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ABSTRACT

The Depression Scale for Severe Disability (DEPRESSED) is
aclinically and enpirically derived informant-report behavi oral
rating scal e designed to neasure depression in persons wth
severe and profound intellectual disabilities by assessing
behavi oral synptons of depression. Behavioral synptons of
depression and item and factor anal yses were used to construct
the scale resulting in a 20-itemfour-factor solution producing
factors that were | abeled “Sleep”(Fl), “Mod’(F2), “Skills”(F3),
and “Motor” (F4). The DEPRESSED identified the core synptons of
depression including nood, anhedoni a, sleep, appetite, fatigue,
and psychonotor agitation and retardation. Internal consistency,
interrater and test-retest reliability of the DEPRESSED scal e
wer e excell ent. The DEPRESSED al so denonstrated face and
factorial validity and excellent construct and convergent
validity with the DASH I1|1. Based on a prelimnary psychonetric
eval uation, the DEPRESSED appears to be a reliable and valid
measure for screening depression in individuals with severe and

profound intellectual disabilities.



| NTRODUCTI ON

Intellectual Disability

Intellectual Disability (ID) is an expression used to
describe children and adults who denonstrate significant
co-occurring deficits in the areas of intellectual functioning
and adaptive behavi or before the age of 18 years according to
the Diagnostic and Statistical Manual of Mental D sorders Text
Revi sion (DSM |1 V-TR, Anerican Psychiatric Association, 2000).
Significant limtations in intellectual functioning are
characterized by an intelligence quotient (1Q or IQ equivalent)
approaching 70 or bel ow (about 2 standard devi ati ons bel ow t he
mean) (Aneri can Psychiatric Association). According to the
DSMIV-TR criterion deficits in adaptive functioni ng nust
include significant imtations in at |least tw skill areas:
communi cation, self-care, hone living, social/interpersona
skills, use of community resources, self-direction, functional
academc skills, work, leisure, health, and safety (American
Psychiatric Association). Estinates of the preval ence of ID are
approximately 1% in the general population (Anerican Psychiatric
Association). The current levels of IDwth respect to I Q and
adaptive functioning include MId (50-55 to approximately 70),

Moderate (35-40 to 50-55), Severe (20-25 to 35-40) and Profound
(< 20 or 25) (American Psychiatric Association). Persons

di agnosed with mld ID constitute 85% of the individuals
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di agnosed with this disorder while persons with noderate |ID
i ncl ude approximately 10% of this popul ati on (American
Psychi atric Association). Mreover, children and adults

di agnosed with severe ID nake up approximately 3% 4& of the
i ndi vidual s di agnosed with this disorder while those with
profound ID constitute 1% 2% of this popul ati on (Amrerican
Psychi atric Associ ation).

Psychopat hol ogy

Psychopat hol ogy or a nental disorder is defined as a
clinically significant psychol ogi cal or behavioral syndronme or a
pattern that is associated with current distress, disability, or
with a considerably increased risk of suffering death, pain,
disability, or the loss of freedom (American Psychiatric
Associ ation, 2000). Dual diagnosis refers to the co-occurrence
of psychopat hol ogy and I D (Matson, 1985, 1997; WMatson & Banburg,
1998; Reiss, 1990, 1993). For dually diagnosed i ndividual s,
psychopat hol ogy is precipitated, or maintained by a range of
vari abl es including genetics, |ack of social supports,
neurol ogi cal abnormalities, negative life events, and limted
coping skills.

Dual Di agnosis or Co-Qccurring Disorders

Persons with ID are generally recognized as having an
i ncreased possibility of developing nental illness or a
psychiatric disorder (Matson & Barrett, 1982; Reiss, Levitan, &
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McNal Iy, 1982; Menol ascino & Stark, 1984). According to
researchers and clinicians, persons with ID evince the entire
range of psychopat hol ogy seen in the general popul ation
(Charlot, Doucette, & Mezzacappa, 1993). For exanple, nood

di sorders (Matson, 1982) and anxiety disorders (Jackson, 1983)
have been acknow edged and treated in this popul ation.
Furthernore, clinicians have identified schizophrenia

(Menol asci no, Reudrich, Golden, & WIlson, 1985), autism tic
di sorders, eating disorders, sexual disorders, and conduct

di sorders in persons with ID (Reiss, 1994). In addition, anxiety
di sorders have been docunented and treated in persons with ID
(Jackson, 1983).

Preval ence rates for psychiatric disorders are greater for
persons with ID as conpared to the general popul ation (American
Acadeny of Child and Adol escent Psychiatry; AACP, 1999).

Bort hwi ck-Duffy (1994) estimated that the preval ence of
psychopat hol ogy in persons with I D was hi gher as conpared to
adults with normal intelligence. In addition, Rutter, Tizard,
Yul e, Graham and Wi tnore (1976) reported that the preval ence
of psychopathology in children with ID was three to four tines
greater than children with normal intelligence. Koller,

Ri chardson, and Katz (1983) while investigating psychopathol ogy
across the life span of young adults with ID, reported a

preval ence rate of approximtely 60% in each age-peri od.
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However, recent studies have reported preval ence rates of
psychopat hol ogy in persons with I D ranging from 2% 14% ( Ber gman,
1991; Hurl ey, Folestein, Lam 2003). D fferences in sanpling,
di agnostic criteria or nethodol ogical flaws may account for the
dissimlarity of prevalence rates in these studies.

Previously, researchers and clinicians attenpted to apply
traditional psychiatric categories to persons wth dual
di agnoses. For exanple, Reid (1980) diagnosed psychopat hol ogy in
persons with co-occurring disorders using the ninth edition of
VWHO s International Cassification of D seases (ICD9) and
Menol asci no (1990) applied the third edition of the American
Psychi atric Association (APA) D agnostic and Statistical Manual
(DSM 111, American Psychiatric Association, 1980). However, the
use of the standard diagnostic criteria was often inadequate for
di agnosi ng psychopat hol ogy in persons with ID, especially those
i ndividuals with severe and profound ID. The assessnent of
psychopat hol ogy in persons with IDis often problematic because
of the inability to assess the cognitive aspects of psychiatric
di sorders, physical disabilities, and the person’s limted
verbal skills (Borthw ck-Duffy & Eyman, 1990). Sovner (1986)
suggests that intellectual distortion results in unreliable
sel f-report, psychosocial masking or the tendency for persons
wth IDto mnimze their disabilities. Mreover, Sovner also
indicates that restricted social experiences may conplicate the
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di agnosi s of psychopathology in this popul ation. D agnostic
instrunments designed for the general population are frequently
i nadequate in assessing psychopathology in persons with ID
(Roj ahn & Tasse, 1996). Because of decreased functioning |evels,
communi cation skills, and life circunstances, the diagnosis of
psychopat hol ogy in dually diagnosed individuals is primarily
dependent on behavi oral observations (AACP, 1999). Thus,
alternative nethods to assess psychopat hol ogy have been
devel oped including direct observation and informant reports of
affective, behavioral, and social patterns. Several behavioral
checklists and rating scal es have been constructed to neasure
psychopat hol ogy in persons with ID (MacLean, 1993). For exanple,
Mat son, Kazdin and Senatore (1983) devel oped the general
psychopat hol ogy scale, the (PIMRA). Reiss (1987) devel oped the
Rei ss Screen for Ml adapti ve Behavior to nmeasure psychopat hol ogy
in persons wth co-occurring disorders. Therefore, nulti-method
assessnents including direct observation, informant reports,
behavi oral checklists, and rating scal es maybe required for a
conprehensi ve and reliable assessnent of psychopathol ogy in
persons with I D
Depr essi on

Depressi ve disorders are anong the nost common psychiatric
di sorders differentiated by depressed nood, anhedonia, sleep and
appetite disturbances, feeling of worthlessness, and thoughts of
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death and dying (Arean and Chatav, 2003). According to Pincus
and Pettit (2001), depression is second only to heart disease as
the illness nost responsible for poor quality of life and
disability. Depression produces inpairnent in physical, social,
and nmental health. Depression is the fourth nost expensive
medi cal illness and the fourth | eadi ng cause of functional
disability. Additionally, the risk of suicide is high anong
persons with depression with a 41-fold i ncrease anong depressed
persons as conpared to individuals with other diagnoses.
Depression results in a greater | oss of vocational and
educati onal productivity than does hypertension, diabetes,
arthritis, or chronic pul nonary di sease (Dubovsky & Dubovsky,
2002). Moreover, the estimated total cost of treating depression
inthe United States in 1993 was 44 billion dollars (Hall &
W se, 1995).

The Di agnostic and Statistical Manual of Mental Disorders
Text Revision (DSMIV-TR American Psychiatric Associ ation,
2000) defines depression based on the criteria for a major
depressive episode. Synptons associated with a maj or depressive
epi sode i nclude depressed nood, anhedoni a, changes in body
wei ght and appetite, hypersomia or insomia, psychonotor
agitation or retardation, fatigue or |oss of energy, feelings of
wor t hl essness or inappropriate guilt, reduced ability to
concentrate, and suicidal ideation. Depression is described
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within the |l arger diagnostic category of a Mbod Disorder. This
category includes (a) Maj or Depressive Disorder, (b) Dysthymc
Di sorder, (c) Depressive Disorder Not O herw se Specified, (d)

Bi polar | Disorder, (e) Bipolar Il Disorder, (f) Cyclothymc

Di sorder, (g) Bipolar Disorder Not O herw se Specified, (h) Mod
Di sorder Due to a General Medical Condition, (i) Substance-

| nduced Mood Di sorder and (j) Mod Disorder Not O herw se
Specified. The lifetinme preval ence of depression ranges from
10% 25% f or wonen and 5% 12% for nen within the genera
popul ati on. Moreover, the point preval ence for depression ranges
from5% 9% for wonen and 2% 3% for nen. However, the preval ence
rates for depression appear to be unrelated to ethnicity,
education, inconme, and marital status (American Psychiatric
Associ ation, 2000).

Depression and I D

Depression in persons with ID has been reported since the
19'" century (W /I bur, 1877; Couston, 1883; Ireland, 1898). In
addition, Hurd (1888) investigated the co-occurrence of ID and
depression. However, fromthe end of the 19'" century to the
m ddl e 20'" century, clinicians suggested that depression did not
occur in persons with ID (Earl, 1961). This belief was based on
t he psychoanal ytic tradition, which was the dom nant school of
t hought in the fields of psychol ogy and psychiatry during this
time (Matson & Sevin, 1994). According to this theory, the
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superego was a prerequisite for the occurrence of depression.
Therefore, persons with ID and a devel opnental |y del ayed
superego coul d not experience depression. However, diverging
fromthe psychoanal ytic tradition Menol ascino (1969) reported
the co-occurrence of depression, in individuals with ID
Furthernmore, Carlson (1979) suggested that persons with ID
exhi bit synptons of depression. Moreover, in a nmgjor review
article Sovner and Hurley (1983) reported depression in persons
with ID

Fromthe 1980's to the present, psychiatric disorders in
persons with I D have received increased attention in the
l[iterature (Sturney & Sevin, 1993). Researchers and clinicians
have reported psychiatric disorders including depression in
persons with ID (Eaton & Menol asci no, 1982; Pawl arczyk &
Beckwi th, 1987). The majority of research with this popul ation
has focused on the presentation of affective disorders,
particularly depression within the | ast ten years (Bergman,
1991; Canpbell & Malone, 1991; Marston, Perry, & Roy, 1997;
Meins, 1995). Currently depression is acknow edged as a
psychi atric disorder that occurs in persons with ID (Menol asci no
& Stark, 1984; Reid, 1981; Szymanski & Crocker, 1989; Sovner &
Lowy, 1990).

Depression is one of the nost common psychiatric disorders

di agnosed in adults with I D (Nezu, Nezu, Rothenberg,
8



Dellicarpini, & Goag, 1995). Common synptons of depression in
adults with I D include depressed nood, irritability, and sl eep
di sturbance (Mc Brien, 2003). Persons with ID also exhibit
depressive synptons including loss of interest in preferred
activities, wthdrawal, and psychonotor retardation (Tsiouris,
Mann, Patti, & Sturmey, 2003). Mreover, Hel sel and Mat son
(1988) reported significant correl ations between | ow soci al
skills and depression in persons with ID. Ross and Adiver (2003)
indicated that | ow | evels of social support and poor social and
communi cation skills contributed to depression in persons with
| D. Researchers have al so indicated that social avoidance is a
clinical feature of depression in persons with ID (Esbensen,

Roj ahn, Aman & Ruedrich, 2003).

There is an energi ng consensus anong researchers that
persons with I D experience depression at a higher rate as
conpared to persons without ID (Matson, Barrett, & Helsel, 1988;
| verson & Fox, 1989). However, research targeting the assessnent
and treatnment of depression in persons with ID remains
chal I engi ng (Cooper & Collacott, 1996). Wthout an accurate
assessnent, the diagnosis and treatnment of depression in
individuals with ID by clinicians remains conplicated and
probl emati c.

The purpose of this study was to develop a clinically and
enpirically derived informant-report behavioral rating scale,

9



the Depression Scale for Severe Disability (DEPRESSED) to
measure depression in persons wth severe and profound |ID by
assessi ng behavi oral synptons of depression, nood, anhedoni a,
somatic functioning, and cognition. In addition, the DEPRESSED
was designed to assess social factors associated with depression
in persons with severe and profound ID. Furthernore, the
psychonetric properties of the scale including its reliability

and validity were assessed during this investigation.
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LI TERATURE REVI EW

Cl assification of Depression

Traditionally the standard diagnostic criteria designed for
use in the general popul ation has been used to di agnose
depression in persons with ID (Sm|ey & Cooper, 2003). The
DSM I V-TR (Anmerican Psychiatric Association, 2000) describes
depression based on the criteria for a major depressive episode.
Synpt ons associ ated with nmaj or depressive episode include
depressed nood, anhedoni a, changes in body wei ght and appetite,
hypersommi a or insomia, psychonotor agitation or retardation,
fatigue or loss of energy, feelings of worthl essness or
i nappropriate guilt, reduced ability to concentrate, and
sui cidal ideation. However, there is no standard classification
systemto di agnose depression in persons with ID (d ark, Reed,
& Sturnmey, 1991). Einfeld and Aman (1995) indicated that
depression may present different synptomatol ogy based upon the
person’s |l evel of intellectual functioning.

Di agnosi s of Depression

Mei ns (1995), Pawl arcyzk and Beckwith (1987) and Sturney
(1985) have suggested that adults with mld to noderate ID
di splay the core synptons of depression as described in the
DSM | V-TR (Anerican Psychiatric Association). In addition, Reid
(1972) reported that depression maybe di agnosed in persons with
borderline to mld ID using the standard di agnostic criteria.
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Persons with mld to noderate I D expressed depressive
synptomatol ogy simlar to individuals without ID (Prout &
Schaefer, 1985; Pawl arcyzk & Beckw th, 1987). For exanpl e,
Szymanski and Bi ederman (1984) found that individuals with mld
to noderate levels of ID were predisposed to verbalize
depressive synptons including depressed nood, a core synptom of
depr essi on.

The di agnosi s of depression in persons with mld to
noderate IDis often based upon the individual’s self-report of
nood, behaviors, cognitions, and vegetative functioning (Lowy,
1993). Depression nmay include verbal statenents of dysphoria,
sel f-depreciation, guilt, and somatic conplaints (Beck, 1972).
Stenfert Kroese (1997) reported that persons with mld to
noderate ID could reliably self-report with nodified versions of
depression scales for persons with normal intelligence.
Specifically, revised versions of the Beck Depression |Inventory
(BDI') (Beck, Ward, Mendel son, Myck, & Erbaugh, 1961) and the Zung
self-rating depression scale (Zung, 1965) have been used to
assess depression in persons with ID. Powell (2003) suggested
that the Beck Depression Inventory maybe a better instrunment for
assessing depression in persons with mld to noderate ID as
opposed to the Zung Sel f-Report Depression Scale. Specifically,
Powel | found that the psychonmetric properties of the BDl were
simlar in persons with or without I D. However, the self-report

12



of individuals with mld to noderate I D can be chal |l engi ng
because of difficulties due to nenory, |anguage, and soci al
desirability (Stenfert Kroese, 1997). For exanple, persons with
| D during self-report frequently attenpt to mnimze reported

di stress and provide socially acceptable answers (Sovener &
Pary, 1993). Because researchers have produced equi vocal
findings (Kazdin, Matson, & Senatore, 1983), additional research
IS needed to assess the reliability and validity of nodified
depression questionnaires for adults with mld to noderate ID
(Benson & Ivins, 1992; Cooper & Collacott, 1996).

The presentation of depression in adults with severe and
profound ID has received |imted attention in the literature
(Ross & diver, 2003). Sovner (1986) indicated limtations of
the standard diagnostic criteria for diagnosing depression in
persons with severe to profound ID. According to Meins (1995),
the DSMIII-R criteria were partially applicable to persons with
severe and profound I D because of their inability to self-report
feelings of worthl essness and inappropriate guilt, suicidal
i deation and attenpts at suicide, and decreased concentration
and indecision. In addition, Davis, Judd, and Herman (1997),
suggested that the standard diagnostic criteria may require
nmodi fi cations because it does not address behavi oral change, a
maj or factor in depression in persons with severe and profound
| D. Matson and Barrett (1982) also reported that the diagnostic

13



systemfor affective disorders nmay not be applicable for persons
with severe to profound ID. Cooper and Collacott (1994) state
that limtations of the standard diagnostic criteria inhibit the
identification of clinical cases, research, and appropriate
treatnent of persons with ID (Cooper & Collacott, 1994).

Pawl arcyzk and Beckwith (1987) in a review of depressive
synptons reported increased frequenci es of depressed nood, and
psychonot or di sturbances including hyperactivity, |ethargy, and
speech nmutism |In addition Pawl arcyzk and Beckwith (1987) al so
found anhedoni a, feelings of worthlessness, sleep disturbances,
and wei ght or appetite disturbances in persons with severe to
profound ID. Wthin this popul ati on, depression has al so been
associated with social withdrawal, somatic conplaints, increased
dependency, irritability, and disturbances of vegetative
function (Warren, Holroyd, & Folstein 1989). Prasher and Hal
(1996) reported that psychonotor retardation was related to
depression in persons with severe to profound ID. Researchers
and clinicians have also found that poor social skills were
related to depression in persons with ID (Reiss & Benson, 1985;
Laman & Reiss, 1987). Collacot and Cooper (1992) al so suggested
that declines in adaptive behavior were linked to depression in
persons with ID. Meins (1995) stated that irritabl eness,
psychonotor agitation, and crying were connected with depression
in persons with severe and profound ID. Additionally, Meins

14



suggest ed an associ ati on between depression and suicide in
persons with I D

Several researchers have suggested that “atypica
synptons,” “depressive equival ents” or “behavioral depressive
equi val ents” such as aggression and sel f-injurious behavior
(SIB) are indicative of depression in persons with severe and
profound ID (Martson, Perry, & Roy, 1997; Reiss & Rojahn, 1993;
Sovner & Hurley, 1983). Chall enging behaviors such as aggression
and SI B have been associated with depression in persons with ID
(Meins, 1995; Sovner & Hurley). Additionally, definitions of
probl emati ¢ behavi ors have included the increase or onset of
mal adapti ve behavi ors and/ or decrease of adaptive skills
(Charlot, Doucette, & Mezzacappa, 1993; Mins, 1995; Sovner &
Lowy, 1990). However, other researchers have suggested that
chal I engi ng or mal adapti ve behavi ors shoul d not be assuned
synpt ons of depression in persons with severe and profound I D
(Schroeder, 1991; Tsiouris, Mann, Patti, & Sturney, 2003).
Esbensen, Roj ahn, Aman, and Ruedrich (2003) reported that
chal | engi ng behaviors were highly correlated with the | evel of
| D. Murphy (1994) reported that chall engi ng behaviors were
mul ti-factorial in their etiology. Additionally, Ross and Qi ver
(2003), suggested that Meins (1995) and Sovner and Hurley (1983)
studi es indicating an associ ati on between depressive synptons
and chal | engi ng behaviors or “atypical synptons” in persons with

15



severe and profound I D are questionabl e because they did not
consi der the possible influence of confounding variables, and
typically involved a small nunber of participants. Furthernore,
Ross and A iver (2003) suggest that “atypical synptons” studies”
of ten used operational definitions that were not well defined
and nodified diagnostic criteria that included atypical
synpt ons.

Reid (1972) stated that the diagnosis of depression in
persons wth severe and profound ID shoul d be based on
behavi oral observations of sleep and wei ght patterns including
early norni ng awakeni ngs and significant weight gain or |oss.
Reid also reported in his investigation of depression in persons
with I D, behavioral synptons of psychonotor retardation and
agitation and somatic conpl ai nts includi ng headaches, abdom nal
pai n, and behavi oral regression. Rivinus and Harmatz (1979)
reported that the diagnosis of depression in persons with severe
and profound I D should be based on vegetative states and
behavi oral observations. Mreover, Szymanski and Bi eder man
(1984) found that individuals with severe and profound I D
typically presented behavioral and vegetative synptons of
depr essi on.

The di agnosi s of depression in persons with severe and
profound I D remai ns problemati c because several synptons in the
DSM | V- TR are based on the self-report of cognitive and
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behavi oral synptonms. Typically, the ability to self-report
synptons of depression are limted or absent in the ngjority of
this population (Ross & Adiver, 2003). The di agnosis of
depression in individuals with severe and profound IDis also
conplicated by the unreliability of self-reported synptons
(Ruedrich, Wadle, Sallach, Hahn, & Menol ascino, 1987). In

addi tion, the diagnosis of depression in this population is
chal | engi ng because of diagnostic overshadow ng. Reiss and
Szyszko (1982) defined diagnostic overshadow ng as the

predi sposition to ascribe psychopathology to an individual’s ID
rather than a co-occurring psychiatric disorder.

Subsequent |y, researchers and clinicians have generally
agreed that the standard general popul ation diagnostic criterion
is not appropriate without nodification for persons with ID
particularly for individuals with severe and profound ID (Ross &
Adiver, 2003; Smley & Cooper, 2003). Sturney (1985) found that
the majority of research studies on depression in persons with
| D used nodi fied diagnostic criteria suggesting |imtations of
its reliability and validity with this popul ati on. Mreover,
Meins (1993) states that the validity of existing instrunents
for diagnosi ng depression in adults with severe and profound ID
i s questionable.

To address these problens in the standard diagnostic
criteria, the concept of behavioral synptons of depression were
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devel oped within this popul ation (Reiss, 1993; Cooper &
Col l acott, 1996; Hurley, 1996; Davis, Judd, & Herman, 1997;
Mar st on, Rush, Ham I ton, Anderson, Banburg, & Bagio, et al.
1999; Charlot, 1997; O arke & Gonmez, 1999; Einfeld & Tonge,
1999; Evans, Cotton, Einfield, & Florio, 1999). Cinicians have
identified behavioral synptons, observable behaviors for a
di sorder that do not require an individual’s verbal report,
which are likely to be associated with a psychiatric disorder
(Sturnmey, 1998). Consequently, Lowy (1998) proposed behavi oral
synptons for depression for individuals with ID

Tsiouris (2001) suggested behavi oral synptons maybe
potential indicators of depression in persons with severe and
profound I D. Common depressive synptons in persons with ID were
depressive effect or irritable nood; sleep disturbances,
appetite disturbances, anhedonia, social isolation, and
psychonotor agitation. Mreover, Charlot, Doucette, & Mezzacappa
(1993) found sleep and appetite disturbances, and changes in
activity level were associated with depression in persons with
I D. Sleep, eating difficulties, and irritability was reported to
be associated with depression in persons with ID (Matson et al.
1999). Cooper and Col |l acott (1994) stated that crying;
hypochondri asi s, diurnal nood variations, and reduced speech
were correlated wth depression in persons with ID. In addition,
poor social skills have been |inked with depression in persons
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with severe and profound ID (Prasher & Hall, 1996).

Sovner and Hurley (1983) have suggested the substitution of
behavi oral synptons of depressive criteria for persons with
severe and profound ID. Likew se, Lowy (1993) has indicated
that the synptons of depression in persons with severe and
profound I D shoul d be assessed t hrough observati ons of overt
behavi or associated with DSMcriteria. Lowy and Charlot (1992)
publ i shed a report of a man in his early 40°'s with profound ID
and depression. Depressed nood was evi denced by epi sodes of
crying or speaking in a whining tone of voice. Anhedonia
i nvol ved refusing to participate in social/recreational
activities. Dimnished appetite was displayed by refusing to eat
his neals. Sleeping 10 to 14 hours per night indicated hypomani a
in the depressed man. Fatigue and | oss of energy was exhibited
by the excessive anmobunt of tinme spent |lying down in his bed
during the day.

This is an exanple of an adapted phenonenol ogi cal approach
to di agnosi ng depression in persons with ID while using standard
psychi atric diagnoses and criteria benchmarks. Therefore, by
eval uati ng depressive synptons that focus on overt actions,
clinicians can di agnose depression in persons with severe and
profound ID (Lowy, 1998). This nethod considers the overt
behaviors linked wth the synptons of depression wthout relying
on the ability or notivation of the person with IDto self-
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report. Synptomatic behaviors associated with each DSM | V- TR
synpt om for depression are based on behavioral observations of
depressed persons with ID and self-reports of depressed persons
(Lowy). The diagnosis of a major depressive disorder in a
person with IDis nmade if he or she exhibits a particular
cluster of behavioral synptons evidenced throughout the day for
a period of at |east two weeks and one of which nust be

associ ated with depressed nood or significantly di m ni shed
interest in activities (Lowy).

Preval ence of Depression

Preval ence studi es of depression in persons with I D have
found different estimates within this population ranging from 2%
(Corbett, 1979), 4.8% (Meins, 1993), and 8. 2% ( Menal osci no,
Levitas & Gieiner, 1986). Eaton and Menol asci no (1982) found
that the preval ence rate of psychiatric disorders including
depression was at least twice the rate within the general
popul ation. Reiss (1982) in a study of 66 individuals with ID in
a community nental health setting reported a 14% preval ence rate
for depression. Sovner and Pary (1993) in a review of
epi dem ol ogi cal studies found a preval ence rate of depression
bet ween 0. 9% and 3% for persons with ID. In addition, Dosen and
Gelen (1993) reported a preval ence rate of depression between
1.2% and 3.2% for adults with ID. However, Meins (1993) reported
a 4.8% preval ence rate for depression in persons with ID. Lowy
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(1998) in a review of preval ence studi es of depression in person
with IDreported that approximtely 10% of the popul ation
suffered fromdepression. This disparity in preval ence rates
anong these studies maybe attributed to nethodol ogi cal or design
flaws, sanpling, differences in diagnostic criteria, and use of
standard assessnent instrunents.

Several |arge-scal e preval ence studi es have reported
different rates of depression in persons with ID. Charlot,
Doucette, & Mezzacappa (1983) exam ned the incidence of major
depression anong 640 adults with IDin a large residenti al
facility and found that 6.9% of the popul ation had a di agnosi s
of maj or depression. Reiss and Rojahn (1993), in a survey of 528
adul ts and adol escents with ID, reported that 8.9% of the sanple
met the criterion for depression. In a study of 798 adults with
IDliving in the community and institutions, Mins (1995)
reported that 3.2%of the sanple nmet the criteria for
depr essi on.

Recent preval ence studies of depression in persons with ID
report rates ranging from1.5%to approxi mately 4% ( Cooper &
Bai | ey, 2001; Deb, Thomas, & Bright, 2001; Dekker & Koot, 2003;
Enmer son, 2003). However, Smley and Cooper (2003) report that
t he preval ence of depression in persons wth |ID mybe unknown
because depressed persons nove in and out of depressive
epi sodes. Because of these transitions from depressive epi sodes,
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the period preval ence of depression maybe consi derably hi gher
than the point prevalence within this population.

Researchers have indicated an increased preval ence rate of
depression in several diagnostic subgroups. Depression has been
reported in persons with ID who ranged from 16 to 70 years of
age, and there is sone indication that depression occurs nore
frequently in females than nmales with 1D (Pawl arcyzk & Beckw th,
1987). Cooper, Collacott, and Mc G other (1992) reported an
i ncreased preval ence of depression in adults with Downs Syndromnme
as conpared to other causes for ID. Wight (1982) stated that
adults with autism m ght be at an increased risk for devel oping
depressi ve epi sodes.

Based on existing studies it is inpossible to assess the
preval ence of depression in persons with ID wi th adequate
precision. First, preval ence studies frequently suffer from
met hodol ogi cal or design flaws. In addition, dissimlar results
can be attributed to sanple selections, which involve only
clinically referred and/or institutionalized groups, which may
not generalize to |arger populations. Additionally, differences
in the diagnostic criteria used by investigators, may contribute
to different rates for depression within this population. In the
majority of cases, researchers did not describe the diagnostic
criteria. Furthernore, the reliability and validity of rating
instrunments used to make di agnoses of depression were not
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frequently described in these studies. Mreover, wth the
possi bl e exception of the Isle of Wight studies (1964-1974),
met hods of assessing psychiatric disorders in the majority of
studies were global in nature, relying on general clinical

I npr essi ons.

Eti ol ogy of Depression

Bi ol ogi cal Mddel s

The bi ol ogi cal nodel s of depression consist primarily of
genetic influences and neurochem cal theories. Genetic affects
of depression are based on adult studies that indicate
depression is predisposed in certain famlies (Sullivan, Neale,
& Kendl er, 2000). Englund and Klein (1990) suggest that
nonoaygotic twi ns have a greater concordance rate for depressive
di sorders than dizgotic twins. Famly studies indicate that the
onset of depression is nore likely in people with depressed
relatives than those w thout depressed famly nenbers (Mrazita,
Nei swanger, Cooper, Zubenko, G les, Frnak et al., 1997).

Proxi mate rel atives of persons wi th depression have an increased
preval ence as conpared to unrel ated persons. Direct genetic

eval uati ons based on conparing depressed with nondepressed
controls on characteristics with genes associated with
neurotransmtters related to depressive disorders inply genetic
i nfl uences on depression (D keos, Papadimtriou, Avranopoul os,
Kar adi ma, Daskal opoul ou, Souery, et al., 1999).
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Paykel (1982) reports that famly studies based on famly
hi story, twin, and adoption popul ati ons suggest a genetic
i nfl uence on depression.

Neur ochem cal theories of depression are based primarily on
neur ochem cal and neur oendocri ne processes. Kazdin and Marci ano
(1998) reported neurochem cal and neuroendocrine anonmalies in
persons w th depression. Researchers have suggested that
serotonergic neurotransmtter processes and catechol eam ne
neurotransmtters are strongly inplicated in depression (Hamren
& Rudol ph, 2003). WIlIlner (1985) states that neurotransmtter
differences within the brain maybe associated with depression.
Moore and Bona (2001) suggest that neurotransmtter
dysregul ation results in depression. Neuroendocrine theories
suggest that dysregul ation of the hypothal am c-pituitary-adrenal
(HPA) processes are associated with depression. Subsequently,

t he dexanet hasone suppression test (DST) was devel oped to assess
depression based on HPA functioning. However, the DST has
produced i nconsistent results and its effectiveness in

di agnosi ng depressi on has been questioned (Bi rmaher, Ryan, Dahl,
Rabi novi ch, Anbrosini, WIlIlianmson, et al., 1992). Depression has
been correlated with an increased production of cortisol and
abnormalities in thyroid functioning (Arean and Chatav, 2003).
The G owm h hornone (GH) has al so been indicated as a bi ol ogi cal
mar ker for depression. Researchers have found that depressed
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i ndi vi dual s hyposecrete GH (Hammen & Rudol ph). I n addition,
Di nan (1998) reported a decreased GH response in depressed
adul ts.

Bi ol ogi cal nodel s of depression have found support anong
persons with ID. Fisman, WIf, Ellison, and Freeman (2000)
reported that the rates of depression were hi gher anong parents
of children with PDD and Down syndronme as conpared to a contro
group. Kobe and Hammer (1994) reported a greater overall rate of
depression for parents of children with ID

Cogni ti ve Model s

Cogni tive theories of depression have focused on negative
or mal adaptive belief systens that are based on information-
processi ng/ cognitive schemas (Hamren & Rudol ph, 2003). Beck’s
cognitive nodel of depression is predicated on three aspects of
cognitive functioning in depression. Depressed persons engage in
systematic biases or errors in cognition that results in
negati ve automati c thoughts of people, situations, and events.

I n addition, depressed persons exhibit nmal adaptive cognitive
“schemas,” or internal structures that direct information
processi ng and produce negative cognitions |inked with
depressi on. Mireover, Beck suggests that these negative
cognitive patterns (schemas) becone activated and structure the
interpretations nade by the depressed person. Overall, this
negative interpretation according to Beck results in a depressed
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mood ( Enmel kanp, 1974). Beck (1970) states that this negative
cognitive traid of negative perceptions of the self, world, and
the future generates depression in which a depressing event
results froman individual’s perception and evaluation. Wthin
this nodel, negative thoughts generate negative feelings that
produce a negative nood (Beck). The goal of cognitive theory is
to identify the primary schemas and assunptions that support
patterns of stereotypical negative cognitions and to change
specific errors in negative beliefs (Emmal kanp, 1994).

Beck (1970) suggested that cognitive theories of depression
maybe applicable to persons with ID. In a case study, Beck
described a woman with depression and ID who attenpted to avoid
undesirable activities resulting in negative perceptions of her
environment. Further, evidence for cognitive theories of
depression anong adults with mld ID was found in a systematic
study of self-report neasures of depression and autonmatic
t houghts (Nezu, Nezu, Rothenberg, DelliCarpini, & Goag, 1995).
Scores on the self-report neasures of depression were
significantly correlated with negative cognitive variabl es
i ncl udi ng mal adaptive automatic thoughts. Because of the
prerequi site devel opnental |evel of cognitive processing,
persons wth severe and profound I D maybe precluded from

cognitive theories of depression. Mreover, this may limt the
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application of cognitive theories of depression to persons with
mld to noderate |levels of 1D

Behavi oral Mbdel s

Behavi oral nodel s of depression presuppose that depression
is associated with a decrease in behaviors that result in
positive reinforcenent. Behavioral theories for depression
target nonitoring and increasing positive daily activities,

i nprovi ng social and comruni cation skills and increasing daily
activities (Craighead, Hart, Craighead, & Itardi, 2002).
According to the behavioral nodel, depressive synptons are
considered to result fromproblens in interactions wth the
soci al environnent (Kazdin & Marci ano, 1998). Traditionally,
behavi oral nodel s have conceptualized depression as resulting
fromskill deficits and an inability to obtain positive

rei nforcenent. Behavioral nodels of depression have enphasi zed
| earni ng, environnental consequences and behavioral skills
deficits. Overall, behavioral theories of depression focus on
the effectiveness of positive reinforcenent received by the
person from significant others.

Lew nsohn (1975) suggests that depressive synptons result
fromlowrates of response-contingent reinforcenent and
i ncreased rates of reinforcenent for adaptive behaviors wll
decrease depression. Mreover, Lew nsohn (1974) states
depression is associated with low rates of positive
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reinforcenent resulting from poor social conpetence.
Furt hernore, Lew nsohn suggests limted positive feedback may
result fromskill deficiencies that interfere with establishing
sati sfactory rel ationshi ps. Lew nsohn and Libet (1973) also
reported that depressed individuals obtained decreased soci al
reinforcenment fromothers, and interacted with a smaller range
of people than non-depressed persons. Mreover, the limted
ability of individuals to exhibit prosocial behaviors reduces
t he anount of satisfaction acquired fromothers through soci al
interactions. According to Ferster (1973), positive and negative
rei nforcenent strengthens depressive behaviors while the |ack of
reinforcenment or extinction decreases depressive behaviors.
Support for behavioral theories of depression has been
reported throughout the treatnent literature. For exanple,
Schl oss (1982) exam ned the verbal interactions between
depressed and non-depressed persons with ID. Schloss reported
t hat depressed individual s obtai ned a decreased nunber of
interactions and these interactions were predonm nately action as
conpared to non-depressed peers. In addition, researchers have
designed treatnents based on behavioral therapy to reduce the
synpt ons of depression anong persons with ID including negative
sel f-statenents, suicidal statenents, and somatic conplaints

(Matson, 1982; Matson, Dettling, & Senatore, 1981).
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Cogni ti ve- Behavi oral Mbdel s

Cogni ti ve-behavi oral theory suggests that depression
results froma depressed person’s negative views of the world,
self, and her or his future (Craighead, Hart, Craighead, &
Itardi, 2002). Cognitive-behavioral theories of depression are
al so based on self-control and attributional nodels. Rehnis
(1977) self-control theory suggests that depression results from
negati ve self-evaluations, |ack of self-reinforcenent, and high
rates of self-punishnment. Rehm states depression occurs because
of mal adaptive self-control behaviors including unacceptabl e
self-nonitoring. Depressed individuals with self-nonitoring
deficits concentrate on negative events and i mmedi at e behavi or al
out cones. Moreover, a demandi ng sel f-eval uation standard and
i naccurate internal attributions of causality by depressed
persons are exanples of self-evaluation problens. In addition,
Rehm proposes that depressed persons sel f-adm nister high rates
of punishnment and | ow rates of reinforcenent.

Seligman’s (1975) | earned hel pl essness theory provides the
framework for the cognitive-behavioral attribution nodel of
depression. Seligman indicates that | earned hel pl essness is the
failure to address a challenging situation or |earning that
personal actions wll not positively affect behavior (Abranson,
Seligman, & Teasdal e, 1978). Learned hel pl essness is based on
the attribution of negative outcones to internal, global, and

29



stable factors and positive outconmes to external, specific, and
unstabl e factors (Abranson, Selignman, & Teasdal e). Abranson,
Met al sky, and Al loy (1989) al so suggest a “hopel essness”
depression that results fromthe interaction of negative life
events and pessim stic expectations about the future.

Resear chers have evi denced support for the cognitive-
behavi oral theory of depression in persons with ID. According to
Reynol ds and MIler (1985), |earned hel pl essness has a higher
preval ence in persons with ID. Nezu, Nezu, Rothenberg,
DelliCarpini, & Goag (1995) indicated that self-reported
feelings of hopel essness were found to be associated with
depression in persons with ID. Berman (1967) found that persons
with I D experiencing depression expressed feelings of
hopel essness and hel pl essness. Barnhill (2001) also found a
rel ati onshi p between depression, hopel essness, and | earned
hel pl essness in persons with |ID

| nt er personal Model s

I nt er personal nodel s indicate depression occurs within a
psychosoci al and interpersonal context. In addition, a person’s
i nterpersonal relationships may contribute to the initiation and
conti nuance of depression (Craighead, Hart, Craighead, & Itardi,
2002). The goals of interpersonal nodels are to decrease
depressive synptons and to i nprove interpersonal functioning.
According to the interpersonal nodel, depression has been
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associated with ow | evel s of social resources (Billings,
Cronkite, & Moss, 1983). Lin and Dean (1984) found that soci al
support has a direct affect on depression. Hol ahan and Moos
(1981) suggested that social support fromfamly and co-workers
were significantly related to changes in depression.

Coyne (1976) reports that persons with depression
participate in a decreased nunber of social interactions because
of social skills problens and decreased opportunities to
participate in prosocial activities. In addition, Coyne suggests
t hat behavi ors exhi bited by depressed persons maybe related to
the responses of others. Depressed persons produce a negative
af fect when they interact within their social environnent.
Consequently, the depressed person is rejected regardless of his
or her positive qualities. Overall, depressive behavior results
in negative affect, punishnment, and adverse contingencies from
ot hers.

Resear chers have suggested an associ ati on between depressed
nood, poor social skills, and |low | evels of social support in
persons with I D (Benson, Reiss, Smth, & Laman, 1985; Reiss &
Benson, 1985). Laman and Rei ss (1987) suggest that depressed
nmood in persons with I D was associated wth poor social skills
and soci al support. Specifically depressed nbod was negatively
correlated wth social skills and social support. Mboreover,
decreased social skills were associated with |ow | evel s of
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soci al support. According to Laman and Reiss, persons with ID
and depression were socially withdrawn and interacted less with
others. In addition, their social interactions were nore

i nconpati bl e and unproducti ve.

Assessnent of Depression

According to Branmston and Fogarty (2000), nulti-nethod, and
multi-informant strategies are required to assess
psychopat hol ogy in persons with ID including a case record
review, interviews, observations, descriptive assessnents, and
functional assessnents. Reiss (1993) suggests that patterns of
synpt omat ol ogy, changes in behavior, and nodifications for the
i nfluence of ID on synptomatic presentation should be used to
assess pathology in persons with ID

Depression is comonly assessed by clinical interviews,
self-report ratings, clinician ratings, informant ratings, and
di rect observation. However, difficulties with reliability and
validity have been reported for assessnents and screening tools
t hat nmeasure depression in persons with ID (Meins, 1996; Rojahn
and Warren, 1994).

Depression I nstrunents

Cinical Interviews

Clinical interviews are comon assessnent nethods for
assessi ng depression within the general popul ation (Reynolds &
Baker, 1988). dinical interviews have al so been used to
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di agnose depression in persons with mld and noderate |ID
However, Sovner (1986) reported that traditional clinical
interviews used to diagnosis depression in persons with I D have
significant limtations including requirenents for |anguage and
ver bal conpet enci es.

Clinical Interview Schedule (CS)(Standardi zed Psychiatric

I nterview) was devel oped to provide ICD-9 psychiatric diagnoses
i ncluding depression in adults without ID. The C S was
subsequently nodified to assess adults with 1D (Ballinger,
Arnmstrong, Presley, & Reid, 1975). The CI'S consists of four
parts: nedical and psychiatric history, psychiatric synptons,
famly and personal history, and chall engi ng behaviors. The
test-retest reliability of the CIS was reported to be fair
(Reid, Ballinger, Heather, & Melvin, 1984). The interrater
reliability of the CI'S was found to be .78 for the psychiatric
synptons and .85 for the challengi ng behaviors (Ballinger,
Arnmstong, Presley, & Reid, 1975). Moreover, the convergent
validity of the CIS with psychiatric ratings was found to be .55
(Bal l'inger, Arnstong, Presley, & Reid, 1975). However, the CI' S
may not be suitable for individuals with severe and profound |ID
because of | anguage and cognitive limtations (Aran, 1991).

Sel f - Report Measures

Reynol ds and Baker (1988) state that self-report neasures
are frequent assessnent neasures for depression. Self-report
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measures are considered cost-effective and efficient however
they are generally exceptionally inclusive and have a propensity
to over diagnose depression (Arean & Chatav, 2003). Self-report
measures including the Beck Depression Inventory (Beck, Ward,
Mendel son, & Mock, 1961) and the Zung Depression Rating Scal e
(Zung, 1965) designed for use within the general popul ation have
al so been used to diagnose depression in persons with mld to
noderate | D. However, researchers suggest that persons with ID
are not reliable sources for self-report information (Sovner;

| verson & Fox, 1989). Moreover, |anguage and verbal conpetencies
are substantial restrictions for self-report neasures.

Zung Sel f-Rating Depression Scale (Zung SDS) is a 20-item

sel f-adm ni stered scal e devel oped to neasure the behavi oral

mani f estations of depression in adults wthout ID. The Zung has
been used to assess depression in adults with borderline to
noderate ID. It is one of the nost commonly used depression
scales. The Zung is sensitive to depression severity however; it
excl udes atypical synptons of depression (Miullen, J., Endicott,
J., Hrschfeld, R M A, Yonkers, K, Targum S. D., &

Bul linger, A L., 2004). Powell (2003) reported an internal
consi stency of .58. Helsel and Matson (1998) reported fair

i nternal consistency. Additional studies have reported sone

evi dence of construct and convergent validity (Kazdin, Matson,
Senatore 1983; Reiss & Benson, 1985).
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Beck Depression Inventory (BDI) is a 21-iteminstrunent designed

to assess the behavioral synptons of depression in adults

wi thout ID. For adults with borderline to noderate ID, a

nodi fied 13-item version of the scale has been used to neasure
depression (Beck & Steer, 1987). Helsel and Matson (1988)
reported an internal consistency of .59 for the scale.
Convergent validity has been reported for the BDI with the
Ham [ ton Psychiatric Rating Scal e for Depression .73, Zung Self
Report Depression Scale .76, and the MWl Depression Scale .76
(Beck, Steer, & Garbin, 1988). In addition, supplenentary

st udi es have found support for both convergent and construct
validity of the BDI (Prout & Schaefer, 1985; Nezu, Nezu

Rot henberg, Dellicarpini & Gag, 1995).

Prout - Strohner Personality Inventory (PSPI) is a 162-item scale

t hat was devel oped for adol escents and adults with borderline to
mld IDto assess psychiatric disorders. The PSPl consists of
five subscal es including a depression subscale (Prout &
Strohmer, 1989). The internal consistency and the test-retest
reliability of the PSPI were excellent wth a nean al pha
coefficient of .84 and .81 (Aman, 1991). The PSPl denonstrated
excell ent content validity and good convergent validity (Aman,
1991).

The Sel f-Report Depression Questionnaire was devel oped for

adol escents and adults with mld to noderate ID. The Sel f-Report
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Depression Questionnaire is a 32-iteminstrunent used to screen
depression in persons with I D (Reynol ds & Baker, 1988). Reynol ds
and Baker reported an internal reliability of .90 and a test-
retest reliability of .63 for the instrunent. The Sel f-Report
Depressi on Questionnaire denonstrated good content validity. In
addi tion, Reynol ds and Baker (1988) reported good convergent
validity with the clinical interview and the Ham |ton Depression
Rati ng Scal e.

Reynol ds Adol escent/ Chil d Depression Scale (RADS/RCDS) is a

30-item self-report neasure based on the DSM 1V that was
designed to assess depression in adults and children with
borderline to noderate I D (Reynolds, 1987). Reynolds and Ml er
(1985) have reported excellent internal consistency, good
convergent validity, and evidence of construct validity for the
i nstrunent.

M nnesota Mil ti phasic Personality Inventory (MWI) (168) is a

short nodified version of the MWI that has been used to neasure
psychiatric synptons in persons with mld to noderate ID. The
MWPI - 168 has a separate depression subscale (Overall & Gonez-
Mont, 1974). M Daniel (1977) found good test-retest reliability
and criterion validity for the scale. In addition, evidence of
convergent validity has been reported between the MWI -168 and

the RSMB (Johns & Mc Daniel, 1998).
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| nf or mant - Rati ng Scal es

I nformant -rating scal es have been designed to neasure a
range of behaviors including psychopat hol ogy and depression in
persons with ID (Matson and Banburg, 1998; Matson and Gardner,
Coe, & Sovner, 1991; Reiss, 1990). Informant rating scales are
typically economcal, efficient, flexible, and consuner-friendly
(Lecavalier & Aman, 2004). Additionally nornative data are
avai l abl e for nunerous rating scales and a w de range of
informants can conplete them (Lecavalier & Aman). |In general,
informant-rating scales have proven to be reliable and valid in
assessi ng psychopat hol ogy in persons with ID (Matson & Banbur g,
1998; Matson, Le Bl anc, Winheiner, & Cherry, 1999; Matson,
Mayvill e, Bielecki, Barnes, Banburg & Baglio, 1998).

Informant-rating scales rely on informati on obtained froma
famliar person, typically a direct care staff or a famly
menber. Moreover, they are the nost commonly used nethod to
assess depression in persons with ID (M Brien 2003).

However, only a limted nunber of informant-rating scal es have
been designed to assess depression in persons with ID (Sturney,
Reed, & Corbett, 1991). These neasures were specifically
designed to assess depression within this special popul ation.
Mor eover, these neasures have included both general
psychopat hol ogy i nstrunents with depressi on subscal es and
depression specific assessnents. However, according to Aman
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(1991), the majority of these instrunents have not been
subj ected to i ndependent or extensive psychonetric eval uations.

The Mental Retardation Depression Scale (MRDS) was devel oped to

assess depression in persons with mld, noderate, severe, and
profound ID (Meins, 1996). However, the MRDS consists of only 9
itens limting its reliability. Additionally, no further studies
have been conducted to investigate the reliability and validity
of the MRDS or its treatnent utility for depression in persons
with severe and profound ID (M Brien, 2003).

The Reiss Screen for WMl adaptive Behavi or was devel oped to

screen psychopat hol ogy and chal | engi ng behaviors in adults with
mld to severe ID (Reiss, 1987). The Reiss Screen is a 36-item
psychonetric instrunent that consists of eight subscal es

i ncl udi ng a depression (physical signs) and depression

(behavi oral signs) subscales. Scale itens include behavioral
equi val ents and atypi cal synptons not incorporated in the DSM
Addi tionally, the neasure consists of six itens not assigned to
scal es but according to the author is clinically significant and
useful. The interrater reliability of the depression (behavioral
signs) subscal e and the depression (physical signs) subscal es
were .79. The test-retest reliability of the depression

(behavi oral signs) was found to be .72 and the test-retest
reliability of the depression (physical signs) was .74. |nternal
consi stenci es were adequate for nost subscal es (Aman, 1991).
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St udi es have found support for evidence of construct validity
(Reiss & Rojahn, 1993). Overall, the Reiss Screen’ s psychonetric
data suggests that the scal e conpares positively with other
avai l abl e instrunents (Aman, 1991).

The Reiss Screen (Child Version) was devel oped to screen

psychopat hology in children with ID. The Reiss Screen (Child
Version) is a 60-itemscreening instrunent with a depression
subscal e i ncl udi ng depressed nood, anhedoni a, sleep disturbances
and social deficits. The nedian internal consistency of the
scale was found to .81 while the nmean interrater reliability was
.46. (Lecavalier & Aman, 2004) Reiss and Rojahn (1993) did
report evidence of construct validity for the scale. Mreover,
Rei ss and Valenti-Hein (1994) provided evidence of criterion
validity. In general the psychonetric data of the Reiss Screen
(Child Version) is generally positive (Lecavalier & Aman)

The Mbod, Interest, and Pleasure Questionnaire (MPQ was

desi gned to assess depression in persons with severe to profound
I D. The M PQ consists of 25 itens and 2 subscal es, nobod and
interest/pleasure (Rosss & Aiver, 2003). Ross and Qi ver
reported an interrater reliability ranging from.69 to .76 and
an internal reliability of .89 to .94 for the scale. In
addition, the M PQ denonstrated evidence of convergent validity
with the Aberant Behavior Checklist (ABC). The M PQ was the
first measure to exanm ne the construct of depression in persons
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with severe and profound I D by using informant-based
guestionnaires or interviews and behavioral nethods. However, as
noted previously, the MPQ only assesses two of the core

synpt ons of depression, nood and anhedoni a whil e excl udi ng

wei ght, sleep and concentration di sturbance, psychonotor
agitation, feeling of worthless or guilt, fatigue, thoughts of
death or suicide and social skills deficits.

The Assessnent of Dual Diagnosis (ADD) was devel oped to assess

t he frequency, duration, and severity of synptons representative
of psychiatric disorders in persons with mld and noderate |ID
(Mat son & Banmburg, 1998). The ADD is a 79-item screeni ng neasure
that consists of 13 subscal es including a depression subscale.
The subscal es are used to screen for psychiatric synptons
related to DSM 1V criteria. Matson and Banburg (1998) reported
an interrater reliability of .98 and a test-retest reliability
of .94 for the depression subscal e. Mreover, the ADD
denonstrates excellent internal consistency and content validity
(Matson 1997). Overall, the ADD denonstrates good reliability
and validity and is the only instrunent for adults with mld to
noderate | D based on the DSM IV taxonony (Lecavalier & Aman,
2004) .

The Di agnhostic Assessnent for the Severely Handi capped |

(DASH-11) was devel oped to assess synptons characteristic of
psychiatric disorders in persons with severe to profound ID

40



(Mat son, 1994). The DASH- Il is an 84-item screening instrunent
that consists of 13 subscal es including a nood subscal e. Mod
scale itens include both atypical synptons and behavi oral

equi valents. The itens focus on observabl e behaviors and are
used for screening purposes to assess the frequency, duration,
and severity of psychiatric synptons related to DSMcriteri a.
The interrater reliability of the DASH I| npod subscal e was
found to be .92 and the test-retest reliability of subscal e was
reported to be .88 (Matson, 1994). The depression subscal e of
the DASH- 11 displayed convergent validity of .75 with the
Aberrant Behavi or Checklist (ABC) (Pacl awskyj, Matson, Banbur, &
Baglio 1997). The DASH 1| is one of the nost commonly used

scal es for neasuring psychopat hol ogy for adol escents and adults
with severe and profound I D (Lecavalier & Aman, 2004).

Enoti onal Disorders Rating Scal e-Devel opnental Disabilities

(EDRS-DD) is a 59-iteminstrunent for assessing psychiatric
synptons in devel opnental |y disabl ed children and adol escents
with mld to noderate ID (Feinstein, Kamner, & Barrett, 1988).
The EDRS-DD consi sts of eight subscal es including a depressive
nmood subscal e. The nean coefficient al pha for the scal e was
reported to be .51 (Aman, 1991). Moreover, the nean interrater
reliability was found to be .39 while the nean test-retest
reliability was reported as .72 (Aman, 1991). Evidence of
convergent validity was reported between the depressive nood
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subscal e of the EDRS-DD and the Ham | ton Depression Rating Scal e
(Ham | ton, 1960) and the Children’s Depression Rating Scal e
(Poznanski, Cook, & Carrol, 1979).

St rohner - Prout Behavior Rating Scale (SPBRS) is a 135-item scale

devel oped to neasure psychiatric synptons and chal | engi ng
behavi ors of adol escents and adults with borderline to mld ID
(Strohmer & Prout, 1989). The instrunment consists of twelve
subscal es including a depression subscale. The SPBRS
denonstrates excellent internal consistency and a nean
interrater reliability of .78 (Aman, 1991). Moreover, the SPBRS
exhi bited evidence of content, criterion, and convergent
validity with the Child Behavior Checklist (Aman, Achenback &
Edel brock, 1979). According to Aman (1991) the SPBRS is one of
the superior informant-rating scales. Overall, the SPBRS is a
soundl y- devel oped instrunment for assessing psychiatric synptons
(Lecaval i er & Aman, 2004).

Instrunents with Sel f-Report Measures and | nformant-Rating
Scal es

The dinical Behaviour Checklist for Persons with Intell ectual

Disabilities (CBDPID) is a 30-item checklist designed to assess

depression, psychiatric synptons, and chal |l engi ng behaviors in
persons with ID using the I1CD-10 criteria (Marston, Perry, &
Roy, 1997). A brief 5-itemversion of the scale has denonstrated

good internal consistency and evidence of criterion validity
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(Tsiouris, Mann, Patti, & Sturney, 2003). However, additi onal
research is needed to establish the reliability of the checkli st
in screening for depression in persons with |ID.

The Psychiatric Assessnent Schedule for Adults with a

Devel opnmental Disability (PAS-ADD) is a 145-question neasure

desi gned to assess a range of psychiatric disorders including
depression (Mss, Patel, Prosser, Col dberg, Sinpson, & Rowe et.
al ., 1993). The PAS- ADD was devel oped to assess psychopat hol ogy
in persons with all levels of ID. Overall, the interrater
reliability of the PAS-ADD has been found to be good (Patel,

ol dberg, & Moss, 1993).

The d asgow Depression Scale for People with a Learning

Disabilitiy (GS-LD) is a 20-itemself-report instrunment based

on the DC-LD diagnostic criteria that was devel oped to assess
depression in persons wwth mld and noderate ID (Cuthill, Espie,
& Cooper, 2003). Cuthill, Espie, & Cooper reported test-retest
reliability of .97 and internal reliability of .90 for the
GDS-LD. The informant version of the GDS-LD was found to have an
internal reliability of .88 and interrater reliability of .98.
The validity of the GDS-LD i s questionable however due to its
devel opnent using the DC-LD diagnostic criteri a.

The Anxiety, Depression and Mbod Subscale (ADAMS) is a 28-item

enpirically based instrunent designed to neasure anxiety,
depression and nood disorders in persons with mld to profound
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| D. The ADAMS consists of five subscal es including a depressed
nmood subscal e (Esbensen, Rojahn, Aman, & Ruedrich, 2003). The

i nternal consistency of the ADAMS subscal es ranged from.75 to
.83, and interrater reliability from.37 to .62 (Lecavalier &
Aman, 2004). According to Lecavalier & Aman (2004) the ADAMS
appears to be a psychonetrically sound instrunent for assessing

depression anong individuals with |ID
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RATI ONALE

Depression scal es designed for persons with average
intelligence are not likely to be applicable to persons with
severe and profound ID. Therefore, the primary goal of this
study was to devel op a neasure for this special popul ation.
Persons with severe and profound ID typically exhibit expressive
communi cation deficits resulting in an inconplete and i naccurate
assessnment of their psychiatric synptons (Einfield, 1992). For
exanpl e, the diagnosis of depression is primarily based on the
self-report of cognitive and behavi oral synptons. However,
persons with severe and profound ID are often unable to rel ate
depressive synptons because of communication skills deficits (M
Brien, 2003). Specifically, nost individuals with severe and
profound ID frequently cannot report cognitive synptons of
depression including feelings of guilt and worthl essness or
recurrent thoughts of death or suicidal ideation (Smley &
Cooper, 2003). Suicide ideation and decreased concentration and
i ndeci si veness are additional cognitive synptons of depression
that persons with severe and profound ID are frequently unable
to report (Meins, 1995).

According to Shaw and Bud (1982), clinical interviews and
sel f-report neasures used to assess depression in persons with
| D present several limtations. Specifically, these assessnents
have insufficient psychonmetric information and validity because
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of the exclusion of persons with ID fromthe normative sanples.
Because persons with ID present a diverse range of |limtations

i ncludi ng cognitive and communi cation deficits, the assessnent

of psychopat hol ogy with neasures specific to individuals with ID
is especially inportant (Sovner, 1986).

Because of the discrepancies in population characteristics,
there is a need for standardi zed instrunents to assess
depression in persons with severe and profound ID (Cd ark, Reed,
& Sturney, 1991). Standardi zed assessnents provi de a net hodol ogy
for studying depression in |arge sanples of persons with ID and
depression, investigating the preval ence of depression, and
conducti ng epidem ol ogi cal studies and ot her rel evant research.
Thus, devel opi ng standardi zed assessnent instrunents are an
inmportant initial first in studying depression in this
popul ation. In general, informant-rating scales have proven to
be reliable and valid given the inpracticability of self-report
in persons with severe and profound I D (Matson & Banburg, 1998;
Mat son, Le Bl anc, Weinheinmer, & Cherry, 1999; Matson, Myville,

Bi el ecki, Barnes, Banburg & Bagilo; 1998).
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METHCOD

Parti ci pants

The participants for this study were 144 randomy sel ected
persons di agnosed with severe and profound ID residing at
Pi necrest Devel opnental Center, Col unbia Devel opnental Center
and Leesville Devel opnental Center, state devel opnental centers
| ocated in Louisiana. Participants also lived in conunity
homes, group hones or supervi sed i ndependent |iving settings.
Partici pants were nales 54.2% and fenal es 45.8% with 38. 2% of
t he respondents di agnosed with severe ID and 61. 8% di agnosed
with profound ID. Participants were African-Anmericans 27. 8% and
Caucasi an 72.2% and ranged in ages from 14 to 86 years with a
mean age of 51.6 years and a standard deviation of 13.3 years.
The nodal age was 48.0 years and the nedi an age of the
respondents was 52.0 years.

Wthin this study, 52.8% of the participants were not
prescribed psychotropi c nedi cati ons however 6. 3% were
adm ni stered anti depressant nedi cations. The snmall nunber of
participants receiving anti depressant nedication during this
i nvestigation suggests that the behavioral synptons of
depression reported by the informants’ maybe valid indicators of
depression. Additionally 11.8% of the participants were
prescribed atypical antipsychotics, 0.7% antipsychotics, 8.3%
nmood stabilizers, 12.5% anticonvul sants, and 7.6% nmultiple
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psychotropics. The majority of the participants who received

mul ti pl e psychotropic nedications typically were prescribed an

atypi cal antipsychotic and a nood stabilizer. The m ni mrum nunber

of medications prescribed for a respondent was 0 and the maxi num

was 7. The nmean nunber of prescribed nedications was 1.9, with a

node and nedi an of 0 and a standard devi ation of 2.5.
Participants in this investigation were diagnosed with a

mul tiplicity of psychiatric diagnoses. In the sanple, 2.8%were

di agnosed with maj or depressive disorder, 7.6%w th bipolar |

di sorder, 2.8% w th a nood disorder, 1.4% w th depressive

di sorder, .7%wth bipolar Il disorder, and 2.8%w th bi pol ar

nos. In addition, 2.1% of the respondents were di agnosed with

anxiety disorder, .7%wth posttraumatic stress disorder, and

. 7% w th a generalized anxiety disorder. Wthin the sample, .7%

wer e di agnosed with a del usional disorder, and .7%w th

denmentia. In addition, .7%of the sanple was diagnosed with

chil dhood di sintegrative disorder, .7%wth a tic disorder, 5.6%

with stereotypic novenent disorder, 2.8%wth pica, 6.9%wth

pervasi ve devel opnental disorder, 10.4%w th autistic disorder,

.7%wW th rum nation disorder, and .7% w th a conduct disorder.

Furthernore 1.4% of the respondents were di agnosed with

schi zophrenia, and 2.1% w th psychotic disorder nos. However

45. 1% of the participants were not diagnosed with an axis |

psychi atric di sorder.
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Tabl e 1.
Age
10-19
20- 29
30- 39
40- 49
50- 59
60- 69
70-79
80- 89

M ni mum
Maxi mum
Mean

Mbde

Partici pant Denographics

(n
2
5
21
35
43
24
12

2

St. Devi ation

1.

14.

24.

29.

16.

14

86.

51.

48.

13.

7
39

.47

58

31

86

67

.33

. 39

61

0

3

Psychot ropi cs

None
Anti convul sants

At ypi cal
Anti psychotics

Mood Stabilizers
Mul tiple
Ant i depressant s

Anti psychotics

M ni mum
Maxi mum
Mean
Mode

St. Deviation

(n
76
18

17

12

11

%)

52.

12.

11.

0

2.

5

(table 1 conti nued)
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Gender (n

Mal e 78
Femal e 66
Ethnicity

African 40

Caucasai an 104

Level of ID

Sever e 55

Pr of ound 89

54.

45.

27.

38.

61.

7

Di agnoses

No Di agnosi s
Autistic

Bi pol ar

Per vasi ve
Devel oprent al

Stereotypic
Movenent

Maj or Depressive
Bi pol ar NOS

Mood Di sorder

Pi ca

Anxi ety
Psychoti c

Schi zophreni a
Depr essi ve

Bi pol ar 11

Del usi onal

Post Traumatic
Stress

Chi | dhood
D sintegrative

Tic
Denenti a

Rum nati on

(n
65
15
11

10

1

1

45.

10.

7

7

7

(table 1 conti nued)
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Conduct Di sorder 1 .7

General i zed 1 .7
Anxi ety

Institutional Review Board approval for this study was
previ ously obtai ned. Di agnoses of ID were determ ned based on
individual intelligence tests (e.g. Wechsler Adult Intelligence
Scale-111, Stanford-Binet |1V, Stanford-Binet V or the Leiter
I nternational Performance Scal e Revi sed) and adaptive behavi or
scales (e.g. VABS or ABS). The Stanford-Binet and Wechsler are
individually adm nistered intelligence tests that have been used
extensively with verbal persons w th diagnoses of severe and
profound ID. The Leitier-Ris an individually adm nistered
intelligence test for nonverbal individuals, which has been
utilized with persons with severe and profound ID
Materi al s

The DEPRESSED was desi gned as a depressi on-screening
instrunment for persons with diagnoses of severe and profound ID.
The scal e consisted of itens recognized as significant for the
assessnment of depression within this popul ation. Scale itens
were projected to identify distinguishing behaviors or
behavi oral synptons of depression anong persons with severe and
profound ID (Lowy, 1993, 1998). The prelimnary scale itens
wer e devel oped based on the DSMIV-TR criteria, IGD 10

criteria, previously published assessnent instrunents (e.g.
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DASH 11, ADD, SPSS, MESSIER), research studies, and the clinical
assessnment of persons wth severe and profound ID. Scale itens
were al so constructed froma review of the current assessnent
and treatment literature for depression in persons with severe
and profound I D and consultations wth psychol ogi sts, and direct
care staff. Subsequent to feedback and consultations with nental
heal th professionals and staff, itens were revised and itens
were added or deleted to produce the prelimnary scale. The
scale itens were witten so that a positive endorsenent of an
itemindicated the presence of a depressive synptom and no

endor sement indicated the absence of synptons. The DEPRESSED
score sheet contained rel evant denographic information,
including the participant’s nanme, gender, ethnicity, date of
birth, IDlevel, psychiatric diagnosis, psychotropic

medi cations, and physical disabilities. Respondents’ denographic
i nformati on was obtained fromhis or her nedical chart. Each
itemwas rated on a three point Likert-type scale consisting of
“0", “1”7, or “2” for the frequency, duration and severity. The
frequency of the depressive behavior was rated on how many days
t he behavior occurred during the |last tw weeks. The duration of
t he depressive behavior was rated to indicate the overall length
of time the behavior had been observed by the informant. The
severity of the depressive behavior was rated on the degree of
di stress or inpairnment of social or occupational functioning for
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that individual. For the frequency dinension, a rating of “0”
i ndi cated no occurrence of the behavior, a “1” indicated that
t he behavior occurred between 1 and 7 days, and a “2” specified
that the behavior occurred nore than 7 days. For the duration
di rension, a rating of “0” indicated that the behavi or had
occurred between 1 and 12 nonths, a “1” indicated that the
behavi or had occurred between 1 to 2 years, and a “3” indicated
t hat the behavior had occurred over 2 years. On the severity
di rension, a rating of “0” specified that the behavior caused no
distress or inpairment in social or work functioning a “1”
specified that the behavi or caused noderate distress or
inmpairnment in social or work functioning and a “2” indicated
t hat the behavi or caused severe distress or inpairnent in social
or work functi oning.
Pr ocedur es

Direct care staff served as informants during the
adm ni stration of the DEPRESSED. |nformants were the
participant’s direct care staff, and group | eader who were nost
famliar wth that person. Each staff that served as the
i nformant provi ded behavi oral supports, active treatnent
(meani ngful activities), and personal care to the participant
for at least six nonths at the devel opnental center or in the
community. Each direct care staff was asked to rate a single
i ndi vidual and to respond to the scale itens along the three
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di nensi ons, frequency, duration, and severity. The interviewers
wer e graduate psychol ogy students who had been trained to

adm nister the scale. Training of interviewers included practice
adm ni strations of the DEPRESSED. To ensure consistency during
data collection, instructions for conpleting the assessnent were
read froma prepared script.

The direct care staff and the interviewer conpleted the
DEPRESSED i n approximately 15 mnutes. First, the interviewer
guestioned the direct care staff person on the frequency of the
scale item Subsequently, the informant rated the itemas either
a “0” for no occurrence of the behavior, a “1” indicating that
t he behavi or occurred between 1 and 7 days or a “2” indicating
that the behavior occurred nore than 7 days. For duration, a
rating of “0” specified that the behavior had occurred between 1
to 12 nonths; a “1” specified that the behavi or had occurred
between 1 to 2 years, and a “3” indicating that the behavi or had
occurred over 2 years. Subsequently, the interviewer asked the
staff person to rate the severity of the scale itens. Direct
care staff rated the itemas either a “0” the behavior caused no
distress or inpairment in social or work functioning a “1”
specified that the behavi or caused noderate distress or
inmpairnment in social or work functioning and a “2” indicated
that the behavi or caused severe distress or inpairnent in social
or work functi oning.
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A second DEPRESSED was adm nistered to 20% (N = 29) of
direct care staff following the primary data collection to
assess interrater reliability. Raters conpleted a second
DEPRESSED usi ng a second (i ndependent) direct care staff person
for 20% (N = 29) randomy selected participants. This assessnent
was conpleted on the identical day and work shift to ensure that
the two raters were observi ng conparabl e behavi ors or behavi oral
synptons. Interrater reliability was cal culated to assess the
consi stency of observations across different direct care staff.

Test-Retest reliability was assessed by re-adm ni stering
the DEPRESSED to 20% (N = 29) direct care staff two weeks
followng the primary data collection. The direct care staff
conpl eted a second DEPRESSED for 20% (N = 29) randomy sel ected
partici pants. This assessnent was conpleted on the identical day
and work shift to ensure that the staff person was observing
conpar abl e behaviors or behavioral synptons. Test-Retest
reliability was calculated to assess the tenporal stability of
the ratings.

Factorial validity for the DEPRESSED was evi denced by
enpirical test construction utilizing factorial analysis.
Construct validity was determ ned by conpari ng DEPRESSED it ens
targeting specific synptons necessary for diagnosis of
depression including depressed nood, anhedoni a, wei ght
di sturbance, sl eep disturbance, psychonotor agitation or
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retardation, and fatigue or |loss of energy to a DSM I V-TR
checklist for Major Depressive Episode. Conpari ng DEPRESSED
scores to DSM | V- TR checkl i st scores evidenced construct
validity. Convergent validity was determ ned by conparing the
DEPRESSED to the Diagnostic Assessnment of the Severely

Handi capped (DASH-I1). Convergent validity between the DEPRESSED
and the DASH- I | psychopat hol ogy scal e was cal cul at ed by

conpari ng DEPRESSED scores to the Mbod subscal e scores of the

DASH- 11 (Matson, 1994).
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RESULTS

Test construction for the DEPRESSED consisted of item
anal ytic and factor anal ytic nethods as suggested by Nunnally
(1978). Frequency scores of the 144 participants’ responses for
the prelimnary 46 item DEPRESSED were subjected to an item
anal ysis and a principal conponent analysis (PCA) to produce the
DEPRESSED scal e.

The item anal ytic procedure used consisted of correlating
each itemwith the total score (mnus item) to indicate the
average correlation of the itemwth all other scale itens. To
construct a discrimnating and honogenous scale, itenms with high
correlations between r = .25 and r = .80 were maintained while
itens wwth | ow or negative correlations r < .25 were del eted
fromthe scale as recommended by Kline (1986). These itens
included # 3 “Has stomach problens (e.g. constipation or
diarrhea),” # 10 “Has lost interest in sexual activities (e.gqg.
mast urbation),” #11 “Stays in room al one,” #17 “Sl eeps nore than
12 hours,” and #27 “Vocalizes or talks I ess than usual.” In
addition, itens deleted fromthe scal e because of negative or
| ow correlations included #30 "Tal ks of being dunmb,” #38 “Tal ks
about being dead,” #40 “Tal ks about death or people who have
died,” #41 “lsolates self fromothers (e.g. staff or peers)” and
#46 “Di splays a weight gain (e.g. 5 10, or nore than 15
pounds).” Itens with zero variances were also deleted fromthe
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prelim nary DEPRESSED scal e. These itens included #29 “Tal ks of
being ugly,” #31 “ Tal ks of being bad,” and #39 “Has attenpted
sui cide.”

PCA was the factor analytic technique selected to reduce
the 33-item DEPRESSED to a smaller set while providing an
enpirical summary of the data (Tabachnick & Fidell, 2001).
Princi pal conponents was the extraction nethod selected for the
PCA. Consequent to extraction, orthogonal rotation was used to
rotate the factors. Varimax was the orthogonal rotation nethod
chosen for the PCA

To determ ne the appropriate nunber of factors for
extraction, the Kaiser stopping rule and the Scree Test were
used during the investigation. Kaiser’'s (1960) stopping rule is
a mat hematical procedure that retains factors with ei genval ues
with a mninmumval ue of one. Eigenvalue size is the criterion to
determ ne the adequacy of extraction and the appropriate nunber
of factors according to Kaiser (1960). Wth no predeterm ned
[imtations on the nunber of factors, eleven factors with
ei genval ues greater than one, 6.29, 2.67, 2.11, 1.92, 1.73,
1.66, 1.51, 1.41, 1.24, 1.14 and 1.03, were identified during
the initial factor solution. However, the Kaiser stopping rule
may over or underestimate the nunber of factors in the data set
and distort the rotational structure (Tabachnick & Fidell, 2001;
Conrey, 1978).
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Cattell’s (1966) Scree test is a graphical procedure that
pl ots factors agai nst eigenval ues. The first eigenvalues in the
visually steep and negatively decreasi ng decent are retained
whil e the eigenvalues in the gradual decent are del eted (Bryant
and Yarnold, 1995). The criteria determ ned by the Scree pl ot
(Cattell, 1966) suggested that the factor solution should
contain four factors. The Scree test is highly reliable and
usual ly accurate within one or two factors of identifying the
appropriate nunber of factors for extraction (Tabachnick &
Fidell, 2001; CGorsuch, 1983).

The PCA was rerun with principal conponents and vari max
rotation specifying the extraction of four factors with
ei genval ues of 6.29, 2.67, 2.11, and 1.92. These four factors
were sel ected because of their |arge eigenval ues approxi mating
two or greater and they accounted for 39% of the total variance.
Moreover, differences in eigenval ue size were small subsequent
to the fifth factor suggesting an adequate factor sol ution of
approximately four to five factors. Wien the PCA was rerun with
five factors, the fifth factor produced four factor | oadings
greater than .30, the criterion for interpretation chosen by the
i nvestigator. However, two of the factor |oadings were conpl ex
vari abl es and were del eted as suggested by Tabachni ck and Fi del
(2001). The resultant two factor | oadings were del eted because
the interpretation of factors defined by one or two variabl es
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produces uncertainty (Tabachnick & Fidell). These results
provi de support for the four-factor solution.

The four-factor solution resulted in factors that were
classified as (F1) “Sleep,” (F2) “Muod,” (F3) “Skills,” and (F4)
“Motor.” Twenty itens | oaded on one of the four identified
factors. Moreover, thirteen itens did not |oad on a specific
factor and were deleted fromthe final scale.

The Sleep factor included itens related to a sl eep
di st ur bance incl udi ng waki ng frequently from sl eep, sl eeping
| ess than four hours, waking up earlier in the nornings, and
difficulties falling asleep. The Mod factor contained itens
suggestive of a depressed nood including crying, sobbing, or
whi ni ng, sad vocalizations, irritability, anhedonia, increased
vocal i zations, agitation and hyperactivity. The Skills factor
i ncorporated itens associated with personal self-care including
decreased self-participation and increased direct care staff
assistance wth bathing, dressing, and eating skills. The Mdtor
factor included itens connected to psychonotor retardation
i ncl udi ng decreased notor activity, decreased energy |evel, slow
body novenents, sits often, decreased appetite and fati gue.
Subsequently four itens | oaded on the Sl eep subscal e, eight
itens on the Mbod subscale, three itens on the Skills subscal e,
and five itens on the Mdtor subscale to conprise the fina
DEPRESSED scal e.
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Tabl e 2. Factor Loadi ngs of the Four-Factor Sol ution

DEPRESSED Fact or s

Scale Items F1 F2 F3 F4

1. D splays depressed .22 . 60 .10 . 28
nood

2. Cries, sobs, or . 25 .52 -.06 .11
whi nes

4. Displays .29 .53 .17 .08
irritability

5. Conpl ai ns of being -.06 .21 . 36 .10
si ck

6. Tal ks about being -.12 .70 .18 -.00
sad

7. Vocalizes or talks .32 . 38 .00 . 30
nore than usua

8. Has lost interest in .13 . 62 -. 11 .13
enj oyabl e activities

9. Has lost interest in .51 .10 . 20 -.04
wor k

12. Likes activities . 20 -.12 .14 .14
W t hout ot hers

13. Displays a weight .08 .08 -.16 .72
| oss

14. Has a decreased .16 .08 -.19 .43
appetite

15. Has an increased .17 . 29 .14 -.03
appetite

16. Sl eeps less than . 83 .11 -.01 .13
4 hours

18. Has trouble falling .70 .03 . 20 -.07
asl eep

19. Wakes often from . 84 .14 -.06 .14
sl eep at ni ght

20. Wakes up 1 or 2 L7 .18 -.10 .37
hours earlier in the
nor ni ngs

21. Sleeps during the .33 .04 .37 .15
day

22. Has very sl ow body -.16 .09 .41 . 54
novemnent s

23. Hass | ess notor -.08 -.15 .24 . 67
activity

(table 2 continued)
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24. Displays agitation .30 . 34 .00 .18

25. Displays nore notor .37 . 26 . 25 .11
activity

26. Displ ays .12 . 30 .01 . 39
hyperactivity

28. Vocalizes or tal ks -.19 . 30 .11 -.02
sl ower than usua

32. Displays |oss of .04 .13 .34 .45
ener gy

33. Lays in bed often .05 . 25 . 07 . 20

34. Sits often .23 .10 .22 . 50

35. Has troubl e nmaking -.12 . 56 .16 .05
deci si ons

36. Has nenory | oss . 07 .14 -.15 -.01

37. Distracted easily .12 .17 .13 .44

42. Requires nore staff .25 .09 . 80 . 06
assi stance to bat he
sel f

43. Requires nore staff . 06 .41 .74 -.03
assi stance to dress
sel f

44, Requires nore staff .16 .16 . 82 . 06

assistance wth eating

45. Displ ays | ess soci al .32 -.12 . 40 .16
interaction with others

Each of the twenty itens in the four-factor solution was
correlated with the subscal e scores (itemdeleted) of Sleep
Mood, Skills, and Mbotor to determne the validity of the nodel
The four sleep itens were significantly correlated with the
Sl eep subscale, the eight nood itens were considerably
correlated wwth the Mbod subscale, the three skill itens were
appreciably correlated with the Skills subscale, and the five
notor itens were correlated wth the Mtor subscale.
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Table 3. Item Tot al

Scale Itens+
Depr essed
Cries
Irritability
Sad
Vocal i zes/ Tal k
Anhedoni a
Appetite

Sl eeps | ess
Sl eep trouble
Wakes often
Wakes earlier
Moves sl ow
Less Mot or

Agi tation
Hyperactivity
Energy | oss
Sits often
Bat he sel f
Dress self

Eati ng

+ Conplete itemdescriptions are listed in Appendi x A

Sl eep
.32
. 26
.32
. 07
.37
. 20
.19
.91
. 67
.93
.91
. 07
. 07
.27
.17
.14
.27
.23
.12

.18

Correl ati ons

Mbod

. 69

. 66

. 66

. 49

. 60

. 55

. 20

. 36

. 23

. 35

.51

. 20

.12

. 58

. 57

.27

. 30

. 26

.33

. 24
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ltem Total s

Skills

. 25

. 18

.27

.27

. 24

.11

-.05

.19

. 23

.14

.14

. 39

. 20

.17

.11

.27

. 24

. 89

. 88

. 89

Mot or

. 36

.13

. 24

.12

. 28

.12

.42

.18

.17

. 20

. 35

. 60

. 58

. 20

. 28

. 65

.74

.32

. 28

. 36



Significant correlations between the DEPRESSED itens and
sl eep subscale itens were as follows: sleeps less r = .91, sleep
trouble r = .67, wakes often r = .93, and wakes earlier r = .91,

Consi derabl e correl ati ons between the DEPRESSED itens and nobod

subscale itens were as follows: depressed r = .69, cries r =
.66, irritability r = .66, sad r = .49, vocalizes/talk r = .60,
anhedonia r = .55, agitation r = .58 and hyperactivity r = .57,

In addition, major correl ati ons between the DEPRESSED itens and
skills subscale itens were as follows: bathe self r = .89, dress
self r = .88, and eating r = .89. Mreover, sizeable

correl ati ons between the DEPRESSED itens and nptor subscal e

itens were as follows: appetite r .42, noves slowr = .60,

less nmotor r = .58, energy loss r = .65, and sits often r = .74.

The internal consistency of the DEPRESSED scal e and
subscal es were assessed through cal cul ati on of Cronbach’s or
coefficient al pha. Cronbach’s al pha is a neasure of item
honogeneity and the degree to which an itemis correlated with
the remaining itens on a particul ar subscal e (Anastasi & Urbina,
1997; Cronbach, 1951). To neasure inter-item consistency,
coefficient al pha was cal cul ated for each subscal e and the ful
scale. The coefficient al phas for the Depressed subscal es were
Sleep r =0.88, Mod r = 0.74, Skills r = 0.86 and Mot or

r = 0.55. The coefficient alpha for the full scale was r = 0. 82.
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The internal consistencies for the full scale, Mod subscal e,
Sl eep subscal e, and Skills subscal es were good to excellent as
recommended by Cicchetti and Sparrow (1981). The internal

consi stency for the Mdtor subscale was fair (Ci cchetti &

Sparr ow) .

To assess the reliability of the scale both test-retest and
interrater reliability were neasured during the study. Test-
retest reliability data was coll ected on 29 participants, who
conprised 20% of the sanple two weeks following the primary data
collection. Reliability was cal cul ated using an Intracl ass
Correl ation Coefficient (ICC) wth a one-way random effects
nodel . The test-retest reliability for the full scale was
r = .87, p < .01l. The 1CCs for the Depressed subscal es were
Sleepr =-.70, p< .01, Modr = .85 p < .01, Skills r = .96,
p <.01 and Motor r = .81, p < .01. As recommended by C cchetti
and Sparrow (1981), the test-retest reliability of the full
scal e, Mbod subscale, Skills subscale, and Mtor subscale were
excellent. The test-retest reliability of the Sleep subscal e was
poor (Cicchetti & Sparrow, 1981).

Interrater reliability data was collected on 29
partici pants, who conprised 20% of the sanple follow ng the
primary data collection. This assessnent was conpl eted on the
identical day and work shift as the previous data collection.
Reliability was cal cul ated using an Intraclass Correl ation
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Coefficient (I1CC) with a one-way random effects nodel. The
interrater reliability for the full scale was r = .86, p < .01.
The 1 CCs for the Depressed subscales were Sleep r = .73, p <
.01, Modr = .87, p< .01, Skillsr =.89, p < .01, and Mtor
r = .87, p < .01 Based on Ci cchetti and Sparrow (1981)
criteria, the interrater reliability of the full scale, Mod
subscal e, Skills subscale, and Mtor subscal es were consi dered
excellent. The interrater reliability of the Sl eep subscal e was
good (G cchetti & Sparrow, 1981).

Factorial validity for the DEPRESSED was evi denced by the
four-factor solution resulting fromthe PCA. Construct validity
was determ ned by conparing DEPRESSED itens targeting synptons
needed for the diagnosis of depression including depressed nood,
anhedoni a, wei ght di sturbance, sleep disturbance, psychonotor
agitation or retardation, and fatigue or loss of energy to the
DSM | V- TR checkl i st for Major Depressive Episode. The
correl ati on between DEPRESSED itens and the correspondi ng
criteria for Major Depressive Episode of the DSM I V-TR were
cal cul ated using a phi coefficient. DSM I V-TR synptons of a
Maj or Depressive Epi sode represent dichotom es. Subsequently,
positive item endorsenents of either a 1 or 2 on the frequency
di mensi on of the DEPRESSED were translated into categorical item

endorsenments, resulting in an artificial dichotony.
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Table 4. Correl ati ons between t he DEPRESSEED and DSM |t ens

Depressed Itens+ DSM I V-TR I tens++

Mood Anhedonia Wi ght/ Appetite Sl eep
Depr essed . 50** . 14* . 30** L 21%
Cries . 92** .12 A7 L 21*
Irritability .67** . 26% % . 05 A7
Sad . 18* .10 .01 .08
Vocal i zes/ Tal k . 21* .13 .16 .13
Anhedoni a . 05 L 31x* . 29%* . 04
Appetite . 18* 11 L 57** .14
Sl eeps | ess . 24** 17 17 . 38**
Sleep trouble .17* .09 .15 . 26%*
Wakes often L 22%% . 19* . 20* . 36%*
Wakes earlier . 27** . 19* L 23** . 40**
Moves sl ow .09 .02 11 . 19*
Less Mot or .04 . 07 L 22%% .13
Agi tation . 38** 17 . 19* L27x*
Hyperactivity .16 . 21% . 38** .24 %
Energy | oss L 22%% . 18* .15 . 26**
Sits often . 21% . 23** L 23** L 23**
Bat he sel f .14 .13 -.01 .16

(tabl e 4 continued)
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Dress self

Eati ng

.15

.15

.14

.14

. 06 .03

. 06 . 18*

Depressed Itens

Depr essed
Cries
Irritability
Sad
Vocal i zes/ Tal k
Anhedoni a
Appetite

Sl eeps | ess
Sl eep trouble
Wakes often
Wakes earlier
Moves sl ow
Less Motor

Agi tation

Hyperactivity

Psychonot or
L 23*%*
. 28**
. 28**
.12
. 36**
.10
L 23*%*
17
. 06*
. 18*
L 23*%*
L27x*
. 25%*
. 45%*

. B61**

DSM I V-TR I tens
Fati gue
. 30**
. 18*
. 25**
.12
17
.02
L 23**
. 20*
.13
.16
L2T**
. 20*
. 13*
.16

. 32%*
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Energy | oss . 19* . ST**

Sits often .22 . 83**
Bat he sel f .14 . 18*
Dress self .16 . 21*
Eati ng . 16 . 21%

* *

++

Denotes a significance level of p < .01
Denotes a significance level of p < .05
Conmpl ete DEPRESSED item descriptions are listed in Appendi x A
Compl ete DSM I V-TR item descriptions are listed in Appendi x B

Significant correlations between the DEPRESSED itens and

the DSM | V- TR synptons for maj or depressive epi sode were as

foll ows: depressed nood and nmood r = .50, p < .01, cries and

mood r = .52, p<.01, irritability and nood r = .67, p < .01,

anhedoni a and anhedonia r = .31, p < .01, appetite and

wei ght / appetite r = .57 p < .01. In addition, significant

correl ati ons between the Depressed itens and the DSM | V- TR

synpt ons of Major Depressive Episode were as follows: sleeps

less and sleepr = .38, p < .01, wakes often and sleep r = . 36,
p < .01, wakes earlier and sleep r = .40, p < .01, agitation and
psychonotor agitation/retardation r = .45, p < .01,
hyperactivity and psychonotor agitation/retardation r = .61

p < .01, energy loss and fatigue r = .57, p < .01 and sits
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often and fatigue r =.83 p < .01. The phi correlation for
validity between the DEPRESSED and the DSM | V- TR checkli st was
.97, p < .0l

The correl ati on between the DEPRESSED itens and the Mod
subscale itens of the DASH Il was cal cul ated using the Pearson
product nonent correlation. Significant correl ati ons between the
DEPRESSED itens and DASH-11 Mod subscale itens were as foll ows:
depressed and agitation r = .51, p < .01, wakes often and sl eep
r = .41, p < .01, appetite and appetiter = .52, p < .01,
sleeps less and sleepr = .42, p < .01, wakes often and sl eep
r = .54, p < .01, wakes earlier and sleep r = .47, p < .01,

depressed and irritability r = .60, p < .01, irritability and

irritability r .46, p < .01, and hyperactivity and

irritability r .45 p < .01. In addition, significant
correl ati ons between the Depressed itens and DASH- I Mod

subscale itens were as follows: appetite and psychonot or

retardation r = .48, p < .01, sleeps less and sleepr = .76, p

< .01, sleep trouble and sleepr = .62, p < .01, wakes often
and sleepr = .67, p < .01, wakes earlier and sleepr = .68, p

< .01, noves slow and psychonotor retardation r = .53, p < .01,
anhedoni a and anhedonia r = .54, p < .01, sad and sad r = .38, p
< .01, cries and nbpod r = .51, p < .01, and agitation and nood
r = .42, p < .01
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Table 5. Correl ati ons between the DEPRESSED and DASH-I| Itens

Depressed |tens+ DASH- I 1 Mood Subscale Itenms++

9 14 18 19
Depr essed . 51** . 21% L2T** .10
Cries . 38** .16 .08 . 29**
Irritability . 35** . 35** . 30** .21
Sad 2T -.03 .02 .12
Vocal i zes/ Tal k . 32** .10 L7 L7
Anhedoni a . 23** .04 .11 .08
Appetite . 30** .10 . 52** . 20*
Sl eeps | ess 41 . 34** 41 . 42*%*
Sleep trouble .29** L 31** . 28** L 31**
Wakes often . 44* 41> . 38** . D4**
Wakes earlier .47** . 38** .43** 4T
Moves sl ow . 29%* . 19* L 23** -.02
Less Mot or . 20* -.01 .12 -.01
Agi tation . 30** . 16 . 18* . 40**
Hyperactivity .45** .15 . 07 .10

(tabl e 5 conti nued)
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Energy | oss . 28** L21%* .14 .02

Sits often .14 . 35** L 29%* .00

Bat he sel f L 23** . 32%* . 26%* .05

Dress self L 37** .14 .08 .03

Eati ng L 37** . 33%* . 32%* L 17*
26 34 39

Depr essed . 60** . 24*%* . 23**

Cries . 28** . 10 . 19*

Irritability .46** .07 . 34x %

Sad .33 .04 .07

Vocal i zes/ Tal k . 29** .15 . 36%*

Anhedoni a . 33** . 30** L 22%%

Appetite . 23** . 48** . 20*

Sl eeps | ess L27** .13 . 76**

Sleep trouble .23** . 25** . B62**

Wakes often . 30** .14 L B7**

Wakes earlier . 31** .21 . 68**

Moves sl ow .16 .02 . 08

Less Mt or . 10 . 06 . 18*

Agi tation .20 .11 . 23**

Hyperactivity .45** .14 . 20*
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Energy | oss . 35*%* . 19* .15

Sits often . 21% .02 . 24*%
Bat he sel f . 19* .12 L 29%*
Dress self . 25%* .10 .09
Eati ng . 32*%* .11 .15

48 53 57 70
Depr essed .15 . 09 . 25*%* L 22*%*
Cries . 18* -.05 .13 .03
Irritability .01 .05 . 16 .04
Sad .14 .08 . 31** . 38**
Vocal i zes/ Tal k .15 .16 . 19* -. 07
Anhedoni a L 22%% .04 . 54** .07
Appetite .02 .04 .24 % -.08
Sl eeps | ess -.01 .04 .11 -.02
Sleep trouble .03 -.06 -.04 .05
Wakes often  -.05 . 05 17 -.01
Wakes earlier .02 11 .13 -.03
Moves sl ow .21 . 53** . 08 .10
Less Mot or .15 .15 -.06 .02
Agi tation . 19* .09 -.00 .10
Hyperactivity .11 .02 L17* . 05

(tabl e 5 conti nued)
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Energy | oss . 20* 17 .08 .15

Sits often . 19* . 18* . 06 .08

Bat he sel f . 07 -.06 -. 07 . 07

Dress self L 29%* . 06 .15 . 05

Eati ng .12 . 07 -.07 17
72 80

Depr essed .08 . 36**

Cries . 10 . 51**

Irritability .02 L27x*

Sad . 26** .14

Vocal i zes/ Tal k-. 01 . 35%*

Anhedoni a L 22%% 2T+

Appetite .04 . 25%*

Sl eeps | ess .02 . 24**

Sleep trouble .07 .02

Wakes often .07 . 25%*

Wakes earlier .04 L 42%*

Moves sl ow -.05 . 05

Less Mt or -.08 .08

Agi tation . 18* . 42*%*

Hyperactivity .04 . 32*%*

(tabl e 5 conti nued)
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Energy | oss -.10 .04

Sits often -.04 .00
Bat he sel f -.05 -. 07
Dress self .11 -.08
Eati ng -.06 -.03

** Denotes a significance level of p < .01

* Denotes a significance level of p < .05

+ Conpl ete DEPRESSED item descriptions are listed in Appendi x A

++ Conplete DSM I V-TR item descriptions are listed in Appendix C
The phi correlation for validity between the DEPRESSED and

the DSM | V-TR checkl i st for Mjor Depressive Episode was .97, p

< .01 which is excellent according to C cchetti and Sparrow

(1981). The Person product nonment correl ation between the

DEPRESSED and the Mood subscale was r = .79, p < .01 which is

excel l ent based on G cchettti and Sparrow s criteria.
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DI SCUSSI ON

Depression is a comon, chronic, and disabling condition
that affects a significant proportion of the general adult
popul ation within the United States (Kessler, Berglund, Demer,
Jin, Koretz, Merikangas, et al., 2003; Geenberg, Stiglin,

Fi nkel stein, & Berndt, 1993). Depression is also the fourth nost
di sabling nedi cal condition based on years lived with a
disability and premature death (Murray & Lopez, 1996).
Simlarity, depression is a comon problem anong persons with ID
(Sm | ey and Cooper, 2003; Matson, Rush, Ham |ton, Anderson,
Banburg, Bagilo et al., 1999). The preval ence of depression in
persons with ID ranges from1l.5%to approximtely 17% ( Cooper &
Bai l ey, 2001; Meins, 1993; Deb, Thomas, & Bright, 2001; Reiss,
1982; Dekker & Koot, 2003; Enerson, 2003; M Dernott, Moran,
Platt, |Issac, Wod & Dasari, 2005). Researchers and clinicians
have reported an i ncreased preval ence of depression in persons
with I D as conpared to the general popul ation (Borthw ck-Duffy,
1994) .

The purpose of this study was to develop a clinically and
enpirically derived informant-report behavioral rating scale to
measure depression in persons wth severe and profound |ID by
assessi ng behavi oral synptons of depression. Additionally, the
DEPRESSED was designed to assess social factors associated with
depression in persons with severe and profound ID.
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The prelimnary 46-item DEPRESSED was devel oped based on
the DSMIV-TR criteria, 1CGD 10 criteria, previously published
assessnment instrunments, research studies, and the clinical
assessnents of depression in persons with severe and profound
ID. Scale itens were al so constructed froma review of the
current assessnent and treatnent literature for depression in
persons with severe and profound ID and consultations with
psychol ogi sts and direct care staff.

Test construction for the DEPRESSED consisted of item
anal ytic and factor anal ytic nethods as suggested by Nunnally
(1978). Participants’ responses for the prelimnary 33 item
DEPRESSED were subjected to an item analysis and a princi pal
conponent analysis (PCA) to produce the DEPRESSED scal e.

The purpose of the itemanalysis was to select test itens that
woul d build a honbgenous and discrimnating scale (KIine, 1986).
In addition, as indicated by Nunnally (1978), the item anal ysis
significantly reduced the nunber of participants required for
the PCA. Itemanalysis was utilized to construct a

di scrim nati ng and honogenous scale, by maintaining itenms with
high itemtotal correlations and deleting itens with | ow or
negati ve correl ations as recomended by Kline (1986) resulting
in a 33-item scale.

PCA was the factor analytic technique selected to reduce
the 33-item DEPRESSED to a smaller set while providing an

77



enpirical summary of the data (Tabachnick & Fidell, 2001).
According to Lindenen and Gold (1980) PCA produces results with
increased interpretability and is nore mathematically based than
exploratory functional analysis (EFA). Mreover, the function of
the PCA was to produce both neasurenent efficiency and parsinony
(Bryant & Yarnold, 1995). Principal conponents was the
extraction nmethod sel ected for the PCA. Moreover, principal
conponents indicate a mathematically determ ned and enpiri cal
solution (Tabachnick & Fidell, 2001).

Subsequent to extraction, orthogonal rotation was used to
rotate the factors in order to inprove the description,
interpretability, and reporting and scientific utility of the
solution w thout changing the underlying properties of the
factor solution (Tabachnick & Fidell, 2001).

Vari max was the orthogonal rotation nmethod chosen for the
PCA in order to decrease the conplexity of the factors and to
i ncrease the variance of the factor |oadings by maxi m zing high
| oadi ngs and mnim zing | ow | oading for each factor (Tabachnick
& Fidell, 2001). Moreover, Kline (1986) suggests the utilization
of Varimax rotation for scale construction. The function of the
Varimax rotation was to produce nultiple values in each colum
of the factor |oadings approximting zero in order to produce
sinple structure while maintaining the i ndependence between
factors (Bryant and Yarnol d, 1995).
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To determ ne the appropriate nunber of factors for
extraction, two stopping rules were used during the
i nvestigation, the Kaiser stopping rule and the Scree Test.
Kai ser’s (1960) stopping rule is a mathematical procedure that
retains factors with eigenvalues with a m ni nrum val ue of one.
According to Kaiser, eigenvalue size is the criterion to
determ ne the adequacy of extraction and the appropriate nunber
of factors. Wth no predetermned |imtations on the nunber of
factors, eleven factors with eigenval ues greater than one were
identified during the initial factor solution. However,
Tabachni ck and Fidell (2001) suggest that the Kaiser stopping
rule may over or underestimate the nunber of factors in the data
set. Moreover, Conrey (1978) states that retaining all factors
wi th eigenval ues greater than or equal to one tends to produce
hi gh communalities, too many factors, and distorts the
rotational structure. Conrey suggests that researchers should
consider alternative stopping procedures and exam ne rotated
solutions with different nunber of factors instead of relying
sinply on the eigenval ue-one criteria of Kaiser’'s stopping rule.

Cattell’s (1966) Scree test is a graphical procedure that
pl ots factors agai nst eigenvalues. Factors are set along the
x-axi s and eigenvalues are plotted against the y-axis. The Scree
plot is typically visually steep and negatively decreasing for
the first factors and then gradually descends into a slow but
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di m ni shing pattern of eigenvalues. The eigenvalues in the steep
decent are retained while the eigenvalues in the gradual decent
are deleted (Bryant and Yarnold, 1995). The criteria determ ned
by the Scree plot (Cattell, 1966) suggested that the factor
solution should contain four factors. According to Tabachni ck
and Fidell (2001), the Scree test is usually accurate within one
or two factors of identifying the appropriate nunber of factors
for extraction. Mdreover, Gorsuch (1983) suggests that Scree
test is highly reliable when the sanple size is |arge,

comunal ity val ues are high, and each factor has severa

vari ables with high | oadi ngs (Tabachnick and Fidell).

The PCA was rerun with principal conponents and vari max
rotation specifying the extraction of the first four factors.
These factors were sel ected because of their |arge eigenval ues
approxi mating two or greater and they accounted for 39% of the
total variance. Moreover, differences in eigenvalue size were
smal | subsequent to the fifth factor. This suggests an adequate
factor solution of approximately four to five factors. However,
when the PCA was rerun with five factors, the fifth factor
produced four factor |oadings greater than .30, the criterion
for interpretation chosen by the investigator. Variables with
factor | oadings greater than .30 were retained fromthe anal ysis
for consideration in the interpretation of the meaning of the
vari able (Bryant and Yarnold, 1995). However, two of the factor
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| oadi ngs were conpl ex variables. As indicated by Tabachni ck and
Fidell (2001), conplex variables that suggest the influence of
nmore than one factor should be avoi ded because they nake the
interpretation of factors nore anbi guous. Mreover, Tabachni ck
and Fidell state that the interpretation of factors defined by
one or two vari abl es produces uncertainty. These results provide
support for the four-factor solution.

In addition, the four-factor solution was supported by
Thurston’s (1947) sinple structure that states that each
vari abl e shoul d have a m ni nrum of one factor |oading of
approximately zero on at |east one of the factors while nost of
t he vari abl es shoul d have factor |oadings that approxi mte zero
for nost of the factors. Moreover, for each factor, there should
be at | east as many variables with factor | oadi ngs approxi mating
zero and factors. Furthernore, several variables should | oad on
only one factor for factor pairs. Lindeman, Mercenda, and Gold
(1980) state that sinple structure represents the nodel factor-
anal ytic solution. Kline (1986) suggests that sinple structure
shoul d be a determ nant for the appropriate nunber of factors to
extract. According the Kline the rationale for sinple structure
is Occanlis Razor, the nost basic and econom cal statenent is the
best explanation for a set of facts.

The adequacy of the four-factor solution was indicated by
the Scree test (Cattell, 1966), and met CGorsuch (1983) criteria.
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Mor eover, the four-factor solution was an intellectual and

par si noni ous sol ution that was supported by Thurston's (1947)
sinple structure. The four-factor solution resulted in factors
that were classified as (F1) “Sleep,” (F2) “Mod,” (F3)
“Skills,” and (F4) “Motor.” The Sleep factor includes itens
related to initial, mddle, and termnal insomia. The Mod
factor contained itens suggestive of a depressed nood,
anhedonia, irritability, hyperactivity and agitation. The Skills
factor included decreased self-participation and increased
direct care staff assistance with bathing, dressing, and eating
skills. The Modtor factor included itens relating to decreased
motor activity, and fatigue. Subsequently four itens |oaded on
the Sl eep subscale, eight itens on the Mbod subscale, three
itens on the Skills subscale, and five itens on the Motor
subscal e to conprise the final DEPRESSED scal e.

The DEPRESSED exhi bited an internally consistent factor
structure, clearly interpretable factors, and a reasonabl e nodel
fit. The factors denonstrated face validity and appeared to be
measuri ng an underlying construct. In addition, scale itens
correlated nost highly with their hypothesized factor, which
provi des additional support for this nodel. Itemtotal
correlations were used to determne the validity of the four-
factor solution. Each itemin the factor solution was correl ated
with the subscal e scores (itemdel eted) of Sleep, Mod, Skills,
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and Motor. Each scale itemcorrelated nost significantly with
its factor subscale.

The initial psychonetric properties of the DEPRESSED were
studied during this investigation. Internal consistency as
measured by coefficient al pha was excellent for the DEPRESSED
scale, r = .82. The internal consistency for the Mod subscal e
was good while the internal consistency for the Sleep and Skills
subscal es were excellent. However, the notor subscale
denonstrated fair internal consistency. Overall, these results
suggest that a significant portion of the variance in DEPRESSED
scores is explained by conmon factors underlying item
performance (Crocker & Al gina, 1986). These results were
confirmed during the PCA. Mreover, these results suggest that
multiple direct care staff recogni zes the behavioral synptons of
the core features of depression assessed by the DEPRESSED across
brief peri ods.

Both the test-retest and interrater reliability of the
entire scale were calculated using the intraclass correlation
coefficient and are excellent. The test-retest reliability of
the scale was r = .87. This result suggests that ratings
remai ned generally consistent across short periods. The test-
retest reliability of the Skills, Mod, and Mtor subscal es of
t he DEPRESSED were excellent. According to Aman (1991), the
reliability of nost rating instrunents usually does not exceed

83



the range of .60 to .74. However, the test-retest reliability of
the Sl eep subscale was | ower than acceptable. This result may be
attributable to the test-retest sanple size. In addition this
result may be explained by the fact that the direct care staff
involved in the data collection, the norning and evening shifts,
were not present during the primary sleep hours of the
participants possibly resulting in inconsistency of the ratings.
In addition, dissimlarities in sleep scores maybe attributed to
normal differences in antecedent stinmuli or normal alterations
in sleep contingencies.

The interrater reliability of the scale was excellent,
r = .86. This finding indicates that high correl ations and
consi stency were found between raters. The interrater
reliability of the Skills, Mod, and Mdtor subscal es were
excellent. Additionally, the interrater reliability of the Sleep
subscal e was good. Overall, both the test-retest and the
interrater reliability support the efficacy of the DEPRESSED i n
produci ng consi stent depression ratings in individuals with
severe and profound ID.

The results of the conparison of positive endorsenents on
t he DEPRESSED with the synptons of Mjor Depressive D sorder
based on the DSM | V- TR checkl i st suggested that specific itens
fromthe DEPRESSED could reliably identify primary criteria
linked with depression. Positive endorsenents on the DEPRESSED
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were highly correlated with the core synptons of Mjor
Depressive Di sorder associated with the DSM | V-TR checkl i st.
Moreover, the full scal e DEPRESSED was highly correlated with
the DSM | V- TR checkl i st. These finding suggests that the
DEPRESSED denonstrates excellent construct validity. Face
validity for the DEPRESSED was denonstrated by inclusion of
behavi oral synptons of depression resulting from psychiatric
t axonony, depression instruments, and current assessnent and
treatment research literature.

Factorial validity was evidenced for the DEPRESSED by the
enpirical derivation of the instrunent by factorial analysis
resulting in a four-factor solution. Additionally, a conparison
of the DEPRESSED itenms with the Mbod subscale itens of the DASH
Il indicated that the scale could reliably identify synptons
rel ated to depression. The DEPRESSED scal e was significantly
correlated wwth the DASH Il Muod D sorders subscale. The
validity of the Mbod subscale in identifying depression in
persons with severe and profound I D has been previously reported
(Mat son, 1994). The face, factorial, construct and convergent
validity of the DEPRESSED suggest its utility in identifying
depression in persons with severe and profound ID.

The results of this investigation suggest that behavi oral
synpt ons of depression may be used to di agnose depression in
persons with severe and profound ID (Reiss, 1993; Marston, Rush,
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Ham | t on, Anderson, Banburg, & Bagio, et al. 1999; Charlot,
1997; d arke & Gonez, 1999; Einfeld & Tonge, 1999; Evans,
Cotton, Einfield & Florio, 1999). The DEPRESSED i dentified
behavi oral synptons of depression within this popul ation (Lowy,
1993; Sovner and Hurley, 1983, Reiss, 1993; Cooper & Coll acott,
1996; Tsiouris, 2001). Simlarly, the DSM utilizes behavi oral
synptons to di agnose depression in children for the core
synpt ons of depressed nobod and wei ght/appetite. Specifically,
for children irritable nood may be substituted for depressed
mood in adults. Additionally, failure to make expected wei ght
gains in children may be substituted for significant weight |oss
or decrease in appetite in adults.

Depressive synptons identified by the DEPRESSED i ncl uded
depressed or irritable nood, sleep disturbances, appetite
di sturbances, anhedoni a, psychonotor agitation or retardation
and fatigue. The DEPRESSED factors of Sleep, Skills, Mod, and
Mot or suggest that depression in persons with severe and
profound I D may be assessed through observations of overt
behavi ors associated with DSM criteria or behavioral synptons
(Lowy, 1993). The Sl eep subscal e was associated with i nsomi a.
The Mbod subscal e was associ ated with depressed nood, anhedoni a,
irritability, hyperactivity, and agitation. Additionally, the
Mot or subscal e was related to psychonotor retardation, fatigue,
and eating disturbances. Mreover, the Skills subscal e was
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connected with a depressed nood and anhedoni a. Previous studies
have supported this nodel by reporting depressive synptons in
persons with severe and profound ID including sad nood,
irritability, anhedonia, appetite disturbance, notor
di sturbance, sl eep disturbance, fatigue, and increased
speech/vocal i zations (Charlot, Doucette, & Mezzacappa, 1993;
Mei ns 1995; Davis, Judd & Herrman, 1997; Hurley, 1996; Ross &
Aiver, 2003; Smley & Cooper, 2003, Cooper & Collacott, 1994;
Mei ns, 1995; Tsiouris, 2001; Marston, Perry & Roy, 1997; WMatson,
Rush, Ham | ton, Anderson, Banburg, Bagilo, et al., 1999).
However, the DEPRESSED sim |l ar to previous studies did not
find evidence of behavioral synptons for feelings or
wort hl essness or guilt, concentration disturbances, or thoughts
of death or suicide (Meins, 1995). This outcone may be
attributable to several factors including the preval ence of
partici pants who were nonverbal or exhibited limted verba
skills. Additionally, the behavioral synptons for feelings of
wort hl essness or guilt, concentration disturbances, or thoughts
of death or suicide may involve a nore subjective rather than a
direct evaluation by the direct care staff. In addition, because
of the preval ence of persons residing in devel opnental centers
with 24- hour supervision, the majority of participants may not
have had the opportunity to fornulate a specific plan for
comm tting suicide or experienced a suicide attenpt.
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There were four principal limtations to this study.

The DEPRESSED may falsely identify individuals with other
psychiatric disorders including autistic spectrum di sorders
based on the behaviors delineated in the scale. Further studies
investigating this issue would be beneficial. In addition, this
prelimnary study accounts for only 39% of the total variance
associated with depression in persons with severe and profound
| D. The DEPRESSED functions well psychonetrically, however the
i nternal consistency of the notor subscale and the test-rest
reliability of the sleep scale nmay not be as satisfactory as
desired and maybe worthy of additional research. Additional
research should target the evaluation of the interna

consi stency of notor subscale and test-retest reliability of the
sl eep scale. Furthernore, clinicians and researchers should
recogni ze that the DEPRESSED assessnent does not specify a

di agnosi s of Maj or Depressive Disorder. Both clinician judgnment
and addi ti onal behavi oral observations should suppl enment the
results of the DEPRESSED.

Future research should build on this study to validate the
measurenent of depression in persons with severe and profound ID
with clinically and enpirically derived assessnent instrunents.
The four subscal es of the DEPRESSED, S| eep, Mwod, Skills, and
Mot or should be used in clinical trials and epidem ol ogi cal
studies. In addition, future studies should consider |arge
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community and residential sanples and a | ongitudi nal approach
when assessing depression within this popul ati on. Mreover,
potential studies may investigate the effects of denographic
vari ables on the factors of depression identified by the
DEPRESSED. Furthernore, additional studies may address the use
of the DEPRESSED i n adol escents and younger adults.

The present study has potential inplications for both
research and professional practice. Reliable and valid
instrunments are needed to accurately access depression in
persons with severe and profound ID. According to Aman (1991),
the Iack of uniform or adequate assessnent instrunents have
del ayed clinical research. The DEPRESSED may assist in this
out cone subsequent to further reliability and validity studies
and t he devel opnent of norns. The DEPRESSED appears to be
clinically applicable for this popul ation. Mreover, the
DEPRESSED may result in a nore accurate diagnosis of depression
for individuals with severe and profound ID. The DEPRESSED
eval uates the frequency, duration, and intensity of an
i ndi vidual’s depression while producing an overall depression
score. The DEPRESSED may al so assist in establishing best
practice guidelines for pharnmacol ogi cal and behavi or al
interventions for depression in persons with severe and profound

| D based on inproved diagnostic accuracy (Matson & Sevin, 1994).
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To concl ude, the DEPRESSED to the best of ny know edge is
the first clinically and enpirically derived-informnt report
behavioral rating scale and appears to be a prom sing instrunent
for assessing depression in persons with severe and profound |ID
The prelimnary analysis of the psychonetric properties of the
DEPRESSED i s encouragi ng and further validation of the neasure

i s warrant ed.
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02.

03.

04.

05.

06.

07.

08.

09.

10.

11.

12.

13.

14.

15.

APPENDI X A
DEPRESSED SCALE | TEMS

Di spl ays depressed nood (e.g. face, voice, or posture).
Cries, sobs, or whines.
Displays irritability (e.g. scream ng, cursing or hitting
O hers.
Tal ks about bei ng sad.
Vocal i zes or tal ks nore than usual .
Has | ost interest in enjoyable activities.
Has a decreased appetite (e.g. eats less than 3 neals or
refuses neal s).
Sl eeps I ess than 4 hours a night
Has trouble falling asleep (e.g. awake in bed for nore
Than 1 hour).
Wakes often from sl eep at night.
Wakes up 1 or 2 hours earlier in the nornings.
Has very sl ow body novenents
Has | ess notor activity (e.g. wal ks slower or noves
wheel chair sl ower).
Di spl ays agitation (e.g. hand winging, nail biting, hair
pulling or lip biting).
D spl ays hyperactivity (e.g. can’'t sit still, fidgets, or
Squi rns) .

(appendi x A conti nued)

110



16.

17.

18.

19.

20.

Di spl ays | oss of energy (e.g. sluggishness, tiredness,
weari ness).

Sits often

Requires nore staff assistance to bathe self.

Requires nore staff assistance to dress self.

Requires nore staff assistance with eating.
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01.

02.

03.

04.

05.

06.

APPENDI X B

DSM | V- TR CHECKLI ST | TEMS
Depressed nmood nost of the day, nearly every day as
i ndi cated by either subjective report (e.g. feels sad or
enpty) or observation nade by others (e.g. appears
tearful). Note: in children and adol escents, can be
irritable nood.
Mar ked di m ni shed interest or pleasure in all, or al nost
all, activities nost of the day, nearly every day (as
i ndi cated by either subjective account or observation
made by ot hers).
Significant weight | oss when not dieting or weight gain
(e.g. a weight change of nore than 5% of body weight in
a nonth), or decrease or increase in appetite nearly
every day, Note: In children consider failure to nake
expected wei ght gains.
I nsormmi a or hypersommi a nearly every day.
Psychonot or agitation or retardation nearly every day
(observabl e by others, not nerely subjective feelings of
restl essness or being slowed down).

Fatigue or |oss of energy nearly every day.
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09.

14.

18.

19.

26.

34.

39.

48.

53.

S57.

70.

71.

80.

APPENDI X C

DASH MOOD SUBSCALE | TEMS
s restless or agitated.
Has difficulty staying awake during the day.
Has little appetite.
Wakes up frequently during the night.
s cranky or irritable.
Speech or sound production is slow or |acks enotion.
Has difficulty getting to sleep.
Has a | arge appetite.
Responds slowy (i.e. response |atency after pronpt, or
i s slow noving).
Lacks interest in a favorite activity or object.
Conpl ai ns about physical disabilities.
Conmpl ai ns about the absence of particul ar individuals.

Cries easily or cries for no obvious reason.
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