adults with mild intellectual disability, therefore, experience depression at greater rates than
do their peers with average intelligence. Unlike depression in the general population, however,
there has been little systematic research regarding the processes that contribute to the onset or
persistence of depression in an intellectual disability population. Given the enormous cost and
emotional burden of caring for individuals with depression (Lakin, Doljanic, & Taub, 2007;
Minnes, Woodford, & Passey, 2007), research is needed to understand the mechanisms
contributing to depression in adults with intellectual disability. This information would be
beneficial to theorists and those who design interventions to treat depression in this population.
We designed this study to address the methodological limitations of previous studies and
determine whether a clinical diagnosis of depression is related to stressful social interactions,
negative causal attributions, and maladaptive coping in adults with mild intellectual disability
as it is in the general population.

In the general population, people who are depressed report experiencing a high rate of stressful
events, and this is purported to maintain depression over time (Davila, Hammen, Burge, Paley,
& Daley, 1995; Hammen, 1991). Depressed persons are particularly vulnerable to experiencing
stressful social interactions (e.g., Davila et al., 1995; Joiner & Coyne, 1999; Joiner & Metalsky,
1995). Studies have shown that depressed persons often behave in ways that elicit criticism,
rejection, and interpersonal conflict (e.g., Davila et al., 1995; Hammen, 1991; Joiner &
Metalsky, 1995). Moreover, maladaptive cognitive processing has been shown to make

Correspondence regarding this article should be sent to Sigan Hartley, Waisman Center, Rm. 533, University of Wisconsin-Madison,
1500 Highland Ave., Madison, WI 53705 Hartley@Waisman.Wisc.Edu.
The first author is now affiliated with the University of Wisconsin Waisman Center.

NIH Public Access
Author Manuscript
Am J Intellect Dev Disabil. Author manuscript; available in PMC 2010 March 3.

Published in final edited form as:
Am J Intellect Dev Disabil. 2009 May ; 114(3): 147–160. doi:10.1352/1944-7588-114.3.147.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



depressed persons more sensitive to these negative interactions and accentuates their impact
(e.g., Gotlib & Hammen, 1992; Sacco, 1999).

Preliminary evidence suggests that depressed persons with mild intellectual disability similarly
experience a high rate of stressful social interactions. Nezu, Nezu, Rothenberg, DelliCarpini,
and Groag (1995) found that the depressive symptoms of adults with mild intellectual disability
were associated with an increased frequency of negative social interactions. Lunsky and
colleagues found that stress surrounding negative social interactions was positively correlated
with concurrently assessed depressive symptoms. Further, interpersonal stress predicted
depressive symptoms that were evident 6 months later (Lunsky & Benson, 2001; Lunsky &
Havercamp, 1999). Similarly, Hartley and MacLean (2005) examined the subjective
perceptions of stress among 88 adults with mild intellectual disability and found that both the
frequency and stress impact of stressful social interactions predicted symptoms of depression.

In many of these studies, the association between stressful social interactions and depressive
symptoms was investigated in adults with mild intellectual disability who did not have a
depressive disorder (Hartley & MacLean, 2005; Lunsky & Benson, 2001; Lunsky &
Havercamp, 1999). This strategy does not allow for a direct test of whether perceptions of
stress are related to a clinical diagnosis of depression. Perceptions of stressful social
interactions in adults with mild intellectual disability who have a depressive disorder were
examined in only one study. Nezu and colleagues (1995) found that 16 adults with mild
intellectual disability who had a depressive diagnosis reported more stress surrounding social
relationships than did 16 adults with mild intellectual disability who were not depressed and
who were matched on age, gender, and IQ. One of our purposes in conducting the present study
was to build on this research by using a larger sample of depressed adults with mild intellectual
disability.

In addition, we designed the present study to ensure that subject characteristic differences,
other than age, gender, and IQ, between the depressed and nondepressed groups could not
account for findings. Adults with mild intellectual disability who have more independent self-
help abilities may be better able to avoid stressful social interactions than are adults with limited
everyday living skills. In addition, studies suggest that adults with intellectual disability living
in group homes with several other clients and staff have more negative social interactions than
do adults with intellectual disability living alone or with only a few others (Felce, Lowe, &
Blackman, 1995). Thus, in our study we controlled for adaptive behavior and living status in
addition to IQ, gender, and age to understand the relation between stressful social interactions
and a clinical diagnosis of depression in adults with mild intellectual disability.

Causal Attributions
In the general population, dysfunctional cognitive patterns of depressed persons have been
shown to increase susceptibility to experiencing frequent and severe stressful social
interactions. One of the most widely recognized cognitive processes critical to maintaining
depression is a tendency to make negative attributions or causal explanations for negative
stressful events (Abramson, Seligman, & Teasdale, 1978; Abramson, Metalsky, & Alloy,
1989). People who are depressed make global, stable, and internal causal explanations for
negative events (e.g., Firth & Brewin, 1982; Nolen-Hoeksema, Girgus, & Seligman, 1986;
Robins, 1988).

A growing body of research suggests that many of the same faulty cognitive patterns seen in
the general population (e.g., having a low self-concept, making negative social comparisons,
and more frequent automatic negative thoughts) also occur in depression among persons with
intellectual disability (Benson & Ivins, 1992; Dagnan & Sandhu, 1999; Esbensen & Benson,
2006; Glenn, Bihm, & Lammers, 2003; Lunsky, 2003; Nezu et al., 1995). However, there is

Hartley and MacLean Page 2

Am J Intellect Dev Disabil. Author manuscript; available in PMC 2010 March 3.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



only one published study on whether depression is related to negative causal attributions for
stressful events in an intellectual disability population. Esbensen and Benson (2005, 2006)
examined attributions for negative and positive events through the Children’s Attribution Style
Questionnaire (Seligman et al., 1984) in 73 adults with mild intellectual disability. They found
that negative attributions (i.e., more internal, stable, and global) for negative events were
correlated with depressed mood. Esbensen and Benson also found a greater rate of negative
attributions among 12 adults with intellectual disability diagnosed with major depression than
among a matched comparison group of 12 non-depressed adults. Conclusions from their study
are limited, however, by the small sample size and methodological problems with the
questionnaire. They examined attribution styles for hypothetical negative events through a self-
report measure designed for the general population. Poor internal consistency (.39) was
reported for the Children’s Attribution Style Questionnaire in this sample. Although Esbensen
and Benson (2006) pointed out that poor internal consistency has also been reported for this
questionnaire among typically developing children, inadequate reliability raises questions
about the soundness of study findings. Moreover, test–retest reliability and construct validity
for use of this questionnaire in an intellectual disability population has not been assessed.

Self-report measures using Likert-type response options, such as the Children’s Attribution
Style Questionnaire, are vulnerable to poor reliability among adults with intellectual disability
if pretest procedures are not employed to screen out participants who demonstrate response
bias (Finlay & Lyons, 2002; Hartley & MacLean, 2006). Measures designed to determine
complex meta-cognitive content, such as causal explanations for hypothetical negative events,
may be particularly prone to response problems. Use of open-ended questions can avoid these
difficulties and offer a method for assessing the spontaneously generated causal explanations
for actual stressful social interactions experienced by adults with intellectual disability.
Therefore, we designed the present study to build on previous research by assessing causal
attributions through open-ended questions to actual stressful social interactions in a large
sample of adults with mild intellectual disability and diagnosed with a depressive disorder.

Coping Strategies
Depressed persons in the general population have difficulty effectively coping with stressful
negative situations. Depression is related to a lack of active coping aimed at altering the
stressful situation or negative emotions surrounding the situation and increased use of avoidant
coping intended to avoid or ignore the stressful situation and negative affect surrounding it
(e.g., Aldwin & Revenson, 1987; Endler & Parker, 1990; Moos, 1991; Sigmon et al., 2007).
A high rate of avoidant coping may not only prolong and exacerbate the stressful situation but
also intensify negative emotions surrounding it (Holahan & Moos, 1987; Wegner, 1994;
Wegner & Wenzloff, 1996). In this way, maladaptive coping efforts are also thought to
contribute to the persistence of depressed affect over time.

In recent research investigators have suggested that coping may similarly be related to
depression in adults with mild intellectual disability (Hartley & MacLean, 2005; Lunsky,
2003). Lunsky found that depressed women with mild intellectual disability reported fewer
coping strategies than did nondepressed women. To date, there has been only one study in
which researchers questioned whether depressed adults with intellectual disability use different
types of coping strategies to deal with stressful events than do nondepressed adults with
intellectual disability. Hartley and MacLean (2005) found that depressive symptoms among
adults with mild intellectual disability were related to an infrequent use of active coping.
However, most participants in this study did not have a clinical diagnosis of depression.
Therefore, another purpose in the present study was to determine whether adults with mild
intellectual disability diagnosed with a depressive disorder have difficulty adaptively coping
with stressful social interactions.
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We examined the experience of stressful social interactions among 47 depressed and 47 non-
depressed adults with mild intellectual disability who were matched on various subject
characteristics by (a) comparing the frequency and stress impact of stressful social interactions,
(b) identifying causal attributions for these interactions, and (c) determining the coping
strategies used to deal with these interactions and the negative emotions evoked. We
hypothesized that depressed adults with mild intellectual disability would report a higher
frequency and stress impact of stressful social interactions, more negative attribution style, and
more avoidant and less active coping strategies than would nondepressed adults.

Method
Participants

Fifty-two adults with mild intellectual disability (IQ = 55–70, concomitant impairments in
adaptive behavior, and who had met criteria for a diagnosis of mental retardation according to
the Diagnostic and Statistical Manual, Fourth Edition Text Revision–DSM-IV-TR (American
Psychiatric Association, 2000) were recruited from 10 disability service providers in the Rocky
Mountain region of the United States. They also had a current diagnosis of a depressive disorder
(i.e., Major Depressive Disorder, Dysthymia, or Depression–Not Otherwise Specified)
according to their disability service providers. All participants had adequate oral
communication skills (i.e., could orally communicate without the aid of another person). The
majority of them were taking medication to manage their depression. Previous studies of the
interpersonal or cognitive processes among depressed adults with intellectual disability have
not limited etiology of intellectual disability (Benson & Ivins, 1992; Dagnan & Sandu, 1999;
Nezu et al., 1995). To be consistent with this approach, we chose participants who had a range
of etiologies for intellectual disability, the most common being unknown etiology. Four
participants were unable to pass the pretest outlined in the Procedure section and were
excluded. An additional participant demonstrated response bias during actual testing (i.e.,
endorsed same response option on all items) and was also excluded. Forty-seven adults with
mild intellectual disability without a depressive disorder matched on age (within 5 yrs), gender,
IQ (within 5 points), ethnicity (Caucasian vs. not Caucasian), impairments in adaptive behavior
(within 10 points), and living status served as a comparison group. In the depressed group, 6
adults had a reported psychiatric disorder diagnosis in addition to depressive disorder noted
by their disability service provider (3 anxiety disorder, 2 personality disorder, and 1 sleep
disorder). Ten adults with mild intellectual disability in the non-depressed group had a
nondepressive psychiatric disorder diagnosis (2 adjustment disorder, 4 anxiety disorder, 3
personality disorder, and 1 sexual disorder). Table 1 presents the characteristics of the
depressed and nondepressed groups. All participants and their guardians were given a
description of the nature and requirements of the study prior to deciding to participate and
informed consent was obtained.

Measures
Participant characteristics—The age, gender, living status, and ethnicity of each
participant was obtained from their disability service provider. The Kaufman Brief Intelligence
Test, 2nd Edition–KBIT-2 (Kaufman & Kaufman, 2004), a brief test of verbal and nonverbal
cognitive abilities, was individually administered to participants. The Composite IQ, which
was used in this study. has satisfactory internal consistency (.86 to .96), test–retest reliability
(.88 to .92), and concurrent validity (Kaufman & Kaufman, 2004). To assess adaptive behavior,
we asked staff from each participant’s disability service provider who had at least weekly
contact with the participant to complete the Adaptive Behavior Assessment System-2nd
Edition–ABAS-II (Harrison & Oakland, 2006). We also administered the General Adaptive
Composite (GAC) score, which has satisfactory internal consistency (.97 to .99), test–retest
reliability (.86 to .99), and concurrent validity (Harrison & Oakland, 2006).
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Depression—We conducted a diagnostic interview with the adults who had mild intellectual
disability using the Diagnostic Criteria for Psychiatric Disorders for Use with Adults with
Learning Disabilities/Mental Retardation–DC-LD (Royal College of Psychiatrists, 2001). The
DC-LD was specifically designed for people with intellectual disability and offers
operationalized diagnostic criteria for psychiatric disorders. Field trials indicated that
diagnoses based on the DC-LD had a 96.3% agreement with clinical opinion (Smiley & Cooper,
2003; Royal College of Psychiatrists, 2001). In the present study, participants in the depressed
group also had to meet criteria for a current depressive diagnosis using the DC-LD, and
participants in the matched comparison group could not meet criteria for a depressive diagnosis
on the DC-LD.

The Birleson Depressive Short form Self-Rating Scale–hereafter called the Depressive Self-
Rating Scale (Birleson, 1981) was used to verify that adults in the depressed group reported
more symptoms of depression than did those in the nondepressed group. The scale has 18 items
and three response categories (never, sometimes, and most of the time). Among typically
developing children, the scale has adequate test–retest reliability, internal consistency, and
concurrent and criterion validity (Birleson, 1981). Among adults with mild intellectual
disability, the Depressive Self-Rating Scale was significantly correlated with informant ratings
of depressive symptoms (Benson & Ivins, 1992). In the present study, a paired sample t test
indicated that the depressed group had a significantly higher Depressive Self-Rating Scale total
score (M = 19.59, SD = 6.34) than did the nondepressed group (M = 10.78, SD = 6.80), t(46)
= 18.38, p < .01.

Stressful social interactions—The Inventory of Negative Social Interactions (Lakey,
Tardiff, & Drew, 1994) is a 40-item self-report measure of negative social situations. Sample
items include “Said bad things about you” and “Friends spent less time with you.” Among
adults with mild intellectual disability, this inventory has satisfactory reliability and is
predictive of somatic complaints and depressive symptoms reported 6 months later (Lunsky
& Benson, 2001; Lunsky & Bramston, 2006).

The Lifestress Inventory (Bramston & Bostock, 1994) is a self-report measure of daily
situations or life events previously reported to be stressful by adults with intellectual disability.
The Lifestress Inventory has satisfactory test–retest reliability, internal consistency, and
concurrent validity (Bramston & Bostock, 1994; Bramston & Fogarty, 1995; Fogarty,
Bramston, & Cummins, 1997; Lunsky & Bramston, 2006). Only the 13-item Negative
Interpersonal Relations dimension was used in this study. This dimension was designed to
elicit the experience of stressful social interactions. Sample items include “Have you had any
arguments with anyone?” and “Do people tease you or call you names” A composite measure
of stressful social interactions was created by summing scores from the 40-item Inventory of
Negative Social Interactions and 13-item Negative Interpersonal Relations dimension of the
Life-stress Inventory. Our decision to use a composite measure of stressful social interactions
was based the (a) moderate correlation between the Total Frequency and Total Severity, rs = .
48 and .53, respectively, ps < .01, of the Negative Interpersonal Relations dimension of the
Lifestress Inventory and Inventory of Negative Social Interactions; and (b) finding similar
results when these measures were separately analyzed.

The same response format was used for the Lifestress Inventory and Inventory of Negative
Social Interactions. In the frequency rating, participants indicated whether they had
experienced the stressful situation in the past 2 weeks. The total frequency score is the total
number of stressful social interactions experienced across both measures. In the Stress Impact
rating, participants rated the severity of stress incurred using a 4-point Likert-type scale (verbal
descriptors [no, a little, medium, and a lot] and numbers [1–4]). Consistent with Fogarty et
al.’s (1997) findings, Stress Impact ratings were rescored such that stressful social interactions

Hartley and MacLean Page 5

Am J Intellect Dev Disabil. Author manuscript; available in PMC 2010 March 3.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



not experienced or experienced but rated as having no stress impact were scored 0, interactions
rated as causing a little stress impact were scored 1, interactions rated as causing medium stress
impact were scored 2, and those rated as causing a lot of stress impact were scored 3. Stress
Impact ratings were summed to create the Total Stress Impact score. In the present study, there
was satisfactory internal consistency for the Total Frequency and Total Severity of the Life-
stress Inventory, α = .72, .77 and Inventory of Negative Social Interactions, α = .81, .88.

Causal attribution—The open-ended question “What caused that event to occur?” was used
to assess causal attributions for each stressful social interaction endorsed. Two undergraduate
students who were naïve to the group assignments (i.e., depressed vs. nondepressed) rated the
Internality, Stability, and Globility of these responses using a content analysis of verbatim
explanations, a content analytic technique to assess explanatory styles. This technique has been
shown to result in reliable and valid assessments of explanatory styles in the typically
developing population (Gray, Pumphrey, & Lombardo, 2003; Kamen-Siegel, Rodin, Seligman,
& Dwyer, 1991; Schulman, Castellon, & Seligman, 1989). The two undergraduates were
trained according to the guidelines developed by Schulman et al. (1989) to use 7-point Likert
scales: Internality (1–7: external to internal), Stability (1–7: unstable to stable), and Globility
(1–7: specific to global).

Participants endorsed varying numbers of stressful social interactions. Moreover, many
participants were unable to identify or describe causal explanations for every stressful social
interaction endorsed. Therefore, the Internality, Stability, and Globality scores were summed
and then divided by the number of causal attributions provided. In order to assess interrater
reliability, we defined agreement as the two coders being within 1 point in their independent
content analysis of verbatim explanations ratings. The percentage agreement between the raters
for the Internality (89.4%), Stability (86.0%), and Globality (84.4%) dimensions indicated
adequate interrater reliability. These dimension scores were then summed to create the
Composite Negative score. Cronbach’s alpha coefficient was .71 for the Composite Negative
scale, which is consistent with alpha coefficients reported for this technique when used in the
general population (Gray et al., 2003; Kamen-Siegel et al., 1991; Schulman et al., 1989).

Coping strategies—Open-ended responses to the sentence stem “When I have this problem,
I —” were used to assess coping efforts for each stressful social interaction endorsed. Previous
studies have shown that this procedure successfully elicits coping responses among adults with
intellectual disability (Hartley & MacLean, 2005; Lunsky, 2003; Wayment & Zetlin, 1989).
Two undergraduate students who were naïve to the hypotheses of the study were trained to
code responses as active and avoidant coping strategies defined by Ayers and colleagues
(Ayers et al., 1989; Program for Prevention Research, 1999). Active coping was defined as a
cognitive or behavioral effort to manage the stressful event itself through directly altering the
event, seeking solutions to alter it, or by altering one’s emotional response to the event by
focusing directly on it in an active and constructive fashion. Avoidant coping was defined as
a behavioral or cognitive effort to avoid the stressful event or to repress, not think about, or
wish away the problem. Responses that involved verbal or physical actions to implicitly or
explicitly hurt or threaten others, venting feelings with no intention of altering these feelings,
or lack of efforts to alter or avoid the problem were coded as noncoping efforts.

Participants often reported using multiple coping strategies to deal with a single stressful event.
When this occurred, all coping strategies were coded. To account for differences in total number
of coping responses reported by participants, the ratio of coping responses in each dimension
in comparison to the total number of coping responses was used in all analyses. Satisfactory
interrater reliability was achieved for coding responses into coping (.87) versus noncoping
efforts (.90) and for active (.83) and avoidant coping (.85).
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Procedure
Participants were informed that their responses would be confidential and that they could
withdraw from the study at any time. To help participants feel comfortable, a caregiver was
present during interviews if requested but did not assist the participant in responding. A 2-step
pretest was used to assess participants’ ability to reliably use a 4-point Likert-type scale and
understand the meaning of stressful events. In Step 1, participants were asked to arrange a set
of four clear containers with varying amounts of colored water by quantity of water.
Participants were then asked to match these containers to written descriptors (no, a little,
medium, and a lot) and a numerical scale (1 to 4). Finally, participants were asked to use the
containers, written descriptors, or numbers to indicate where their most favorite and least
favorite food would fall on a scale of preference. In Step 2, participants were asked to provide
an example of a stressful event. Only participants who successfully passed both steps of the
pretest were included in the study. In a previous study using this pretest to screen out
participants, a low rate of response bias was found for Likert-type scales in actual testing
(Hartley & MacLean, 2005).

A researcher unaware of participants’ group membership (i.e., depressed vs. nondepressed)
administered assessments. Participants were first given the KBIT-2. They were then read the
Lifestress Inventory and Inventory of Negative Social Interactions and asked to rate the
Frequency and Stress Impact of each stressful social interaction. Clear containers with varying
amounts of colored water were paired with the Likert-type scale responses to provide a visual
representation of response options. For each stressful social interaction endorsed, participants
were asked, “What caused that event?” One participant was unable to provide any causal
explanations for stressful social interactions and, thus, was not included in analyses of causal
attributions. Participants were also asked to complete the word stem “When I have this problem
I —.” If they were confused or did not describe coping efforts, the statement prompt “People
do different things to solve their problems or to make themselves feel better; What do you do
when you have this problem?” (Program for Prevention Research, 1999) was read. The
clarifying question “Tell me more about it” was employed to confirm understanding of answers
and seek further information when needed. The Depressive Self-Rating Scale was read aloud.
The procedure was conducted in a single session, with breaks, and took 60 to 90 min.

Results
Independent samples t tests were conducted to ensure that the subject characteristics (age
[years], IQ [Composite IQ standard score], and adaptive behavior [ABAS]) of the depressed
and nondepressed group were comparable. There was no significant difference between the
matched pairs in age, t(93) = −.34, p = .74, IQ, t(93) = −1.02, p = .31, or adaptive behavior, t
(93) = −.02, p = .98. As shown in Table 1, the depressed and nondepressed groups were
successfully paired on gender, ethnicity, and living status. We examined paired sample
correlations for the stressful social interaction, causal attributions, and coping variables.
Correlations were positive for all variables and significant for Total Frequency of stressful
social interactions, r = .29, p = .03. This find-ing supports the importance of matching the
groups on subject characteristics, and the use of paired sample t tests in the remaining analyses.
Cohen’s d calculations based on the original SDs (or between group t-test values) were used
to estimate effect size (Dunlop, Cortina, Vaslow, & Burke, 1996).

The depressed group had a significantly higher Total Frequency of stressful social interactions
than did the nondepressed group (Ms = 20.15, SD = 7.07, and 14.04, SD = 7.90, respectively),
t(46) = 3.86, p = .001, d = .82 (95% confidence interval .39 to 1.23). The depressed group
(M = 42.72, SD = 8.73) also had a significantly higher Total Stress Impact of stressful social
interactions than did the nondepressed group (M = 23.84, SD = 7.02), t(46) = 4.39, p = .001,
d = .90 (95% confidence interval .47 to 1.32).
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Figure 1 displays the means and SDs for Internality, Stability, and Globality of causal
attributions reported for stressful social interactions incurred by the depressed and
nondepressed groups. The depressed group was significantly higher (i.e., more internal) on the
Internality dimension than was the nondepressed group (Ms = 5.11, SD = 1.19 and 3.07, SD =
1.00, respectively), t(45) = 7.88, p < .001, d = 1.86 (95% confidence interval 1.35 to 2.33). The
depressed group was significantly higher (i.e., more stable) on the Stability dimension than
was the nondepressed group (Ms = 5.00, SD = 1.02, and 4.53, SD = 1.06), t(45) = 2.16, p = .
04, d = .45 (95% confidence interval .03 to .86). The depressed group was significantly higher
(i.e., more global) on the Globality dimension than was the nondepressed group (Ms = 4.00,
SD = 0.90, and 3.19, SD = 1.06, respectively), t(45) = 3.72, p = .001, d = .82 (95% confidence
interval .39 to 1.24). On the Composite Negative score, the depressed group was significantly
higher (i.e., more internal/stable/global) than was the nondepressed group (Ms = 14.10, SD =
2.70, and 10.86, SD = 1.99, respectively), t(45) = 6.03, p < . 001, d = 1.37 (95% confidence
interval .90 to 1.81). Table 2 presents examples of attributions and coping efforts of the
depressed and nondepressed group.

Analyses were first conducted to compare the relative use of coping as opposed to noncoping
efforts for stressful social interactions by the depressed and nondepressed groups. Figure 2
presents that relative percentage of responses coded as coping efforts in the depressed and
nondepressed groups. The depressed group reported a significantly lower percentage of coping
efforts than did the nondepressed group (Ms = 68.31, SD = 22.31, and 86.29, SD = 18.12,
respectively), t(46) = −3.58, p = .001, d = −.88 (95% confidence interval −1.30 to −.45). Figure
2 also displays the relative percentage of coping efforts coded as active and avoidant coping
strategies for the depressed and nondepressed groups. The depressed group reported
significantly fewer active coping strategies than did the nondepressed group (Ms = 54.20,
SD = 20.41, and 69.22, SD = 26.14, respectively), t(44) = 3.30, p = .001, d = −.64 (95%
confidence interval −1.06 to −.21). The depressed group reported significantly more avoidant
coping strategies than did the nondepressed group (Ms = 46.39, SD = 20.03, and 30.36, SD =
25.08, respectively), t(44) = −3.48, p = .001, d = .71 (95% confidence interval .27 to 1.13).

Discussion
Depressed persons in the general population experience a high rate of stressful social
interactions, demonstrate a negative attribution style for these interactions, and use maladaptive
coping strategies to deal with these interactions (Abraham et al., 1978; Daley et al., 1997;
Hammen, 1991; Seligman et al., 1984). In this way, the experience of stressful social
interactions is believed to maintain depression over time. The present study was designed to
address the methodological limitations of previous studies to determine whether a clinical
diagnosis of depression is related to a similar experience of stressful social interactions,
negative causal attributions, and coping in adults with mild intellectual disability.

In this study, depressed adults with mild intellectual disability reported experiencing a greater
frequency and stress impact of stressful social interactions than did nondepressed adults with
mild intellectual disability matched on various subject characteristics. This confirms past
studies (Hartley & MacLean, 2005; Lunsky & Benson, 2001; Lunsky & Havercamp, 1999;
Nezu et al., 1995) and adds to the literature by showing that people who are diagnosed with a
depressive disorder experience more frequent and severe interpersonal conflict than do
nondepressed adults matched on age, gender, IQ, ethnicity, adaptive behavior, and living status.
This suggests that the experience of stressful social interactions may serve to sustain depressed
affect in an intellectual disability population as it is purported to do in the general population
(Hammen, 1991; Joiner & Coyne, 1999).
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As with the general population, cognitive and interpersonal deficits likely interact such that
depressed adults with mild intellectual disability elicit negative interactions from their
environment and are more aware of and sensitive to interpersonal criticism and rejection
(Gotlib & Hammen, 1992; Joiner & Coyne, 1999; Joiner & Metalsky, 1995). The extent to
which the heightened experience of stressful social interactions reported by depressed adults
with mild intellectual disability reflects an actual increase in negative stressful social
interactions versus dysfunctional cognitive processes cannot be determined in this study.
Future researchers need to determine whether depressed adults with mild intellectual disability
exhibit an increased self-focus and vigilance to criticism and rejection from others. Informant
reports by people interacting with depressed adults with mild intellectual disability are also
needed to determine the extent to which depressed adults elicit criticism and rejection from
others and generate their own stressful social situations. An investigation of the specific
interpersonal skill deficits (e.g., self-disclosure, reassurance seeking, and poor interpersonal
problem-solving skills) contributing to this generation is also necessary.

Depressed adults with mild intellectual disability reported a more negative attribution style for
stressful social interactions than did the matched nondepressed comparison group. This finding
supports an earlier study by Esbensen and Benson (2006) conducted with adults who had mild
intellectual disability using self-report measures developed for the general population. As in
the general population (e.g., Abraham et al., 1978; Seligman et al., 1984), causal attributions
for negative events are involved in depression among adults with mild intellectual disability.
Further research is needed to determine whether other faulty cognitive patterns associated with
depression in the general population are seen in depressed persons with intellectual disability.
For instance, effortful information processing is impaired and biases in attention and memory
are seen in depression in the general population (e.g., Gotlib et al., 2004). Research is needed
to determine whether persons with intellectual disability experience similar information
processing errors.

The finding that negative attribution styles are involved in depression among adults with mild
intellectual disability suggests that cognitive techniques aimed at changing these faulty
cognitive processes may be appropriate intervention strategies. Aside from medication, which
is frequently prescribed for people with intellectual disability, behavioral therapies have
primarily been used to manage psychiatric symptoms among people in this population (Grey
& Hastings, 2005; Kiernan, Reeves, & Alborz, 1995). The possibility of cognitive–behavioral
therapies (CBT) for psychopathology among adults with intellectual disability has been largely
neglected (e.g., Stenfert-Kroese, 1997; Sturmey, 2004). CBT therapies may appear
inappropriate for people with intellectual disability because they rely on complex cognitive
skills, such as the ability to weigh evidence, recognize distortions in thinking, and identify
more adaptive thoughts. Yet, a growing number of researchers have begun to adapt CBT
techniques and teach adults with intellectual disability to understand connections between their
affect, thoughts, and behavior (Dagnan, Chadwick, & Proudlove, 2000; Joyce, Globe, &
Moody, 2006; Stenfert Kroese, 1997; Whitehouse, Tudway, Look, & Kroese, 2006).
Preliminary studies suggest that CBT can be beneficial among people with intellectual
disability when these training procedures and modifications are used (e.g., Clare & Murphy,
1998; Lindsay, Neilson, & Lawrenson, 1997; Taylor, 2002). Researchers will need to examine
the feasibility and effectiveness of CBT techniques to challenge and modify negative causal
attributions for stressful social interactions in an intellectual disability population.

Depressed adults with mild intellectual disability reported using fewer coping strategies (i.e.,
more noncoping efforts) than did the nondepressed group. Moreover, of the coping strategies
generated, the depressed group reported fewer active coping strategies and more avoidant
coping strategies for stressful social interactions than did nondepressed adults with mild
intellectual disability. This result supports past findings among adults with intellectual
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disability (Hartley & MacLean, 2005) and research in the general population (Aldwin &
Revenson, 1987; Endler & Parker, 1990) that depressed persons have difficulty generating
adaptive coping efforts. Interventions aimed at helping depressed adults with mild intellectual
disability utilize more active coping to deal with their experience of frequent and severe social
conflict may be an important strategy for treating depression.

There are several limitations to this study. Several adults with mild intellectual disability in
the depressed and nondepressed group had a non-depressive psychiatric disorder diagnosis
reported by their disability service provider. The contribution of these comorbid psychiatric
diagnoses to the findings is not known. Moreover, the experience of stressful social interactions
among depressed adults with mild intellectual disability was examined at only one time point.
This methodology does not permit an assessment of the time-order causal role of the experience
of stressful social interactions, negative attributions, and mal-adaptive coping efforts in
reinforcing or prolonging depressed affect. Future research in which investigators utilize a
longitudinal methodology is required to better understand the likely bidirectional relations
between cognitive and interpersonal problems and depression.

This study is also limited in that it provides a preliminary look at the active and avoidant coping
efforts generated by depressed adults with mild intellectual disability through open-ended
questions. Observational studies would help ensure that the coping strategies reported by
depressed and nondepressed adults with mild intellectual disability are the coping strategies
actually utilized in stressful social situations. In the present study we also examined a limited
array of coping efforts. Further research is necessary to examine additional coping efforts found
to be important in maintaining depression in the general population. For instance, research in
the general population suggests that depressed persons often exhibit reassurance-seeking
behaviors, in which they seek reassurance from others to reduce their perceptions of low self-
worth, when faced with negative stressful events and that this strategy contributes to the
generation of additional social conflict (Joiner & Metalsky, 1995; Joiner, Metalsky, Katz, &
Beach, 1999). Further research is needed to investigate the importance of reassurance-seeking
for maintaining negative affect and generating stressful social interactions among people with
intellectual disability.

In summary, we found that depressed adults with mild intellectual disability experience more
stressful social interactions, have a more negative attribution style for these interactions, and
use more maladaptive coping strategies to deal with these interactions than do nondepressed
adults with mild intellectual disability. These findings suggest that interpersonal behaviors,
thinking styles, and problem-solving skills are important mechanisms through which
depression is maintained in adults with mild intellectual disability. Interventions aimed at
improving interpersonal functioning and challenging dysfunctional thought processes may be
useful in treating depressed adults with mild intellectual disability. Moreover, coping
interventions aimed at helping such adults better deal with stressful social interactions and the
negative emotions that they evoke may also be important treatment strategies for depression.
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Figure 1.
Means and SDs for Likert-scale content analysis of verbatim explanations (CAVE) ratings of
causal attributions reported by group. Note that higher scores mean more internal/stable/global
ratings.
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Figure 2.
Relative percentage of responses coded as coping efforts and as active and avoidant coping
strategies.
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Table 1

Characteristics by Group

Depressed Nondepressed

Characteristic Mean/n SD Mean/n SD

Mean age 42.62 12.87 41.74 12.03

Gender (n)

 Male 24 – 24 –

 Female 23 – 23 –

Ethnicity (n)

 Caucasian 42 – 42 –

 Not Caucasian 5 – 5

Mean Composite IQ 62.94 5.64 61.19 5.73

Mean adaptive behavior 67.26 12.67 67.19 12.66

Living status (n)

 Group home 31 – 31 –

 Family/host family 4 – 4 –

 Alone or with roommate/
partner

12 – 12 –

Note. Groups were matched on age (5 years), gender, ethnicity, Composite IQ (5 points), adaptive behavior (10 points), and living status.

Am J Intellect Dev Disabil. Author manuscript; available in PMC 2010 March 3.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Hartley and MacLean Page 18

Table 2

Examples of Attributions and Coping Responses by Group

Group/Negative event Attributiona Coping

Depressed

 Acted bossyb Cause I don’t
stand up to him
enough.
(Internality = 6,
Stability = 5,
Globality = 5)

Pretend he isn’t thered or go in my roomc

 People don’t like talking to youc Cause I’m not as
good as my
sisters are. They
are making lots
of money and
never get in
trouble.
(Internality = 7,
Stability = 7,
Globality = 7)

I get real mad and tell him off.e

 Friends spent less time with youb I don’t know. I
think they don’t
like what I do or
the way I laugh.
(Internality = 5,
Stability = 6,
Globality = 6)

I just be by myself and ignore them.d

 Arguments with anyonec I’m just always
asking people
questions and
they get mad
cause I’m a pest.
(Internality = 6,
Stability = 6,
Globality = 6)

I don’t know what to do. I ask them why they
angry,f but they don’t tell.

 Not enough friendsc Cause they don’t
want to be my
friend. No
friends. Never.
(Internality = 5,
Stability = 7,
Globality = 5)

Can’t do nothing. Never have no friends.e

Nondepressed

 Get on well with your familyc They just busy is
all. (Internality
= 2, Stability =
2, Globality = 2)

I call them and we talk on the phone.f When I’m
lonely I call my [girlfriend] and we talk on the phone
and we talk and she makes me feel better about it.f

 Not enough friendsc It’s because all
my friends are
other places and
I can’t get there.
(Internality = 3,
Stability = 4,
Globality = 3)

Write ’em letters and can call sometimesf

 Not enough privacy/time to
yourselfc

— [client] just
wants attention
so he comes to
my room.
(Internality = 2,
Stability = 3,
Globality = 1)

I tell him he can’t be in my room.f If he doesn’t leave,
I tell staff and they make him go.f

 When you are busy, people get in the
way or interruptc

They don’t
know no better.
(Internality = 1,

Oh, I try to pretend they aren’t there.d Sometimes I
tell — [boss] and she gets them to move.f
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Group/Negative event Attributiona Coping
Stability = 6,
Globality = 3)

 Went back on their wordb They thought
that I didn’t need
a ride, but I
really did need
one. (Internality
= 2, Stability =
1, Globality = 1)

We talked about it and got a plan. Now I’m going to
get a ride on Mondays and Tuesdays.f

a
Attribution ratings are based on a 7-point scale, with higher values meaning more Internal/Stable/Global ratings.

b
From the Inventory of Negative Social Interactions.

c
From the Lifestress Inventory.

d
Avoidant copy.

e
Noncoping.

f
Active coping.
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