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Abstract

Background—Virtually nothing is known about potential differences in the types of depression 

symptoms reported by adults with mild intellectual disability (ID) on self-reported questionnaires 

as compared with the types of symptoms reported by caregivers on informant questionnaires. 

Moreover, little is known about how the presentation of depression among adults with mild ID 

varies based on socio-demographic characteristics.

Methods—We compared findings from two self-reported questionnaires, the Self-Reported 

Depression Questionnaire (SRDQ) and the Glasgow Depression Scale for People with a Learning 

Disability (GDS), to that of an informant questionnaire of depressive symptoms, the Glasgow 

Depression Scale – Caregiver Supplement (CGDS), in 80 adults with mild ID. We also examined 

the association between age, sex, IQ and the presence of a co-occurring psychiatric disorder and 

frequency of affective, cognitive and somatic depressive symptoms in our sample of adults with 

mild ID.

Results—Adults with mild ID self-reported a higher frequency of affective and cognitive 

depressive symptoms than staff reported on the informant measure. Staff reported a higher 

frequency of somatic symptoms than adults with mild ID on one of the self-reported 

questionnaires (GDS) and a similar frequency on the other self-reported questionnaire (SRDQ). 

Important differences were found in the types of depressive symptoms based on their IQ, age and 

presence of a co-occurring psychiatric disorder.

Conclusion—Informant questionnaires offer valuable information, but assessment should 

include self-reported questionnaires as these questionnaires add unique information about 

internalised experiences (affective and cognitive symptoms) of adults with mild ID that may not 

be apparent to caregivers. Health care providers should be made aware of the important 

differences in the presentation of depressive based on their IQ, age and presence of a co-occurring 

psychiatric disorder.
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Introduction

Based on a prevalence estimate of 1.6%, there are nearly 5 million individuals with 

intellectual disability (ID) living in the USA. The large majority (85%) of these individuals 

have mild ID (American Psychiatric Association 2000). Individuals with ID are at an 

increased risk for developing mental health problems; studies indicate that more than one-

third of adults with ID met criteria for a psychiatric disorder (Bhaumik et al. 2008). 

Depression is one of the most frequently occurring psychiatric disorders in adults with ID, 

with some studies suggesting comparable rates to that of the general population (van 

Schrojenstein Lantman-de Valk et al. 1997) and other studies suggesting that adults with ID 

are four to six times more likely to experience a depressive disorder in their lifetime than are 

adults without ID (Richards et al. 2001; Collishaw et al. 2004).Yet, health providers often 

fail to screen for depression in adults with ID and thus depression often goes undetected 

(Poindexter 2006). In part, screening efforts for depression may be low because of the 

paucity of research on self-reported and informant questionnaires in adults with ID. 

Currently, only a handful of studies have examined the validity and reliability of depressive 

measures in an ID population and no published studies have examined differences in the 

types of symptoms reported by adults with mild ID on self-reported questionnaires as 

compared with the types of symptoms reported by caregivers on informant questionnaires.

Depression is largely defined by internal subjective experiences (i.e. thoughts and feelings), 

and is typically assessed through self-reported questionnaires in adults without ID. The use 

of self-reported questionnaires among adults with ID can be challenging, as it requires that 

individuals understand the question, attend to multiple response alternatives, and respond in 

an unbiased manner (e.g. not influenced by response option order or demand 

characteristics). Despite these challenges, there has been a proliferation of self-reported 

questionnaires in the field of ID (see Hartley & MacLean 2006 for review). These studies 

indicate that when instruments and training procedures are designed to ensure 

comprehension and include appropriate response formats, adults with mild ID are able to 

reliably use self-reported questionnaires with Likert-type scales of up to five response 

options (Finlay & Lyons 2001; Hartley & MacLean 2006). A handful of studies have now 

demonstrated adequate levels of reliability and validity in self-reported questionnaires of 

depression symptoms in adults with mild ID (Reynolds & Baker 1988; Cuthill et al. 2003; 

McBrien 2003; Esbensen et al. 2005).

Diagnostic decisions should utilise as many sources of information as possible (Cooper & 

Collacott 1996). Thus, in addition to self-reported questionnaires, it is beneficial to obtain 

reports of depressive symptoms by caregivers. However, virtually no research has examined 

potential differences in the types of depressive symptoms reported by adults with mild ID as 

compared with their caregivers. Research on the general population indicates that informant 

reports of depressive symptomology often differ from self-reports. In general, studies 

suggest that informants report a lower frequency and/or severity of affective and cognitive 

depressive symptoms than does the individual themselves (e.g. Epstein et al. 1989; Burke et 

al. 1998). There is a particularly large discrepancy in the frequency and/or severity of self-

reported versus informant-reported affective and cognitive depressive symptoms in 

individuals with deficits in cognitive functioning due to medical illnesses (Allen et al. 2002), 
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perhaps because of difficulties communicating internalised symptoms to caregivers and/or 

the failure of caregivers to recognise behavioural manifestations of these internalised 

symptoms. McBrien (2003) similarly hypothesised that adults with ID may have difficulty 

describing their cognitive and affective symptoms to caregivers and caregivers may have 

difficulty deciphering these symptoms from observable behaviours. In contrast, Lunsky et 

al. (2002) proposed that caregivers may be most aware of the somatic symptoms of 

depressed adults with ID, which are more easily observed (e.g. sleeping longer and eating 

more). The primary aim of the present study is to identify differences in the types of 

depressive symptoms (affective, cognitive and somatic) reported by adults with mild ID as 

compared with their caregivers.

The secondary aim of the present study is to understand how the presentation of depression 

varies based on socio-demographic characteristics. Within the general population, there are 

important differences in the presentation of depression by age and sex. Older adults endorse 

a higher frequency and/or severity of somatic depressive symptoms and a lower frequency 

and/or severity of cognitive depressive symptoms than younger adults (Drayer et al. 2005; 

Balsis & Cully 2008; Hegeman et al. 2012) and women report higher frequency and/or 

severity of somatic depressive symptoms than men (Silverstein 2002; Wenzel et al. 2005). 

Whether age and sex are similarly related to differences in depressive symptoms in adults 

with mild ID has yet to be examined. Among adults with mild ID, IQ may also be related to 

differences in the presentation of depressive symptoms. Adults with higher IQs may be more 

aware of their feelings and thoughts and better able to communicate these feelings and 

thoughts to caregivers than are adults with lower IQs (Tsiouris et al. 2011). As a result, 

adults with mild ID who have higher IQs may endorse and be reported by caregivers to have 

a higher frequency of cognitive and affective depressive symptoms. Moreover, adults with 

mild ID who have a comorbid psychiatric disorder (e.g. anxiety disorder or personality 

disorder) may be more likely to report a higher frequency of depressive symptoms as 

compared with adults who do not have a comorbid psychiatric disorder, as co-occurring 

conditions can exacerbate symptoms of depression (Bakken et al. 2010; Tsiouris et al. 

2011). Individuals with ID frequently have multiple psychiatric disorders (Leyfer et al. 

2006; Cooper et al. 2007) and thus understanding the impact of co-occurring psychiatric 

disorders on the presentation of depression is critical for healthcare providers.

In the present study, we compared findings from two self-reported questionnaires, the Self-

Reported Depression Questionnaire (SRDQ; Reynolds & Baker 1988) and the Glasgow 

Depression Scale for people with a Learning Disability (GDS; Cuthill et al. 2003), to that of 

an informant questionnaire of depressive symptoms, the Glasgow Depression Scale – 

Caregiver Supplement (CGDS; Cuthill et al. 2003), in 80 adults with mild ID. Staff from the 

adult with mild ID’s disability service provider who had contact at least twice a week with 

the adult and who had known the adult for at least 6 months served as the informant. Of the 

80 adults with mild ID, 30 adults had a current diagnosis of a depressive disorder from an 

independent health care provider, which was verified by research staff. Depressive 

symptoms were categorised into three domains: Cognitive, Affective and Somatic. We 

hypothesised that the two self-reported questionnaires would be highly correlated, whereas 

there would only be a modest correlation between both self-reported questionnaires and the 
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informant questionnaire. We hypothesised that adults with mild ID would report a higher 

frequency of cognitive and affective depressive symptoms than would be endorsed by staff 

on the informant questionnaire. In contrast, staff were expected to endorse a similar 

frequency of somatic depressive symptoms as the adults with mild ID.

We also examined the association between age, sex, IQ and the presence of a co-occurring 

psychiatric disorder and the frequency of affective, cognitive and somatic depressive 

symptoms in our sample of adults with mild ID. We expected age to be positively related to 

the frequency of somatic depressive symptoms and negatively related to the frequency of 

cognitive depressive symptoms, based on evidence from the general population. We also 

expected women with mild ID to report a higher frequency of somatic depressive symptoms 

than men based on evidence from the general population. We hypothesised that IQ would be 

positively correlated with the frequency of cognitive and affective depressive symptoms. 

Finally, we expected that the presence of a co-occurring psychiatric disorder would 

exacerbate symptoms of depression and thus be related to a higher frequency of depressive 

symptoms.

Methods

Participants

Eighty-four adults with mild ID (IQ M = 62.78, SD = 9.22, and concomitant impairments in 

adaptive behaviour) were recruited from 11 disability service providers in the Rocky 

Mountain region of the USA between 2007 and 2009. Four adults with mild ID were not 

able to pass the pre-test procedure outlined below and were excluded from the study. Table 

1 displays socio-demographic information on the remaining 80 adults with mild ID. Nearly 

equal numbers of men (n = 38) and women (n = 42) participated in the study. The majority 

of adults with mild ID were Caucasian, non-Hispanic and had an average age of 38.87 years 

(SD = 13.09). The large majority of adults with mild ID (n = 74, 92.50%) had an unknown 

aetiology for ID, while four (5.00%) participants had Down syndrome, one (1.25%) 

participant had Prader–Willi syndrome and one (1.25%) participant had Williams syndrome. 

This sample was recruited as part of a larger study on depression in adults with mild ID, and 

thus special efforts were made to include adults with a diagnosis of depression. As a result, 

30 adults with mild ID had a diagnosis of a depressive disorder (i.e. major depressive 

disorder, dysthymia, bipolar disorder or depression – not otherwise specified) that was 

determined by an independent health care provider. These participants were also separately 

deemed to currently meet criteria for a depressive disorder (and to currently be 

demonstrating significant depressive symptoms) by project staff using the Diagnostic 

Criteria for Psychiatric Disorders for use with Adults with Learning Disabilities/Mental 

Retardation (DC-LD; Royal College of Psychiatrists 2001) criteria. The majority of these 

participants (n = 27, 90.00%) were prescribed medication to manage their depression. The 

remaining 50 participants did not have a diagnosis of depression in their medical record and 

did not currently meet criteria for a depressive disorder based on the DC-LD interview by 

project staff. Of these 50 participants, 17 (34.0%) had a non-depressive psychiatric disorder 

diagnosis by their disability service provider. Fifteen (30%) participants in the non-

depressed group were taking anti-psychotic medications for purposes other than a depressive 
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disorder and six (7.50%) participants were taking anticonvulsants for the purpose of 

controlling epilepsy. The prevalence of depressive disorders and other psychiatric disorders 

in this sample is consistent with large population-based studies of adults with mild ID 

(Borthwick-Duffy 1994; White et al. 2005).

A staff person from the adult with mild ID’s disability service provider was recruited to 

complete an informant questionnaire of depressive symptoms. Table 1 also displays socio-

demographic information on staff. Staff reported working with the adult with mild ID for an 

average of 3.74 years (ranged: 0.50–8.00 years) and had contact with the adult with mild ID 

at least twice a week. The average age of the staff was 27.89 years (SD = 6.78).

Measures

Socio-demographic characteristics—Staff reported on the age and sex of the adult 

with mild ID. The Kaufman Brief Intelligence Test, 2nd Edition (KBIT-2) (Kaufman & 

Kaufman 2004), a test of verbal and non-verbal cognitive abilities, was individually 

administered to adults with mild ID. The Composite IQ has satisfactory internal consistency 

(0.86–0.96), test–retest reliability (0.88–0.92) and concurrent validity (Kaufman & Kaufman 

2004), and was used in the present study. To assess the adult with mild ID’s adaptive 

behaviour, staff completed the Adaptive Behaviour Assessment System-2nd Edition 

(ABAS-II) (Harrison & Oakland 2006). The General Adaptive Composite (GAC) score, 

which has satisfactory internal consistency (0.97–0.99), test–retest reliability (0.86– 0.99) 

and concurrent validity (Harrison & Oakland 2006), was used to verify the presence of ID.

Self-Report Depression Questionnaire (SRDQ; Reynolds & Baker 1988)—The 

SRDQ is a 32-item self-report measure of depressive symptoms developed for adults with 

mild ID (Reynolds & Baker 1988). Sample items include ‘I feel sad’ and ‘I am no good’. 

Item responses are almost never (0), sometimes (1) and most of the time (3), reflecting the 

frequency with which the symptom was experienced during the last 2 weeks. For the last 

item on the SRDQ, the individual had to select one of three faces that expressed how he or 

she felt during the last 2 weeks [i.e. ‘Happy’ (0), ‘Neutral’ (1) or ‘Sad’ (2)]. Previous studies 

using the SRDQ have reported high internal consistency (0.90), test–retest reliability (r = 

0.63) and criterion validity with the Hamilton Depression Rating Scale (r = 0.65; Reynolds 

& Baker 1988). Furthermore, Esbensen et al. (2005) found that the SRDQ had good to 

excellent reliability in a sample of 192 adults with mild ID. By comparing adults with mild 

ID with and without depression, the measure was also shown to have high convergent, 

discriminant and predictive validity (Esbensen et al. 2005).

Glasgow Depression Scale for people with a learning disability (GDS; Cuthill 
et al. 2003)—The GDS is a 20-item self-report instrument based on the DC-LD diagnostic 

criteria that was developed to assess depression in adults with mild ID. Sample items include 

‘Have you felt that life was not worth living’ and ‘Have you felt as if everything is your 

fault?’ Item responses are never/no (0), sometimes (1) and always/a lot (2), reflecting the 

frequency with which the symptom was experienced during the last 2 weeks. Cuthill et al. 

(2003) reported that the GDS had a test–retest reliability of 0.97 and internal reliability of 
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0.90 in a sample of 38 adults with ID. The GDS was also shown to be strongly correlated 

with the Beck Depression Inventory – II (r = 0.88) in this same sample.

Glasgow Depression Scale – Caregiver Supplement (CGDS; Cuthill et al. 2003)
—The CGDS is an informant measure of depressive symptoms intended to be used in 

conjunction with the GDS. The CGDS is a 16-item measure administered to either family 

members or professionals caring for people with ID. Sample items include ‘Has X appeared 

depressed?’ and ‘Has X cried?’ Item responses are not at all (0), sometimes (1) and 

extremely (2), reflecting the frequency with which the symptom was experienced during the 

last 2 weeks. The CGDS was found to have an internal reliability of 0.88 and inter-rater 

reliability of 0.98 in a sample of 38 adults with ID (Cuthill et al. 2003).

Domains of depressive symptoms—Based on statistical and conceptual findings from 

previous studies in using the general population (Mackinger & Svaldi 2004; Hoen et al. 

2010; Quilty et al. 2010; Roest et al. 2011), a sorting technique was applied to categorise 

items on the SRDQ, GDS and CGDS into the domains of Affective, Cognitive and Somatic 

symptoms (see Table 2). For example, the item ‘I feel sad’ on the SRDQ, the item ‘In the 

last week, have you felt sad?’ on the GDS and the item ‘In the last week, has X appeared 

depressed?’ were all categorised into the Affective symptom domain. Items relating to 

changes in appetite, sleep patterns and energy levels were placed in the Somatic symptom 

domain. The Cognitive symptom domain contained items related to thoughts of 

worthlessness, loneliness and withdrawal. As is true of most informant measures, the CGDS 

is focused on observable behaviours (e.g. ‘Has X been more physically or verbally 

aggressive than usual?’ or ‘Has X asked you for reassurance?’) that are considered to be 

behavioural manifestations of affective, cognitive and somatic depressive symptoms. Thus, 

CGDS items were sorted into the Affective, Cognitive and Somatic domains based on the 

underlying symptom that is purported to be driving the behaviour.

Procedure

Following receipt of informed consent and assent, adults with mild ID and staff were told 

the nature, purpose and requirements of the study. A pretest procedure was used to 

determine whether each adult with mild ID could reliably use a three-point Likert-type scale 

response option. In the first stage, adults with mild ID were asked to designate size– order 

relationships among a set of clear containers with varying amounts of water. During the 

second stage, adults with mild ID were asked to relate the correct container to a written scale 

of size (no, some, a lot). During the third stage, adults with mild ID were asked to determine 

where their favourite and least favourite food item fall on a written scale of preference (no, 

some, a lot). This pretest procedure has been shown to result in low rates of response bias on 

measures of interest (Hartley & MacLean 2005, 2006). Staff independently completed the 

CGDS.

Data analysis plan

We first evaluated the psychometric properties of the SRDQ, GDS and CGDS by examining 

the internal reliability of each measure using Cronbach’s alpha and the associations between 

the total scores of measures using correlations. In order to evaluate convergent validity, we 
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ran t-tests to compare the total score and symptom domain scores on each measure for the 

30 adults with mild ID who had a current depressive disorder (depressed group) versus the 

50 adults with mild ID without a depressive disorder (non-depressed group). Next, using the 

entire sample of 80 adults with mild ID, we examined potential differences in the frequency 

of Affective, Cognitive and Somatic symptoms on the SRDQ, GDS and CGDS by 

computing a ratio frequency score (domain total/highest possible domain total). This ratio 

frequency score allowed us to control for differences in the number of items included in 

each domain within and across measures. We then conducted one-way repeated measure 

analyses of variance (ANOVAs) to compare the Affective, Cognitive and Somatic ratio 

frequency scores across the three measures. Relevant socio-demographic variables (i.e. those 

significantly related to the domain scores) were controlled for in the repeated measure ANOVAs. 

Follow-up Bonferroni-corrected paired sample t-tests were used to determine which 

measures differed. Finally, using the entire sample of 80 adults with mild ID, multiple linear 

regressions were conducted to determine the association between socio-demographic 

characteristics and the domain (Affective, Cognitive and Somatic) ratio frequency scores on 

each measure. Given that the large majority of our sample was Caucasian, non-Hispanic, we 

did not make specific hypotheses about the association between ethnicity/race and 

depressive symptoms. However, ethnicity/race was controlled for in our multiple regression 

models.

Results

Psychometric properties of the depression measures

The SRDQ (Cronbach’s α = 0.89), GDS (Cronbach’s α = 0.83) and CGDS (Cronbach’s α = 

0.85) all had high internal consistency. As shown in Table 3, the SRDQ total score was 

strongly correlated with the GDS total score, but was not significantly correlated with the 

CGDS total score. The GDS total score was significantly correlated with the CGDS total 

score. There were also moderate to strong positive significant correlation between the 

Affective, Cognitive and Somatic domain scores on the SRDQ and GDS. However, the 

Affective, Cognitive and Somatic domain scores on the SRDQ and CGDS were not 

significantly correlated. There was a significant positive correlation between the Affective 

domain scores on the GDS and CGDS. There was not a significant correlation between the 

Cognitive and Somatic domain scores on the GDS and CGDS.

There were no significant differences between the depressed and non-depressed groups on 

age, sex, IQ or presence of a co-occurring psychiatric disorder. Thus, socio-demographic 

characteristics were not controlled for in analyses comparing the SRDQ, GDS or CGDS 

total scores in the depressed versus non-depressed groups. As shown in Table 4, the SRDQ, 

GDS and CGDS total scores all significantly differentiated the depressed and non-depressed 

groups. The one exception to this finding was that the GDS Somatic domain score did not 

significantly differentiate the depressed and non-depressed groups.

Symptom domains in self-reported versus informant questionnaire

In order to identify and then control for socio-demographic variables significantly related to 

depressive symptoms, correlations were conducted between the SRDQ, GDS and CGDS 
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total scores and Affective, Cognitive and Somatic domain scores and socio-demographic 

characteristics (age, sex, IQ, presence of a co-occurring psychiatric disorder). There was a 

significant negative correlation between age and the GDS Somatic domain score (r = −0.33, 

P < 0.01). In contrast, there was a significant positive correlation between age and the 

CGDS Cognitive domain score (r = 0.35, P < 0.01). There was a significant negative 

correlation between IQ and the SRDQ Affective domain score (r = −0.27, P = 0.01), and 

GDS total score (r = −0.24, P = 0.02). There was a significant positive correlation between 

the presence of a co-occurring psychiatric disorder and GDS Somatic domain score (r = 

0.23, P = 0.02). Sex was not significantly correlated with the total or domain scores on the 

SRDQ, GDS or CGDS.

To identify potential differences in the Affective, Cognitive and Somatic domain ratio 

frequency scores on the SRDQ, GDS and CGDS, we conducted one-way repeated measure 

ANOVAs, controlling for relevant socio-demographic variables, and follow-up Bonferroni–

corrected paired sample t-tests. Table 5 presents the means and standard deviations for the 

Affective, Cognitive and Somatic domain ratio frequency scores on each of the three 

measures. A one-way repeated measure ANOVA indicated that the ratio frequency of Affective 

symptoms significantly differed among the SRDQ, GDS and CGDS (F2,76 = 39.12, P < 

0.001, η2 = 0.38).

Bonferroni-corrected paired-samples t-tests revealed that the frequency of Affective 

symptoms on the SRDQ was significantly higher than the frequency of Affective symptoms 

on the CGDS (t (78) = 8.03, P < 0.001). The frequency of Affective symptoms on the GDS 

was also significantly higher than the frequency of Affective symptoms on the CGDS (t (79) 

= −5.61, P < 0.001). The frequency of Affective symptoms on the SRDQ was also 

significantly higher the frequency of Affective symptoms on the GDS (t (78) = −6.34, P < 

0.001.)

A one-way repeated measure ANOVA indicated that the ratio frequency of Cognitive symptoms 

significantly differed among the SRDQ, GDS and CGDS (F2,76 = 7.98, P = 0.001, η2 = 

0.17). Bonferroni-corrected paired-samples t-tests revealed that the frequency of Cognitive 

symptoms on the SRDQ (t (78) = −3.98, P < 0.001) and the GDS (t (78) = 2.91, P = 0.005) 

were significantly higher than the frequency of cognitive symptoms on the CGDS. There 

was not a significant difference in the frequency of Cognitive symptoms on the SRDQ and 

GDS.

A one-way repeated measure ANOVA indicated that the ratio frequency of Somatic symptoms 

significantly differed among the SRDQ, GDS and CGDS (F2,78 = 29.89, P < 0.001, η2 = 

0.46). Bonferroni-corrected paired-samples t-tests revealed that the frequency of Somatic 

symptoms on the CGDS was significantly higher than the frequency of Somatic symptoms 

on the GDS (t (78) = −2.61, P = 0.010). There was not a significant difference in the 

frequency of Somatic symptoms on the CGDS and SRDQ. The frequency of Somatic 

symptoms on the SRDQ was significantly higher than the frequency of somatic symptoms 

on the GDS (t (78) = 6.34, P < 0.001.)
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Socio-demographic characteristics

Multiple linear regressions were conducted in which socio-demographic characteristics were 

the independent variables and the symptom domain scores were the dependent variables. 

Table 6 presents the regression findings. There was a significant negative effect of age on 

the frequency of Cognitive and Somatic symptoms on the SRDQ and GDS and a significant 

positive effect of age on the frequency of Cognitive symptoms on the CGDS. There was a 

significant negative effect of IQ on the frequency of Affective symptoms on the SRDQ and 

GDS. There was a significant positive effect of the presence of a co-occurring condition on 

Somatic symptoms on the GDS. There was not a significant effect of sex on any of the Total 

or domain scores.

Discussion

We examined similarities and differences in the types of depressive symptoms (affective, 

cognitive and somatic) endorsed in self-reported questionnaires by adults with mild ID 

versus informant questionnaires completed by staff from the adult’s disability service 

provider. We found that that the SRDQ, GDS and CGDS all had good inter-item reliability 

and convergent validity with the other measures. Furthermore, the two self-reported 

questionnaires, the SRDQ and GDS, and the informant questionnaire, the CGDS, were all 

able to significantly differentiate the depressed from the non-depressed group. The affective 

and cognitive, and somatic symptom scores on the SRDQ, GDS and CGDS also 

discriminated the depressed from the non-depressed groups, with the exception that there 

was not a significant difference between the depressed and non-depressed groups in somatic 

symptoms on the GDS. These findings add to the small number of studies (Reynolds & 

Baker 1988; Cuthill et al. 2003; Esbensen et al. 2005; Ailey 2009; Hermans & Evenhuis 

2010) examining the properties of these measures and support the reliability and validity of 

these measures in an independently collected sample of adults with mild ID.

In support of our hypothesis, we found that adults with mild ID self-reported a higher 

frequency of affective and cognitive depressive symptoms than staff reported on the 

informant questionnaire. This finding is consistent with previous studies on adults with 

cognitive deficits due to medical illnesses (Allen et al. 2002) and suggests that adults with 

mild ID may have difficulty describing their thoughts and feelings to staff and/or it may be 

difficult for staff to recognise behavioural manifestations of these internalised experiences 

(e.g. acting aggressive or asking for reassurance). Thus, affective and cognitive depressive 

symptoms may be best captured through self-reported questionnaires. Also in line with our 

hypothesis, staff reported a higher frequency of somatic symptoms than adults with mild ID 

on one of the self-reported questionnaires (GDS) and a similar frequency on the other self-

reported questionnaire (SRDQ). Somatic depressive symptoms are more observable and 

recognisable as depressive symptoms and thus caregivers may be more aware of somatic 

depressive symptoms than affective and cognitive depressive symptoms. Somatic depressive 

symptoms may thus be a critical indicator of depression in adults with mild ID in informant 

questionnaires.

The secondary aim of the present study was to evaluate the association between depressive 

symptoms and socio-demographic characteristics in adults with mild ID. As hypothesised, 
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there was a positive relation between age and frequency of somatic depressive symptoms on 

the informant questionnaire after controlling for all other socio-demographic characteristics. 

Thus, older adults with mild ID were reported by staff to exhibit a higher frequency of 

somatic depressive symptoms than younger adults with mild ID, which is in line with 

findings from the general population (Balsis & Cully 2008). Unexpectedly, there was a 

negative relation between age and frequency of somatic depressive symptoms on the two 

self-reported questionnaires; younger adults with mild ID reported higher frequency of 

somatic depressive symptoms than did older adults with mild ID. The mechanism driving 

these contradictory findings is not clear. Perhaps, older adults with mild ID consider somatic 

symptoms to be normative changes due to ageing or other health problems and do not 

signify these symptoms as ‘problematic’. However, among younger adults with mild ID, a 

new somatic symptom may be attributed to depression as opposed to an ageing or a health 

condition and seen as non-normative and as ‘problematic’.

In support of our hypothesis, there was a negative association between age and the 

frequency of cognitive depressive symptoms on the two self-reported questionnaires. 

Research on the general population has similarly found that older adults endorse a lower 

frequency and/or severity of cognitive depressive symptoms than younger adults (Balsis & 

Cully 2008). As hypothesised, adults with mild ID who had a co-occurring psychiatric 

disorder reported having a higher frequency of somatic depressive symptoms on the GDS 

than did adults with mild ID who did not have a co-occurring psychiatric disorder in our 

models. This finding supports previous studies indicating that the presence of co-occurring 

psychiatric disorders can exacerbate symptoms of depression in adults with mild ID (Bakken 

et al. 2010; Tsiouris et al. 2011). Unexpectedly, there was a significant negative effect of IQ 

on the frequency of affective depressive symptoms on the two self-reported questionnaires 

when all other socio-demographic characteristics were controlled for in models. This is in 

opposition to our hypothesis that adults with higher IQs would be more aware of their 

emotions. Further research is needed to understand the mechanisms driving this finding. It 

may be that adults with lower IQs utilise a different threshold for judging the severity of 

their negative affect than adults with higher IQs. Unlike in the general population, where 

women report higher frequencies of somatic symptoms than men (Silverstein 2002; Wenzel 

et al. 2005), there was not a significant association between sex and depressive symptoms in 

our sample.

There are several limitations to this study. Although all adults with mild ID in the depressed 

group were deemed to currently meet diagnostic criteria for a depressive disorder and were 

currently demonstrating significant depressive symptoms, the majority had been prescribed 

antidepressant medication, which may have influenced self-reported as well as informant-

reported depressive symptoms. Side-effects from the medication may have also influenced 

endorsement of somatic symptoms. Future research may benefit from investigating 

depressive symptoms endorsed by depressed adults with mild ID before they begin 

treatments. Future research should also use semi-structured clinical interviews of depressive 

symptoms with both the adult with mild ID and staff to elucidate the mechanisms driving 

discrepancies in the type of depressive symptoms reported on self-reported questionnaires 

Mileviciute and Hartley Page 10

J Intellect Disabil Res. Author manuscript; available in PMC 2015 February 01.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



and informant questionnaires, as well as differences based on socio-demographic 

characteristics.

Overall, the present findings support the assertion that informant questionnaires offer 

valuable information in the assessment of depression in adults with mild ID. But, that 

assessment should also include self-reported questionnaires as these questionnaires add 

unique information about internalised experiences (affective and cognitive symptoms) of 

adults with mild ID that may not be apparent to caregivers. Health care providers should be 

aware that there appear to be important differences in the types of depressive symptoms that 

are reported by adults with mild ID as compared with their staff. Moreover, there are 

important differences in the types of depressive symptoms reported by adults with mild ID 

and their staff based on their IQ, age and presence of a co-occurring psychiatric disorder.
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Table 1

Characteristics of adults with intellectual disability (ID) and staff

Adult with ID

Age, M (SD) 38.87 (13.09)

  Range 21.32–67.23

IQ, M (SD) 62.83 (9.68)

  Range 55.21–72.25

Sex, n (%)

  Male 38 (47.50%)

  Female 42 (52.50%)

Race/ethnicity, n (%)

  Caucasian, non-Hispanic 69 (86.25%)

  African-American 4 (5.00%)

  Hispanic 3 (3.75%)

  Asian 2 (2.50%)

  Unknown 2 (2.50%)

Psychiatric disorder, n (%)*

  Depressive disorder 30 (37.50%)

  Anxiety disorder 8 (10.00%)

  Personality disorder 13 (16.25%)

  Schizophrenia/psychotic disorder 8 (10.00%)

  Substance abuse/dependence 3 (3.75%)

  ADHD 5 (6.25%)

  Intermittent explosive disorder 3 (3.75%)

  Adjustment disorder 1 (1.25%)

Staff

Age in years, M (SD) 27.89 (6.78)

  Range 21.52–66.52

Sex, n (%)

  Male 42 (52.50%)

  Female 38 (47.50%)

Years worked with adult with ID, M (SD) 3.74 (2.89)

  Range 0.50–8.00

*
Many adults with mild ID had multiple psychiatric disorders. ADHD, attention-deficit hyperactivity disorder.
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Table 2

Affective, Cognitive and Somatic domain items on the SRDQ, GDS and CGDS

Domain Symptom SRDQ item GDS item CGDS item

Affective Happy 2, 14 20

Sad/crying 7, 8, 22 1, 7, 17 1, 6

Anhedonia 20, 27 3, 4 5, 8

Worried 17 18

Mad/aggressive 26 2 2

Changes in mood 16

Cognitive People don’t like me 4, 9 8, 16

Avoidance 6, 10 3

Appearance 5 4

Suicidal 11 14 14

Self-blame 12, 25 15

Self-defeat 13

Helpless 23 19

Concentration 28 9

Sorry for myself 29

Decision-making 10

Anxious thoughts 15

Somatic Tired 1, 16, 24, 30 6 10, 13

Sick 3, 18 7

Appetite 5, 31 12 11

Insomnia 15, 21 13 12

Restless 19 11 9

SRDQ, Self-Report Depression Questionnaire; GDS, Glasgow Depression Scale – ID; CGDS, Carer Supplement of the Glasgow Depression Scale.

J Intellect Disabil Res. Author manuscript; available in PMC 2015 February 01.



N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript

Mileviciute and Hartley Page 16

T
ab

le
 3

B
iv

ar
ia

te
 c

or
re

la
tio

ns
 o

f 
to

ta
l a

nd
 s

ym
pt

om
 d

om
ai

n 
sc

or
es

 o
n 

th
e 

SR
D

Q
, G

D
S 

an
d 

C
G

D
S

SR
D

Q
G

D
S

C
G

D
S

M
ea

su
re

1
2

3
4

5
6

7
8

9
10

11

SR
D

Q
1.

 T
ot

al
–

2.
 A

ff
ec

tiv
e

0.
86

**
–

3.
 C

og
ni

tiv
e

0.
92

**
0.

74
**

–

4.
 S

om
at

ic
0.

79
**

0.
64

**
0.

59
**

–

G
D

S
5.

 T
ot

al
0.

66
**

0.
49

**
0.

64
**

0.
52

**
–

6.
 A

ff
ec

tiv
e

0.
75

**
0.

74
**

0.
70

**
0.

46
**

0.
69

**
–

7.
 C

og
ni

tiv
e

0.
78

**
0.

63
**

0.
75

*
0.

63
**

0.
67

**
0.

68
**

–

8.
 S

om
at

ic
0.

54
**

0.
29

**
0.

51
**

0.
60

**
0.

57
**

0.
45

**
0.

52
**

–

C
G

D
S

9.
 T

ot
al

0.
20

0.
15

0.
24

*
0.

08
0.

45
**

0.
27

*
0.

13
0.

03
–

10
. A

ff
ec

tiv
e

0.
21

0.
19

0.
24

*
0.

09
0.

44
**

0.
30

**
0.

17
0.

03
0.

76
**

–

11
. C

og
ni

tiv
e

0.
04

0.
03

0.
13

−
0.

11
0.

21
0.

04
0.

03
−

0.
22

0.
73

**
0.

64
**

–

12
. S

om
at

ic
0.

13
0.

10
0.

08
0.

16
0.

24
*

0.
10

−
0.

01
−

0.
06

0.
77

**
0.

58
**

0.
62

**

* P
 <

0.
05

.

**
P

 <
 0

.0
1.

SR
D

Q
, S

el
f-

R
ep

or
t D

ep
re

ss
io

n 
Q

ue
st

io
nn

ai
re

; G
D

S,
 G

la
sg

ow
 D

ep
re

ss
io

n 
Sc

al
e 

– 
ID

; C
G

D
S,

 C
ar

er
 S

up
pl

em
en

t o
f 

th
e 

G
la

sg
ow

 D
ep

re
ss

io
n 

Sc
al

e.

J Intellect Disabil Res. Author manuscript; available in PMC 2015 February 01.



N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript

Mileviciute and Hartley Page 17

T
ab

le
 4

M
ea

ns
, s

ta
nd

ar
d 

de
vi

at
io

ns
 a

nd
 t-

te
st

 v
al

ue
s 

re
la

te
d 

to
 to

ta
l s

co
re

s 
an

d 
sy

m
pt

om
 d

om
ai

n 
to

ta
ls

 o
n 

SR
D

Q
, G

D
S 

an
d 

C
G

D
S 

fo
r 

de
pr

es
se

d 
an

d 
no

n-

de
pr

es
se

d 
gr

ou
ps

D
ep

re
ss

ed
N

on
-d

ep
re

ss
ed

M
ea

su
re

M
ea

n
SD

M
ea

n
SD

t
P

SR
D

Q
T

ot
al

63
.5

2
10

.6
5

55
.5

3
10

.0
3

−
3.

44
0.

00
1*

*

A
ff

ec
tiv

e
9.

90
3.

51
7.

93
3.

36
−

2.
52

0.
01

*

C
og

ni
tiv

e
10

.6
3

5.
23

7.
43

4.
58

−
2.

83
0.

00
7*

*

So
m

at
ic

9.
90

3.
51

7.
93

3.
36

−
2.

65
0.

01
*

G
D

S
T

ot
al

18
.1

7
7.

05
13

.0
5

5.
83

−
3.

60
0.

00
1*

*

A
ff

ec
tiv

e
7.

43
3.

40
5.

39
2.

94
−

2.
77

0.
00

8*
*

C
og

ni
tiv

e
6.

87
3.

04
4.

80
3.

19
−

2.
91

0.
00

4*
*

So
m

at
ic

3.
73

1.
80

3.
09

1.
93

−
1.

72
0.

09

C
G

D
S

T
ot

al
12

.0
3

6.
53

7.
04

4.
48

−
3.

93
0.

00
1*

*

A
ff

ec
tiv

e
3.

43
2.

43
1.

91
1.

53
−

3.
07

0.
00

4*
*

C
og

ni
tiv

e
2.

83
1.

73
1.

82
1.

17
−

2.
81

0.
00

7*
*

So
m

at
ic

4.
27

2.
59

2.
67

1.
98

−
2.

82
0.

00
7*

*

* P
 <

 0
.0

5.

**
P

 <
 0

.0
1.

SR
D

Q
, S

el
f-

R
ep

or
t D

ep
re

ss
io

n 
Q

ue
st

io
nn

ai
re

; G
D

S,
 G

la
sg

ow
 D

ep
re

ss
io

n 
Sc

al
e;

 C
G

D
S,

 C
ar

er
 S

up
pl

em
en

t o
f 

th
e 

G
la

sg
ow

 D
ep

re
ss

io
n 

Sc
al

e.

J Intellect Disabil Res. Author manuscript; available in PMC 2015 February 01.



N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript

Mileviciute and Hartley Page 18

T
ab

le
 5

M
ea

n 
an

d 
SD

 o
f 

ra
tio

 s
co

re
s 

fo
r 

af
fe

ct
iv

e,
 c

og
ni

tiv
e 

an
d 

so
m

at
ic

 s
ym

pt
om

s 
on

 th
e 

SR
D

Q
, G

D
S 

an
d 

C
G

D
S

A
ff

ec
ti

ve
C

og
ni

ti
ve

So
m

at
ic

M
ea

n
SD

M
ea

n
SD

M
ea

n
SD

SR
D

Q
0.

49
0.

20
0.

42
0.

23
0.

43
0.

19

G
D

S
0.

38
0.

20
0.

36
0.

21
0.

19
0.

28

C
G

D
S

0.
23

0.
18

0.
29

0.
18

0.
29

0.
21

SR
D

Q
, S

el
f-

R
ep

or
t D

ep
re

ss
io

n 
Q

ue
st

io
nn

ai
re

; G
D

S,
 G

la
sg

ow
, D

ep
re

ss
io

n 
Sc

al
e;

 C
G

D
S,

 C
ar

eg
iv

er
 S

up
pl

em
en

t o
f 

th
e 

G
la

sg
ow

, D
ep

re
ss

io
n 

Sc
al

e.

J Intellect Disabil Res. Author manuscript; available in PMC 2015 February 01.



N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript

Mileviciute and Hartley Page 19

T
ab

le
 6

M
ul

tip
le

 r
eg

re
ss

io
n 

re
su

lts
 f

or
 e

ff
ec

t o
f 

so
ci

o-
de

m
og

ra
ph

ic
 c

ha
ra

ct
er

is
tic

s 
on

 S
R

D
Q

, G
D

S 
an

d 
C

G
D

S 
sc

or
es

SR
D

Q
G

D
S

C
G

D
S

A
ff

ec
ti

ve
C

og
ni

ti
ve

So
m

at
ic

A
ff

ec
ti

ve
C

og
ni

ti
ve

So
m

at
ic

A
ff

ec
ti

ve
C

og
ni

ti
ve

So
m

at
ic

A
ge

−
0.

15
−

0.
27

*
−

0.
23

*
−

0.
16

−
0.

17
−

0.
33

**
0.

07
0.

33
**

0.
02

Se
x

0.
07

0.
01

0.
02

0.
10

0.
06

−
0.

06
0.

09
−

0.
04

0.
03

E
th

ni
ci

ty
−

0.
18

−
0.

11
−

0.
20

−
0.

09
−

0.
06

−
0.

12
−

0.
04

0.
05

−
0.

06

IQ
−

0.
31

**
−

0.
17

−
0.

22
−

0.
28

*
−

0.
19

−
0.

10
−

0.
19

−
0.

08
−

0.
07

C
o-

oc
cu

rr
in

g 
ps

yc
hi

at
ri

c 
di

so
rd

er
0.

10
0.

17
0.

08
0.

14
0.

15
0.

21
*

0.
09

0.
06

0.
21

A
dj

us
te

d 
R

2
0.

12
0.

11
0.

05
0.

08
0.

08
0.

19
0.

05
0.

07
0.

05

F
 v

al
ue

2.
28

*
2.

21
*

1.
75

1.
41

1.
44

3.
57

**
0.

92
2.

40
*

0.
74

* P
 <

 0
.0

5.

**
P

 <
 0

.0
1.

SR
D

Q
, S

el
f-

R
ep

or
t D

ep
re

ss
io

n 
Q

ue
st

io
nn

ai
re

; G
D

S,
 G

la
sg

ow
 D

ep
re

ss
io

n 
Sc

al
e;

 C
G

D
S,

 C
ar

er
 S

up
pl

em
en

t o
f 

th
e 

G
la

sg
ow

 D
ep

re
ss

io
n 

Sc
al

e.

J Intellect Disabil Res. Author manuscript; available in PMC 2015 February 01.


