Prevalence and Risk Factors for Depression in Children:
an QOutpatient Pediatric Sample

UMAPORN TRANGKASOMBAT, M.D.*,
DUSIT LIKANAPICHITKUL, M.D **

Abstract

The purpose of this research was to study the prevalence, type, and psychosocial stressors
associated with depression. The subjects were 81 children who came to the outpatient pediatric
clinic, Chulalongkorn Hospital. There were 39 boys and 42 girls with the age range of 9.3 - 15.3
years. The results of the study were as follows. The prevalence of depression was 34.6 per cent.
Types of depression were depressive symptoms only, 7.4 per cent; adjustment disorder with
depressed mood, 17.3 per cent; dysthymia, 6.2 per cent; and major depression, 3.7 per cent. Females
had more severe symptoms than males. Of the depressed group, 60.7 per cent had previous suicidal
behavior compared with 20.6 per cent in the non-depessed group (p<0.001). The rates of all psy-
chosocial stressors were higher in the depressed group. Those with statistical significance were
parental psychiatric illness, unstable living condition and history of abuse. Depressed children also
experienced twice the number of psychosocial stressors compared with the non-depressed group
(p<0.01). This study shows that depression is prevalent in children with physical illnesses. It is
imperative that physicians be aware of this problem especially in children who have many psy-
chosocial stressors.

Childhood depression has received in-
creased attention over the last decade. In the past,
many psychoanalytic schools believed that children
could not have a true depressive illness because
their internalized superego, which is essential to
depressive illness, was absent or deficient(1). How-
ever, it is now accepted that childhood depression
exists and the diagnosis can be made by using
adult's criteria with slight modification reflecting
developmental levels(2).

A considerable body of evidence now
shows that depressive symptoms are very common
in referred populations with a variet3y of psychiatric,
medical and educational problems( ). In the United
States the prevalence of depression in children
varied from 1 per cent to 50 per cent depending on
the method of assessment and the population stu-
died®), Boonyaprakob found depression in 10.2
per cent of child psychiatric population(S). A study
by Limsuwan found, through retrospective chart
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review, depressive symptoms in 27 per cent of chil-
dren who came to the psychiatric clinic(6).

There have been advances in the field of
pediatric psychopharmacology especially in the
treatment of depression during the past 15 years.
Despite this, depression in children remains sub-
stantially unrecognised and untreated(7). This pro-
bably stems from a variety of factors. Youth is sup-
posedly a carefree period, so its discomforts are
often dismissed as fleeting. Distinguishing transient
sadness; unhappiness or grief from a depressive
disorder is not always easy especially in young
children. Sornmanee and Kubhitaksa found depres-
sive features in only 14.6 per cent of children
referred to mental hospitals. They suggested that
the clinical features of depression in children were
not as easily recognized as in adults and that child-
hood depression could be manifested in aggressive-
ness, hostility and delinquent behavior which led to
misdiagnosis and inadquate treatment(®). Another
major problem in the diagnosis of depression is the
differentiation of depression as a symptom (an occa-
sional and short-lived dysphoric mood of no clinical
significance) from depression as a syndrome (a per-
vasive and severe feeling of dysphoria pathogno-
monic of frank psychiatric disorder).

Research on depression in Thai children is
scarce and mostly done by chart review of psychia-
tric samples. The pitfall of the retrospective chart
review is that data are not systematically collected
and important information may be missing. Studies
done on psychiatric sample may be difficult to
interpret since depression may coexist with many
psychiatric disorders. Such disorders also have
symptoms and signs that resemble depression and
to distinguish them from depression is sometimes
difficult. This study was therefore undertaken in an
outpatient pediatric population, a group which is
considered to be "nondisturbed”. The purpose of the
study was 1). to determine the existence of depres-
sion in a nonpsychiatric sample, and given its exis-
tence, to determine prevalence rates and identify
subtypes; and 2). to identify psychosocial stressors
associated with depression in children.

MATERIAL AND METHOD

This study is a part of the Depression Pro-
Ject of the Department of Psychiatry, Chulalong-
korn University. The population sampled in this
study were children who came to the outpatient
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pediatric clinic. The inclusion criteria were age
10-15 years, and the ability to give information
regarding him or herself. Children who were in
acute distress (such as having high fever, were
hyperventilating or in severe pain) and children not
accompanied by caretakers who could provide in-
formation about the children and their families,
were excluded from the study. All children entered
the study with caretakers' consent.

The child and the caretaker were inter-
viewed before they were seen by the pediatrician.
A research assistant or the second author did a
1/2 - 1 hour interview with the carctaker by using a
semi-structured interview form which elicited in-
formation about reasons for seeking pediatric help
for the child, past history of psychiatric, medical or
developmental problems, family and peer relation-
ships, the presence or absence in the past or present
of specific somatic, academic, and behavioral pro-
blems, the psychosocial history of the family, and
the current stressors in the child's immediate envi-
ronment. Questions were also focused on other
risk factors for emotional illness in children. In the
meantime the child was given the Children's
Depression Inventory (CDI), Thai version, to be
completed by him or herself without any help from
the caretaker. The CDI is a 27-item, self-report,
symptom-oriented scale that was designed by
Kovacs for use in school aged children and adoles-
cents(®). It's readability is at the first-grade level.
It quantifies an array of depressive symptoms in-
cluding disturbed mood, hedonic capacity, vegeta-
tive functions, self-evaluation, and interpersonal
behaviors. Response on the CDI items are made on
a 3-point scale, ranging from O, indicating that a
symptom was present "rarely or none of the time",
to 2 indicating that a symptom was present "most
or all of the time". Thus, the total score can range
from O to 54. The respondent was instructed to
select the one sentence for each item that best
described him or her for the past 2 weeks. The sta-
tistical study of the CDI, Thai version, was done in
Thai children. It was found to have good reliability
and discriminant validity. The score of 15 was a
cut off point for significant depression(lo).

After the child completed the CDI, the
first author interviewed the child and the caretaker
together and separately. Psychiatric evaluation was
performed with the focus on the depressive symto-
matology. The outpatient record of the child was
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reviewed when possible. At the end of the evalua-
tion the subjects were classified, according to the
diagnostic criteria of the American Psychiatric Asso-
ciation (DSM III-R)(Z), into 2 groups; the nonde-
pressed group in which no depressive symptoms
could be found and the depressed group in which
depressive symptoms or depressive disorders were
diagnosed. The CDI scores and psychosocial vari-
ables of both groups were compared, using Chi-
square, t-test and Fisher's Exact Test as appropriate.

RESULTS
Characteristics of the sample (Table 1)

There were 81 subjects (39 boys, 42 girls).
The ages ranged from 9.3 to 15.3 (mean = 12.6,
SD = 1.5 years). Most subjects came from small
families with 2-3 children and the average family
income was over 5,000 baht per month.

Reasons for pediatric visits (Table 2)

Most subjects came to the outpatient cli-
nic for acute problems. The most common was
upper respiratory tract infection. Some children
came for periodic check-up for chronic medical
problems such as hemoglobinopathies, hemophilia
and congenital heart diseases.

Table 1. Characteristics of the sample. (N=81)
N %
age (mean + SD) =126 + 1.5 years
educational level of fathers:
no education 1 12
Prathom 1-7 (Primary education) 38 46.9
Matayom 1-6 (Secondary education) 19 235
College 11 13.6
Bachelor's degree or higher 5 6.2
no information 7 8.6
average family income per month (baht)*
0-2,000 3 3.6
2,000-5,000 19 232
5,000-10,000 27 329
above 10,000 23 293
no information 9 11.0
number of children in family
1 11 134
2-3 53 65.9
>4 17 20.7

* Baht 25.- in approx. USS$ 1.-
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Table 2. Chief complaints.

N %

URI 20 25.6
abdominal pain 11 134
skin problems 8 9.8
blood disease 8 9.8
post-operative follow-up 8 9.8
palpitation/chest pain 4 49
headache 4 4.9
neck mass 3 37
seizure 2 24
arthralgia 2 2.4
vaccination 2 2.4
epistaxis 1 1.2
heart disease I 1.2
fainting 1 1.2
hepatitis 1 1.2
others 5 6.1
Table 3. Psychiatric diagnoses. (N=81)

N % M_F ratio
nondepressed 53 65.4 I:1
depressive symptoms only 6 74 5:1
adjustment disorder 14 17.3 1:25
dysthymia 5 6.2 1:1.5
major depression 3 37 1:2

Psychiatric diagnoses (Table 3)

On psychiatric evaluation 53 subjects
(65.4%) were classified as non-depressed, that is,
they did not display any symptoms or signs of
depression. Twenty-eight subjects (34.6%) mani-
fested a wide range of depressive symptoms. By
DSMIII-R criteria they were classified as follows:

1). Depressive symptoms only. This in-
cluded 6 subjects whose interview indicated the
presence of some symptoms requisite for depres-
sion but with insufficient duration. The symptoms
did not result in dysfunction and treatment was not
required.

2). Adjustment disorder with depressed
mood. This category consisted of 14 children who,
following psychosocial stressors, developed depres-
sive symptoms which interfered with their daily
function. The 2 most frequent stressors that preci-
pitated depression in these children were physical
illnesses and family problems especially parental
discord. (Table 4)
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Table 4. Precipitants or stressors in 14 children
with adjustment disorder*

N %
physical illness 7 333
family problems 6 28.6
death of family member 3 143
learning problem 3 143
separation from family 2 9.5

*  Problems total more than 14 because some children had more
than one stressor.

3). Dysthymia. Five subjects received this
diagnosis. The depressive symptoms and dysfunc-
tion went on for more than 1 year. Some children
reported having been "sad since I was young" or
"miserable as far as I can remember”.

4). Major depression. Three subjects re-
ceived this diagnosis. The depressive symptoms
especially dysphoria, anhedonia and psychemotor
retardation were severe and marked impairment
was easily noticed during psychiatric interview.
Two girls had "double depression”, the condition
which the major depressive episode superimposed
oa prexisting dysthymia.

In each diagnostic category, females out-
numbered males with the exception of the first
category in which males outnumbered females at
the ratio of 5:1.
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Comparison between depressed and nonde-
pressed groups (Table 5)

Age and sex The mean age of the
depressed group was slightly lower and the number
of female subjects was slightly higher than in the
other group. However, the difference was not sta-
tistically significant.

CDI scores The results of the CDI which
measured the severity of depressive feelings were
compared. The CDI scores in the depressed group is
significantly higher than in the nondepressed group
(p<1075).

Suicidal behavior Seventeen subjects
(60.7%) in the depressed group reported or dis-
played previous suicidal behavior. Only 11 children
(20.6%) in the nondepressed group reported such
behavior. The difference was statistically significant
(p<0.001) with the odds ratio of 5.9 and 95 per cent
confidence interval between 1.93-18.5, which
means that suicidal behavior was 6 times more
frequent in depressed children compared with the
nondepressed. The suicidal behavior in the depressed
children ranged from ideation (14 cases) to threat
(1 case) and attempt (2 cases). In the nondepressed
it was limited to suicidal ideation only.

Psychosocial stressors

Psychosocial stressors in nondepressed and
depressed subjects were compared (Table 6). The
rate of children who experienced a particular type

Table 5. Age, sex, CDI scores and suicidal behavior in depressed and non-depresed groups.
depressed non-depressed P
(N=28) (N=53)

age : mean + SD (years) 123+16 128+1.5 NS

sex male 12 27 NS

female 16 26
CDIscores:  range 8-34 0-20
mean 19.0 8.8 <10-6
suicidal behavior * 17 11 <.001
number of psychosocial stressors 48 2.4 <.01

* odds ratio = 5.9, 95% confidence interval = 1.93-18.5
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Table 6. Psychosocial stressors.
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depressed non-depressed

N % N %
psychiatric illness in family* 17 60.7 13 245
economic problem 17 60.7 19 359
parental fights 14 50.0 14 26.4
suicidal behavior in family 13 464 21 396
separation/divorce 11 393 9 17.0
physical illness in family 11 393 15 283
crowded living situation 10 35.7 9 17.0
unstable living condition** 9 321 4 7.6
chronic/severe physical illness in child 9 321 11 208
separation from family 5 17.9 4 7.6
parental death 5 179 3 5.7
parent's unemployment 5 179 7 13.2
history of abuse*** 4 14.3 0 ]
death of family member in past year 4 14.3 2 38

* p<0.01, odds ratio = 4.76, 95% confidence interval = 1.60-14.43
** p<0.01, odds ratio = 5.80, 95% confidence interval = 1.39-25.90

ok p=0.01, odds ratio undefined

of psychosocial stressors was higher in the
depressed group than in the nondepressed. Factors
found to be statistically significant were parental
psychiatric illness, unstable living conditions and
history of abuse. Compared with nondepressed
group, depressed children experienced more
psychosocial stressors. The average number of
psychosocial stressors experienced by nondepressed
and depressed children was 2.4 and 4.8 respectively
(p<0.01).

DISCUSSION

This is the first systematic study of depres-
sion in Thai children. It provides information on
the prevalence of depression in a pediatric sample
of children between the ages of 10 and 15, with
the reported prevalence of 3.7 per cent for major
depression, 6.2 per cent for dysthymia and 17.3
per cent for adjustment disorder with depressed
mood. This reported prevalence is comparable to
that found in Kashani et al's study, documenting
prevalences of 4.7 per cent and 3.3 per cent for
major depression and dysthymia, respectively,
among a community sample of 14-16 year-olds(1 D,

Depression exists as a spectrum, ranging
from the mildest form to full blown syndromal
depression(4). The current study shows that it is
possible to differentiate various types of depression

by using systematized interview focusing on the
child and his context.

In this study children who had few depres-
sive symptoms with no clinical impairment were
found in 7.4 per cent. Anderson et al found in their
study of preadolescent children from the general
population that 6.44 per cent of children reported
mood disturbance of 2 weeks or more but not with
sufficient severity(lz).

It is interesting to note that for various
types of depression females outnumbered males.
However, in the group with depressive symptoms
only, males exceeded females at the ratio of 5:1.
The cluster of males at the mild end of the depres-
sive spectrum is in agreement with many previous
studies which found that, compared with males,
females have a tendency to develop severe depres-
sion(13;

Double depression exists in children. In
Kashani et al's study all children with major depres-
sion had coexisting dysthymia(ll). In this study
dysthymia coexisted in 2 of 3 subjects who met the
criteria for major depression. Both of them were
female. The mother of one girl suffered from epi-
sodes of major depression with psychotic features.
The other girl had severe and longstanding stressors.
She had chronic somatic complaints and had made
2 previous suicidal attempts. Her mother also suf-
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fered from dysthymia and had had multiple suicidal
attempts in the past. Depression in this age group
is associated with physical sym;s)toms such as poor
sleep, poor appetite and pain(1 ), Physicians may
find it difficult to distinguish depression from
medical conditions. However, careful psychiatric
examination focusing on mood disturbances, cog-
nitive and social function of the child usually leads
to correct diagnosis.

Children can develop depression as a
reaction to physical illness. In this study many chil-
dren received the diagnosis of adjustment disorder
with depressed mood. The physical illnesses which
precipitated the depressive episodes were either
chronic or debilitating in nature. Uncertain diagno-
sis after a long period of extensive investigation
can also contribute to these depressive episodes.

Stressful life events have a definite impact
on the child. A study by Kashani et al in preschool
children found greater prevalence of depressive
symptoms in children who had a higher number of
stressful life events(10). Lower socioeconomic
status was found to be associated with higher
depressive symptom scores(17). In this study all
types of psychosocial stressors were found in
higher percentage in the depressed group. Signifi-
cant risk factors were parental psychiatric illness,
unstable living conditions and history of abuse.
Depressed children in this study experienced twice
the number of psychosocial stressors than the non-
depressed. Stressful life events such as concurrent
maternal psychopathology and poor physical health
increase the risk of anxiety disorder in children
with depression(s). Many children in this study
exhibited symptoms of anxiety such as palpitations,
shortness of breath etc.

Depression is one of a few psychiatric dis-
orders that are associated with high morbidity and
mortality. In this study it was found that depression
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was associated with 6 times more frequent suicidal
behavior compared with the non-depressed group.
Recovery was found to be most favorable for
adjustment disorder (90% remission rate during 9
months) and least so for dysthymia (89% remission
rate during 6 years)(lg). Early age at onset predicts
a more protracted illness. A study by Kovacs et al
found that dysthymia and major depression sig-
naled a high risk of recurrent depressive iliness.
Children who recovered from the first episode of
major depression would develop the second episode
within 2 years(zo). )

The importance of recognizing depression
in the pediatric population can not be overempha-
sized since delayed treatment can be disasterous.
However, failure to recognise depression is com-
mon in this population. In this study none of the
depressed children were referred to psychiatrists
despite many visits to the outpatient clinic. Un-
treated depression results in functional impairment
in many areas of the child's life such as academic
failure and interpersonal relationships. Depressive
disorder is one of the most important risk factors
for suicidal behavior in children. It is imperative
that pediatricians recognise depression in children
and give appropriate intervention to prevent any
serious consequences.

SUMMARY

A descriptive study of depression in an
outpatient pediatric population revealed the preva-
lence of 3.7 per cent for major depression, 6.2 per
cent for dysthymia, 17.3 per cent for adjustment
disorder with depressed mood and 7.4 per cent for
depressive symptoms without clinical impairment.
In depression with clinical impairment females
outnumbered males. Depressed children displayed
suicidal behavior and experienced psychosocial
stressors more than nondepressed children.

(Received for publication on May 17, 1996)
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