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Depression among children and adolescents has been increasingly recognized as a major public
health problem. The objective of the study was to find out socio-environmental factors associated with
the presence of depression among secondary school children in Dhaka city. It was a cross-sectional
study conducted from November 2008 to October 2009 in two purposively selected schools (one
boys’ and one girls’) of Dhaka city. Simple random sampling was used to collect 144 samples from
class Vlto class IX. A semi-structured self-administered questionnaire including the translated Bangla
version of the Center for Epidemiologic Studies Depression Scale for Children (CES-DC) was used
to assess depression. The results showed that, majority of the respondents lived in nuclear family
whereas 79.2% boys and 51.4% girls had only 1-2 siblings. The mean number of siblings (2.19+0.588)
was higher among the respondents with depression than among the respondents without depression
which was statistically significant. In boys’ school, emotional bullying by peer group was complained
mostly by the students of class VIl (22.2%) whereas in girls’ school, students of class VI (44.4%)
complained of being bullied emotionally mostly. In this study, those boys (45.5%) who complained of
emotional bullying by their peer group were found as significantly depressed than those who had no
such complaints. Proportion of depression was higher among those respondents who had any
history of physical or psychiatric illness in their family. The findings of the study emphasized on the
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importance of the school mental health services.
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Introduction

Mental health conditions in children and adolescents has been
of growing concern and depression is one of the most
significant mental health problem in this group.®-2 Currently,
more adolescents are reported to suffer from mental health
problems than compared to the past.3 Besides, globalization
is leading to rapid changes in these socio-cultural systems in
low and middle income countries and changing values and
expectations of adolescents may influence the risk of mental
disorders.* Studies in high income countries have shown that
depression, anxiety and substance misuse are relatively
common psychosocial health problems during adolescence.>®
Depressive episodes in childhood depression are recurrent
and may lead to depression in adulthood, if the contributing
factors remain unabated. Early depressive vulnerability is a
predictive factor for depression in adulthood.” Studies
conducted on the prevalence of depression among
adolescents have showed that the prevalence ranged from
5% to 20%.89 A study in the secondary schools from urban

and rural areas in the state of Selangor, Malaysia, found that
10.3% of the students were much above average in the
depression scale.'® Studies conducted among child and
adolescent patients admitted in a hospital of Bangladesh,
showed that the proportion of depression among overall
psychiatric morbidity was 2.46%."! Besides, studies among
the outpatients of Bangladeshi children and adolescents
found that the proportion of emotional disorders and
depressive disorders was 32.5% and 3.6% respectively.'2:13
In another study of Bangladesh, emotional disorder was 3.2%
among all behavioral disorders in primary school children.'4
Unlike many medical disorders, a majority of adolescent
mental disorders represent the extreme end of normal
distribution and are multi-factorial in aetiology.'® The
aetiology of unipolar depressions is complex with evidence
for genetic and environmental factors. 16 Substantial research
literatures, mostly from developed countries, suggested a
complex socio-ecological framework of risk factors operating
in multiple contexts that are central to the lives of
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adolescents, namely, home, school, peer group and
neighborhood.17-19

Studying the prevalence of mental health problems in
adolescents and its associated factors is of vital importance
for the planning and implementation of mental health services
to this group. In spite of the significance of the issue, the
number of related studies is inadequate in Bangladesh. So,
considering all relevant findings, this study was aimed to find
out the socio-environmental factors which might have
influence on the depression among the secondary school
children and adolescents in selected schools of Dhaka city.

Materials and methods

This was a cross-sectional study conducted from November
2008 to October 2009 among 144 school children in two
selected public schools in Dhaka city named Dhanmondi
Government Boys’ High School and Dhanmondi Government
Girls’ High School. For the convenience of the study one boys’
and one girls’ school were selected by purposive sampling
technique. All secondary school students from class VI to IX
and aged less than 18 years were the study population. Simple
random sampling was used to collect 144 samples.
Considering the effect of stress of Secondary School
Certificate (SSC) examination, students of class X and who
were on medication for last one month or suffering from any
acute or chronic iliness from last one week or unable to attend
the school on the selected date of data collection had been
excluded from the study. A semi-structured questionnaire was
developed in English, then translated to Bangla contained
questions related to socio-environmental data like religion,
family size and type, number of siblings, monthly family
expenditures, emotional bullying by the peer group, family
history of physical and psychiatric illness etc. Translated
Bangla version of the Center for Epidemiologic Studies
Depression Scale for Children (CES-DC) was used to assess
depressive status.20-2! The interviews were held in a peaceful
and non-threatening environment. Ethical issues were
maintained properly throughout the study. After collecting data,
editing was done manually and was analyzed with the help of
Statistical Package for the Social Sciences (SPSS) software
package version 12. Chi-square tests were done between
discrete variables to check for the statistical significant
association between different variables. Student’s t-test of
significance was performed to determine whether an observed
difference of the means of continuous variables was
significant. The odds ratio (OR) with 95% confidence interval
(Cl) for risk factors was calculated taking the least
proportionate clinically relevant criteria as reference value.
All the tests were two tailed and p<0.05 was considered to be
statistically significant.
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Results

The results showed that, 94.4% respondents were Muslim
and the rests were Hindu. The difference of proportion of
depression between the two different religions was not
statistically significant (p>0.05) (Table 1). Total family members
of the respondents ranged from 3 to 10. On average they
were living with 4.80 numbers of family members. The mean
family size of male respondents was 4.49 (+97) whereas it
was 5.11 (x1.44) for female respondents. Majority of the
respondents for both boys (79.2%) and girls (51.4%) had
only 1to 2 siblings (Table 2) and 85% of them lived in nuclear
family (Figure 1). The Student’s t-test showed that there was
no significant difference of mean family expenditure among
the respondents with or without depression (p>0.05). The
mean number of siblings (2.19+588) was higher among the
respondents with depression than among the respondents
without depression which was also statistically significant
(p=0.002) (Table 3). There was not much difference between
the respondents with regards to depression who live in nuclear
and joint family (46.8% vs. 41.2%) and this difference was
not also statistically significant (p>0.05) (Table 4). In boys’
school, emotional bullying by peer group was complained
mostly by the students of class VIII (22.2%) followed by
students of class VII (16.7%). But in girls’ school, students of
class VI complained of being bullied emotionally mostly. They
comprised 44.4% of total female study population. No girls of
class VIl was found with such a complaint (Table 5).

Table 1: Religion of the respondents and presence of
depression (n=144)

Religion ofthe  Presence of depression  Total (%) Test

respondents Frequency Frequency statistic
Yes (%) No (%)

Islam 39(28.7) 97 (71.3) 136(94.4) *P=.239

Hindu 4 (50.0) 4 (50.0) 8(5.6)

*Fisher’s exact test was done

Table 2: Family size and number of siblings of the
respondents (n=144)

Characteristics Boys Girls Total
Frequency  Frequency Frequency
(%) (%) (%)
Family size 34 44 (61.1) 29 (40.3) 73(50.7)
(in number) 5-6 24 (33.3) 30(41.7) 54 (37.5)
>7 4 (5.6) 13(18.1) 17 (11.8)
Mean (+SD) 449 5.1 4.80
(in number); (£97); 3-7  (£1.44);3-10 (£1.27);
Range=3-10
Number of 1-2 57(79.2) 37(51.4) 73(50.7)
Siblings 24 13(18.1) 24(33.3) 54(37.5)
3-6 2(2.8) 11(15.3) 17 (11.8)
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15% depressed than those who had no such complaints. Those
/ boys who were emotionally bullied had 4 times increased risk
of having depression than who had not such exposure

(OR=4.81; C.1.=1.20-19.17). Among girls, 36.8% respondents
were depressed who had emotional bullying and the rest of
them (41.5%) did not complain anything like this though no

85%
O. Nuclear 0 Joint statistical significance was found (Table 6). Proportion of
depression was higher among those respondents who had

any history of physical or psychiatric iliness in the family though
In this study, those boys (45.5%) who complained of emotional statistical test failed to find any significant association (p<0.05)
bullying by their peer group were found as significantly (Table 7).

Figure 1: Types of family of the respondents (n=144)

Table 3: Monthly family expenditure and total number of siblings with depression (n=144)

Characteristics Presence of Number of Mean SD Test
depression  respondents statistic
Monthly family expenditure Yes 43 22313.95 +12227.031 t(142 = -1.178 p = .241
(in taka) No 101 25217.82 +14055.322
Total number of siblings Yes 43 219 +.588 t (141) = -3.098 p = 0.002
No 101 2.66 +1.259

Table 4: Types of family of the respondents and presence of depression (n=144)

Types of family Presence of depression Total (%) Test statistic
Yes No
Frequency (%) Frequency (%)
Nuclear 73(46.8) 83(53.2) 156(75.4) 72y = 0. 486p = 0.256
Joint 21(41.2) 30(58.8) 51(24.6)

Table 5: Presence of emotional bullying by the peer groups (n=144)

Characteristics Boys (Percentage) Girls (Percentage)
Yes No Yes No

Presence of emotional Class VI 1.1 88.9 444 55.6

bullying by peer groups Class VI 16.7 83.3 38.9 61.1
Class VI 22.2 77.8 0 100
Class IX 1.1 88.9 22.2 77.8

Table 6: Emotional bullying by peer groups and presence of depression (n=144)

Characteristics Presence of depression Total (%) Test statistic
Yes (%) No (%)
Boys Yes 5 (45.5) 6 (54.5) 11 (15.3) p=.032*
No 9 (14.8) 52 (85.2) 61 (84.7) OR=4.81C.1.=1.20-19.17
Girls Yes 7 (36.8) 12 (63.2) 19 (26.4) X2(1) =3.064 p=.722
No 22 (41.5) 31 (58.5) 53 (73.6)

*Fisher’s exact test was done
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Table 7: Family history of physical and psychiatric iliness of the respondents and presence of depression (n=144)

Characteristics Presence of depression Total (%) Test statistic
Yes

Frequency (%) Frequency (%)
Family history of physical illness and depression
Yes 12 (32.4) 25 (67.6) 37 (25.7) sz =.157 p= 0.692
No 31 (29.0) 76 (71.0) 107 (74.3)
Family history of psychiatric illness and depression
Yes 5 (38.5) 8 (61.5) 13 (9.0) sz = .50 p= 0477
No 38 (29.0) 93 (71) 131 (91.0)
Discussion which was also in agreement with a previous study.2®> However,

Adolescent depression is related to various demographic,
family and school related characteristics. The present study
showed that, total family members of the respondents ranged
from 3 to 10. On average they were living with 4.80 numbers
of family members. The mean family size of male respondents
was 4.49(+0.97) whereas it was 5.11(+1.44) for girls. The
mean number of siblings was higher among the respondents
with depression (2.19+0.588) than among the respondents
without depression which was statistically significant (p=.002).
There was not much difference between the respondents with
regards to depression who live in nuclear and joint family
(46.8% vs. 41.2%) and this difference was not statistically
significant (p>0.05). A few studies from low and middle income
countries have identified family structure and relationships,
social class, urbanization and school failure as the factors of
depression.?2 Though in major epidemiological studies,
prevalence of depression was found to be much higher
(32.4%) among adolescents of low socio-economic status,
the present study showed no significant difference of mean
family expenditure among the respondents with or without
depression (p>0.05).2324 However, to see the economic
condition, family expenditure was assessed despite family
income considering the fact that respondents give more
reliable answer in later variable. But this factor was not
significantly associated with depression among children and
adolescents though study done by Ramil M et al. (2008)
showed the opposite result.2° This difference in picture could
be explained by the fact that later study was done in both
rural and urban settings where there was much socioeconomic
diversities whilst in this study, respondents’ families had
somewhat uniform economic background. Nonetheless, the
study done among Korean children by Shin M Y et al. (2008)
did not also find out any association in this regard.2® In the
present study, the number of siblings of the respondents
showed to have significant influence on the onset of
depression. The study found that those respondents who had
more number of siblings were significantly more depressed
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other socio-demographic characteristics like religion, family
type, and family sizes were not found statistically significant
with depression among secondary school children.

One of the most distinctive features of adolescence is the
rise in the importance of peers. The level of the support an
adolescent perceives from his/her relationships with friends
may affect whether he/she will suffer from depression. Results
of the present study support this idea. Even though peers
gain significance during adolescence, family also remains
important. The level of the support an adolescent perceives
from his/her relationships with friends and family may affect
whether he/she will suffer from depression. Findings of the
present study confirm this view. This study found that among
boys, both emotional bullying by peer group and history of
physical abuse by parents had significant influence on
presence of depression which was also consistent with the
findings of some previous studies.2527:28 Here, the above
mentioned factors were not found significant among girls in
presence of depression. So, the difference in picture between
girls and boys could be explained by the fact that girls in our
country could have better adjustment and coping ability with
social adversities. In current study, proportion of depression
was higher among those respondents who had any history of
physical or psychiatric iliness in the family though statistical
test failed to find any significant association (p<0.05).
Empirical studies put forth that depression is related to
psychiatric disorder in a family member.2°

Conclusion

The overall finding of the study indicates that possibility of
depression is significantly present in school going child
population. As depression has significant impact on child
development and other aspects of life, this issue needs to be
addressed. This study gives us baseline information about
possibility of depression and offers important guidelines for
future work in this area. Hence, a broad based, multi-centered
epidemiological study can confirm the actual magnitude of
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the disorder and associated risk factors, so that proper
planning of the school mental health service could be devised
appropriately by our policymakers.
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