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Healthcare Disparity

Prevalence and Socioeconomic Status Correlation
of Depressive Symptoms among Children Living
in Urban Beijing

Xianwen Shang, MPH, Dong Wang, MD, Msc, Jianping Wang, PhD,
Xiaoqi Hu, MD, Songming Du, PhD, Yanping Li, PhD

Abstract

Background: The prevalence of depressive symptoms
among children is rapidly increasing all over the world.
The objective of this study was to investigate the
prevalence of depressive symptoms and its socioeconomic
characteristics among children living in urban Beijing of
China.

Methods: A total of 4643 students in the third and fourth
grades from 10 primary schools of urban Beijing were
randomly selected to complete the Children’s Depression
Inventory (CDI). Information of socioeconomic status was
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collected using a self-administered questionnaire by the
student’s parents. All statistical analyses were performed
with the SAS 9.2 for Windows (SAS Institute Inc, Cary,
NC).

Results: The prevalence of depressive symptoms in
children aged 7-12 years was 11.6%, which included
14.7% among boys and 8.3% among girls. The children
aged 11-12 years had a significantly higher prevalence of
depressive symptoms (18.7%) as compared to the
younger ones. The likelihood of depressive symptoms in
children tended to increase significantly with the
decreasing in their father’s education level, mother’s
education level, and family income level. A significantly
higher likelihood of depressive symptoms was also
observed among children whose parents were farmers,
unemployed, self-employed, or those whose fathers were
waiters and/or whose mothers were soldiers or
policewomen.

Conclusions: Depressive symptoms are common in
children living in urban Beijing, especially among
children in families with low socioeconomic status.

[N A J Med Sci. 2010; 3(3): 153-159.]
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Background

Depression is a common emotional problem in children and
adolescents and can persist into adulthood,! which hampers
healthy development, and even leads to other co-morbid
factors such as suicide attempts and disruptive behaviors.?*
The World Health Organization has forecasted that
depression would become the second most important factor
of death and disability in 2020; mental illnesses account for
more collective disability burden in developed countries than
any other group of illnesses including cancer and heart
disease.*

It has been proved that there is a relationship between social
culture and depression,>® while family environment has been
shown to have an important impact on children’s depression
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at various stages of development’. Parenting behaviors,
perceptions, and psychosocial risk all play a significant role
in the mental health development of young children;®
children with parents of lower socioeconomic status (SES)
show more mental health problems than those from families
with higher SES.® Thus, it is important to understand the
effects of family SES on children’s depression.

Children’ depressive symptoms have been studied among
psychologists, educators, and social workers in other fields in
China.® However, the association between children’s
depressive symptoms and family income, parents’
occupation, and parents’ education level are still seldom
studied in China.

The purpose of the present study was to investigate the
prevalence of depressive symptoms among children living in
urban Beijing and its association with family socioeconomic
status.

Materials and Methods

Subjects

A sample of 4643 primary school students from urban
Beijing was selected using multistage random sampling in
2005. In the first step, 2 communities were randomly selected
according to geographical distinction. In the second step, 10
primary schools in similar situations were selected from each
community. In the third step, all classes from the third and
fourth grades of each primary school were selected and used
as sample units. Parents were informed about the study and
were given the opportunity to refuse their children to
participate. The children’s depression inventory (CDI,
Chinese version) scores of 4543 (97.8%) students were
collected, and 179 (3.9%) of these responses were excluded
because of missing or invalid information.

Ethical approval

The study was approved by the Chinese Ethical Review
Committee of the National Institute for Nutrition and Food
Safety in China and the Dutch Medical Ethical Review
Committee of Wageningen University (METC-WU) in the
Netherlands. Both written and oral consent were obtained
from the parent and child, respectively.

Measurements of depressive symptoms

The children’ depression inventory (CDI) developed by
Kovacs™* has most often been used to measure depressive
symptoms in normal children. The self-report form is a
symptom-oriented scale suitable for school-age children,
which may require the lowest level of any measure of
depression. It contains 27 item scales and three choices for
each item corresponding to three levels of symptomatology—
0 (absence of symptom), 1 (mild or probable symptom), or 2
(definite symptom). The total score can range from 0 to 54,
where a higher score reflects greater symptomatology.
Children with scores higher than 20 were considered to have
depressive symptoms. The CDI cut-off rate of 20 was
identified in the original manual as most appropriate in
general screening.

The CDI factors are labeled as Negative Mood, Interpersonal
problems, Ineffectiveness, Anhedonia, and Negative Self-
Esteem. Negative Mood reflects feeling sad, feeling like
crying, worrying about “bad things,” being bothered or upset
by things, and being unable to make up one’s mind.
Interpersonal problems reflect problems and difficulties in
interactions with people, including trouble getting along with
people, social avoidance, and social isolation. Ineffectiveness
reflects the negative evaluation of one’s ability and school
performance. Anhedonia reflects “endogenous depression”
including impaired ability to experience pleasure, loss of
energy, problems with sleep and appetite, and a sense of
isolation. Negative Self-Esteem reflects low self-esteem, self-
dislike, feelings of being unloved, and a tendency to have
thoughts of suicide. The factors are scored by summing the
responses to the questions that constitute each factor.™

The Chinese version of CDI has been shown to have good
test-retest reliability, internal consistency, and construct
validity.”” The questionnaire was handed out in the classroom
and was self-administered by the students.

Socioeconomic status
Socioeconomic status in the present study included family
income, parents’ occupation and education level.

Family income was expressed as monthly household income
per capita. It was divided into 6 levels—below 500, 500-999,
1000-1499, 1500-2499, 2500-4999, and above 5000
RMB/month/person, based on current exchange rate, which
was <$74, $74-146, $147-220, $221-367, $368-734 and
>$735 per person per month, respectively.

Occupations were divided into 13 different categories
according to the standard of the China Bureau of
Statistics™*—cadres, workers, staff members of companies,
teachers, soldiers or policemen, the self-employed, salesmen,
laid-off persons or the unemployed, doctors, engineers,
waiters or waitresses, farmers, and others.

Education backgrounds were divided into 5 levels—illiteracy
or primary, junior middle school, senior middle school or
high school, technical school or college, and university or
above.

A self-administered questionnaire was handed out, to collect
the information of the average monthly household income
per capita, occupations, and education levels from the
children’ parents.

Statistic Analysis

The age and puberty adjusted means and standard error of
subscales and total scores of CDI were calculated by using a
general linear model factorial analysis with Tukey post-hoc
comparisons between boys and girls, after controlling the
random effect of schools. Considering the complex study
design, random-effects logistic regression model was used to
compare the fixed effect on the likelihood of depression
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symptom after controlling the random effect. The fixed
effects included sex, age, family income, parent’s occupation
and educational level. While the randomization was at the
school level, implementation was at the class level. Thus, the

Table 1. The Means of CDI Total Score and its Subscales.”

classroom in schools was treated as two levels random
effects. It was considered significant if the P value < 0.05.
All statistical analyses were done with the SAS 9.2 for
Windows (SAS Institute Inc, Cary, NC).

Boys Girls P
Total score 10.67+0.17 8.26+0.17 <0.0001
Negative Mood 2.37£0.05 1.93+0.05 <0.0001
Interpersonal problems 1.60£0.03 1.20£0.03 <0.0001
Ineffectiveness 1.76+0.04 1.15+0.04 <0.0001
Anhedonia 2.95+0.06 2.39+0.06 <0.0001
Negative Self-Esteem 1.98+0.04 1.58+0.04 <0.0001

“The age and puberty status adjusted means and standard error, general linear model factorial analysis with Tukey
post-hoc comparisons between boys and girls. The classroom in schools was treated as a random effect.

Results
Totally, 4364 students (2284 boys vs. 2080 girls) aged 7-12
years completed the questionnaires.

Mean scores of total CDI and its subscales

The mean value of the total CDI score was 9.73£0.11, which
was 10.67+0.17 among boys and 8.26+0.17 among girls, with
significant difference (P<0.001). As shown in Table 1,
compared with the girls, the boys obtained not only
significantly higher total score and but also all the CDI sub-
scales.

Age and sex difference

The prevalence of children’s depressive symptoms was
11.6% (boys 14.7% vs. girls 8.3%), which was significantly
higher in boys than that in girls. After considering the relative
effect of other variables, the boys had 76% (95%CI:
48%-~109%) more likelihood of depressive symptoms than

the girls. The children aged 11-12 years had a higher
prevalence of depressive symptoms (18.7%) compared to the
younger ones (7- yrs: 13.8%, 9 yrs: 11.5%, 10 yrs: 10.5%).
The likelihood of depression symptoms was almost doubled
among the students aged 11-12 years compared to their
counterparts aged 10 years old (Table 2).

Parents’ Occupation

As shown in Table 2, farmers’ children showed the highest
prevalence of depressive symptoms (22.0%). Farmer’s
children had three times likelihood of depressive symptoms
than their counterparts whose parents were cadres after
controlling the effect of other factors. The likelihood of
depressive symptoms was doubled among children whose
parents were unemployed. Other groups with high risk were
children whose fathers were waiters and/or whose mothers
were soldiers or policewoman.

Table 2. Prevalence and Odds Ratio of Depressive Symptoms among Children with Different Status.”

N % Crude Odds Ratio Adjusted Odds ratio
(95%Cl) (95%Cl)

Sex

Boy 2284 147 1.75(1.47-2.09) 1.89(1.53-2.33)
Girl 2080 8.3 Ref. Ref.

Age

7-8 617 13.8 1.43(1.08-1.88) 1.95(1.28-2.98)

9 1994 115 1.12(0.91-1.38) 1.41(1.05-1.89)

10 1646 105 Ref. Ref.

11-12 107 18.7 1.85(1.10-3.11) 1.94(1.10-3.43)
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(Table 2 - continued)

N % Crude Odds Ratio Adjusted Odds ratio
(95%Cl) (95%Cl)

Father’s occupation

Farmers 83 229  3.42(1.88-6.22) 3.50(1.91-6.41)
Waiters 106 16.0  2.20(1.20-4.03) 2.28(1.24-4.20)
Unemployed 221 154  2.09(1.30-3.38) 2.27(1.39-3.68)
Self-employed 585 135 1.80(1.22-2.66) 1.84(1.24-3.73)
Salesman 31 12.9 1.71(0.57-5.10) 1.76(0.58-5.30)
Doctors 53 11.3  1.47(0.59-3.63) 1.48(0.60-3.67)
Others 260 9.6 1.23(0.73-2.05) 1.27(0.75-2.14)
Teachers 44 9.1 1.15(0.39-3.37) 1.14(0.39-3.34)
Staff in company 729 8.9 1.13(0.75-1.69) 1.17(0.78-1.76)
Soldiers or policeman 197 8.6 1.09(0.61-1.96) 1.12(0.62-2.03)
Engineers 224 8.0 1.01(0.57-1.79) 1.03(0.58-1.83)
Workers 645 7.6 0.94(0.63-1.54) 1.64(1.11-2.43)
Cadres 538 8.0 Ref. Ref.

Mother’s occupation

Farmers 125 21.6 4.06(2.29-7.21) 4.21(2.36-7.51)
Soldiers or policewoman 27 18.5 3.35(1.18-9.52) 3.34(1.16-9.58)
Unemployed 300 14.7 2.54(1.54-4.17) 2.61(1.58-4.31)
Self-employed 433 141  2.42(1.51-3.87) 2.56(1.59-4.11)
Waitress 171 11.7 1.95(1.07-3.57) 2.06(1.12-3.78)
Salesman 215 116  1.94(1.10-3.42) 2.09(1.18-3.70)
Doctors 184 114  1.90(1.05-3.44) 1.90(1.05-3.45)
Workers 466 11.2 1.85(1.15-2.99) 1.90(1.17-3.07)
Staff in company 790 10 1.64(1.05-2.56) 1.68(1.07-2.64)
Others 219 9.6 1.56(0.87-2.82) 1.64(0.91-2.98)
Engineers 99 8.1 1.30(0.57-2.94) 1.29(0.57-2.94)
Teachers 246 6.9 1.10(0.59-2.04) 1.14(0.61-2.14)
Cadres 441 6.4 Ref. Ref.

Family Income Level (Chinese Yuan/Person/Month)

<500
500-999
1000-1499
1500-2499
2500-4999

=5000

Father's education
Iliteracy or primary
Junior middle school
Senior middle/high school
Technical school/college
University or above

526
923
415
915
826

174

85
574
1149
988
922

17.3
11.5
9.9
9.5
9.6

8.1

15.3
15.2
11.3
10.4
8.2

2.76(1.52-5.00)
1.55(0.87-2.79)
1.28(0.68-2.43)
1.22(0.68-2.21)
1.23(0.68-2.24)

Ref.

1.99(1.05-3.77)
1.51(0.80-2.83)
1.39(0.75-2.590
1(0.53-1.90)
Ref.

2.34(1.29-4.24)
1.47(0.82-2.63)
1.25(0.66-2.36)
1.16(0.64-2.10)
1.15(0.63-2.08)

Ref.

2.04(1.08-3.88)
2.07(1.48-2.88)
1.48(1.09-1.99)
1.34(0.98-1.83)
Ref.
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(Table 2 - continued)

N % Crude Odds Ratio Adjusted Odds ratio
(95%Cl) (95%Cl)

Mother's education

Illiteracy or primary 150 20.0 2.88(2.00-4.15) 2.86(1.76-4.62)
Junior middle school 571 149  2.50(1.81-3.46) 2.05(1.45-2.92)
Senior middle/high school 919 11.8  2.00(1.46-2.74) 1.57(1.13-2.19)
Technical school/college 1326 94 1.62(1.16-2.27) 1.14(0.83-1.55)
University or above 762 8.1 Ref. Ref.

*random-effects Logistic regression model, the fixed effects included sex, age, family income, parent’s occupation and educational level, while the classroom in
schools was treated as a random effect variable. Statistical P trend was calculated by introducing the categorical variable as continuous into the logistic regression

model.

Family Income Level

The prevalence of depressive symptoms was 17.3% among
children in poor families, which was 8.1% among children
whose  family income above 5000 Chinese
RMB/person/month (735 US Dollars). The crude odds ratio
was 2.76 (95%Cl: 1.52-5.00) among children in poor families
compared to their counterparts in rich families. After adjusted
the relative effect of sex, age, parent’s occupation and
education, the odds was attenuated but kept significant (odds
ratio 2.34, 95%Cl: 1.29-4.24). The likelihood of depressive
symptoms increased with the decreasing of family income
level as shown in Table 2.

Parent’s Educational Level

The lower the mother’s educational level, the higher were the
likelihood of depressive symptoms (Table 2). The prevalence
of depressive symptoms was 20.0% among children whose
mothers were illiterate or whose mothers’ education level
was at the primary level, which was 2.88 times (95% ClI:
2.00-4.15) more than that among children whose mothers’
education level was at the university level or above.
Adjustment of the relative effect of sex, age, parent’s
occupation and education attenuated the association between
mother’s educational level and likelihood of depression
symptom among children. Similar association was found
between children’s depressive symptoms and the fathers’
education level. The lower the fathers’ educational level, the
higher was the likelihood of depressive symptoms among
their children.

Discussion

The mean CDI total score of the children in Beijing was 9.7,
which was similar to another study conducted in Beijing.*
Yu and Li introduced CDI into China on 2000. The mean
CDI score was 10.5 in his study population that included
primary students and middle school students aged 8-15
years.” Nevertheless, the Chinese children scored much
higher compared with some studies in Western countries,
which showed that the mean CDI total score of children was

less than 7.0.***® Given that a majority of couples in urban
Beijing have only one child, the parents become extremely
impatient for their child’s success and push their children to
compete with their counterparts. In addition, the pressure of
academic performance and entrance examinations may
increase the risks of children developing depressive
symptoms. Chinese children were unwilling to inform others
about events that induced emotional changes.’” Pablo et al.
reported that the high prevalence of negative mood and
ineffectiveness was a marker of severity of depression in
adolescents.’® In our analysis of CDI subscale scores, we
found that negative mood and negative self-esteem were the
highest-scored subscales and were closely correlated (r =
0.81 and 0.80) with the total score.

Some researchers found that the prevalence of depressive
symptoms among boys was higher than among girls,**%
while others discovered that girls had significantly higher
scores than boys.**#% |n addition, no significant gender
differences were found in some studies.****” Compared to
the girls, a higher prevalence of depressive symptoms among
boys in all age groups was found in present study. The
traditional concept of emphasis on males and contempt for
females has had profound impacts on people in China;
parents and the community have greater expectations from
boys, which put more pressure on them. Biological and
physiological differences are also important factors for the
gender differences in depression.”? In a study conducted
among children aged 8-11 years, Wu et al concluded that
boys with emotional instability, impetuosity, and
maladjustment to society and reality were more prone to be
depressed than were girls.?

Among girls, the prevalence of depressive symptoms has
been reported increased from childhood to adolescence.?® A
meta-analysis study suggested that girls’ depression scores
remained steady from ages 8 to 11 and then increased
between ages 12 and 16, and boys’ CDI scores were stable
from ages 8 t016 except for a high CDI score at age 12.%
Higher prevalence of depression symptoms in younger
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children was also found in Korean children.** While among
Chinese children, Tang indicated that the prevalence of
depression symptom decreased from age 6 to age 10 and then
increased at the age of 11.** Similar trend was found in
present study that both the younger and the older children
had higher prevalence of depression symptom. For the grades
3 and 4 of present study, the normally age range was 8 to 10
years old and they do be the majority of present sample
population. Having entered the school at too young age may
be one reason for the higher odds of depression symptoms in
younger children. Meanwhile, the escalation of symptoms
among the older children may be caused by the physiological
changes in puberty.*

It has been proved that mental and physical health was
closely related to socioeconomic inequality,® especially in
low and middle-income countries*** Also, depression
accelerated the deterioration of other diseases such as
cardiovascular disease, diabetes, obesity, and cancer,*® which
placed a larger health burden on individuals with lower
socioeconomic status.*’ Some studies®®*3 suggested that
children from families with a lower socioeconomic status
were more prone to display higher prevalence of depression
and lower state of health, compared to the children from
families with a higher socioeconomic status. The Luciana
study also revealed that low household income and social
inequalities present at birth had a major impact on common
mental disorders; the unemployment and poor education of
the parents increased the risk of mental disorders.”> Our
results revealed that the lower the parents’ education level
and family income level, the higher was the children’s
likelihood of depressive symptoms, consistent with the
previous studies.**" Parents with a low education level were
less sensitive to psychological changes in children and could
not offer necessary support to their children, which may
affect the development of depressive symptoms. The
association between education, occupation, and income
levels of the family with the prevalence of depressive
symptoms among children was apparent.***

Farmers and unemployed families may also be poor families.
But after controlling the relative effect of family income and
other relative factors, farmers and unemployed parents’
children still show higher likelihood of depression symptoms.
Present study may still highlight the special concerns for
family with special occupations, though the problem of
confounding still remains. Parents with a lower SES or of
certain occupation may display a higher prevalence of
depression. Parental depression can have both an
environmental and genetic impact on children’s behavior and
depression, and even modulates depression severity as
children grow into adolescence.”**® This merit further studies
in the future as we did collect the information of depression
among parents. Also, the family environment may predict or
moderate responses to acute treatments among depressed
adolescents,*® while less support was offered to children in
low family SES, influencing their development. Hence,
special concerns should be paid attention to children from

families of low socioeconomic status and families with
certain occupation of parents.

One limitation of the present article is that it measured the
children’s symptoms only using a self-report questionnaire. It
may be more meaningful to make use of a questionnaire with
parents and teachers as well and to make an interview
diagnosis to confirm the status of children’s depressive
symptoms.*”*® In addition, this study was carried out only in
urban Beijing; a nationwide survey should be launched in the
next step. It is not clear whether the study suffered from
systematic errors from possible under- or over-reporting
problems in answering the questions in the CDI scores
between children with different socioeconomic status. It is
difficult to determine the net effect and direction of biases in
our final results because there was no validation study to
assess whether the degree of these errors differs between
comparison groups, which merit further research in this field.

In conclusion, low socioeconomic status was associated with
a high likelihood of children’s depressive symptoms in urban
Beijing. Special concerns should be addressed in the case of
worsening the socioeconomic inequality.

Author’s contribution

XS performed the data analysis, result interpretation, and
manuscript writing. DW was responsible for the study
design, field work, and manuscript editing. JW contributed to
the manuscript writing and revision. XH contributed to the
study design, organization, and field work. SD participated in
the field activities and manuscript editing. YL was the
principal investigator and contributed to the study design,
field work, data analysis, result interpretation, manuscript
writing, and editing. All the authors read and approved the
final version of the manuscript. The authors declared no
conflict of interest.

Acknowledgement

We thank all the students and their parents for participating in this study. We
appreciate the cooperation of the Center for Disease Control and Prevention
of Beijing, Dongcheng Middle and Primary School Student Healthcare
Center in Beijing, and the Center for Disease Control and Prevention of
Chongwen District in Beijing. This work was funded by Nutricia Research
Foundation.

References

1. Haavisto A, Sourander A, Multiméki P, et al. Factors associated with
depressive symptoms among 18-year-old boys: a prospective 10-year
follow-up study. J Affect Disord. 2004;83(2-3):143-154.

2. Woods ER, Lin YG, Middleman A, Beckford P, Chase L, DuRant RH.
The associations of suicide attempts in adolescents. Pediatrics.
1997;99:791-796.

3. Sourander A, Klomek AB, Niemeld S, et al. Childhood predictors of
completed and severe suicide attempts: findings from the Finnish 1981
Birth Cohort Study. Arch Gen Psychiatry. 2009;66(4):398-406.

4.  World Health Organization. Promoting mental health: concepts,
emerging evidence, practice (summary report). Geneva (CH): World
Health Organization; 2004.

5. Abe T. Increased incidence of depression and its socio-cultural
background in Japan. Seishin Shinkeigaku Zassh.i. 2003;105 (Suppl
1):36-42.


http://www.ncbi.nlm.nih.gov/pubmed?term=%22Abe%20T%22%5BAuthor%5D

Worth Anerizan Jouwrnal o,f /%af'o/}(a and Szronce

Apr 2070 Vol 3 No.2 159

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

Sanders-Phillips K, Settles-Reaves B, Walker D, Brownlow J. Social
inequality and racial discrimination: risk factors for health disparities in
children of color. Pediatrics. 2009;124(Suppl 3):5176-186.

Xin F, Kate K, Alison EH, et al. Longitudinal associations between
emotion regulation and depression in preadolescent girls: moderation
by the care giving environment. Dev Psychol. 2009;45 (Suppl 3):798-
808.

Glascoe FP, Leew S. Parenting behaviors, perceptions, and
psychosocial risk: impacts on young children's development.
Pediatrics. 2010;125 (Suppl 2):313-319.

Steinberg L, Mounts NS, Lamborn SD, Dornbusch SM. Authoritative
parenting and adolescent adjustment across varied ecological niches. J
Res Adolesc. 1991;1(1):19-36.

Wei H, Chen J, Liu A. An overview of the researches on children’s
depression in the past decade in China. China Journal of Health
Psycology. 2007;15(9):860-862.

Kovacs M. Children’s Depression Inventory (CDI), Multi-Health
Systems Inc, 2005.

Yu D, Yang X. Preliminary application of the Children’s Depression
Inventory in China. Chinese Mental Health Journal. 2000;14(4):225-
227.

National Bureau of Statistics of China. China Statistic Year Book 2000.
Beijing: China Statistic Press; 2000.

Kumpulainen K, Résdnen E, Henttonen I. The persistence of
psychiatric disturbance among children. Soc Psychiatry Psychiatr
Epidemiol. 1997;32(3):113-122.

Puura K, Tamminen T, Almqvist F, et al. Should depression in young
school-children be diagnosed with different criteria? Eur Child Adolesc
Psychiatry. 1997;6(1):12-19.

Martin JM, Cole DA, Clausen A, Logan J, Strosher HL. Moderators of
the relation between popularity and depressive symptoms in children:
processing strength and friendship value. J Abnorm Child Psychol.
2003;31(5):471-483.

Zhao ZH, Guo YB. Identification and remedy of depression among
children. China Prescription Drug. 2006;10(55):14-16 (in Chinese).
Davanzo P, Kerwin L, Nikore V, Esparza C, Forness S, Murrelle L.
Spanish translation and reliability testing of the Children Depression
Inventory. Child Psychiatry Hum Dev. 2004;35(1):75-92.

Finch AJ Jr, Saylor CF, Edwards GL. Children's depression inventory:
sex and grade norms for normal children. J Consult Clin Psychol.
1985;53(3):424-425.

Almqvist F, Kumpulainen K, lkéheimo K, Linna SL, Henttonen I,
Huikko E. Behavioral and emotional symptoms in 8-9-year-old
children. Eur Child Adolesc Psychiatry. 1999;8(Suppl 4):7-16.

Guo LT, Zhang ZQ. Childhood experience, family/school factors and
depressive emotion in middle and high school students. Chinese
Mental Health Journal. 2003;17(7):458-461.

Doerfler LA, Felner RD, Rowlison RT, Raley PA, Evans E. Depression
in children and adolescents: a comparative analysis of the utility and
construct validity of two assessment measures. J Consult Clin Psychol.
1988;56(5):769-772.

Houghton S, O’Connell M, O’Flaherty A. The use of the Children’s
Depression Inventory in an Irish context. Irish Journal of Psychology.
1998;19(2-3):313-331.

Tang J, Su LY, Zu Y. Depressive problems in Chinese pupils. Chinese
Journal of Clinical Psychology. 2003;11(4):264-266.

Guo LT, Shan YH, Zhou ZD, Jiang XY. Depression of school-age
children. Chinese Mental Health Journal. 1998;12(3):151-154.

Su LY, Wang K, Zhu Y, Luo XR, Yang ZW. Norm of the depression
self-rating scale for children in Chinese Urban children. Chinese
Mental Health Journal (in Chinese). 2003;17(8):547-549.

Su LY, Gao XP, Jin Yu. Coexisting of anxiety and depression among
elementary students. Chinese Mental Health Journal (in Chinese).
2006;20(1):1-4.

Hankin BL, Abramson LY. Development of gender differences in
depression: description and possible explanations. Ann Med.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

45,

46.

47.

48.

1999;31(6):372-379.

Wu HR, Zhu KJ, Mi T. A study on the character traits of the primary
school  children and the effects of the character traits on learning
disability. Chin J Dis Control Prev (in Chinese). 2003;7(5):390-392.
Twenge JM, Nolen-Hoeksema S. Age, gender, race, socioeconomic
status, and birth cohort differences on the children's depression
inventory: a meta-analysis. J Abnorm Psychol. 2002;111 (4):578-588.
Shin YM, Cho H, Lim KY, Cho SM. Predictors of self-reported
depression in Korean children 9 to 12 Years of Age. Yonsei Med J.
2008;49(1):37-45.

Conley CS, Rudolph KD. The emerging sex difference in adolescent
depression: interacting contributions of puberty and peer stress. Dev
Psychopathol. 2009;21(2):593-620.

Thoroddur B, Stefan HJ. Iceland: inequalities and social cohesion in
psychosomatic health-individual and community processes. World
Health Organization, 2007.

Ribeiro WS, Andreoli SB, Ferri CP, Prince M, Mari JJ. Exposure to
violence and mental health problems in low and middle-income
countries: a literature review. Rev Bras Psiquiatr. 2009;31(Suppl
2):549-57.

Avanci JQ, Assis SG, Oliveira RV. Depressive symptoms during
adolescence: a study on psychosocial factors in a sample of teenage
students in a city in Rio de Janeiro State, Brazil. Cad Saude Publica.
2008;24(10):2334-2346.

Evans DL, Charney DS, Lewis L, et al. Mood disorders in the
medically ill: scientific review and recommendations. Biol Psychiatry.
2005;58(3):175-189.

World Health Organization. Is depression a disease of poverty? World
Health Organization, 2007.

Morag M, Yirmiya R, Lerer B, Morag A. Influence of socioeconomic
status on behavioral, emotional and cognitive effects of rubella
vaccination: a prospective, double blind study.
Psychoneuroendocrinology. 1998;23(4):337-351.

Goodman E. The role of socioeconomic status gradients in explaining
differences in US adolescents' health. Am J Public Health.
1999;89(10):1522-1528.

Anselmi L, Barros FC, Minten GC, et al. Prevalence and early
determinants of common mental disorders in the 1982 birth cohort,
Pelotas, Southern Brazil. Rev Saude Publica. 2008;42(Suppl 2):26-33.
Roberts RE, Roberts CR, Chen YR. Ethnocultural differences in
prevalence of adolescent depression. Am J Community Psychol.
1997;25(1):95-110.

Frigerio A, Pesenti S, Molteni M, Snider J, Battaglia M. Depressive
symptoms as measured by the CDI in a population of northern Italian
children. Eur sychiatry. 2001;16(1):33-37.

Silberg JL., Maes H, Eaves LJ. Genetic and environmental influences
on the transmission of parental depression to children's depression and
conduct disturbance: an extended children of Twins study. J Child
Psychol Psychiatry 2010 Feb 16 [Epub ahead of print].

Scourfield J, Rice F, Thapar A, Harold GT, Martin N, McGuffin P.
Depressive symptoms in children and adolescents: changing
aetiological influences with development. Child Psychol Psychiatry.
2003;44(Suppl 7):968-976.

Ritchie K, Villebrun D. Severe depression: environmental factors of
severe depression: depression in parents. Encephale. 2009;35 (Suppl
7):296-300.

Feeny NC, Silva SG, Reinecke MA, et al. An exploratory analysis of
the impact of family functioning on treatment for depression in
adolescents. Clin Child Adolesc Psychol 2009;38 (Suppl 6):814-825.
Kresanov K, Tuominen J, Piha J, Almqvist F. Validity of child
psychiatric screening methods. Eur Child Adolesc Psychiatry.
1998;7(2):85-95.

Puura K, Almqvist F, Tamminen T, et al. Children with symptoms of
depression--what do the adults see? J Child Psychol Psychiatry.
1998;39(4):577-585.


http://www.ncbi.nlm.nih.gov/pubmed?term=%22Sanders-Phillips%20K%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Settles-Reaves%20B%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Walker%20D%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Brownlow%20J%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Glascoe%20FP%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Leew%20S%22%5BAuthor%5D
javascript:AL_get(this,%20'jour',%20'Pediatrics.');
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Twenge%20JM%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Nolen-Hoeksema%20S%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Conley%20CS%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Rudolph%20KD%22%5BAuthor%5D
javascript:AL_get(this,%20'jour',%20'Rev%20Bras%20Psiquiatr.');
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Evans%20DL%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_RVAbstract
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Charney%20DS%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_RVAbstract
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Lewis%20L%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_RVAbstract
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Scourfield%20J%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Rice%20F%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Thapar%20A%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Harold%20GT%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Martin%20N%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22McGuffin%20P%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Ritchie%20K%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Villebrun%20D%22%5BAuthor%5D
javascript:AL_get(this,%20'jour',%20'Encephale.');
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Feeny%20NC%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Silva%20SG%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Reinecke%20MA%22%5BAuthor%5D
javascript:AL_get(this,%20'jour',%20'J%20Clin%20Child%20Adolesc%20Psychol.');

