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ABSTRACT 

The study of depression in children and adolescents 

has flourished in the past 20 years. However, there is a 

paucity of research investigating the assessment of 

depression in minority school-age children. 

12 

The present study compared depression scores between 

Mexican-American and Caucasian fourth, fifth and sixth 

graders. Ninety-one children enrolled in two Tucson school 

districts were administered an acculturation scale and two 

depression self-report instruments: the adapted Marin 

Short Acculturation scale for Hispanics, the children's 

Depression Inventory (CDI) and the Reynolds Child 

Depression Scale (RCDS). Students with scores at or above 

the cut-off on the self-report scales were interviewed with 

the Diagnostic Interview for Children and Adolescents

Revised, major depression and dysthymia sections. 

Variables of interest for this study were: 

acculturation, ethnicity, gender, age and grade. The 

relationship between level of acculturation and depression 

and gender and depression were also investigated. Results 

indicated that there was an acculturation by gender by age 

interaction on the CDI. In addition, there was a gender by 

age interaction effect on the CDI. When looking at the 

high scores (upper third) on the cDr, there was a 



age interaction effect on the CDr. When looking at the 

high scores (upper third) on the CDr, there was a 

significant ethnicity effect indicating that Caucasian 

students scored significantly higher than did Mexican

American students. There were no significant differences 

for gender on the CDr and RCDS. 

13 

The results also revealed a significant age effect on 

high scores, indicating that children who were eleven 

years-of-age or older scored significantly higher than did 

students who were younger than eleven years-of-age. Fifth 

graders were also found to score significantly higher on 

the CDr than fourth or sixth graders. On the RCDS, sixth 

graders were found to score significantly higher than 

fourth or fifth graders. 

For Mexican-American students, there was a significant 

negative correlation between acculturation and the cnr 

scores and acculturation and RCDS scores. There was a 

significant positive correlation between acculturation and 

CDr high scores for all the students. 

The results of the present study were compared to 

existing literature on childhood depression. Limitations 

of the present study and suggestions for future research 

were also addressed. 



CHAPTER 1 

INTRODUCTION 

14 

Although research in the area of behavior disorders in 

children has increased exponentially over the past 15-20 

years, the study of behavior disorders in minority children 

has only made moderate advances (e.g., Tharp, 1991). This 

is an especially important domain of study because future 

predictions estimate that 30% of the child and adolescent 

population in the United states in the year 2000 will be 

comprised of ethnic minority children (e.g., Gibbs & Huang, 

1989). The term "ethnic minority children" is defined by 

Sattler (1988) as: 

... children who belong to a recognized ethnic group 

and whose values, customs, patterns of thought, and/or 

language are significantly different from those of the 

majority of the society in which they live. The 

groups from which ethnic minority children corne 

include blacks, Mexican-Americans, American Indians, 

Puerto Ricans, and Asian-Americans (p. 565). 

According to Gibbs and Huang (1989), schools, social 

services, health and mental health agencies, juvenile 

probation services, and family and youth-oriented programs 

have already been affected by the rapid growth in the 

number of minority children and adolescents, with the 
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fastest growing group being Hispanic children (Loasa, 

1982). Health and welfare-related services, however, have 

been found lacking for ethnic minority populations, and 

there is a strong need for more personnel who can provide 

quality mental health care to individuals in these groups 

(e.g., Kazdin, 1993; Bernal, 1990; Gibbs & Huang, 1989; 

Lefley, 1986; Christmas, 1982; Jones & Korchin, 1982). 

with respect to Mexican-American and other Hispanic 

youth, the majority of the psychological research on these 

groups has focused on bilingualism and academic achievement 

(Padilla & Lindholm, 1984), with relatively little work 

centering on mental health issues in these youth (Bernal, 

1990; Gibbs & Huang, 1989). One especially understudied 

mental health area involves childhood depression in these 

youth. For example, some research findings that are 

relevant to this population are related to the contribution 

of immigration and acculturation to the development of 

depression in children (e.g., Canino, 1982), as well as on 

the relationship between this condition and poor academic 

performance (e.g., Kovacs, 1992). It was because of these 

early findings, as well as the general dearth of research 

on ethnically diverse youth that the American 

Psychological Association (APA) and others have pointed out 

the importance of accurate assessment and treatment of 



these persons (e.g., Alcala, 1990; American Psychological 

Association, 1991). 

Overview of Childhood Depression 

16 

Interest in the study of childhood depression dates 

back to the late 1970's (Digdon & Gotlib, 1985), with most 

of the early research focusing on the diagnosis of Major 

Depressive Disorder in children and adolescents (Kazdin, 

1987). Although the process of depression in children and 

adolescents has been discussed in detail in the literature 

over the past five to ten years, there is a dire lack of 

research on the assessment, diagnosis, etiology or 

treatment of this disorder in ethnic minority/culturally 

diverse school-age children (e.g., Lopez, 1985; Alcala, 

1990). In part, this may be due to the lack of detail in 

describing subject samples, since only recently has 

ethnicity been included in assessment and treatment 

research studies involving children and adolescents 

(Kazdin, 1993; Reynolds & Graves, 1989; Smith, Mitchel, 

McCauley & Calderon, 1990). 

Another difficulty in conducting research in this area 

has involved the "diversity" of definitions of the term 

"depression" (e.g., Cantwell, 1983). For example, 

depression has been interpreted to signify a "sad mood" or 

a group of symptoms ma]\.ing up a syndrome (e. g., Finch & 

Saylor, 1984). The symptoms that can indicate depression 



17 

in children and adolescents may also vary for each 

individual youth; symptoms can be cognitive, affective, 

somatic, and/or vegetative (e.g., Reynolds, 1989). The 

typical clinical picture, however, for the diagnosis of 

childhood and adolescent depression consists of a cluster 

of symptoms (e.g., Rapoport & Ismond, 1990; Kazdin, 1988), 

such as: sad facies, tearfulness, a lack of interest or 

pleasure in childhood activities, refusal to attempt a 

broad range of activities and feelings of futility and 

worthlessness (Finch & Saylor, 1984). In their definition 

of childhood depression, Cytryn, McKnew and Bunney (1980) 

also included difficulty in social interactions and 

relationships with others, feelings of helplessness, 

loneliness, psychomotor retardation, and changes in eating 

and sleeping patterns. Poznanski and Zrull (1970) 

specified excessive self-criticism, excessive concern about 

death and feelings of inadequacy as part of the identifying 

criteria for the diagnosis of childhood depression. In 

addition, childhood depression can be characterized by poor 

concentration and/or irritability as well as by the 

presence of anger (Rapoport & Ismond, 1990). 

The existence of depression in children has been 

debated periodically in the literature (see, for example, 

Cytryn & McKnew, 1972; Kazdin, 1987; Kovacs & Gatsonis, 

1989; Trad, 1986). The preponderance of the literature, 
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suggests that depression can, in fact, occur in children, 

and can be diagnosed in children as early as six years-of

age (e.g., Chambers, puig-Antich, Hirsch, Paez, Ambrosini, 

Tabrizi & Davies, 1985; Kazdin, 1990). No clear empirical 

basis exists, however, regarding age-specific variables 

that may contribute to the development of childhood 

depression (Kazdin, 1987) or whether there are cultural 

issues that increase the likelihood that children from one 

ethnic group versus another will be diagnosed as having 

childhood depression. 

Incidence and Prevalence of Childhood Depression 

In the literature, there is variation in the 

occurrence of depression in both clinical 

(i.e., psychiatric inpatient and outpatient populations) 

and nonclinical groups of children and adolescents, 

depending on such factors as age, assessment instruments 

used and diagnostic criteria utilized (e.g., Finch & 

Saylor, 1984; Kovacs, 1992). For example, McKnew, Cytryn 

and Yahraes (1983) indicate that from 3% to 10% of the 

general child and adolescent population in the united 

states may be affected by depression. In another study 

involving 152 children between 6 and 16 years-of-age, 

Weiner, Weiner, McCrary and Leonard (1977) found, using an 

interview format, that 0% of the children in their sample 

were depressed. In another study, Kashani and Simmonds 
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(1979) found that within a group of 103 children between 7 

and 12 years-of-age, 1.9% met the criteria used in the 

Diagnostic and Statistical Manual of Mental Disorders, 

second edition (DSM-II; American Psychiatric Association, 

1968). 

On the other hand, using peer nominations, Lefkowitz 

and Tesiny (1985) found that 5.2% of a sample of 3,020 

third, fourth and fifth graders were depressed. In studies 

using self-report instruments, Doerfler, Ferner, Rowlinson, 

Raley and Evans (1988) found that approximately 10% of 

1,207 public school students in the fourth through the 

twelfth grades were found to be depressed, whereas Stark 

(1993) found a 16% rate of depression in a group of 115 

fourth through seventh graders. 

When reviewing the incidence of depression in clinical 

populations of children and adolescents, one finds that 

such rates also vary but are appreciably higher than those 

found in nonclinical populations (e.g., Fristad, Weller, 

Weller, Teare & Preskorn, 1988; Kazdin, 1987). For 

example, in a psychiatric inpatient sample of 60 youth 

between 7 and 12 years-of-age who were assessed with a 

child and parent interview, Mitchell, McCauley, Burke and 

Moss (1986) found the incidence of depression to be 75%. 

In this same study, 77% of a sample of 65 outpatient 

adolescents between 13 and 17 years-of-age were diagnosed 
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as depressed. In another study, Carlson and Cantwell 

(1980) found a 27% rate of depression in a group of 102 

child psychiatry patients between 7 and 17 years-of-age, 

assessed with a child and parent interview that was based 

on the DSM-II criteria. On the other hand, when cantwell 

and his colleagues (e.g., Kashani, Cantwell, Shekim and 

Reid, 1982) utilized a child and parent interview that was 

based on the Diagnostic and Statistical Manual of Mental 

Disorders (Third Edition) (DSM-III; American Psychiatric 

Association, 1980) they found a 13% rate of depression in 

100 psychiatric inpatient children between 9 and 12 years

of-age. Using a self-report instrument for the assessment 

of depression in an inpatient population, Kazdin (1989) 

found a 28% rate amongst 231 children between 7 and 12 

years-of-age. 

Gender and Age 

Although studies with depressed adults have 

consistently reported a significantly higher percentage of 

depression in women than in men (e.g., Nolen-Hoeksema, 

1990), similar findings have not been consistently reported 

in groups of prepubescent youth (Kazdin, 1990). On the 

other hand, once boys and girls reach adolescence, a higher 

incidence of depression appears to occur on a consistent 

basis in female adolescents versus male adolescents (e.g., 



Kashani, Beck, Hoeper, Fallahi, Corcoran, McAllister, 

Rosenberg & Reid, 1987). 
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In addition, it appears that the risk of depression 

increases with age (e.g., Kazdin, 1990). For example, in 

the Isle of Wight study that investigated depression in a 

nonclinical group of 10 to 11 year-old children, the 

frequency of depressive symptoms for 19 boys were not found 

to be significant (Rutter, 1979). When these same boys 

were assessed again four years later, it was found that one 

third of them reported depressive symptoms. In another 

study that assessed depression in a group of children and 

adolescents between 4 and 18 years-of-age, gender was not 

found to be significant (Helsel & Matson, 1984); however, 

age was found to be significantly related to higher 

depression scores for both the older male and female 

subjects. Specifically, these older subjects scored higher 

on two factors, affective behavior and image/ideation, with 

subjects between 11 and 13 years-of-age, as well as between 

14 and 18 years-of-age, scoring significantly higher than 

children under 11 years-oi-age. 

Smucker, Craighead and G~een (1982) also found that 

gender was not significant for a group of children and 

adolescents between 8 and 16 years-of-age who completed a 

depression self-report scale. On the other hand, when the 

same seventh and eighth graders were retested a year later, 



the females were found to be significantly more depressed 

than the males. 

In contrast to the above studies, Nolen-Hoeksema 
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(1990) found that until youngsters reach the age of 13, 

more, boys reported depression than girls. However, 

beginning at approximately 14 years-of-age, the reverse 

occurs and more girls than boys report depressive symptoms. 

In a subsequent study with 352 children in elementary 

school, Nolen-Hoeksema, Girgus and Seligman, (1991) found 

that more depressive symptoms were reported by boys than 

girls in the third and fourth grades based on the self

report. In addition, boys were found to report more 

symptoms of behavior disturbance and anhedonia. Similarly, 

in a group of 792 11-year-old elementary school children 

assessed with an interview, a significantly higher number 

of boys versus girls was reported to be depressed 

(Anderson, Williams, McGee, & Silva, 1987). 

In another study that compared depression scores 

between a group of 758 female students and 705 male 

students between 7 and 16 years-of-age using a self-report 

instrument, boys were found to be significantly more 

depressed than girls (Finch, saylor & Edwards, 1985). In 

general, older youth were also found to be more depressed 

than younger youth. 
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contrary to the above findings regarding young males, 

Seligman, Kaslow, Alloy, Peterson, Tanenbaum and Abramson 

(1984) found that girls between 8 and 13 years-of-age self

reported more depressive symptoms than did boys. Reynolds, 

Anderson and Bartell (1985) also reported inconsistent 

results when comparing depression scores between girls and 

boys in grades three through six when using child self

report, parent report and teacher report. Specifically, 

that girls were found to be significantly more depressed 

based on the findings from the self-report (versus parent 

and teacher report) scales as well as the self-esteem 

inventory. 

When examining depressed mood in children using two 

peer rating scales, a self-report scale and a teacher 

rating scale, Jacobsen, Lahey and Strauss (1982) found that 

girls in second through seventh grades were significantly 

more depressed than boys according to ratings on one of the 

peer inventories. In addition, when rated by their 

teachers, older children scored higher for depression than 

did younger children. 

Inconsistent results have therefore been reported in 

the literature regarding the relationship between gender 

and childhood and adolescent depression (e.g., Kovacs, 

1992; Reynolds, 1989). These inconsistent findings have 

been compounded by the use of different assessment 
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instruments and diagnostic criteria as well as by the type 

of sample used (i.e., clinical versus nonclinical) in the 

various studies (Kazdin, 1990). In addition, because of 

the latter set of circumstances, as well as the use of 

various age ranges for groups of children and adolescents 

across various studies, it has not been possible to 

establish a consistent relationship between age and the 

onset of depression (Finch & Saylor, 1984). 

Cross-cultural Assessment and Diagnosis of Childhood 

Depression 

Assessment instruments for childhood depression were 

first developed as adaptations of instruments originally 

designed for adults (e.g., Kovacs & Beck, 1977). of all 

the various assessment instruments that have been used in 

evaluating childhood depression, the most widely utilized 

instruments have been self-report inventories, with the 

Children's Depression Inventory being the most often used 

instrument in research studies (Kazdin & Petti, 1982). 

Cross-cultural studies that have attempted to validate 

assessment instruments for Mexican-Americans and other 

Hispanics have focused primarily on adult populations 

(e.g., Velasquez & Callahan, 1992) with very few of the 

instruments being translated into Spanish and virtually no 

studies published on the reliability and validity of these 

instruments (e.g., Lopez, 1985). Two unpublished studies, 



25 

however, have been completed on the validity of instruments 

for the assessment of childhood depression in Hispanic 

youth. One of these studies by Lopez (1985) investigated 

the difference in depression scores between Puerto Rican 

and caucasian fifth, sixth and seventh graders. The other 

study by Alcala (1990), compared depression scores between 

fourth and fifth grade Hispanic and Anglo students in south 

Texas (Alcala, 1990). The Lopez (1985) study included 

depression self-report instruments in both English and 

Spanish. The study by Alcala (1990) added a peer 

nomination inventory for depression and a teacher rating 

scale. 

Variables of interest in both of these latter studies 

included age, gender, and ethnicity. The study by Alcala 

(1990) also included a measure of acculturation, which has 

been recommended in more recent publications regarding 

research with Hispanic subjects (e.g., Velasquez & 

Callahan, 1992; Marin, 1992). Acculturation refers to 

"culture change that results from continuous, first hand 

contact between two distinct cultural groups" (Berry, 1987, 

p. 41). When discussing acculturation of Mexican

Americans living in the United States, Bach-y-Rita (1982) 

states that members of this group in general have chosen to 

live according to the traditions and values of their own 

culture. Because most Mexican-Americans in this country 
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are still in contact with family and friends living in 

Mexico, language, customs and values are maintained more so 

than in other cultural groups. Acculturation in the Alcala 

(1990) study separated those Mexican-American students that 

identified more with their Mexican background from those 

Mexican-American students who perceived themselves to be 

more mainstream American or Caucasian. 

Inconsistent findings were reported in the Lopez 

(1985) and Alcala (1990) studies. In the Lopez study, 

results from one of the self-report measures indicated 

significantly higher rates of depression for Puerto Rican 

children. In addition, as age increased, depression scores 

decreased for Puerto Rican children. The opposite was 

found for American children, whose depression scores 

increased with age. In terms of gender, more American 

females reported symptoms of depression with the other 

self-report measure. Results from this same instrument 

demonstrated that the opposite was found in the Puerto 

Rican sample, where males reported more symptoms of 

depression than American children. 

Using the same self-report instruments as Lopez 

(1985), Alcala (1990) did not find significant differences 

in depression scores between Anglo and Mexican-American 

children in south Texas. However, Anglo children presented 

as significantly more depressed than Mexican-American 
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children on the peer nomination scale. Older children were 

not found to be significantly more depressed nor was there 

a significant difference in terms of gender. 

The primary diagnostic system used in clinical 

practice was the Diagnostic and statistical manual of 

mental disorders, third edition-Revised (DSM-III-R; 

American Psychiatric Association, 1987), until it was 

replaced in 1994 by the Diagnostic and statistical manual 

of mental disorders, fourth edition (DSM-IV; American 

Psychiatric Association, 1994). Since the DSM-III-R system 

was designed originally for use with adults (Rapoport & 

Ismond, 1990), there has been debate in the literature 

regarding the validity of DSM-III-R categories for 

childhood depression (see, for example, Werry, Methven, 

Fitzpatrick & Dixon, 1983). No research has been published 

at present regarding the advantages or disadvantages of the 

DSM-IV. 

Because of variations in symptoms of depression across 

cultures, it is necessary to validate any classification 

system regarding depression within existing cultures and 

subcultures (Kleinman & Good, 1985). Thus, from a cross

cultural perspective, what may be a symptom of depression 

in one culture may not exist in another ethnic group (Jones 

& Korchin, 1982; Kleinman & Good, 1985; Prince & Tcheng

Laroche, 1987). Unfortunately, in regard to Mexican-
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American youth, very little data presently exist regarding 

the characteristics of depression. Further research is 

therefore needed to determine the degree to which 

established diagnostic criteria and characteristics differ 

from one ethnic group to another (e.g., Alarcon, 1983; 

Prince & Tcheng-Laroche, 1987). 

Although the field of psychology now recognizes that 

there are differences between ethnic minority groups that 

warrant the development of assessment instruments that are 

sensitive to a person's culture (see, for example, American 

Psychological Association, 1991), much still needs to be 

done (e.g., Schwebel, 1990; Olmedo, 1981; LaFromboise & 

Low, 1987). According to Jacobsen (1988), ethnic 

background as well as a person's individual experiences, 

such as degree of acculturation and immigration, can also 

affect the results in assessment and diagnostic studies. 

Acculturation refers to the changes that a person 

undergoes when coming in contact with a different culture 

(Berry, 1987). During the assessment process, therefore, 

consideration of an Hispanic young person's acculturation 

level is often recommended in order to understand if the 

person identifies with his or her culture, the mainstream 

culture or with certain aspects of both cultures 
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(e.g., Lopez & Hernandez 1986; Vande Creek & Merrill, 1990; 

Marin, Sabogal, VanOss Marin, otero-Sabogal & Perez-Stable, 

1987) . 

Marin (1992) emphasized that although many 

characteristics in the Hispanic population may overlap, 

subgroups within this larger category differ. According to 

Marin (1992), careful study of each subgroup within the 

Hispanic population is necessary in order to obtain 

information that may apply only to a specific group. In 

the area of childhood depression, the usefulness and 

validity of available instruments for assessment with 

Mexican-American children needs to be further examined 

(Alcala, 1990). In addition, it is necessary to develop 

norms for different Hispanic subgroups in the United states 

in order to interpret results accurately (Lopez, 1985). 

Purpose of the Present study 

Due to the paucity of research on the validity of 

assessment instruments measuring the level of childhood 

depression with minority populations, the present study 

was initiated. Specifically, the purpose of the present 

study was to determine if there was a significant 

difference between the depression scores of Hispanic 

children and the scores of Caucasian children. Since the 

major Hispanic population in Southern Arizona consists of 

people of Mexican-American origin, this study compared 



depression scores between Mexican-American and Caucasian 

children who were in the fourth, fifth and sixth grade. 

30 

A secondary purpose of the study was to determine the 

relationship between level of child acculturation and the 

depression scores of Mexican-American youth. A third 

purpose of this study was to determine if there are any 

gender differences between Mexican-American males and 

females and Caucasian males and females on the various 

depression scores. In addition to using assessment 

instruments that have already been utilized in previous 

cross-cultural childhood depression studies, the present 

study included a structured interview based on DSM-III-R 

criteria for those Caucasian and Mexican-American children 

and adolescents who scored high on the depression scales. 

Based on the paucity of literature in this area of study, 

the following research questions were addressed: 

1) Is there a significant relationship (E < .05) between 

level of acculturation and depression scores of 

Mexican-American and Caucasian students? 

2) Is there a significant (E < .05) difference between 

depression scores of Mexican-American and Caucasian 

students? 

3) Is there a significant difference (E < .05) between 

depression scores of boys and girls, between 

depression scores of Caucasian boys and girls and 
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between depression scores of Mexican-American boys and 

girls? 

4) Is there a significant difference (E < .05) between 

depression scores of students younger than eleven 

years-of-age and children eleven years-of-age and 

older? 

5) Is there a significant difference (E < .05) between 

depression scores of students in the fourth, fifth and 

sixth grade? 

6) Is there a significant correlation (E < .05) between 

gender and depression scores for Mexican-American and 

Caucasian fourth, fifth and sixth grade students? 

Because of the limited research in the area of cross

cultural assessment of depression in youth, no alternative 

hypotheses can be made at this time. 
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CHAPTER 2 

REVIEW OF RELATED RESEARCH 

This chapter will review the literature regarding 

childhood depression. The term "childhood depression" will 

be discussed and pertinent diagnostic criteria will be 

addressed. Developmental issues which have been 

increasingly highlighted in emerging research will be 

discussed as they relate to depression. Cultural issues 

linked to the manifestation and diagnosis of depression in 

two cultures will be presented. In order to obtain a 

better understanding of the etiology of childhood 

depression, the psychoanalytic, biological, behavioral and 

cognitive paradigms will also be reviewed. Lastly, various 

instruments utilized to asses childhood depression will be 

examined. 

Definition and Diagnostic Criteria for Childhood Depression 

Research in the area of childhood depression became 

more prevalent after it was established that depression in 

adults and children was quite parallel (Kaslow & Rehm, 

1992). Various definitions of "childhood depression" have 

been presented in the literature, leading to some 

controversy regarding "what is" childhood depression 

(e.g., Finch & Saylor, 1984; Kendall, Cantwell & Kazdin, 

1989). Depression, as it applies to adults and children, 
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is a broad term that can be used to indicate a person's 

emotional state, ranging from "normal" to "maladaptive" 

mood that can occur as a reaction to stress, from a medical 

condition, and/or the result of a psychiatric disorder 

(e.g., Kazdin, 1987; Klerman, 1987). 

One source of difficulty in arriving at a clear 

definition of "childhood depression ll has been 

differentiating between "symptom," "syndrome ll and 

"disorder ll \'lhen addressing depression in childhood (e. g. , 

Petti, 1989; cantwell, 1983). For example, Kazdin (1990) 

states that: 

Depression can refer to different characteristics. As 

a symptom, depression refers to sad affect and as such 

is a common experience of everyday life. As a 

syndrome or disorder, depression refers to a group of 

symptoms that go together (p. 121; italics added). 

Depressive symptoms experienced by children, 

adolescents and adults are basically similar, but children 

and adolescent may experience distinct symptoms relative to 

their age (Kaplan & Reich, 1991). For example, symptoms 

for major depressive episodes in pre-pubertal children may 

include somatic complaints such as headaches and 

stomachaches and psychomotor agitation such as pacing and 

tics; adolescents may present with negativistic or 

antisocial behavior, feelings of isolation, and of being 
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unappreciated or misunderstood. Kaplan and Reich (1991) 

stated that grouchiness, sulking or aggression may evidence 

an adolescent's unhappy feelings. 

According to the most widely used diagnostic system in 

the pnited states, the Diagnostic and statistical manual of 

mental disorders, third edition-Revised (DSM-III-R; 

American Psychiatric Association), a certain number of 

criteria must be present for the diagnosis of depression to 

be assigned to a person (American Psychiatric Association, 

1987). Specifically for a diagnosis of Major Depressive 

Episode which applies to adults, adolescents and children, 

at least five of these symptoms need to be present for at 

least a two-week period: 

1. depressed mood or, in children or adolescents, an 

irritable mood 

2. anhedonia 

3. significant weight loss (not due to a voluntary 

diet), or weight gain, or chronic decrease or 

increase in appetite 

4. insomnia or hypersomnia nearly every day 

5. obseryable psychomotor agitation or retardation 

nearly every day 

6. loss of energy or fatigue almost every day 

7. feeling of worthlessness, or excessive or 

inappropriate guilt almost every day 



8. decrease in ability to concentrate, or 

indecisiveness almost every day 

9. recurrent thoughts of death, or recurrent 

suicidal ideation (Reid & Wise, 1989, p. 124-

125) . 
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For a diagnosis of "dysthymia" in adults, at least two 

of the mentioned criteria and depressed mood for a minimum 

of two years is required; for children and adolescents, 

only one year of depressed mood is required in addition to 

the presence of two criteria (e.g., Rapoport & Ismond, 

1990) . In the literature, depression without the presence 

of mania, or unipolar depression, is classified as a major 

depressive episode or dysthymia, depending upon duration 

(e.g., Perry, Frances & Clarkin, 1990). 

The DSM-IV includes the the same depressive symptoms 

listed in the DSM-III-R for Major Depressive Disorder and 

Dysthymic Disorder that were mentioned above. In addition 

to criteria included in the DSM-III-R for Major Depressive 

Disorder, DSM-IV expands on the organic causes for 

depressive symptoms and on the impact of depressive 

symptoms in terms of functioning: 

D. The symptoms are not due to the direct 

physiological effects of a substance (e.g., a 

drug of abuse, a medication) or a general 

medical condition (e.g., hypothyroidism. 



C. The symptoms cause clinically significant 

distress or impairment in social, 

occupational or other important areas of 

functioning (p. 327). 
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For dysthymia, the DSM-IV criteria also expand on the 

impact of depressive symptoms in terms of functioning (see 

"c" above). 

As in the DSM-III-R, the DSM-IV includes criteria that 

pertain to children and adolescents (i.e., one-year 

duration of symptoms for the diagnosis of dysthymia). The 

DSM-IV has added specific culture features related to Major 

Depressive Disorder. In essence, varying presenting 

complaints in diverse ethnic groups are illustrated and 

clinicians are encouraged to take into consideration an 

individual's cultural background when diagnosing 

depression. 

Comorbidity and Masked Depression 

"Comorbidity" refers to the presence of other 

psychiatric diagnoses which can complicate a particular 

diagnosis as well as the treatment of the disorder (Kovacs, 

1989). Among the other diagnoses frequently given when 

children and adolescents present with depressive 

symptomatology, there are the following: attention deficit 

hyperactivity disorder, conduct disorder, anxiety disorders 

(school refusal being the most common), and eating 
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disorders (Garfinkel, 1986). Two of the more common 

comorbid conditions that accompany childhood and adolescent 

depression are anxiety disorders (e.g., Kovacs, 1989; 

Schmidt & Blanz, 1989) and conduct disorders (Kovacs, 

1989). 

In a study that assessed depression in 60 children and 

65 adolescents using a semi-structured interview, 

separation anxiety was found in addition to depression in 

approximately one half of the total number of youth of 

varying age and gender; the combination of depression with 

anxiety resulted in more severe depression (Mitchell, 

McCauley, Burke & Moss, 1988). Conduct disorder was also 

found in addition to depression in a small number of 

preadolescent boys. 

In past years, it was assumed that children with mixed 

behavior disorders would be more impaired; however, in a 

study by Woolston, Rosenthal, Riddle, Sparrow, Cicchetti 

and Zimmerman (1989) that compared inpatient children with 

behavior disorders to inpatient children with behavior 

disorders plus affective or anxiety disorders these latter 

findings were not found. Instead, the results indicated 

that the children with behavior and affective or anxiety 

disorders displayed more age appropriate skills in the area 

of daily living skills. Further research, however, is 

needed in this area to determine if similar findings occur 
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with children who have affective disorders plus 

difficulties in school, or with children who have specific 

developmental delays. 

The concept of "masked depression" was described by 

cytryn and McKnew (1972) as a distinct type of depression 

in children that is difficult to recognize in terms of its 

manifestation. According to cytryn and McKnew, although 

depression may be the primary diagnosis for a child, it may 

be concealed by external behaviors, such as hyperactivity, 

aggressiveness, school failure, delinquency and 

psychosomatic symptoms. Depending upon the child's stage 

of development, the external behaviors may differ (Cytryn, 

McKnew & Bunney, 1980). 

Kovacs and Beck (1977) state that the term "masked 

depression" is not necessary in the field of childhood 

depression. They also state that this term can be 

misleading, concluding that 

... concepts such as masked depression in childhood are 

unnecessary. The concept seems to have no clinical or 

heuristic significance and essentially signifies: 

(1) events that initiate referral, or 

(2) manifestations of a psychological disturbance 

acceptable or appropriate to that age category (p 11). 

Another argument against the use of the concept of 

"masked depression" states that: (1) due to children'S 
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behavior throughout development, the majority of children 

could be erroneously labeled as depressed according to this 

concept, (2) there is no clear-cut cause-effect 

relationship between depression and behavior problems 

( e.g., depression can lead to delinquency, but delinquency 

can result in depression as well), and (3) the existence 

of more than one diagnosis in children is viable (Clarizio, 

1984) . 

Unlike comorbidity or differential diagnosis, the 

concept of "masked depression" has not been supported in 

the literature (e.g., Di Giusseppe, 1986; Kaslow & Rehm, 

1991). Cytryn, McKnew and Bunney (1980) have also stated 

that a child's symptoms of anxiety and character 

disturbances can be regarded as ancillary to a primary 

diagnosis of depression or as "an integral part of the 

depressive picture rather than a mask" (p. 23). Finally, 

the concept of "masked depression" has not been included in 

the DSM system (Clarizio, 1984). 

Diagnostic systems 

The first Diagnostic and statistical manual of mental 

disorders (American psychiatric Association, 1949) was 

originally developed from and is still congruous with the 

ninth edition of the International Classification of 

Diseases (ICD-9), published by the World Health 

Organization (Reid & Wise, 1989). Although childhood and 
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adolescent disorders and subtypes are included in DSM-III

R, there is still debate in the literature as to whether 

childhood depression is a discrete diagnostic entity 

(Kazdin, 1989b; Seifer, Nurcombe, Scioli, & Grapentine, 

1989). Seifer and his colleagues (1989) found that when 

empirically analyzing diagnostic criteria for childhood 

depression in a sample of 284, 6 to 11 year-old subjects, 

DSM-III-R criteria for childhood depression were not 

convincingly met. 

According to Cytryn, McKnew and Bunney (1980), 

childhood depression can be validly diagnosed according to 

the DSM system criteria. Since childhood depression 

symptomatology was found to parallel adult symptoms for 

depression, this strengthened the validity of the DSM 

system diagnostic criteria, along with developmental 

considerations also included for childhood depression. 

contrary to the findings reported by Cytryn, McKnew and 

Bunney (1980), Werry, Methven, Fitzpatrick and Dixon (1983) 

found that some but not all major categories of the DSM 

system were of high or acceptable interrater reliability 

for the diagnosis of childhood disorders. In addition, 

subcategories throughout the DSM system were found to vary 

in reliability. 

Werry et al. (1983) recommend that further research is 

needed in order to design better diagnostic data gathering 
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techniques for childhood disorders and to further 

investigate the reliability and validity of the DSM system. 

Because the Werry et al. study was performed at a 

children's psychiatric inpatient clinic, they suggested 

that further research be conducted to replicate their 

findings. 

Although the nSM system has included several 

improvements in the area of childhood disorders, schools 

cannot benefit from this diagnostic system since it is not 

used within school districts; rather, schools use their own 

diagnostic system established under Public Law 94-142 

(Clarizio, 1984). For the diagnosis of childhood and 

adolescent emotional disorders, Reynolds, Gutkin, Elliot, 

and witt (1984) state that in PL 94-142: 

(8) "Seriously emotionally disturbed" is defined as 

follows: 

(i) The term means a condition exhibiting one or 

more of the following characteristics over a long 

period of time and to a marked degree, which 

adversely affects educational performance: 

(A) An inability to learn which cannot be 

explained by intellectual, sensory, or health 

factors; 



(B) An inability to build or maintain 

satisfactory interpersonal relationships with 

peers and teachers; 
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(C) Inappropriate types of behavior or feelings 

under normal circumstances; 

(D) A general pervasive mood of unhappiness or 

depression; or 

(E) A tendency to develop physical symptoms or 

fears associated with personal or school problems 

(p. 428). 

The 1992 updated criteria for diagnosing emotional 

disorders in youth in the schools are identical (see 

Individuals with Disabilities Education Act, 1992). From 

the definition of depression (D above), one can see that it 

is very general and that it does not include any concept of 

time that a symptom of depression has been observed 

(Clarizio, 1984). Therefore, Clarizio states that this 

federal educational classification system is inadequate for 

the diagnosis of childhood depression. Furthermore, each 

state within the United states can define its own methods 

for the identification of handicapped children. 

Developmental Considerations 

Although in the literature there is no clear-cut 

categorization for developmental stages when describing 
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depressive symptomatology in children, it appears that the 

general consensus is that developmental differences can 

provide valuable information in the assessment of 

depression (e.g., Kazdin, 1987, 1988). Because children's 

manifestation of depression can differ at distinct stages 

of development, a child's age can provide significant 

guidelines in the assessment of depression (Venzke, Farnum 

& Kremer, 1987). 

In order to facilitate the description of childhood 

depression in terms of developmental stages, Golden (1981) 

placed childhood depression into three distinct age 

categories: from birth to age five, ("early"), from ages 

six to eight, ("middle"), and from ages nine to 12, 

("late"). In adolescence, the classification of depression 

into distinct age categories is more difficult because 

there are age groups comprised of pre-pubertal adolescents 

and adolescents who have already passed puberty (Rutter, 

1986). When the term "adolescence" is used, it can 

sometimes include 12-year-old youths (e.g., Kovacs & 

Gatsonis, 1989), or 13 year-olds (e.g., Mitchell, McCauley, 

Burke & Moss, 1988). 

According to McConville, Boag and Purohit (1973), 

children in different age groups experience depression in a 

different manner, depending on cognitive development and 

ability to verbalize their emotions. In a study that 
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attempted to distinguish between depressive phenomena 

experienced by youth according to age, 75 inpatient 

children were divided into three groups: 6-8 year-olds, 8-

10 year-olds and 10-13 year-olds. The results indicated 

that the youngest group of children experienced 

significantly more "affectual" depression, characterized by 

expressions of sadness, helplessness and hopelessness. The 

middle group experienced significantly more "thought

feelings" type of depression characterized by a permanent 

perception of negative self-esteem, which is verbalized. 

The third and oldest group experienced significantly more 

feelings of guilt, which McConville, Boag and Purohit 

(1973) associated \'lith adult depression; "guilt" depression 

increased after age 11. In general, "affectual" depress ion 

was observed to decrease with age, while "thought-feelings" 

and "guilt" depression increased with age. 

A study that used earliest childhood memories to 

predict depression suggests that perhaps certain 

developmental stages are more vulnerable to depressive 

moods (Acklin, Sauer, Alexander, & Dugoni, 1989). 

Depressive moods attributed to development have not been 

established as equivalent to clinical depression. 

According to Acklin et al. (1989), further research is 

needed with clinically depressed children in order to 

examine depressive moods in relation to development. 
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According to Digdon and Gotlib (1985), the assumption 

that it is possible to understand childhood and adolescent 

depression in terms of adult disorders is not necessarily 

correct. What can be normal at one age, such as frequent 

crying in a 2-year-old, cannot be considered normal in a 

20-year-old. Specifically in children, then, the symptoms 

for depression change at different ages. By nature, 

children's moods are more cheerful than adults', so mild 

sadness in children-may really represent more profound 

depression than what is apparent (Weller & Weller, 1985). 

Children can exhibit depressive behavior in different ways 

during different developmental stages (cytryn & McKnew, 

1974; Leon, Kendall, & Garber, 1980). Because of 

developmental issues, one cannot describe nor evaluate 

symptoms of depression for children and adults in exactly 

the same manner (e.g., Lefkowitz & Tesiny, 1985; Weller & 

Weller, 1985). In fact, Kovacs (1989) states that 

depression and related affective disturbances are not part 

of normal development nor are they a phase that children 

and adolescents go through and typically outgrow. Because 

of the differences in emotional development that children 

experience at distinct stages of development, it may be 

necessary to establish specific developmental stage 

symptomatology for the accurate diagnosis of childhood 

depression (e.g., Leon, Kendall, & Garber, 1980). 
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Mexican-American and Native American Cultures 

Depression has been found cross-culturally to differ 

in terms of symptomatology (e.g., Timpson, McKay, 

Kakegamic, Roundhead, Cohen & Matewapit, 1988; Marsella, 

1980). In addition, different causes and consequences 

across cultures have been reported for similar 

manifestations of depression (e.g., Marsella, Sartorius, 

Jablensky, & Fenton, 1985). In reviewing the literature, 

however, few studies were found that focused on the cross

cultural aspects of depression in children and adolescents. 

The vast majority of research in this area involves adult 

populations. The following section addresses culture

specific beliefs or traditions in the Mexican-American and 

Native American cultures that have been associated with 

depression as it is understood in the mainstream clllture. 

Mexican-Americans 

Early research on the Mexican-American culture 

suggested that the people of this culture were primarily 

externally oriented with respect to locus of control 

(e.g., Mirowsky & Ross, 1984; Phares, 1976). Because an 

external locus of control was also found to correlate 

positively with distress and depression, the Mexican

American population was also expected to be more distressed 

and depressed (Phares, 1976). However, this view was not 

been supported in the research literature (see, for 



example, Mirowsky & Ross, 1984). In fact, the research 

showed that when compared to Caucasian children, Mexican

American children did not differ in terms of locus of 

control (Buriel, 1985/1990). 

Munoz (1987) included lIunnecessary suffering ll as an 

important cultural variable in the Mexican-American and 

Hispanic population. Unnecessary suffering referred to 

added unhealthy grief over the death or loss of a loved 

one. When comparing depression between Caucasians and 

Mexican-Americans, it was found that Mexican-Americans 

reported more hostility, hyperactivity, crying and 

sleeplessness (Marsella, Sartorius, Jablensky & Fenton, 

1985). For Caucasians, feelings of guilt, psychological 

and physical retardation were more frequently expressed. 
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Assessment studies with adults in central California 

that compared the severity of depression between bilingual 

Mexican-Americans, monolingual Spanish-speaking Mexican

Americans and Caucasians found that monolingual Mexican

Americans were the most depressed of these three groups 

(see Griffith, 1983). The results also showed that there 

were socioeconomic differences between the groups as well 

as significant differences in the level of acculturation. 

In another study that measured acculturation and depression 

in Mexican-Americans who were 60 years-of-age or older, it 

was found that those subjects with the lowest level of 
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acculturation had the highest levels of depression 

(Zamanian, Thackrey, starrett, Brown, Lassman & Blanchard, 

1992). In addition, lower levels of depression were found 

for both the acculturated and bicultural groups. 

Native Americans 

When the rate of depression is compared between the 

general population in the United states and Native American 

groups, the rate of depression for Native Americans has 

been reported to be between four to six times higher 

(Manson, Shore & Bloom, 1985). These findings, however, may 

be due to the fact that behaviors considered clinically 

significant by the mainstream U.s. population may be 

construed as acceptable behaviors within Native American 

populations (Spaulding & Balch, 1985). In support of this 

latter point, Shore and Manson (1981) reported that amongst 

different groups of Native Americans, the cultural 

characteristics related to depression tended to vary. 

One recent practice that has exacerbated the level of 

stress for Native Americans has been their relocation to 

urban areas (LaFromboise & Low, 1989). Because the 

traditional extended family network is disrupted by 

relocating, alienation often ensues. According to 

LaFromboise and Low (1989), another source of conflict for 

Native American youth is the impact of living 

simultaneously in two dissimilar cultures. Traditionally, 
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Native American families have tended to practice their own 

religion, speak their own language and hold on to their own 

beliefs and cultural values. Individual competitiveness, 

which may be discouraged among Native Americans, may cause 

difficulties in the public school system. According to Red 

Horse, (1983), Native American children are encouraged to 

be independent, and a democratic childrearing system is 

taught in Native American homes; conflict with these 

practices may be a cause of depression in Native American 

school-age children who attend public schools. 

One of the stereotypes associated with Native 

Americans is that they function according to an external 

locus of control (Trimble & Richardson, 1983). This 

stereotype is a result of the assumption that Native 

Americans believe in superstition, luck and fate and that 

they willingly allow external environmental forces to 

control their lives. personality testing with the Rosebud 

Sioux provided preliminary identification of an inherent 

internal locus of control (both power and responsibility) 

for a majority of members of this group, regardless of the 

reality of their lives (Dana, Hornby, & Hoffman, 1984). 

Testing results obtained from a sample of 91 Rosebud sioux 

suggested that the sense of powerlessness, uncontrollable 

external social forces and helplessness in their everyday 

living indicated an external locus of control only for a 
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minority of the sample. According to Trimble and 

Richardson (1983), more research is needed in order to 

present evidence to prove or disprove the role of external 

locus of control in the lives of Native Americans. 

Assessment of Minority Children 

Gibbs and Huang (1989) emphasize that when assessing 

minority children and youth, the cultural uniqueness of 

every individual needs to be considered. Although an 

individual's ethnic background information can be useful 

for psychosocial assessment, unique traits and 

circumstances must be carefully evaluated. 

According to Jones and Thorne (1987), one should not 

overlook a person's experience as an essential element when 

assessing culturally diverse individuals. If background is 

not sufficiently weighed when assessing a culturally 

diverse client, then assessment results may not yield 

accurate or valid information (Schwebel, 1990). When 

describing the culturally different, Vandecreek and Merrill 

(1990) specify that: 

The term culturally different is often used for people 

who may be identified as different on the basis of 

overt physical characteristics, such as skin color or 

facial features; social and economic status, or ethnic 

heritage. It is more accurate to think of culture as 

consisting mostly of internalized values and beliefs, 
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or emotional and mental qualities. Culturally 

different individuals do not necessarily have overt 

physical characteristics or identifiable ethnic 

heritages that distinguish them from the dominant 

culture group. The culturally different individual is 

defined as one who has internalized values and beliefs 

about the world that are different from those of the 

dominant culture. The assumption that every member of 

a racial group is culturally different from the 

middle-class White majority is as mistaken as the 

assumption that every minority individual is the same 

as the majority. Either assumption can lead to 

discrimination and prejudiced or inappropriate 

treatment (p. 196; italics added). 

Following this same logic, Lopez and Hernandez (1987) 

emphasized the importance of correctly classifying 

individuals according to their own perception of 

affiliation with the majority culture or other minority 

group. Martinez (1988) recommended asking about reasons 

for immigration in order to obtain an estimate of a 

client's self-concept. 

In the assessment process of Mexican-American children 

and adolescents, Ramirez (1989) stressed the importance of 

the parent/child dyad in the Mexican-American family 

structure and the child or adolescent's level of 
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acculturation. In addition, Ramirez (1989) emphasized the 

importance of the hierarchies within the family structure 

to understand how a child or adolescent functions within 

his or her family system. 

Cross-cultural Diagnosis 

Diagnosis of depression has been found to differ from 

country to country and even within countries (Baskin, 

1984). What one group of mental health professionals would 

define and diagnose as "mental illness" may be considered 

"normal" by other professionals. When using established 

diagnostic systems such as the Diagnostic and Statistical 

Manual of Mental Disorders (DSM) system to diagnose 

disorders of culturally different children, cohen (1986) 

recommends that the mental health provider take into 

account the superimposed cultural content that can 

influence the diagnostic process. 

Among Mexican-American mental health clients, for 

example, cultural variables such as religious themes are 

clearly woven into psychopathology (Martinez, 1986). These 

cultural variables can in turn affect a patient's 

diagnosis. In the united states, it is very likely that 

Mexican-American and other Hispanic mental health patients 

are continually misdiagnosed although more research is 

needed to confirm this finding (Abad, 1987). 
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Lopez and Hernandez (1986) found that when mental 

health service providers believed mental problems to be 

cultural in nature, less severity of psychopathology was 

reported. Because of differences in the identification and 

classification of mental illness among culturally diverse 

clients, it seems necessary to examine the validity of the 

DSM system criteria for diagnosing mental illness among 

minority groups (Fabrega, 1990). However, like the 

PL 94-142 diagnostic system, the DSM diagnostic structure 

has not yet been cross-culturally evaluated in a systematic 

way (Westermeyer, 1987a). This also appears to be the case 

with the recently published DSM-IV system (American 

Psychiatric Association, 1994). 

In the area of diagnosis, more cross-cultural research 

is needed to validate categories (Westermeyer, 1987ai 

Alarcon, 1983i Prince & Tcheng-Laroche, 1987). In 

addition, Alarcon suggests that axes IV and V in the DSM 

system needs to be modified for use with Latin American 

patients due to "the evaluation of the socio-economic and 

cultural background of the vast majority of the Latin 

American population, the different degree and even the 

quality of the stressors, and the peculiar means of 

adjustment to such stressors and to their surrounding 

circumstances, such as length of exposure, social networks, 

and culturally determined beliefs" (p. 104). 
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Although different cultures have been associated with 

specific behaviors and beliefs, universal patterns of 

depression can be found (e.g., Westermeyer, 1987a). During 

diagnosis, Escobar, Karno, Golding, Burnam and Hough (1987) 

have cautioned clinicians concerning the practice of 

"Westernizing" symptoms and/or hidden somatic 

manifestations that may be found in different cultures. 

What Westermeyer recommends for using the DSM system 

with culturally different patients is a thorough and clear 

understanding of symptoms in order to assign a valid 

diagnostic label (Westermeyer, 1987b). Before a cross

cultural patient's diagnosis is finally arrived at, a 

complete physical examination in order to rule out 

biological causes for psychopathology is recommended. 

Theories of Depression 

The models that are utilized to explain depression in 

children and adolescents have been, for the most part, 

models originally developed for the study of adult 

depression (e.g., Clarizio, 1984). Although adult models 

of depression have been productive in terms of attempting 

to understand childhood depression, the literature suggests 

that it is necessary to develop models of depression more 

relevant to children (Kazdin, 1990). According to Kaslow 

and Rehm (1991), it is only currently that the behavioral 

and cognitive theoretical approaches have been adapted to 
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fit children. In the literature, the terms "person" or 

"people" are frequently found when reviewing theoretical 

models for depression (e.g., Costello, 1972; Kaslow & Rehm, 

1991; Abramson, Seligman & Teasdale, 1986) which limits 

adaptation of adult models of depression to children and 

adolescents. Although the emphasis of most theories of 

depression have centered on adults, theories on children 

have emerged in the literature. The following section will 

review the primary models for childhood depression: 

psychoanalytic, biological, behavioral and cognitive. 

Psychoanalytic Model 

According to the psychoanalytic explanation for 

depression in children, depression results from need 

deprivation and frustration related mainly to primary love 

objects (Acklin, Sauer, Alexander, & Dugoni, 1989). Klein 

(cited in Petot, 1982) stated that the infant internalizes 

his or her mother1s image and fears the mother1s loss. In 

addition, the infant also fears the loss of his or her love 

object which the infant also identifies as himself or 

herself. It is the thought of losing this internalized 

image or love object that causes the earliest feelings of 

depression. When placed in a strange environment and among 

strangers, the child between the ages of 12 months to 3 

years will at first protest his or her mother1s absence in 

hopes of recovering the mother (Bowlby, 1980). Complaining 



56 

of this nature will normally last for approximately one 

week or perhaps more before despair sets in. When the 

child realizes that his or her mother will not be 

returning, the child's complaints are replaced by 

withdrawal and apathetic behavior. The child is in a state 

of continuing misery and may exhibit bouts of monotonous 

wailing. 

Feelings of sadness resulting from separation from the 

mother during infancy, or anaclitic depression in 

psychoanalytic terms, has been defined by Spitz (cited in 

Kazdin, 1987) as including "several signs of sadness, 

withdrawal, apprehension, weepiness, retarded reaction to 

external stimuli, slowed movement, dejection, loss of 

appetite and weight, and insomnia. Although many of these 

symptoms resemble the clinical picture of adult depression, 

anaclitic depression, as originally formulated, is not 

parallel to affective disorders in adults" (Kazdin, 1987, 

p. 291). 

During the first two years after birth, the mother's 

depressed moods can cause in the child a tendency toward 

depression (Freud, 1977). "What happens is that such 

infants achieve their sense of unity and harmony with the 

depressed mother not by means of their developmental 

achievements but by producing the mother's mood in 

themselves" (Freud, 1977, p. 30). This tendency toward 
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depression, however, may not be noticed in the child until 

many years later and will not become pathological unless it 

is excessive. 

Klein (1975) states that it is typical for small 

children in a melancholic state to shift rapidly and 

frequently from excessive high spirits to a state of 

sadness. Feelings of anxiety and guilt can produce 

depression. Although the depth of a child's sadness is not 

usually acknowledged due to its rapid appearance and 

disappearance, it is assumed to be less acute than the 

sadness of an adult suffering from melancholia. The 

causes for a melancholic state are believed to be the same 

for adults and children, who may exhibit suicidal thoughts 

and tendencies (Klein, 1975). Suicidal tendencies in 

childhood can be exhibited in the form of major and minor 

accidents and self-induced injuries. Suicidal attempts in 

childhood, however, are generally ineffective. 

When discussing childhood depression, Klein emphasizes 

the pervasive themes of hostility and aggression 

(Mendelson, 1974). Aggression is the result of the death 

instinct, or "thanatos", that is part of every person from 

the beginning of life until death. The self-directed 

aggressive energy characteristic of the death instinct is 

turned outward by the infant, who reacts to frustration 

with hostility and sadism. In the stage that Klein labeled 



as the "depressive position" which is the basis for all 

depression, the infant is capable of feeling guilt and 

sorrow when he or she feels threatened by the loss of a 

love-object. 
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During adolescence, there is a mourning process during 

which the adolescent tries to break away from ties with 

parents in order to form new nonincestuous ties with others 

(Pine, 1989). If the adolescent has not gone through this 

normal mourning period, other mourning such as the death of 

a parent will not be possible. Because this normal 

mourning process is part of development in adolescence, 

sadness is to be expected at this stage in the person's 

life. According to Rochlin (1959, cited in Finch & 

Saylor, 1984, p. 207), an individual must reach adolescence 

and experience separation from parents before having the 

ability to perceive true loss and mourning. 

Biological Approach 

Major depressive disorder has been found to be 

inherited (Puig-Antich, Goetz, Davies, Kaplan, Davies, 

Ostrow, Asnis, Twomey, Iyengar, & Ryan, 1989) and children 

of parents affected by major affective disorders are at 

high risk (Beardslee, Bemporad, Keller, & Klerman, 1983; 

Puig-Antich, 1985). In a study by Puig-Antich et al. 

(1989) that compared prepubertal children having major 

depressive disorder with control group children, it was 
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found that children having major depressive disorder tend 

to come from families that experience a high aggregation of 

affective disorders as well as alcoholism. Furthermore, 

the younger the child during the onset of affective 

disorders, the more serious the degree of the disorder 

(Puig-Antich et al., 1989). 

Children diagnosed with attention deficit disorder and 

depression tend to have parents who are also affected by 

depression (Brown, Borden, Clingerman & Jenkins, 1988). It 

was suggested by Brown, Borden Clingerman and Jenkins 

(1988) that discouragement and demoralization symptoms 

experienced by parents influence their childrearing 

practices which tend to be inconsistent. 

When explaining depression, the biological approach 

also includes findings in the fields of neuroscience and 

biochemical pharmacology (Whybrow, Al<iskal & McKinney, 

1984). Causes for depression have been linked to sleep 

patterns, electrolyte imbalance and neuroendocrine 

disorders. According to Trad (1986), most of this research 

has been performed with adults. 

According to Wehr (1988), sleep EEG abnormalities are 

not good indicators for depression because they are 

inconsistent and non-specific. Neuroendocrine systems 

(Wehr, 1988) and rapid eye movement (REM) sleep (McCarley & 

Massaquoi, 1988; Wehr, 1988) are known to respond to sleep 
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manipulations and can therefore produce more valid data in 

the assessment of depression. One of the main symptoms of 

depression according to Wehr, are disturbances in the 

duration, timing and continuity of sleep. "When patients 

are depressed patients generally have difficulty falling 

asleep, have frequent arousals during the night, and awaken 

early in the morning" (Wehr, 1988, p. 143). When waking in 

the morning, depressed patients may feel that they are not 

rested even when they have slept excessively. 

Although sleep abnormalities are a core feature of 

depression, and REM sleep abnormalities in adults appear to 

distinguish depressives from nonspecific insomniacs 

(McCarley & Massaquoi, 1988), Wehr (1988) does not 

recommend using sleep patterns to assess or diagnose 

depression because sleep abnormalities are common not only 

in depression but in many other disorders as well. Gillin, 

Mendelson and Kupfer (1988) further add that data bases 

supporting depression and sleep relationships are sparse 

and that in normal controls, various manipulations during 

sleep can produce depressive-like sleep patterns without 

major mood changes. 

The sleep-wake cycle in adults and children has been 

found to be monitored by prolactin, a substance released by 

the endocrine system. A relationship between REM latency 

and prolactin secretion in depressed patients has been 
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hypothesized (Jarret, Miewald, Fedorka, Coble, Kupfer, & 

Greenhouse, 1987). Results from a study by Jarret et al. 

with adult men and women were not able to demonstrate that 

changes in the sleep electroencephalogram (EEG) occur 

concurrently with the secretion of prolactin during sleep 

in depressed patients. When the REM latency and prolactin 

secretion concentration were measured in depressed patients 

and normal controls, no statistical difference was found, 

suggesting that REM latency and prolactin secretion do not 

take place simultaneously. 

When compared to nondepressed neurotic children and 

normal children, recordings of depressed prepubertal 

children's sleep indicate a longer first Rapid Eye Movement 

Period (REMP) and a lower number of REMPs (Puig-Antich, 

Goetz, Hanlon, Tabrizi, Davies, & Weitzman, 1983). When 

reassessed after treatment, recovered drug-free prepubertal 

depressives exhibit a short first REMP latency and a higher 

number of REMPs. These findings suggest that sleep 

patterns in prepubertal children can indicate the presence 

of depression. However, REM abnormalities are not observed 

during an episode of major depression in prepubertal 

children (Puig-Antich, 1985). 

It has also been found that depressed prepubertal 

children whose depression is endogenous secrete less growth 

hormone than nondepressed children as a response to insulin 
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injections both during depressive episodes and after 

recovery (Puig-Antich, Tabrizi, Davies, Goetz, Chambers, 

Halpern, & Sachar, 1981; Puig-Antich, Novacenko, Goetz, 

Corser, Davies, & Ryan, 1984). Unlike cortisol and 

prolactin levels that were not observed to yield stable 

measurements as markers of depression in response to 

insulin, measurement of growth hormone levels was stable 

(Puig-Antich et al., 1984). Testing prepubertal children 

with endogenous major depression for hyposecretion of 

growth hormone with insulin injections, then, can be a 

useful indicator of depression in the assessment process 

(Puig-Antich et al., 1984). 

The Dexamethasone Suppression Test (DST) has been 

found effective in identifying endogenous unipolar 

depression in adults (Zhou, Shen, Shu, & Lo, 1987). This 

test consists of administering oral dexamethasone and then 

measuring plasma cortisol levels, which have been found to 

be higher in unipolar depressed patients than in normal 

controls. If cortisol levels are not lowered, there is an 

indication of faulty endocrine function. Cortisol 

hypersecretion, or a positive response to the DST, has been 

linked to depression (Trad, 1986). 

Although the DST has been widely researched with 

adults (e.g., Weller & Weller, 1985), research with 

children is scarce even though the DST appears to be a 



valid marker for depression in prepubertal children 

(Weller, Weller, Fristad, & Preskorn, 1984). 
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For example, in a study that explored the relationship 

between the DST and depression in prepubertal children, 

Poznanski, Carroll, Banegas, Cook and Grossman (1982) 

reported that it is possible to consider the DST as a 

diagnostic tool in the assessment process of childhood 

depression. However, because typical characteristics of 

endogenous depression found in adults are more difficult to 

identify in children than in adults, special precautions 

should be taken. More research is needed to determine 

whether cortisol levels return to normal after treatment 

for depression (Weller, Weller, Fristad, & Preskorn, 1984). 

Behavioral Approach 

The generalized apathy toward the environment and/or 

the diminished frequency of various behaviors associated 

with a depressive state have been interpreted in learning 

theory terms as a reduction of reinforcement potency 

(Costello, 1972). In the process that results in 

depression, costello (1972) explains that a chain of 

behaviors builds up and the chain as a whole depends on 

reinforcement effectiveness. When the chain of occurrences 

is broken and positive reinforcement is not received, or 

when positive reinforcement is not received after the 

completion of a chain of occurrences, depression ensues. 
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Like Costello, Ferster (1973) states that depression 

implies a decrease in the frequency of positive 

reinforcement after behavior. It is during childhood that 

a person learns about his or her environment and positive 

reinforcement through the relationship with the mother. In 

daily and routine activities such as feeding, a child 

becomes aware of success, failure and variations in his or 

her environment. Depression in a child generally results 

when the parent does not consistently provide the child 

with positive reinforcement. 

Lewinsohn's behavioral theory of depression is similar 

to Ferster's in that there is also an attribution of the 

onset of depression to a reduction of positive 

reinforcement in the person's environment (Lewinsohn, 

1986). According to Lewinsohn, depressed people tend to 

frequent environments that do not offer the possibility of 

obtaining positive reinforcement. Even if a depressed 

individual receives positive reinforcement, what he or she 

does immediately afterwards is crucial in determining 

maintenance of a depressive state. Lewinsohn states that 

one of the obstacles in conducting studies based on a 

behavioral approach to depression is that there is no valid 

instrument for assessing responses to possible reinforcing 

situations. 
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In a study that investigated self-reported symptoms of 

depression in children, it was found that depressed 

children recall positively reinforced behavior less well 

(Whitman & Leitenberg, 1990). When responses of depressed 

and nondepressed children from fourth through sixth grades 

were compared, depressed children were not found to 

remember negative situations better than nondepressed 

children. Memory for recall of events was also found to be 

equivalent for both groups. Recall of correct responses 

was significantly higher for nondepressed children. 

Because specific forgetting of positively reinforced 

situationi was significant, the implications for academic 

achievement and maintenance of depressive symptoms are 

noteworthy. According to Whitman and Leitenberg (1990), 

however, replication of these studies, as well as 

additional research with depressed children are needed, 

making sure that clinically depressed children are being 

studied. 

Cognitive Approach 

"Locus of control" refers to the expectations that a 

person has with respect to his or her ability to control 

their environment (Phares, 1988; 1976). Internal control 

suggests that an individual believes that he or she 

controls the events in his or her life and external control 

implies that events in the environment control the 
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individual's life. According to Phares, an external locus 

of control generally results in depression. The 

relationship between an external locus of control and 

depression has also been found in depressed children 

(Mullins, Siegel, & Hodges, 1985). 

Locus of control, social class and ethnicity have 

consistently been found to be correlated (Phares, 1976). 

Low socio economic status has been related to "relatively 

little access to significant power, social mobility, 

opportunity or material advantages" (p. 151). Individuals 

who belong to groups of low socio economic status tend to 

produce high external scores. Therefore, people who belong 

to low social class ethnic groups and who perceive no 

control over their lives will tend to generate high 

external scores and will be more depressed (Lefkowitz, 

Tesiny, & Gordon, 1980; Phares, 1976). 

Learned helplessness, which incorporates locus of 

control, is a mixture of the behavioral and cognitive 

approaches (e.g., Seligman, Abramson, Semmel, & von Baeyer, 

1979). One of the main tenets of learned helplessness is 

that when a person learns that he or she has no control 

over outcomes or expectations, helplessness results in the 

form of cognitive, motivational and emotional deficits. 

Because of this lack of control over outcomes, a person 

will take longer to initiate voluntary responses, will 
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overlook the fact that certain responses produce certain 

outcomes and will reduce production of responses that would 

normally result in a certain outcome. 

Although the theory of learned helplessness grew out 

of research with animals, it can be used to explain 

depression in humans (e.g., Miller, Rosellini & Seligman, 

1986). Specifically, learned helplessness explains 

reactive depression, which is caused by environmental 

events external to the person which are perceived to be 

uncontrollable. According to Seligman and Peterson (1986), 

this explanation for depression appears to be valid for 

both adults and children. 

Diener and Dweck (1980) defined helpless fourth, fifth 

and sixth graders as children who did not learn from their 

success but dwelled on their present and future failure. 

In addition, these children did not recognize their success 

in any situation but remained constantly pessimistic 

regardless of the circumstances. contrary to this, mastery 

oriented children were constantly optimistic and used their 

success as a source of motivation; they did not fully 

acknowledge failure. 

In order to further explain the effects that 

perceived uncontrollability of events has on adults, the 

concepts of "stable" or "unstable" causes and "global" or 

"specific" situations were added to the theory of learned 
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helplessness (Abramson, Seligman & Teasdale, 1978). The 

resulting new theory is known in the literature as th~ 

reformulated theory of learned helplessness. In the 

reformulated theory of learned helplessness, the 

explanation for negative events was attributed to 

combinations of internal or external causes, stable or 

unstable causes, and global or specific situations. 

Depression was associated with both the occurrence of 

uncontrollable negative events and internal self-blame for 

the occurrence of negative events (Peterson & Seligman, 

1984). Independent of each other, negative environmental 

events or internal self-blame do not result in depression. 

Following the general trend in depression studies, 

research investigating the reformulated learned 

helplessness theory was typically performed with adults 

until Seligman, peterson, Kaslow, Tanenbaum, Alloy, and 

Abramson (1984) conducted the first study with children, 8 

to 13 years old. In previous research with adult subjects, 

depressed individuals had reported an internal explanatory 

style and nondepressed subjects an external explanatory 

style. The same results were found in the study by 

Seligman et al. (1984) with depressed and nondepressed 

children. When the attributional style of depressed 

children was identified as being internal, it was possible 

to predict the onset of depressive symptoms. It was 
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concluded from this study that an internal explanatory 

style may be a marker for predicting depressive symptoms in 

children. 

Bodiford, Eisenstadt, Johnson and Bradlyn (1988) found 

similar results when comparing depressed children to 

depressed adults. Negative outcomes were ascribed to 

internal, stable and global factors by both adults and 

children, and positive outcomes were attributed to 

external, unstable and specific factors. Bodiford et al. 

(1988) recommended the development of a standardized 

instrument to measure learned helplessness in children. 

According to Beck (1967), one begins to acquire a 

negative self-concept in childhood. This negative self

concept can eventually become an integral part of a 

person's cognitive outlook on life if it is not destroyed. 

A depressed person sees himself or herself as inadequate 

and lacking in many attributes, even though this may be 

contrary to reality (Kovacs & Beck, 1977). "Examples of 

negative (or self-diminishing) self-concepts are 'I am 

weak', 'I am inferior', 'I am unlovable' and 'I can't do 

anything right'" (Beck, 1967, p. 276). An individual's 

negative self-esteem formed by a negative self-concept, a 

negative view of the world and the future can trigger 

depression. 
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Depressed people are also afflicted by thoughts of 

self-reprimand and take the blame for negative outcomes 

with9ut reason. Depression can also be activated by 

negative circumstances such as the loss of a loved one 

(KOV~CS & Beck, 1977). Rigid and perfectionist people are 

more predisposed for depression because they are not able 

to cope with disillusionment in life. 

Beck's theory of depression may also be seen as a 

circular feedback model, going back and forth between 

emotions and cognition (Beck, 1977). It applies to both 

adults and children, and studies with both populations can 

be set up in a similar fashion. In summary, Beck's 

cognitive theory of depression states that depressed 

individuals think in a distorted, hopeless, failure driven 

fashion. Beck suggests that it would be interesting to 

combine his theory for depression with Piaget's theory of 

cognitive development in order to further comprehend 

childhood depression. It is also necessary to examine how 

parent-child interactions can feed a depressive state of 

mind. 

In a study that examined childhood depression in terms 

of adult cognitive theories of depression, Sacco and Graves 

(1984) supported Beck's theory for depression. Children 

between 9 and 11 years-of-age who were depressed scored 

lower when performing on interpersonal problem-solving 
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tasks. When depressed children compared themselves to 

their peers, they believed that their execution was 

inferior. Similar results were reported by Meyer, Dyck and 

Petrinack (1989) when depressed and nondepressed 

schoolchildren from 9 to 13 years-of-age were given a 

picture arrangement task. The task was designed after the 

Picture Arrangement sUbtest from the Wechsler Intelligence 

Scale for Children Revised. Once again, depressed children 

revealed feelings of inferiority and failure when 

explaining task performance and when comparing themselves 

to other children. Failure was attributed to a lack of 

personal ability. Contrary results have been found in 

studies with adult subjects, where individuals with 

depressive symptoms did not display distorted perceptions 

of environmental feedback (Coyne & Gotlib, 1983). 

Assessment Techniques 

In the assessment process of childhood and adolescent 

disorders, the interview with the child or adolescent is 

crucial since it allows for the gathering of unique 

information about the child or adolescent's world that will 

directly impact treatment (Greenspan, 1981). According to 

Chambers et al., (1985) the play interview and behavioral 

observations do not suffice when assessing childhood 

depression. The play interview does not provide systematic 

symptom assessment and behavioral observation cannot detect 
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intrapsychic psychopathological symptoms, so another 

technique is required. Because it has been found that 

direct symptom-oriented interviews with children are 

reliable and stable, direct interviews with children can be 

used reliably (Reynolds & Graves, 1989). 

Kazdin (1989a) recommends that when assessing 

childhood depression, one must not only assess the child, 

but the child's environment as well. If the child's 

parents are having problems or have a psychopathological 

disorder, this may cause the child's behavior and/or 

depressed state (Kazdin, 1989b). In addition, each child's 

unique social structure needs to be examined. An effective 

delivery of mental health services also takes into 

consideration the patient's native language (Padilla et 

al., 1991). 

During the clinical interview, Greenspan (1981) 

recommends that the clinician not interfere with a child's 

manner of communication, whether it is verbal or nonverbal; 

objective observation of the child's affect and themes is 

critical. Weller and Weller (1985) encourage the use of 

simple and concrete language for both written and verbal 

questions as well as age-relevant questions. Although it 

is considered good practice to use multiple informants in 

the assessment process with children, Weller and Weller 



emphasize the importance of considering the child as the 

primary informer. 
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Parents are usually one of the main sources of 

information in a child's assessment process. However, data 

obtained from parents should be validated through the use 

of several assessment methods to insure accuracy, since 

parental psychopathology, especially parent depression and 

anxiety, can bias child evaluations (Kendall, Cantwell, & 

Kazdin, 1989). Specifically, in the assessment of 

depression in children by depressed parents, it has been 

found that there is low agreement between parent and child 

reports (Angold et al., 1987). In a study that compared 

child, mother and father reports of depressive 

symptomatology in children, inter informant agreement was 

low (Ivens & Rehm, 1988). The lowest agreement was between 

child and father and the highest between mother and father. 

When comparing child, parent and teacher reports of 

childhood depression, low consistency was found between 

parent and teacher reports (Leon, Kendall, & Garber, 1980; 

Tesiny & Lefkowitz, 1982). More inattention-passivity for 

depressed children is r~ported by teachers. In a study 

that compared parent, teacher and child reports of 

children's depressive symptomatology, the strongest 

relationship was found to be between the child's 2 self

report measures (Reynolds, Anderson & Bartell, 1985). 



Hoier and Kerr (1988) emphasize the importance of 

obtaining information outside the family when assessing 

childhood depression. Because teachers and peers observe 

and interact with a child on a daily basis, much can be 

gleaned by pooling different reports. Furthermore, 

children may behave distinctly when in different 

environments and/or with other people. Therefore, 

multisource and multisetting assessment is recommended 

(e.g., Reynolds, Anderson & Bartell, 1985). 

Instruments for the Assessment of Depression 
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There are numerous instruments available to assess 

childhood and adolescent depression (see Kazdin, 1990). 

Some are diagnostic interviews that involve the parents 

and/or child as sources of information; others rely on 

information from teachers or peers. studies, however, 

utilizing teachers as the main source of information are 

rare (Hoier and Kerr, 1988). other instruments are more 

objective in the sense that their format consists of 

multiple choice questions and/or ratings to be done by the 

child. Clinical interviews and self-report inventories are 

the two most widely utilized assessment techniques in the 

assessment of childhood and adolescent depression (Kazdin & 

Petti, 1982). When using self-rating scales, it is the 

child who evaluates the existence of symptoms and severity 

of his depression (Kovacs, 1981). What follows is a review 



of some of the most commonly utilized and researched 

instruments for the assessment of childhood depression. 

Interview Instruments 
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One of the main clinician-based diagnostic interviews 

used in the assessment of childhood and adolescent 

disorders including depression is the The Schedule of 

Affective Disorder and Schizophrenia for School Aged 

children, (K-SADS) which is analogous to the Adult Schedule 

of Depressive Disorders (SADS) (Ambrosini, Metz, prabucki, 

& Lee, 1989). The K-SADS is a diagnostic instrument for 

the semistructured interview of children and adolescents 

6-17 years-of-age and takes approximately three hours to 

administer: one and one-half hour with the child and one 

and one-half hour with the parent (Chambers et al., 1985). 

Both the K-SADS and the K-SADS-R, its latest revised 

version, contain multiple items for affective, conduct, 

anxiety and psychotic disorders. The K-SADS is 

administered to children after an initial interview with 

the parents to obtain information regarding the evolution 

of the child's disorder and the severity of symptoms. 

Information obtained from parents aids the interviewer 

during the session with the child. 

The Schedule of Affective Disorder and Schizophrenia 

for School Aged Children Revised (K-SADS-R) is a 1988 
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revised form of the Adult Schedule of Affective Disorders 

and Schizophrenia (K-SADS) which more clearly parallels the 

DSM (see Diagnosis) diagnostic subtyping (Ambrosini, Metz, 

Prabucki, & Lee, 1989). In order to achieve more 

equ~valence with the DSM-III-R, the anxiety, behavioral and 

affective disorder sections were revised. 

The Diagnostic Interview for Children and Adolescents 

(DICA-R) is a structured interview that can be utilized to 

assess approximately 18 distinct DSM-III-R categories, 

including major depressive disorder and dysthymic disorder 

(Reich, WeIner & Herjanic, 1988). The DICA-R is based on 

earlier versions of the DICA, which has been continually 

researched and revised (WeIner et al., 1987). It can be 

administered to children and adolescents between 7 and 17 

years-of-age. In contrast to the K-SADS which allows the 

interviewer flexibility in terms of asking as many 

questions as necessary in order to obtain information to 

formulate a diagnosis, the response to DICA-R items is in a 

"yes" "no" format (Herjanic & Reich, 1982). Similarly to 

the K-SADS, the DICA interviews both the parent and child. 

In a study that compared the K-SADS and the DICA, 30 

inpatient children between 8 and 12 years-of-age and their 

parents were administered both instruments within 48 hours 

of admission (Carlson et al., 1987). In this study, it was 

found that both instruments could detect affective 
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disorders equally well. In addition, they both had a 

tendency to overdiagnose psychopathology. Overall, it was 

concluded that more research is needed in order to further 

examine the validity of structured interviews. 

When utilizing interview instruments with children and 

adolescents, it has been found that reliability of reported 

symptoms is lowest for children in the 6-9 years-of-age 

range (Gutterman, O'Brien & Young, 1987). Reliability of 

symptoms increases after ten years-of-age. Additional 

research with structured interviews is needed in order to 

establish validity of diagnoses assigned to children and 

adolescents (Young et al., 1987). 

Projective Techniques 

In psychoanalytic assessment, projective techniques 

are generally used (Kazdin, 1989b). Samples of fantasy 

that reflect an individual's personality can be obtained by 

using instruments such as the Thematic Apperception Test 

(TAT; Obrzut & Boliek, 1986). If a child is between 3 and 

10 years-of-age, obrzut and Boliek recommend using the 

Children's Apperception Test (CAT) in order to elicit 

projective material that can be interpreted to identify a 

child's needs, desires and conflicts. The CAT uses cards 

with animal illustrations instead of people, since children 

appear to relate more easily to animal representations. 

When using fantasy in assessment, depressive themes that 
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commonly surface include mistreatment, thwarting, blame or 

criticism, loss and abandonment, personal injury, death and 

suicide (Cytryn & McKnew, 1974). TAT and CAT cards should 

be selected related to information gathered during the 

initial interview with the child or adolescent (Obrzut & 

Boliek, 1986). 

The Roberts Apperception Test for Children (RATC; 

McArthur & Roberts, 1982) was designed for children between 

6 and 15 years-of-age. The RATC is similar to the TAT in 

that it consists of stimulus cards representing everyday 

situations in a child's life, including incidents related 

to parents, school, peers, and siblings. By telling a 

story about what he or she sees, the child provides an 

understanding and insight into his or her interpersonal 

situations. The scoring process generates information 

related to the child's feelings about self, his or her 

environment, and level of anxiety, aggression, depression 

and rejection (Knoff, Batsche & Carlyon, 1992; Obrzut & 

Boliek, 1986). 

Standardization of the RATC was conducted on a group 

of 200 children between 6 and 15 years-of-age who 

demonstrated normal patterns of adjustment (McArthur & 

Roberts, 1982). Interrater reliability was reported to be 

between .86 and .93. According to McArthur and Roberts 

(1982), further research is needed with younger children, 
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children that are not as well adjusted as the children 

included in the standardization sample, and children from 

varying ethnic and socioeconomic backgrounds. Test-retest 

reliability also needs to be investigated. In the 

literature, there is a paucity of studies that use the RATC 

in the assessment of depression. 

In a study that compared results from the original 

RATC standardization sample with a sample of chronically 

ill children, Palomares, Crowley, Worchel, Olson and Rae 

(1991) administered the RATC to a group of 48 children 

diagnosed with cancer or diabetes. Three factors that 

represented by the RATC items were compared for both groups 

of children using factor analytic techniques. These three 

factors were: Psychological Functioning, Emotional 

Distress and Age Trends. Results indicated that the first 

factor, Psychological Functioning, consistently measured 

adaptive functioning for both groups. Depression and 

anxiety in the original well- adjusted sample of children 

loaded on the Emotional Distress factor. However, for the 

chronically ill children, anxiety and depression loaded on 

Age Trends, not Emotional distress. Due to these 

differences, Palomares et al. (1991) concluded that further 

research with differing populations is needed to establish 

the psychometric properties of the RATC. 
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The Rorschach, another projective technique used when 

assessing children and adolescents, operates mainly as a 

perceptual-cognitive task that measures personality 

processes (Weiner, 1986). This instrument consists of 10 

inkblots which serve as stimuli for problem solving 

situations and it is assumed that Rorschach responses given 

by both adults and children can be interpreted in the same 

manner (Weiner, 1986). When assessing a child, the 

Rorschach has never been used as the sole instrument of 

evaluation, but as a component of a test battery including 

other personality, intelligence and motor-perception tests 

(Traubenberg & Boizou, 1984). According to Wenar and 

Curtis (1991), results obtained with the Rorschach have not 

been found to validly predict an increase in depression in 

children between 5 and 16 years-of-age. In addition, Wenar 

and curtis question the validity of the methods utilized to 

obtain norms for depression and loneliness for the 

Rorschach. 

When using projective drawings (e.g., Draw-a-Person

Test) to assess children and adolescents, the main 

underlying assumption is that drawings convey nonverbal, 

symbolic messages through psychomotor response (Cummings, 

1986). From Human Figure Drawings such as the Machover 

Draw-a-Person Test, one can obtain information about a 

child's impulses, anxieties, conflicts, personality and 
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self-concept (Koppitz, 1983). other drawing techniques 

that can be used when assessing children and adolescents 

mentioned by Koppitz are the Goodenough's Draw-a~Man Test 

and Buck's House-Tree-Person Technique. Family Drawings, 

Kinetic Family Drawings and School Drawing Techniques yield 

information regarding the child within his family or school 

environment. Clinical validity has been established for 

human figure drawing techniques used in the assessment of 

children and adolescents (Koppitz, 1966). Few controlled 

studies, however, have investigated the validity of 

depressive s}~ptoms revealed by figure drawing techniques 

(Weller & Weller, 1985). Because drawing techniques do not 

rely so heavily on language as other assessment techniques 

in the assessment of depression in children and 

adolescents, it appears that this technique would yield 

valid results in cross-cultural assessment. 

Peer Report 

The Peer Nomination Inventory for Depression (PNID) 

was developed for identification of children with 

depressive symptoms by their peers in the same classroom 

(Lefkowitz and Tesiny 1980). Because many of a child's 

peers are required to fill out this inventory, it appears 

to be more reliable as opposed to a self-report inventory, 

where only the one child reporting judges his behavior. In 

addition, children in a classroom observe each other for 
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extended periods of time. A child's aggression and 

popularity can also be quantified by the PNID. Twenty 

items that tap depression, happiness and popularity 

constitute the PNID. Children in a classroom nominate 

peer(s), fitting children's characteristics to items; self

nomination is not allowed, yet it is acceptable to write 

"no child" (Lefkowitz & Tesiny, 1980, p. 45). Subscale 

scores for each child are total nominations per subscale 

and total score consists of the sum of all nominations 

received on the inventory. High PNID scores are associated 

with deflated intellectual performance, impoverished social 

interaction and low levels of enthusiasm. 

Rating Scales and Behavior Checklists 

The Children's Depression Rating Scale (CDRS; 

Poznanski, Cook, & Carroll, 1979) was developed after the 

Beck Self-Inventory Scale in order to rate the severity of 

depression in childhood. Items on the CDRS are designed to 

identify symptoms of social withdrawal, capacity for fun, 

irritability, schoolwork, expressive communication, general 

somatic features, hypoactivity and depressed mood. Hhen 

using this scale, it is possible to obtain information from 

the child and significant others such as teachers and 

parents which Poznanski et al. (1979) consider to be 

crucial in clinical assessments of children. This 

instrument has the flexibility to allow the interviewer to 
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vary his language according to the child's age and cultural 

background. It consists of 16 items and is for children 

between 6 and 12 years-of-age. It takes approximately 20 

to 30 minutes to administer. 

The Children's Depression Inventory (CDI; Kovacs, 

1981) is for children and adolescents 7-17 years-of-age and 

is the most utilized self-report measure in the assessment 

of child and adolescent depression as well as the most 

researched (Kazdin, 1990). Based on the Beck Depression 

Inventory, the child responds to 27 multiple choice items 

(Kovacs, 1981). The CDI has been translated into Spanish 

(see Lopez, 1985). 

smith, Mitchel, McCauley and Calderon (1990) utilized 

the CDI in a seattle clinic to screen black, white, and 

Asian adolescents from 10-17 years-of-age. It was reported 

that the CDI was an effective screening instrument for 

depression in patients with a previous psychiatric, 

medical or medical/psychiatric diagnosis. Findings from 

the Smith et al. (1990) study indicate that youth who 

produced high CDI scores and who were first diagnosed as 

medical patients before CDI administration had underlying, 

unreported symptoms of depression. 

A normed Arabic version of the CDI tested for 

reliability and validity was administered to students 

enrolled in second through tenth grades in public schools 
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in Cairo, Egypt (Ghareeb & Beshai, 1989). Results 

indicated higher CDI scores for Egyptian children when 

compared to children in western countries (i.e., United 

states, Canada, Germany, and Italy). It was also found 

that CDI scores were significantly higher for girls in the 

upper grades than for boys in the upper grades. In order 

to obtain a valid interpretation of depression in different 

cultures, Ghareeb and Beshai (1989) suggest that depression 

needs to be interpreted according to culture-specific 

constructs. 

The Reynolds Adolescent Depression Scale (RADS; 

Reynolds, 1989a) is a self-report questionnaire for youth 

in grades 7-12 that screens depressive symptomatology. The 

30 items on the RADS are based on DSM-III criteria and are 

answered in a Likert-type format. Administration takes 

approximately 5-10 minutes. During the past six years, the 

RADS has been normed on a group of approximately 12,000 

youth including white, black and "other" minority 

individuals. Self-report results from the RADS have been 

found to correlate significantly ~ = .56 (E < .001) with 

CDI self-report results (Nieminen & Matson, 1989). The 

RADS was found to correlate moderately high with the Beck 

Depression Inventory (Atlas & DiScipio, 1992). However, 

Atlas and DiScipio (1992) found the Beck Depression 



Inventory to be more efficient for the detection of 

depression in adolescents. 
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In terms of psychometric properties, the RADS has been 

found to be adequate (Davis, 1991). Test-retest 

reliability coefficients have been reported to be r = .80 

for 6-week intervals and r = .79 for 3-month intervals 

(Reynolds, 1989a). Further research with the RADS 

including larger numbers of minority students is 

recommended (Davis, 1990). 

In a study that correlated the scores on two self

rated and two clinician-rated depression scales for 45 

adolescent inpatients between 12 and 18 years-of-age, the 

RADS was found to show high concurrent validity for 

depressed adolescents (Shain, Naylor, & Alessi, 1992). 

Twenty-nine of the 45 adolescents were girls and 16 were 

boys. In this sample, 93% of the individuals were 

Caucasian; the ethnicity of the remaining 7% of the group 

was not described. All adolescents had a diagnosis of 

major depressive disorder. The two self-rated depression 

scales were the RADS and the CDI, and the two clinician

rated depression instruments were the Hamilton Rating Scale 

for Depression and the Children's Depression Rating Scale

Revised. Correlation between the two self-report scales, 

the RADS and the CDI was E = .87 (E < .0001). The 

correlation between the clinician-rated CDRS-R an the RADS 
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was lower, E = .77 (E < .0001). The highest correlation 

was found between the two clinician-rated scales, the 

CDRS-R and the Hamilton depression scale, r =.92. 

Differences between males and females on all four measures 

were not significant. 

The Reynolds Child Depression Scale (RCDS; Reynolds, 

1989) is a self-report instrument for children in grades 3-

6 that consists of 30 items based on DSM-rrr criteria 

(Reynolds & Graves, 1989). rn a cross-cultural study that 

compared depression scores between Puerto Rican (50%) and 

American children (50%), results from the English and 

translated Spanish versions of both the RCDS and the CDr 

were compared and found to yield different results (Lopez, 

1985). The American group was composed of 90% white 

children, 3% black, 2% Hispanic and 5% oriental. Racial 

breakdown was not available for the Puerto Rican sample. 

After the CDr and ReDS were administered to fifth, 

sixth and seventh grade children in Puerto Rico (Spanish 

version) and the United states (English version), Lopez 

found that only the CDr yielded higher rates of depression 

for Puerto Rican children; the RCDS did not generate 

significant results in terms of culture. The CDr results 

indicated that as Puerto Rican children's age increased, 

depression scores decreased, which was the opposite of 

findings for children in the United states. Gender 



87 

observations with the CDS showed that in the united states, 

females were more often depressed than males; in Puerto 

Rico, mor~ males reported symptoms of depression. Internal 

consistency for the spanish version of the CDr administered 

in Puerto Rico was alpha = .81 and for the English version 

administered in the United States, alpha = .86 For the 

RCDS, internal consistency for the Spanish version was 

alpha = .83 and alpha = .89 for the English version. 

Correlation between the CDI and RCDS was reported to be 

r = .65 in Puerto Rico and r = .75 in the United states. 

Overall, cross-cultural differences related to depression 

were found to be inconsistent. 

In an attempt to validate measures of depression with 

Mexican-American children, Alcala (1990) utilized the CDI 

and RCDS in addition to the Peer Nomination Inventory of 

Depression (PNID), and the Teacher Rating Scale (TRS). 

Alcala also screened the children for degree of 

acculturation using the Acculturation Rating Scale for 

Mexican-Americans. This study was performed in south Texas 

with fourth and fifth grade students from a rural area. 

The group of children consisted of approximately 15% Anglos 

and 85% Mexican-American. Alcala found that when using the 

PNID, Anglo children appeared to be significantly more 

depressed than Mexican-American children. The CDI, RCDS or 

TRS did not generate significant differences in terms of 



level of depression by ethnicity. None of the measures 

yielded significant differences in terms of gender. The 

TRS presented Mexican-American fifth graders as more 

depressed than Mexican-American fourth graders. 

Correlation between the CDI and RCDS was reported to be 

r = .78. However, a strong correlation was not found 

between the self-report measures and the peer or teacher 

reports. Internal consistency for the CDI and RCDS as 

measures of depression for Mexican-American children was 

alpha = .84 and alpha = .87, respectively. 
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In summary, there is a paucity of research on the 

assessment of depression in culturally diverse children and 

adolescents. Although there are valid instruments 

available for the assessment of childhood depression for 

children in the mainstream culture, the validity of 

depression scores for culturally diverse youth has not been 

established. 
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METHOD 
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This chapter will describe the participants, 

instruments, and procedure that was followed in this study. 

The research questions that this study addressed will also 

be reviewed. 

Participants 

Three-hundred and thirteen families were sent letters 

requesting them to participate in the present study. of 

these 313 families, 89 children were given permission to 

participate in the present study. In addition, 16 children 

were recruited in another school district. The total 

number of participants, therefore, was 105 fourth, fifth 

and sixth grade students from two medium to large 

(i.e., > 60,000 students) school districts in Tucson, 

Arizona. All participating students were enrolled in 

public schools. The ethnic breakdown within one school 

district was approximately 39.5% Hispanic, 48.3% 

Caucasian, 6.3% African-American, 3.6% Native-American and 

2.3% Asian-American. The ethnic brea]{down of the other 

school district was approximately 15% Hispanic, 80% 

Caucasian, 2% African-American, 1% Native-American and 1% 

Asian-American. 

The ethnicity breakdown for the sample (~ = 105) in 

the present study was 45% Mexican-American (~ = 47), 
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42% Caucasian (~ = 44), 6% African-American (~ = 6), 

3% Native American (~ = 3), 3% Asian-American (~= 3), and 

2% Other (~ = 2). The sample of Caucasian and Mexican

American students consisted of 91 children, 48% being 

caucasian (~= 44), and 52% being Mexican-American 

(~ = 47). Table 1 summarizes the demographic breakdown by 

ethnicity and gender and Table 2 presents the breakdown by 

ethnicity and age. Table 3 summarizes the breakdown by 

ethnicity, grade and gender. 

~erimenter 

The experimenter in the present study is a sixth year 

doctoral student in the school psychology program at the 

University of Arizona. The researcher is Hispanic and 

fluent in both written and oral Spanish and English. She 

has also taught college-level Spanish at the University of 

Arizona. 

Dependent Measures 

1. Acculturation Measure 

The Marin Short Acculturation Scale for Hispanics 

(Marin, Sabogal, VanOss Marin, Otero-Sabogal, & Perez

Stable, 1987) is a 12-item self-report scale. Each item 

can be scored according to a five point Likert scale. The 

design of this scale is consistent with the structure and 

content of other acculturation scales that have been 



Table 1 

Ethnicity and Gender 

Caucasian 

Mex.-Am. 

Total 

Males 

Freq. % 

21 

20 

41 

23% 

22% 

45% 

Females 

Freq. % 

23 

27 

50 

25% 

30% 

Total 

Freq. % 

44 48% 

47 52% 

91 100% 

91 
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Table 2 

Ethnicity and Age 

Caucasian Mexican-American Total 

Freq. % Freq. % Freq. % 

9 years 5 6% 5 6% 10 12% 

10 years 14 15?;; 23 25% 37 40% 

11 years 18 20~> 12 13~> 30 33% 

12 years "1 8% 6 7% 13 15% 

13 years 0 0% 1 1% 1 1% 

Total 44 48% 47 52% 91 100% 
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Table 3 

Ethnicity, Grade and Gender 

Fourth Fifth Sixth Total 

Freq. ~ u Freq. ~, Freq. % Freq. ~(j 

Caucasian 

Male 8 9% 10 11% ? 3% 21 23% ..J 

Female 3 3~, 13 14~. 7 8~', 23 25~, 
------- ------- ------- -------
10 12~; 23 2 5~,. 10 19. 44 48~. 

Mexican-American 

Male 2 2% 11 12?r. 7 8% 20 22% 

Female 14 15~. 8 95J. .. 5 65f, 27 30% 
------- --------- ------- -------
16 17~) 19 21% 12 14~·. 47 5 2~; 

Total 27 29% 42 46~. 22 25% 91 100% 
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developed for use with Hispanic groups in the United states 

(e.g., Cuellar, Harris, & Jasso, 1980). Three factors that 

are measured by the 12 items in this scale are: "Language 

Use, II "Media," and "Ethnic Social Relations". "Language 

Use" includes those items that pertain to language use at 

home, with friends or when thinking. The "Media ll items 

refer to whether the rater prefers English or Spanish 

language programs when watching television or listening to 

the radio. "Ethnic Social Relations" includes those items 

that pertain to ethnic preference when selecting friends or 

when choosing to attend parties. Five-hundred and ninety

one subjects, between 15 and 75 years-of-age, participated 

in the development of the Marin Short Acculturation Scale. 

Internal consistency for all 12 items was alpha = .92. 

According to the methodology utilized by Cuellar et 

al. (1980) to obtain acculturation levels, a subject's 

acculturation score is obtained by adding the value for 

each marked response and dividing by the total number of 

items. The acculturation score denotes one of five levels 

of acculturation, which are described by Marin et al. 

(1987) as: (1) "Very Latino/Hispanic", (2) "More 

Latino/Hispanic than American", (3) "Equally 

Latino/Hispanic and American", (4) "More American than 

Latino/Hispanic" I and (5) "Very American II • 
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In the present study, the Marin et al. (1987) scale 

was adapted for use with children and called the Adapted 

Acculturation Scale for Children. The term 

"Latino/Hispanic" was replaced with "Mexican-American" and 

"American" was replaced with "Caucasian". Moreover, to 

make some of the scale items more appropriate for fourth, 

fifth and sixth graders, the wording in item numbers 2, 9, 

la, 11 and 12 was slightly modified (see Appendix B and C). 

Internal consistency (Cronbach's alpha; Cronbach, 

1951) for the Adapted Acculturation Scale for Children was 

calculated to establish its reliability for the total 

sample, Caucasian students and Mexican-American students. 

Cronbach's alpha for the Caucasian and Mexican-American 

children (~ = 91) was .94, .72 for the Caucasian children 

(~ = 44), and .88 for the Mexican-American children 

(~ = 47). 

2. Depression Measures 

(a) Children's Depression Inventory. The Children's 

Depression Inventory (CDI) is a self-report instrument for 

children and adolescents from 7 through 17 years-of-age 

(Kovacs, 1981). Designed following the Beck Depression 

Inventory, the CDI allows the child to select from a menu 

of cognitive, affective and behavioral symptoms of 

depression and rate them in terms of severity (Kovacs, 

1981). There are a total of 27 multiple choice items and a 
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child's score can range between zero and 54. Internal 

consistency has been reported to be alpha = .85 for clinic 

samples and alpha = .78 for nonclinic samples (strober & 

Werry, 1985). For a clinic sample of children between 8 to 

12 years-of-age, alpha = .86 and alpha = .88 for a clinic 

sample of adolescents between 13 to 16 years-of-age (Weiss, 

Weisz, Politano, Carey, Nelson, & Finch, 1991). 

In a three-part study that tested the internal 

structure of the CDI utilizing a sample of public school 

students, internal consistency was alpha = .89 (Helsel & 

Matson, 1984). In the Helsel and Matson (1984) study, 

Hispanic, black and white children between 4 and 16 years

of-age, who were living in northern Illinois, were 

administered the CDI. Neither gender nor race were found 

to be significant, but more symptoms were reported by the 

older children. 

Test-retest reliability for the CDr has been between 

r = .38 to r = .87 when the time spans between first and 

second administration have varied between one week and one 

year (see Kovacs 1992). This suggests that additional 

research is needed on the stability of the CDI scores 

between the first and second administrations. Some 

research has suggested that due to the nature of 

depression, scores might change in a period exceeding two 

weeks (Reynolds & Graves, 1989; Kovacs, 1992). 
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The CDI has been translated into Spanish using the "back 

translation method" (see Lopez, 1985); however, this 

Spanish version has not been published. Internal 

consistency for the Spanish version of the CDr after it was 

administered to 180 school children in Puerto Rico was 

reported to be alpha = .81 (Lopez,1985). 

In the present study, internal consistency (Cronbach's 

alpha; Cronbach, 1951) for the CDI was calculated to 

establish its reliability for the total sample, Caucasian 

students and Mexican-American students. Cronbach's alpha 

for the Caucasian and Mexican-American children (~ = 91) 

was .87, .92 for the Caucasian children (~ = 44), and .80 

for the Mexican-American children (~ = 47). 

(b) Reynolds Child Depression Scale. The Reynolds Child 

Depression Scale (RCDS) is an instrument based on the Child 

Depression Scale (Reynolds & Graves, 1989) and is intended 

for use in schools (Kazdin, 1990). The RCDS contains 30 

items for children in grades 3 to 6 (Reynolds & Graves, 

1989). The items are rated by the child with a Likert-type 

scale format. The last item is rated by faces which range 

from happy to sad. Scores can range from 30 to 121. A 

correlation of r = .70 between the CDI and the RCDS has 

been reported (Reynolds et al., 1985). 

In a study with 220 third, fourth, fifth and sixth 

graders in a public school in california, internal 
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consistency for the ReDS was found to be alpha =.89 on the 

first administration of the ReDS and alpha = .90 on the 

second administration of this instrument (Reynolds & 

Graves, 1989). Test-retest reliabilities for the third, 

fourth, fifth and sixth grades were reported and ranged 

between r = .81 to E = .92 (Reynolds & Graves, 1989). The 

ethnicity of the children in this latter study was 24.1% 

White, 19.0% Hispanic, 33.8 Black, and 15.3% Asian. Test

retest reliability for Whites was r = .85, E = .83 for 

Hispanics, E = .90 for Blacks and r = .72 for Asians. The 

second administration of the ReDS occurred after three and 

one-half to four and one-half weeks after the first 

administration. No significant differences were found 

between subject's age, grade or ethnicity. 

The internal consistency for both the RCDS and the eDl 

w~s alpha = .90 in a study with 166 public school students 

in Wisconsin (Reynolds, Anderson & Bartell, 1985). The 

ethnic breakdown of these third, fourth fifth and sixth 

graders was 95% White and 5% Non-White. Results indicated 

a significant difference in terms of gender and depression 

on the ReDS. Girls depression scores on the ReDS were 

significantly higher than boys' scores. 

The RCDS has been translated into Spanish using the 

"back translation method" (see Lopez 1985). Lopez (1985) 

reported internal consistency for the ReDS to be 



alpha = .83 after administering the RCDS to 180 school 

children in Puerto Rico. According to Reynolds (1989b), 

the Spanish version of the RCDS should be considered 

"experimental". 
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In the present study, internal consistency (Cronbach's 

alpha; Cronbach, 1951) for the RCDS was calculated to 

establish its reliability for the total sample, Caucasian 

students and Mexican-American students. Cronbach's alpha 

for the Caucasian and Mexican-American children (~ = 91) 

was .90, .93 for the Caucasian children (~ = 44), and .87 

for the Mexican-American children (~ = 47). 

(c) Diagnostic Interview for Children and Adolescents

Revised. The Diagnostic Interview for children and 

Adolescents-Revised (DICA-R) is a structured diagnostic 

interview based on the original DICA (Herjanic & Campbell, 

1977) and revised to be consistent with the DSM-III-R 

(Welner, Reich, Herjanic, Jung, & Amado, 1987). Although 

this interview can assist with the diagnosis of 

approximately 18 distinct DSM-III-R categories, sections 

for specific disorders can be administered (Reich, personal 

communication, 1993). There are items for Major Depressive 

Disorder and Dysthymic Disorder. Items in this interview 

are answered in a "yes" or "no" format. 

The DICA-R is based on the National Institute of 

Mental Health Diagnostic Interview Schedule and DSM-III-R 
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criteria (WeIner et al., 1987). There is a parent 

interview version and a child interview version. The items 

on both interviews are identical in content and differ only 

in language, since the parent is asked to report about his 

or her child. Because children have been found to be 

reliable reporters of their depressive symptoms 

(e.g., Reich, Herjanic, WeIner & Gandhy, 1982), information 

obtained from a DICA-R interview with a child can be 

utilized to diagnose depression (Reich, personal 

communication, 1993). 

In a study that resulted in the revision of the DICA, 

the reliability of the children's version of the DICA was 

examined from results obtained from interviews with 27 

inpatients between 7 and 17 years-of-age (WeIner, et al., 

1987). The agreement between a clinician's diagnosis on 

the children's version of the DICA for affective disorders 

and a psychiatrist's DSM-III-R diagnosis for affective 

disorder was in agreement 82% of the time. 

In the WeIner et al. study, participating youth were 

interviewed twice, with one to seven days between both 

interviews. The kappa statistic was utilized to examine 

the test-retest reliability and was reported to be k = .52 

for affective disorders. For interviews, kappa 

coefficients between .40 and .59 are considered to be 

moderate (see Hodges, McKnew, Burbach & Roebuck, 1987). 
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In the present study the depression section of the 

DICA-R was separated into those items for the diagnosis of 

major depression (DICA-M) and those items for the diagnosis 

of dysthymia (DICA-D). The minimum score for a diagnosis 

of major depression is 33 and the maximum obtainable score 

is 118. For dysthymia, the minimum score for this 

diagnosis is 20 and the maximum score that can be obtained 

is 60. The number of administered items for the DICA-M and 

DICA-D varies. Depending on a child's responses, 

subsequent items are administered or omitted. 

In the present study, interrater agreement for the 

DICA-M and DICA-D was obtained. A licensed psychologist 

was provided responses for interview items for the DICA-M 

and DICA-D for each child that was interviewed. Children 

that were interviewed were identified with a code number 

and no names were used. Diagnoses for major depression and 

dysthymia generated by the psychologist were then compared 

to the diagnoses given by the primary investigator. 

Interrater agreement was 100%. 

In this study, internal consistency (Cronbach's alpha; 

Cronbach, 1951) for the DICA-M and DICA-D was calculated to 

establish its reliability for the total sample, Caucasian 

students and Mexican-American students. On the DICA-M, 

Cronbach's alpha for the Caucasian and Mexican-American 
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children (~ = 91) was .98, .98 for the Caucasian children 

(~ = 44), and .98 for the Mexican-American children 

(~= 47). On the DICA-D, Cronbach's alpha for the 

Caucasian and Mexican-American children (~ = 91) was .98, 

.98 for the Caucasian children (~ = ~4), and .98 for the 

Mexican.-American children (!:! = 47). 

Procedure 

After permission to conduct the present study was 

obtained from the University's Human Subjects Committee 

(see Appendix A), as well as from the participating school 

district, school district administrators selected 

elementary schools that were most representative of the 

student participants that were needed for the study. 

Three-hundred and thirteen fourth, fifth and sixth grade 

students were recruited through direct contact with school 

principals and teachers at the designated schools. An 

additional 16 students were recruited from a second school 

district by direct parent contact or through mailings (see 

Appendix D) . 

After children were identified by school personnel, 

their parents were sent a letter in English and Spanish 

explaining the nature of the study (see Appendix E and F). 

Parents were informed that for confidentiality purposes, 

children would be assigned an identification number and no 

names would be used. Parents and students were asked to 



sign a consent form which informed them of the nature of 

this study, confidentiality of their responses, and of 

their option to withdraw from this study at any time. 

Letters and consent forms for parents were sent in both 

103 

English and Spanish (see Appendix G and HI. Parents were 

told that the present researcher would be available to 

discuss the specific results regarding their child. In 

addition, parents were informed that group and individual 

findings regarding participating students would be shared 

with their respective school district. For the 16 students 

that were recruited through direct parent contact, parents 

were informed that results for their child would be 

available only to them. 

The administration of the assessment instruments took 

place during the third quarter of the school year, allowing 

ample time for students to adjust to their school routine. 

Students with signed parent consent forms were seen on a 

group basis (3 - 14 students per group) in either a 

separate classroom setting or in a room in a community 

center. The students were then informed about the purpose 

of the study and asked to sign a student consent form, 

available in English and Spanish (see Appendix I and J). 

Each student was then handed a packet with a code 

number and was told that he or she could select instruments 

in English or Spanish, according to his or her preference. 
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The order of administration of the assessment instruments 

was counterbalanced for each group; however, the 

acculturation scale was always administered first. 

After instructions were read to the children, items 

for the acculturation scale and the self-report scales were 

presented both orally and in print to avoid reading 

difficulties and to facilitate comprehension of items. 

Students were allowed to ask for clarification of 

instructions, and any word or item. Completion of the 

acculturation scale and self-report instruments lasted 

approximately 50 minutes. 

The cut-off score for indicatlng the presence of 

depression for the CDI was set at 19 as recommended by 

Kovacs (1992) in order to avoid false positives in non

clinical populations. The cut-off score indicating 

depression on the RCDS was 74 as suggested by (Reynolds 

(198gb). Students with scores at or above the cut-off 

scores for the CDI and/or the RCDS were interviewed with 

the children's version of the DICA-M and DICA-D to compare 

depression self-report results with structured interview 

results. Interviews took place in the spring and were 

administered in English or spanish. 

Interviews with children lasted approximately 30 

minutes. Interviews were conducted one-on-one in an empty 

classroom, confere~ce room, or community center room. 
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Students indicated whether they preferred that their 

interview be conducted in English or Spanish. Two students 

who had moved to another city were not available for this 

interview. 

Debriefing 

A total of 11 students were interviewed. 

Immediately after completing the interview, students 

were asked if they knew who they could talk to at school 

when having difficulty with their feelings and/or behavior. 

Students were given their school counselor's name and were 

encouraged to contact their teacher or school counselor if 

they presented with symptoms similar to what had been 

described during the interview. Teachers were given 

interview results and reminded that results for individual 

students could be reviewed with this researcher. Parents 

who requested information regarding their child were 

contacted at this time and provided with their child's 

results. 

Data Analysis 

The purpose of this study was to compare depression 

scores between Mexican-American and caucasian fourth, fifth 

and sixth graders. Data analyses were conducted in order 

to address the following research hypotheses: 

1) There is no significant relationship (E < .05) between 

level of acculturation and CDI, RCDS, DICA-M and 



DICA-D scores of Mexican-American and Caucasian 

students. 

2) There is no significant difference (E < .05) 

between the CDI, RCDS, DICA-M and DICA-D scores of 

Mexican-American and Caucasian students. 
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3) There is no significant difference (E < .05) between 

the CDI, RCDS, DICA-M and DICA-D scores of boys and 

girls, between the CDI, RCDS, DICA-M and DICA-D scores 

of Caucasian boys and girls, and between the CDI, 

RCDS, DICA-M and DICA-D scores of Mexican-American 

boys and girls. 

4) There is no significant difference (E < .05) between 

the CDI, RCDS, DICA-M and DICA-D scores of students 

younger than eleven years-of-age and children eleven 

years-of-age and older. 

5) There is no significant difference (E < .05) between 

the CDI, RCDS, DICA-M and DICA-D scores of students in 

the fourth, fifth and sixth grade. 

6) There is no significant correlation IE < .05) between 

gender and depression scores for Mexican-American and 

Caucasian fourth, fifth and sixth grade students. 



CHAPTER 4 

RESULTS 
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Data were analyzed utilizing multivariate analysis of 

variance (MANOVA) and analysis of variance (ANOVA) 

procedures (see, for example, Kachigan, 1986; Norusis, 

1994). The Duncan multiple comparisons procedure 

(e.g., Kirk, 1968) was used for analyzing all post-hoc 

comparisons. Two sets of scores were analyzed:. 

(1) total scores for each participant for each test and (2) 

participant "high score" or those participants who scored 

in the upper one third of a particular depression scale. 

Due to the small number of students that participated in 

the DICA-M and DICA-D interviews (~ = 11), data for all 11 

subjects were included in the set of high scores. 

MANOVA analyses could not be computed for the DICA-M and 

DICA-D data due to the small number of subjects (n = 11) 

that participated in the interviews. 

Acculturation Levels 

The frequency and percentage of Caucasian and 

Mexican-American students over the five acculturation self

rating levels are presented in Table 4. As can be seen in 

Table 4, no Caucasian child classified himself or herself 

as "Very Mexican-American" or "Equal Bicultural". Also, 

as can be seen in Table 5, whereas 100% of Caucasians, or 

48% of the total sample, classified themselves as "Very 



Table 4 

Freguencies and Percenta~es for 5 Levels of Acculturation 

for Caucasians and Mexican-Americans by Gender 

Acculturation Level 

1 2 3 4 5 

n % n % n % n % n % 

Caucasians 

Males 0 0% 0 0% 0 0% 0 090 21 23% 

Females 0 0% 0 0% 0 0% 2 2% 21 23% 

Total 0 0% 0 0% 0 0% 2 2% 42 46% 

Mexican-
Americans 

Males 5 6% 5 6% 4 4% 4 4% 2 2% 

Females 3 3° ~ ... 11 12% 7 8% 2 2% 4 4% 

Total 8 9% 16 18% 11 12% 6 6% 6 6% 

Total 

n % 

21 23% 

23 25% 

44 48% 

20 22% 

27 30% 

47 52% 

t-> 
o 
co 
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Table 5 

Freguencies and Percentages for 3 Levels of 

Acculturation for Caucasians and Mexican-Americans 

bX Gender 

Acculturation Level 
1 & 2 3 4 & 5 Total 

n % n % n % n % 

Caucasians 

Males 0 0% 0 0% 21 23% 21 23% 

Females 0 0% 0 0% 23 25% 23 25% 

Total 0 0% 0 0% 44 48% 44 48% 

Mexican-
Americans 

Males 10 11% 4 4% 6 7% 20 22% 

Females 14 15% 7 8% 6 7% 27 30% 

Total 24 26% 11 12% 12 14% 47 52% 
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Caucasian" or "More Caucasian then Mexican-American", only 

51% of Mexican-Americans, or 26% of the total sample, 

classified themselves as "Very Mexican-American" or "More 

Mexican-American than Caucasian". Twenty-six percent of 

Mexican-Americans, or 14% of the total sample, rated 

themselves either "More Caucasian then Mexican-American" or 

"Very Caucasian". No Caucasian students rated themselves 

as "Equal Bicultural" whereas 23% of Mexican-American 

students, or 12% of the total sample, rated themselves in 

this category. 

Acculturation by Depression Measures 

The means and standard deviations for the CDr, RCDS, 

DrCA-M and DrCA-D by five levels of acculturation and three 

collapsed levels of acculturation are presented in Tables 6 

and 7. 

Results of the MANOVA for the total scores on the CDr 

and RCDS for five levels of acculturation, ethnicity, 

gender, age and grade level demonstrated a significant 

triple interaction effect for the CDr measure between five 

acculturation levels, gender and age, I(2, 52) = 2.63, 

E < .05. Standardized discriminant function coefficients 

are presented in Table 8. The standardized discriminant 

function coefficients indicated that for the five 

acculturation levels by gender by age interaction, the CDr 

contributed more to this interaction than the RCDS. 
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Table 6 

Means and Standard Deviations for the CDII RCDS I DICA-M 

and DICA-D Total Scores by 5 Acculturation Levels 

Acculturation Level 

1 2 3 4 5 

CDI 

M = 10.13 11. 63 8.91 5.56 8.45 
SD = (5.22) (4.81) (8.08) (4.93) (8.60) 

n = 8 16 11 9 47 

RCDS 

M = 57.38 62.69 52.82 47.56 51.49 
SD = (7.87) (12.62) (9.87) (9.29) (13.65) 

n = 8 16 11 9 47 

DICA-M 

M = 43.00 67.50 71. 00 60.67 
SD = NA NA NA (27.73) 

n = 1 2 2 0 6 

DICA-D 

M = 3.00 28.00 41.00 34.50 
SD = NA NA NA (20.07) 

n = 1 2 2 0 6 

NA = Not Applicable 



Table 7 

Means and standard Deviations for the CDI, RCDS, DICA-M 

and DICA-D Total Scores by 3 Acculturation Levels 

Acculturation Level 

1 & 2 3 4 & 5 

CDI M = 11.13 8.91 7.98 
SD = (4.89 ) (8.08) (8.15) 

n = 24 11 56 

RCDS M = 50.92 52.82 50.86 
SD =(11.37) (9.87) (13.06) 

n = 24 11 56 

DICA-M M = 59.33 71. 00 60.67 
SD =(42.90) NA (27.73) 

n = 3 2 6 

DICA-D M = 19.67 41.00 34.50 
SD =(28.87) NA (20.07) 

n = 3 2 6 

NA = Not Applicable 
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Table 8 

Standardized Discriminant Function coefficients 

for 5 Levels of Acculturation by Gender by Age 

Variable 

CDr 

RCDS 

Function 1 

1.17818 

-.27390 

Function 2 

-.82061 

1.40943 
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The other significant interaction effect that was 

found in the MANOVA was for the CDr total score by gender 

by age, F(l, 52) = 4.98, p < .05 see (Figure 1). 

standardized discriminant function coefficients for the CDr 

and RCDS by gender by age for five levels of acculturation 

are presented in Table 9. The standardized discriminant 

function coefficients indicated that the CDr contributed 

more than the RCDS to the gender by age interaction. 

MANOVA main effects for gender and age, however, were not 

significant when five levels of acculturation were included 

as a factor. rn analyzing the age by gender interaction 

effect, no significant differences were found. 

Results of the MANOVA for the total scores on the CDr 

and RCDS for three collapsed acculturation levels, 

ethnicity, gender, age and grade level indicated a 

significant interaction effect for the CDr between gender 

and age f(l, 62) = 3.21, E < .05 (see Figure 2). 

standardized discriminant function coefficients are 

presented in Table 10. The standardized discriminant 

function coefficients indicated that the CDr contributed 

more than the RCDS to the gender by age interaction. No 

other significant interaction effects were found. rn 

analyzing the age by gender interaction effect, no 

significant differences were found. 

Results from the MANOVA indicated that main effects 



Figure 1. MANOVA Interaction For Gende r by Age on CD! Total 

Scores Using 5 Levels of Acculturation as a 

Factor 
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Table 9 

standardized Discriminant Function Coefficients for Gender 

by Age for 5 Levels of Acculturation 

Variable 

CDI 

RCDS 

Function 1 

.19147 

-.05589 



Figure 2. MANOVA Interaction For Gender by Age on CD! Total 

Scores Using 3 Levels of Acculturation as a 

Factor 
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Table 10 

Standardized Discriminant Function Coefficients for Gender 

by Age for 3 Levels of Acculturation 

Variable 

CDr 

RCDS 

Function 1 

1.43179 

-.99000 
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for gender and age when five or three levels of 

acculturation were used as a factor were not significant. 

The means and standard deviations for the CDr and RCDS 

high scores by five levels of acculturation and collapsed 

three levels of acculturation are presented in Tables 11 

and 12. Since there were only a few CDr or RCDS high 

scores in some of the acculturation categories, a MAN OVA 

could not be conducted on these dependent variables. 

Results of the MANOVA for the CDr and RCDS high scores 

revealed no significant interaction effects by ethnicity, 

gender, age and grade level. 

Four-way analyses of variance for the CDr and RCDS 

total scores by ethnicity, gender, age and grade with 

acculturation as a covariate were performed in order to 

further examine the role of acculturation. Results 

indicated no significant interaction or main effects for 

the total scores. 

Results from a four-way analyses of variance with 

acculturation as a covariate for the high scores on the CDr 

and RCDS by ethnicity, gender, age and grade indicated that 

there was a significant main effect for age on the CDr 

scale, K(30) = 7.39, E < .05, and no significant 

interaction effects. students that were eleven years or 

older scored significantly higher than students that were 

younger than eleven years-of-age on the CDr. 
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Table 11 

Means and Standard Deviations for cor and RCDS High Scores 

by 5 Acculturation Levels 

1 

cor 

M = 16.50 
SD = NA 

n = 2 

ReDS 

M = 66.50 
SD = NA 

n = 2 

2 

13.82 
(3.42) 
11 

67.91 
(11.95) 

11 

NA - Not Applicable 

Acculturation Level 

3 

20.00 
(5.57) 

3 

62.67 
(2.52 ) 

3 

4 

11. 00 
NA 
1 

57.00 
NA 

1 

5 

19.43 
NA 
14 

66.64 
(10.34) 

14 
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Table 12 

Means and standard Deviations for eDr and ReDS High 

Scores by 3 Acculturation Levels 

Acculturation Level 

1 & 2 3 4 & 5 

eDr M = 14.43 20.00 18.87 
SD = (3.59) (5.57) (6.83) 

n = 13 3 15 

ReDS M = 67.69 62.67 66.00 
SD = (11.07) (2.52) (10.27) 
n = 13 3 15 
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Ethnicity and Depression Measures 

The means and standard deviations for the CDr and RCDS 

total scores by ethnicity and gender are presented in Table 

13. High score means and standard deviations for the CDr 

and RCDS by ethnicity and gender are presented in Table 14. 

Results from the MAN OVA revealed no significant 

interaction effects or significant main effects on either 

the total scores or high scores for the cnr and RCDS 

scores across ethnicity, gender, age and grade. 

one-way analysis of variance results for the high 

scores on depression measures by ethnicity indicated a 

significant difference for the CDr, F(30) = 5.16, 

p < .05. Caucasian students scored significantly higher, 

or were more depressed, than Mexican-American students on 

CDr high scores. 

Gender and Depression Measures 

The means and standard deviations for the CDr and RCDS 

by gender are presented in Table 13. Table 14 presents the 

means and standard deviations for high scores on the CDr 

and RCDS by gender. 

Results from the MANOVA for either the total scores or 

the high scores on the CDr and RCDS across gender, age and 

grade level demonstrated no significant interaction 

effects. 
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Table 13 

Means and Standard Deviations for the CDr and RCDS 

Total Scores h~t: Ethnicitx: and Gender 

Measure n Mean SD 

CDr 
Caucasian 21 9.00 7.91 
males 

Caucasian 23 8.22 9.53 
females 

Mexican- 20 8.05 5.88 
American 
males 

Mexican- 27 10.11 6.37 
American 
females 

Total 91 8.92 7.47 
sample 

RCDS 

Caucasian 21 51.14 11.64 
males 

Caucasian 23 52.22 15.84 
females 

Mexican- 20 54.30 12.61 
American 
males 

ME:xican- 27 56.67 11. 35 
American 
females 

Total 91 53.75 12.93 
sample 
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Table 14 

Means and Standard Deviations for CDr and RCDS 

High Scores by Ethnicity and Gender 

Measure n Mean SD 

CDr 
Caucasian 7 17.86 5.61 
males 

Caucasian 6 21.83 8.18 
females 

Mexican- 8 14.00 3.30 
American 
males 

Mexican- 10 16.00 4.97 
American 
females 

Total 31 17.03 5.91 

RCDS 

Caucasian 7 62.00 5.72 
males 

Caucasian 6 73.00 12.39 
females 

Mexican- S 64.38 12.01 
American 
males 

Mexican- 10 67.10 8.29 
American 
females 

Total 31 66.39 10.05 
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One-way analyses of variance indicated that there were 

no significant differences between boys and girls on the 

CDr or RCDS measures for either total scores or high 

scores. 

Age and Depression Measures 

Age was defined as Age 1, below 11 years-of-age, and 

Age 2, equal to or above 11 years of age. The means and 

standard deviations for depression scores by age on the CDr 

and RCDS are presented in Table 15. 

Results from the MAN OVA for total scores on the CDr 

and RCDS across age and grade revealed no significant 

interaction effects. 

one-way analyses of variance by age for the total 

scores indicated that there were no significant main 

effects on the CDr or RCDS. 

The means and standard deviations for high scores 

across age on the CDr and RCDS are presented in Table 16. 

Results from the MAN OVA for high scores on the CDr and RCDS 

across age and grade revealed no significant interaction 

effects. 

one-way analysis of variance results for the CDr and 

RCDS high scores by age indicated significant results for 

the CDr by age, F(30) = 5.90, E < .05. students that were 

eleven years or older scored significantly higher on the 

CDr (1.e., more depressed) than students that were eleven 



126 

Table 15 

Means and standard Deviations for the CDr and RCDS by 

Age for Caucasians and Mexican-Americans 

Age 1 Age 2 -( < 11 yrs. ) > 11 yrs. ) 
Measure n Mean SD n Mean SD 

CDr 

Caucasians 19 8.16 6.59 25 8.92 10.14 

Mexican- 28 10.14 5.88 19 7.89 6.54 
Americans 

Total 47 9.34 6.19 44 8.48 8.69 

RCDS 

Caucasians 19 54.74 12.77 25 49.40 14.43 

Mexican- 28 57.11 10.71 19 53.53 13.32 
Americans 

Total 47 56.15 11.51 44 51.18 13.96 
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Table 16 

Means and standard Deviations for CDr and RCDS High 

Scores by Age for Caucasians and Mexican-Americans 

Age 1 Age 2 
( < 11 yrs. ) > 11 yrs. ) 

Measure n Mean SD n Mean SD 

CDr 

caucasians 6 15.83 3.31 7 23.00 7.68 

Mexican- 12 14.58 4.16 6 16.17 4.79 
Americans 

Total 18 15.00 3.85 13 19.85 7.19 

RCDS 

Caucasians 6 67.00 12.31 7 67.14 9.97 

Mexican- 12 64.83 10.47 6 68.00 9.12 
Americans 

Total 18 65.56 10.80 13 67.54 9.20 



years or younger. 

Results of a four-way analysis of variance for high 

scores for the total sample with acculturation as a 

covariate also indicated that age was significant, 
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F(l) = 7.39, (E < .05). students that were 11 years-old or 

older scored significantly higher, or were more depressed, 

than students that were younger than 11 years-of-age. 

Grade and Depression Measures 

The means and standard deviations for total scores by 

grade on the CDr and RCDS are presented in Tables 17 and 

18. The high score means and standard deviations for the 

CDr and RCDS are presented in Tables 19 and 20. 

Results from the MAN OVA indicated that there were no 

significant interaction effects for either the CDr or RCDS 

total scores; however, for the cnr total scores there was a 

significant grade main effect, K(2, 75) = 2.67, E < .05. 

standardized discriminant function coefficients are 

presented in Table 21. The standardized discriminant 

function coefficients indicated that for the significant 

main effect for grade, the CDr contributed more than the 

RCDS. The Duncan multiple comparisons procedure revealed 

that for the CDr total scores, fifth graders scored 

significantly higher (p < .05), or were more depressed, 

than fourth or sixth graders. 
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Table 18 

Means and standard Deviations for the RCDS Total Scores 

by Grade for Caucasians and Mexican-Americans 

RCDS 

Fourth 
Grade 

Fifth 
Grade 

Sixth 
Grade 

n 
M 

SD 

n 
M 

SD 

n 
H 

SD 

= 
= 
= 

= 
= 
= 

= 
= 
= 

Caucasians 

11 
51.09 

9.10 

23 
57.00 
14.74 

10 
40.20 
8.56 

Mexican-Americans 

n = 16 
M = 56.31 

SO = 9.75 

n = 19 
M = 57.53 

SD = 2.93 

n = 12 
M = 51.83 

SO = 12.87 
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Table 19 

Means and Standard Deviations for CDr High Scores 

by Grade for Caucasians and Mexican-Americans 

CDr 

Fourth 
Grade 

Fifth 
Grade 

Sixth 
Grade 

caucasians 

n = 2 
M = 1B.00 

S15 = NA 

n = 11 
M = 20.00 

S15 = 7.52 

n = 0 
M = 

s15 = 

Mexican-Americans 

n = 6 
1-1 = 14.50 

815 = 3.15 

n = 9 
M = 16.11 

S15 = 5.42 

n = 3 
M = 13.33 

SD = 2.31 
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Table 20 

Means and standard Deviations for RCDS High Scores 

by Grade for Caucasians and Mexican-Americans 

ReDS 

Fourth 
Grade 

Fifth 
Grade 

Sixth 
Grade 

Caucasians 

n = 2 
M = 62.00 

SO = NA 

n = 11 
M = 68.00 

SO = 10.94 

n = 0 
M = 

SO = 

Mexican-Americans 

n = 6 
M = 65.17 

SO = 6.05 

n = 9 
M = 65.67 

SO = 12.39 

n = 3 
M = 68.00 

So = 10.82 
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Table 21 

Standardized Discriminant Function Coefficients for 

Grade 

Variable 

cor 

RCDS 

Function 1 

.13701 

.00309 

133 
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For total scores, one-way analysis of variance results 

indicated that there was a significant difference between 

grades on the RCDS, !(90) = 5.45, £ < .05. Results from 

the Duncan multiple comparisons procedure demonstrated that 

on the RCDS, sixth graders scored significantly higher 

(E < .05), or were more depressed, than fourth or fifth 

graders. 

Since there were only a few CDr and RCDS high scores 

in some of the grade by ethnicity categories, a MANOVA on 

each dependent variable could not be conducted. 

Correlation Between Acculturation and Depression Measures 

Correlations between acculturation and total scores 

and acculturation and high scores on the CDr and RCDS were 

conducted for the total sample as well as separately for 

the Caucasian and Mexican American groups. 

There were no significant correlations between 

acculturation and the CDr or RCDS total scores for 

Caucasian students. For the Mexican-American sample, the 

correlation between acculturation and CDr total scores was 

negative and significant, r = -.30. The correlation 

between acculturation and the RCDS total scores was also 

negative and significant, r = -.40, for the Mexican

American students. For high scores, there was a 

significant positive correlation, r = .36, between 

acculturation and CDr high scores for the total sample. 
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Correlation Between Gender and Depression Scores 

Correlations between gender and CDI and RCDS total 

scores, as well as gender and CDI and RCDS high scores, 

were also calculated for the Caucasian sample, Mexican

American sample, and total sample. No significant 

correlations were found between gender and total scores or 

gender and high scores for the total sample, the Caucasian 

group, or the Mexican-American group, 

DICA-M and DICA-D 

Due to the small number of students that were 

interviewed with the DICA-M and DICA-D, interview data were 

not included in the statistical analyses. Eleven children 

were interviewed with both the DICA-M and the DICA-D (see 

Table 22). Six of these children were Caucasian and five 

were Mexican-American. Three students did not meet the 

symptomatology or duration criteria for major depressive 

disorder of dysthymia and one child denied all symptoms of 

depression. One student met the criteria for major 

depressive disorder and four met the criteria for dysthymic 

disorder. Two students responded positively to the 

symptomatology items for dysthymia; however, they were not 

certain of the duration of their symptoms. The difficulty 

for children when remembering the duration of depressive 

symptomatology has been reported in the literature (see, 

for example, Earls, Reich, Jung & Cloninger, 1988). 
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Table 22 

Frequency and Percentage of Caucasians and Mexican-

Americans Interviewed With the DICA-M and DICA-D by 

Gender and Grade Level 

Measure Frequency % 

DICA-M and Caucasians Mexican- Total % 
DICA-D Americans 

Fourth Grade 

Males 0 0 0 0% 

Females 0 1 1 9% 

Fifth Grade 

Males 2 2 4 36 9
" 

Females 4 1 5 46% 

Sixth Grade 

Males 0 0 0 0% 

Females 0 1 1 9
9
" 

Total b 5 11 10090 



CHAPTER 5 

DISCUSSION 
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This chapter will summarize the results generated by 

this' study and will address these results in terms of 

previous literature on childhood depression. The 

limitations of the present study and recommendations for 

future research will be addressed. 

The purpose of this study was to compare depression 

scores between Caucasian and Mexican-American fourth, fifth 

and sixth grade students. The results showed that when 

five levels of acculturation were used, there was a 

significant interaction between gender, age and 

acculturation on the CDI for the total sample of children 

and a significant interaction on the CDI between gender and 

age when three levels of acculturation were used. 

Similar results were not found for the RCDS, 

regardless of how acculturation was categorized. When 

acculturation was included as a factor, no significant 

interaction effects were found. This suggests that there 

is no significant relationship between RCDS scores and 

acculturation and that there are no differences in RCDS 

scores across students for gender, age, ethniclty and grade 

level. 
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rn terms of ethnicity, a significant difference was 

found between Caucasian and Mexican-American students for 

the CDr high scores, but not for the total scores. 

specifically, Caucasian students scoring on the high range 

on the CDr were more depressed than Mexican-American 

students. Alcala (1990) reported no significant 

differences between CDr and RCDS depression scores for 

Hispanic or Anglo students in Texas. Reynolds (1989) also 

reported no significant differences for the RCDS by race 

for a standardization sample of 1,620 children that 

included Caucasians, Blacks, Hispanics and Asians. 

However, Lopez (1985) found that Puerto Rican children 

obtained significantly higher scores on the CDr than 

children in Wisconsin with no significant differences being 

found between RCDS scores by ethnicity. Results from the 

present study for CDr high scores contradict the Lopez 

findings regarding the relationship between the CDr and 

ethnicity findings. 

rn addition, significant gender differences for either 

the CDr or RCDS were not found in the present study and 

correlations between gender and these depression scores 

were not significant. This supports the unpublished 

research by Alcala (1990) who also reported no significant 

gender differences for CDr or RCDS scores. rt is 

inconsistent with the unpublished research by Lopez (1985), 
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who reported a significant ethnicity by gender interaction. 

Specifically, she found that males in Puerto Rico scored 

significantly higher than females on the RCDS and in the 

u.S. she found that females scored significantly higher 

than males on the RCDS. Elsewhere in the literature, 

reported findings for gender and depression studies with 

children have been inconsistent (e.g., Reynolds et al., 

1985; Kazdin, 1990; Kovacs, 1992). For example, some 

studies have reported no difference between gender (e.g., 

Gates, Lineberger, Crockett & Hubbard, 1988), while others 

report significantly higher depression scores for boys 

(e.g., Finch, Saylor & Edwards, 1985; Anderson, Williams, 

McGee & Silva, 1987) or significantly higher depression 

scores for girls (e.g., Reinherz, Frost, Steward

Berghauser, Pakiz, Kennedy & Schille, 1990; Doerfler et 

al.,1988). 

In terms of age and depressive symptoms, research 

findings have reported a higher risk of depression in 

adolescents (Helsel & Matson, 1984; Nolen-Hoeksema, 1990). 

In the present study, age was found to be significant on 

the CDI high scores which supports the findings in the 

literature (e.g., Kazdin, 1990; Helsel & Matson, 1984). 

Specifically, students who were 11 years or older obtained 

significantly higher scores on the CDI than did students 

who were below 11 years-of-age. 
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rn the present study, grade was also found to be 

significant on both cor and ReDS scores. On the cor, fifth 

graders were found to score significantly higher (i.e., 

they were more depressed) than the fourth or sixth graders. 

On the other hand, on the ReDS, students in the sixth grade 

obtained significantly higher scores than students in the 

fourth and fifth grades. This suggests that grade level 

may be differentially related to depression scores. This 

finding is not consistent with the results of the Lopez 

(1985) unpublished study in which an inverse relationship 

was found between cor scores and grade. Specifically, as 

grade increased for Puerto Rican students, their respective 

scores on the cor decreased. Lopez reported for the Puerto 

Rican students that fifth graders were significantly more 

depressed than were the sixth and seventh graders. On the 

other hand, Alcala (1990) found no significant differences 

between grades for the CDr and ReDS scores. 

rn order to obtain additional information regarding 

the relationship between acculturation and depression 

scores, correlations were conducted. For the total sample 

of children, CDr high scores significantly increased along 

with acculturation. For the Mexican-American sample on 

both the CDr and ReDS, depression scores significantly 

increased as acculturation level decreased. Therefore, 

less acculturated Mexican-Americans had higher scores, or 



were more depressed than more acculturated Mexican

Americans on the self-report scales. This finding for 

Mexican-American students supports what was reported by 

Zamanian et al. (1992) for Mexican-American elders. 

Zarnanian and his colleagues found that less acculturated 

Mexican-Americans were more depressed. 

Alcala (1990) found variation in intercorrelations 

between acculturation levels and the CDr and RCDS for a 

Hispanic sample of students. There was a significant 
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difference in intercorrelations between low acculturated 

males and low acculturated females and correlation of 

depression measures. Alcala concluded that the combination 

of level of acculturation and gender was related to 

intercorrelation of depression instruments. 

The findings from the present study have added 

information to the cross-cultural assessment process of 

depression in children. First, it was found that on the 

CDr, there was an acculturation by age by gender 

interaction. This implies that without including 

acculturation in cross-cultural studies with Mexican

American children, a portion of information may be 

disregarded. rt is possible that the inclusion of 

acculturation may provide new information in terms of the 

assessment of depression in Mexican-American youth. On the 

other hand, results that included acculturation in this 
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study may simply reflect that one assessment instrument, 

the CDI, is more sensitive to acculturation and will 

therefore produce different results than those found with 

other assessment instruments. 

The results from this study regarding ethnicity showed 

that more Caucasian than Mexican-American students were 

depressed on the CDI. This implies that perhaps Caucasian 

children are more willing to report more symptoms of 

depression, or it could mean that Caucasian children appear 

more depressed on a specific depression measure, the CDI. 

Overall, the findings from this study suggest that 

instruments for the assessment of depression in children 

can produce varying results for children of different 

ethnic backgrounds. 

In terms of age, it was found that on the CDI, older 

children scored significantly higher. These findings 

imply that RCDS scores are not related to age. Perhaps 

older children are more inclined to respond positively to 

CDI items as opposed to RCDS items. 

Findings for grade on the CDI indicated that fifth 

graders were more depressed. On the RCDS, however, sixth 

graders obtained higher depression scores. This suggests 

that the relationship between CDI scores and grade level 

and RCDS scores and grade level is different. 
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In this study, it was found that for the Mexican

American students, the correlation between acculturation 

and CDI total scores was negative and significant. This 

suggests that in the assessment process with Mexican

American youth, higher depression scores will be obtained 

by less acculturated children. Therefore, level of 

acculturation may be of assistance in the interpretation of 

severity of depressive symptomatology in Mexican-American 

children. 

Limitations of The study 

The primary limitation of this study was the small 

number of children that participated. Due to the limited 

number of students, it was not possible to obtain results 

for all characteristic variables and depression measures. 

For example, MAN OVA results were not available for the 

DICA-M and DICA-D due to the small number of children that 

participated in the interviews (~ = 11). A small number 

of children also affects the stability of correlation 

findings. In addition, a small sample influences the 

confidence that one can have in the reliability and 

validity of the results. A second limitation may be 

related to the fact that of the 313 families that were 

contacted, only 105 agreed to have their children 

participate in the present study. This may have caused a 
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sampling bias toward those parents that were interested in 

having their children evaluated. 

A third limitation was that participating students 

were from urban school districts. Therefore, it was not 

possible to compare differences between children in urban 

and rural school districts. In addition, results from this 

study may not be generalized to other groups of Caucasian 

and Mexican-American children in southern Arizona. 

Future Research 

There is a paucity of studies that have investigated 

the assessment of depression in Hispanic children. Because 

the majority of standardization samples have included 

primarily caucasian children, norms for Hispanic children 

of diverse backgrounds have not yet been established. 

Results for existing cross-cultural depression studies have 

examined the assessment of depression in children from 

ethnically diverse backgrounds (e.g., Puerto Rico and 

Texas). However, replication of results is needed to 

establish norms for Hispanic groups of children in 

different parts of the country (i.e., Puerto Rican 

children, Hispanic children in Texas and Mexican-American 

children in Arizona) and to clarify contradictory findings. 

In addition, other studies that include acculturation would 

be of assistance to further examine and clarify the role 



that acculturation, gender and age have in depression in 

children. 
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More research is also needed to compare results of 

depression scores between children in urban school 

districts and children in suburban school districts. This 

would assist in the generalization of results for 

depression studies with children. 

Although the present study has added new information 

to the area of cross-cultural assessment of children, it 

has also emphasized how much more needs to be investigated. 

Hopefully, future research will provide a reliable 

assessment process for utilization with school-age children 

of differing ethnic backgrounds. 
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HUMAN SUBJECTS PERMISSION LETTER 



147 

THt UNMRSrT'f Of 

Hum.n Subjtcts Committ« 

February 17, 1993 

A RJZO NA 
HtALTH SCIENCES CENTtR 

~ 

1690 N. Wuren (Bldg. 526B) 
Tucson. ArizonA 65i2~ 
(602) 626-6i21 or 626-7375 

Yvette D. Rybolt, M.A. 
c/o Richard J. Morris, Ph.D. 
Educational Psychology 
Education 623 
Main Campus 

RE: lIse A93.28 ASSESSMENT OF DEPRESSION IN SCHOOL-AGE CHILDREN: A 
CROSS-CULTURAL . COMPARISON OF MEXICAN-AMERICAN AND ANGLO 
STUDENTS 

Dear Ms. Rybolt: 

We received your above-cited research proposal. The procedures to 
be followed in this study pose no more than minimal risk to 
participating subjects. Regulations issued by the u.s. Department 
of Health and Human services (45 crn Part 46.110(b)] authorize 
approval of this type project through the expedited review 
procedures, wi th the condition (s) that subj ects I anonymi ty be 
maintained. Although full committee review is not required, a brief 
summary of the project procedures is submitted to the cOllllUittee for 
their endorsement and/or comment, if any, after administrative 
approval is granted. This project is approved effective 17 February 
1993 for a period of one year. 

The Human Subjects Committee (Institutional Review Board) of the 
University of Arizona has a current assurance of compliance, number 
M-1233, which is on file with the Department of Health and Human 
services and covers ~is activity. 

Approval is granted with the understanding that no further changes 
or additions will be made either to the procedures followed or to 
the consent formes) used (copies of which we have on file) without 
the knowledge and approval of the Human Subjects Committee and your 
College or Departmental Review Committee. Any research related 
physical or psychological harm to any subject must also be reported 
to e5~~ co~ittec. 

A university policy requires tilat all signed subject consent forms 
be kept in a permanent file in an area designated for that purpose 
by the Department Head or comparable authority. This will assure 
their accessibility in the event that university officials require 
the information and the principal investigator is unavailable for 
some reason. 

sincerely yours, 

Ll"~\"",""",o-· 
William F. Denny, M.D. 
Chairman, Human Subjects committee 

cc: Departmental/College Review Committee 
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APPENDIX B 

. MODIFIED ACCULTURATION SCALE - ENGLISH 



Directions: For each question, circle the best choice. 
One choice per question, please. 

Modified Acculturation Scale 

1. In general, what language(s) do you read and speak? 

1 2 3 4 5 

Only Spanish Both English Only 
Spanish better Equally better English 

than than 
English Spanish 

2. What was the language you used as a child before 
starting Kindergarten? 

1 2 3 4 5 

Only More Both More Only 
Spanish Spanish Equally English English 

than than 
English Spanish 

3. What language(s) do you usually speak at horne? 

1 2 
., 4 5 -.J 

Only More Both More Only 
Spanish Spanish Equally English English 

than than 
English Spanish 

4. In which language(s) do you usually think? 

1 2 3 4 5 

Only More Both More Only 
Spanish Spanish Equally English English 

than than 
English Spanish 
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5. What language(s) do you usually speak with your 
friends? 

1 

Only 
Spanish 

2 

More 
Spanish 

than 
English 

3 

Both 
Equally 

4 

More 
English 

than 
Spanish 

5 

Only 
English 
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6. In what language(s) are the T.V. programs you usually 
watch? 

1 

Only 
Spanish 

2 

More 
Spanish 

than 
English 

3 

Both 
Equally 

4 

More 
English 

than 
Spanish 

5 

Only 
English 

7. In what language(s) are the radio programs you usually 
listen to? 

1 

Only 
Spanish 

2 

More 
Spanish 

than 
English 

3 

Both 
Equally 

4 

More 
English 

than 
Spanish 

5 

Only 
English 

8. In general, in what language(s) are the movies, T.V. 
and radio programs you prefer to watch and listen to? 

1 2 3 4 5 

Only More Both More Only 
Spanish Spanish Equally English English 

than than 
English Spanish 
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9. Your close friends are: 

1 2 3 4 5 

All More About More All 
Mexican Mexican Half Caucasians Caucasians 
American Americans & Half than 

than Mexican 
Caucasians Americans 

10. You prefer going to social gatherings/parties at which 
the people are: 

1 2 3 4 5 

All More About More All 
Mexican Mexican Half Caucasians Caucasians 
American Americans & Half than 

than Mexican 
Caucasians Americans 

11. The family friends or relatives you visit or who visit 
you are: 

1 

All 
Mexican 
American 

2 

More 
Mexican 

Americans 
than 

Caucasians 

3 

About 
Half 
& Half 

4 5 

More All 
Caucasians Caucasians 

than 
Mexican 
Americans 

12. If you could choose your friends, you would want them 
to be: 

1 2 3 4 5 

All More About l-iiore All 
Mexican Mexican Half Caucasians Caucasians 
American Americans & Half than 

than Mexican 
Caucasians Americans 
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APPENDIX C 

MODIFIED ACCULTURATION SCALE - SPANISH 
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Instrucciones: Para cada pregunta, circula la mejor 
respuesta. Una respuesta par pregunta, por favor. 

Escala de Aculturacion Modificada 

1. Por 10 general, que idioma(s} lees y hablas? 

1 

Solo 
espanol 

2 

Espanol 
mejor que 
ingles 

3 

Ambos 
igual 

4 

Ingles 
mejor que 
espanol 

5 

Solo 
ingles 

2. Cual idioma usaste de pequeno(a} antes de empezar 
Kindergarten? 

3. 

4. 

1 

Solo 
espanol 

2 

Espanol 
mejor que 

ingles 

Por 10 general, en que 

1 2 

Solo Mas 
espanol espanol que 

ingles 

Por 10 general, en que 

1 

Solo 
espanol 

2 

Mas 
espanol que 

ingles 

3 

Ambos 
igual 

idioma(s} 

3 

Ambos 
igual 

idioma(s} 

Ambos 
igual 

4 

Ingles 
mejor que 

espanol 

hablas en 

4 

Mas 
ingles que 

espanol 

piensas? 

4 

Mas 
ingles que 

espanol 

tu 

5 

Solo 
ingles 

casa? 

5 

Solo 
ingles 

5 

Solo 
ingles 
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5. Por 10 general, en que idioma(s) hablas con tus 
amigos(as)? 

1 

Solo 
espanol 

2 

Mas 
espanol que 

ingles 

3 

Ambos 
igual 

4 

Mas 
ingles que 

espanol 

5 

Solo 
ingles 

6. Por 10 general, en que idioma(s) son los programas de 
television que ves? 

1 

Solo 
espanol 

2 

Mas 
espanol que 

ingles 

3 

Ambos 
igual 

4 

Mas 
ingles que 

espanol 

5 

Solo 
ingles 

7. Por 10 general, en que idioma(s) son los programas de 
radio que escuchas? 

8. 

1 

Solo 
espanol 

2 

Mas 
espanol que 

ingles 

Por 10 general, en que 
peliculas, y programas 

1 2 

Solo Mas 
espanol espanol que 

ingles 

3 

Ambos 
igual 

idioma(s) 
de radio 

3 

Ambos 
igual 

4 

Mas 
ingles que 

espanol 

prefieres oir 
y television? 

4 

Mas 
ingles que 

espanol 

5 

Solo 
ingles 

y ver 

5 

Solo 
ingles 



9. Tus amigos y amigas mas cercanos son: 

1 2 

Todos Mas mexicano 
mexicano americanos 

americanos que 
americanos 

3 

Mitad 
y 

mitad 

4 

Mas americanos 
que mexicano 

americanos 
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5 

Todos 
americanos 

10. Prefieres ir a reuniones sociales/fiestas en las 
cuales las personas son: 

1 2 3 4 5 

Todos Mas mexicano Mitad Mas americanos Todos 
mexicano americanos y que mexicano americanos 

americanos que mitad americanos 
americanos 

11. Los amigos(as) de tu familia 0 familiares que visitas 
o que te visitan son: 

1 2 3 4 5 

Todos Mas mexicano Mitad Mas americanos Todos 
mexicano americanos y que mexicano americanos 

americanos que mitad americanos 
americanos 

12. Si pudieras escoger tus amigos, ellos serian: 

1 2 3 4 5 

Todos Mas mexicano Mitad Mas americanos Todos 
mexicano americanos y que mexicano americanos 

americanos que mitad americanos 
americanos 
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CHILDHOOD DEPRESSION STUDY MAILING 
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CHILDHOOD DEPRESSION STUDY 

* Who can participate: 4th, 5th and 6th graders enrolled 
in a public school. 

* Cost to participate: there is no charge. 

* Who is doing the study: yvette Rybolt, graduate student 
in Educational Psychology at the University of Arizona. 

* Parents/guardians will be asked to sign a consent form in 
order for students to participate. 

* Students will be asked to fill out a consent form, and 3 
questionnaires, in English or Spanish. Items will ask 
how students feel about themselves. This will take about 
50 minutes and will be done in a group setting. 

* Some students will be asked to participate in an 
interview that takes about 1/2 hour. 

* Feedback available to parents. 

* For more information, please call Yvette at 579-0757. 

THANK-YOU! 
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January 4, 1994 

Dear Parent/Guardian: 

The Tucson Unified school District has given me permission 
to conduct a study with school-age children in the fourth 
fifth, and sixth grades. The purpose of this study is to 
investigate depression in fourth, fifth and sixth grade 
children. Of all school children, it has been estimated 
that 3%-10% are depressed. Children who are depressed may 
appear sad, tired, angry or irritable, and have difficulty 
getting along with others. Depression in children can also 
cause a lack of enthusiasm and difficulty concentrating, 
which can result in a drop in grades. In order to provide 
assistance to those children in this school district that 
may be depressed, it is important to understand how common 
depression is in this school district. 

For this study, your child will be asked to fill out an 
acculturation scale to gain some understanding of his or 
her habits and preferences. Your child will also be asked 
to fill out two depression scales asking about how he or 
she feels. Completing these questionnaires will take 
approximately 1 hour and will take place in your child's 
classroom. After completing these questionnaires, your 
child may be invited to participate in an interview with me 
at your child's school. This interview will take about 30 
minutes. The questions during this interview will ask 
about your child's behavior and feelings. If your child 
has any questions about any items at any time during this 
study, he or she may ask me. 

To ensure confidentiality, no names will be used in this 
study. All children will be given an identification 
nunber. Your permission for your child's participation may 
be withdrawn at any time during this project. You may ask 
me questions related to this study and ask me about results 
for your child after the study is completed. 



Parent Letter 2 

If you are willing to allow your child to participate in 
this study, please sign the enclosed IIParent's Consent ll 

form and have your child return the form to his or her 
teacher. If you have any questions about this study, 
please feel free to call me at the number listed below, 
where you may also leave a message. Thank-you for your 
cooperation. 

Sincerely, 

160 

Yvette Dawson Rybolt 
Doctoral Candidate 
Educational Psychology 
University of Arizona 
(horne) 579-0757 
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4 de enero de 1994 

Estimados padres: 

El Distrito Escolar Tucson Unified School District (TUSD) 
me ha dado permiso para comenzar un estudio con estudiantes 
del cuarto, quinto y sexto grado. El propos ito de este 
estudio es investigar la depresion en los estudiantes del 
cuarto, quinto y sexto grado. Se estima que entre un 3%-
10% de todos los ninos de edad escolar estan deprimidos. 
Los ninos que estan deprimidos pueden aparecer tristes, 
cansados, enojados 0 irritables y pueden tener dificultades 
en como se llevan con otras personas, como otros ninos 0 

maestros. Para poder asistir a los ninos en este distrito 
escolar que estan deprimidos, es import ante comprender que 
tan comun es la depresion en los estudiantes en este 
distrito escolar. 

Para este estudio, se Ie pedira a 3U hijo(a) que conteste 
un cuestionario de aculturacion para comprender sus habitos 
y preferencias. Tambien se Ie pedira a su hijo(a) que 
conteste dos cuestionarios para medir la depresion, en los 
cuales se Ie preguntara acerca de sus sentimientos. 
Completar estos cuestionarios tardara aproximadamente 1 
hora y se hara en el salon de clases en la escuela de su 
hijo(a). Despues de completar estos cuestionarios, es 
posible que su hijo(a) sea invitado(a) a participar en una 
entrevista conmigo, en la escuela de su hijo(a). Esta 
entrevista tomara aproximadamente 30 minutos. Las 
preguntas durante esta entrevista seran acerca del 
comportamiento y sentimientos de su hijo(a). Si durante 
este estudio su hijo(a) tiene preguntas acerca de 10 que 
aparece en los cuestionarios, puede preguntarme. 

Para mantener total privacidad, no se usaran nombres en 
este estudio. Cada estudiante recibira un numero de 
identificacion. su permiso para la participacion de su 
hijo(a) podra ser retirado en cualquier momenta durante 
este proyecto. SU hijo(a) tambien puede dejar de 
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Carta Padres 2 

participar cuando quiera. ustedes pueden hacerme preguntas 
relacionadas a este estudio en cualquier momenta y pedirme 
los resultados de su hijo(a) cuando se complete este 
estudio. Este estudio sera sin cos to para ustedes. 

5i ustedes permiten la participacion de su hijo(a) en este 
estudio, por favor firmen la forma adjunta "Consentimiento 
de los Padres". Favor de entre gar esta forma firmada a su 
hijo(a) para que se la entregue a su maestro(a). 5i tienen 
preguntas acerca de este estudio, favor de llamarme al 
numero que aparece abajo, donde tambien pueden dejar un 
mensaje. Gracias por su cooperacion. 

Atentamente, 

Yvette Dawson Rybolt 
Estudiante de doctorado 
Universidad de Arizona 
(casa) 579-0757 
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PARENT CONSE~T FORM - ENGLISH 



ParentIs Consent 

Assessment of Depression in School-Age Children: 
Cross-Cultural Comparison of Mexican-American 

and Caucasian students 
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I AM BEING ASKED TO READ THE FOLLOWING MATERIAL TO ENSURE 
THAT I AM INFORMED OF THE NATURE OF THIS RESEARCH STUDY AND 
OF HOW MY CHILD WILL PARTICIPATE IN IT, IF I CONSENT TO DO 
SO. SIGNING THIS FORM WILL INDICATE THAT I HAVE BEEN SO 
INFORMED AND THAT I GIVE MY CONSENT. FEDERAL REGULATIONS 
REQUIRE WRITTEN INFORMED CONSENT PRIOR TO PARTICIPATION IN 
THIS RESEARCH PROJECT SO THAT I CAN KNOW THE NATURE AND THE 
RISKS OF MY CHILDIS PARTICIPATION AND CAN DECIDE TO 
PARTICIPATE OR NOT PARTICIPATE IN A FREE AND INFORMED 
MANNER. 

I, .......................................... (please PRINT 
name), (Parent or Guardianls name] have been informed that 
my child. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. (please PRINT 
name) has been invited to voluntarily participate in the 
above-titled research project that will be conducted by 
Yvette Dawson Rybolt, M.A. The purpose of this project is 
to learn how fourth, fifth and sixth grade students feel 
about themselves. There will be about 300 fourth, fifth 
and sixth grade students taking part in this project. If I 
agree to my childls participation, I will agree to the 
following: my child will be asked to answer questions on 
three questionnaires, and my child will be able to select 
an English or a Spanish version for each one. One 
questionnaire will ask about my childls background and what 
my child likes, and the other two will ask about how my 
child feels about himself or herself. My child will answer 
items on these questionnaires in his or her classroom and 
it will take approximately 1 hour. 

After my child completes these questionnaires, my child may 
be asked to participate in an interview with Yvette Dawson 
Rybolt at my childls school. 
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During the interview, my child will be asked how he or sh~ 
feels about himself or herself. This interview will take 
approximately 30 minutes. Students will be able to choose 
if they want to answer questions in English or in Spanish. 
If my child only answers questions on the three 
questionnaires and is not invited to participate in the 
interview, his or her participation in this project will 
take about 1 hour. If my child answers questions on the 
three questionnaires and participates in the interview 
also, my child's participation in this project will take 
about one hour and 30 minutes. 

If my child or I have any questions about any items at any 
time during this study, we may ask the investigator, Yvette 
Dawson Rybolt. 

I understand that for confidentiality of results of this 
study, my child's name and that of his or her classmates 
will not be used. Students will be assigned an 
identification number when their questionnaires are turned 
in. The person who will have access to the results is 
Yvette Dawson Rybolt and her dissertation advisor, 
Dr. Richard J. Morris. My child will not be paid to 
participate in this project nor will it cost anything to 
participate. 

Finally, I give my consent for Yvette Dawson Rybolt to 
provide my child's teacher with my child's results from 
this study. 

BEFORE GIVING MY CONSENT BY SIGNING THIS FORM, THE METHODS, 
INCONVENIENCES, RISKS, AND BENEFITS WILL BE EXPLAINED TO MY 
CHILD AND MY QUESTIONS OR MY CHILD'S QUESTIONS WILL BE 
ANSWERED. I UNDERSTAND THAT MY CHILD AND I MAY ASK 
QUESTIONS AT ANY TIME AND THAT MY CHILD AND I ARE FREE TO 
WITHDRAW FROM THE PROJECT AT ANY TIME WITHOUT CAUSING BAD 
FEELINGS OR AFFECTING MY CHILD'S GRADES. MY CHILD'S 
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PARTICIPATION IN THIS PROJECT MAY BE ENDED BY THE 
INVESTIGATOR OR BY THE SPONSOR FOR REASONS THAT WOULD BE 
EXPLAINED. NEW INFORMATION DEVELOPED DURING THE COURSE OF 
THIS STUDY WHICH MAY AFFECT MY WILLINGNESS FOR MY CHILD TO 
CONTINUE IN THIS RESEARCH PROJECT WILL BE GIVEN TO ME AS IT 
BECOMES AVAILABLE. I UNDERSTAND THAT THIS CONSENT FORM 
WILL BE FILED IN AN AREA DESIGNATED BY THE HUMAN SUBJECTS 
COMMITTEE WITH ACCESS RESTRICTED TO THE PRINCIPAL 
INVESTIGATOR, YVETTE DAWSON RYBOLT, OR AUTHORIZED 
REPRESENTATIVE OF THE EDUCATIONAL PSYCHOLOGY DEPARTMENT. I 
UNDERSTAND THAT I DO NOT GIVE UP ANY OF MY LEGAL RIGHTS OR 
MY CHILD'S BY SIGNING THIS FORM. A COpy OF THIS SIGNED 
CONSENT FORM WILL BE GIVEN TO ME. 

Parent's or guardian's signature Date 
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ME PIDEN QUE LEA LA SIGUIENTE INFORMACION PARA ASEGURAR QUE 
ESTOY INFORMADO ACERCA DE ESTE PROYECTO DE INVESTIGACION Y 
DE COMO MI HIJO(A) PARTICIPARA, SI YO DOY MI 
CONSENTIMIENTO. EL FIRMAR ESTA FORMA INDICARA QUE YO HE 
SIDO INFORMADO Y QUE DOY MI CONSENTIMIENTO. LAS 
REGULACIONES FEDERALES REQUIEREN CONSENTIMIENTO POR ESCRITO 
ANTES DE LA PARTICIPACION EN ESTE PROYECTO DE INVESTIGACION 
PARA QUE YO PUEDA ESTAR ENTERADO ACERCA DEL CONTENIDO DE 
ESTE ESTUDIO Y DE CUALQUIER RIESGO RELACIONADO A LA 
PARTICIPACION DE MI HIJO(A) Y PARA QUE YO PUEDA DECIDIR 
PARTICIPAR 0 NO PARTICIPAR DE UNA MANERA LIBRE E INFORMADA. 

Yo, ........................................... , (FAVOR DE 
ESCRIBIR EN LETRA DE MOLDE) he sido informado(a) que mi 
hijo(a) ............................................. . 
(FAVOR DE ESCRIBIR EN LETRA DE MOLDE) ha sido invitado(a) 
para participar en forma voluntaria en el estudio cuyo 
titulo aparece arriba bajo la direccion de Yvette Dawson 
Rybolt. El proposito de este proyecto es aprender como se 
sienten acerca de si mismos los estudiantes de cuarto, 
quinto y sexto grado. Aproximadamente 300 estudiantes de 
cuarto, quinto y sexto grado participaran en este estudio. 
si yo doy mi consentimiento para que mi hijo(a) participe, 
tambien doy mi permiso para 10 siguiente: mi hijo(a) 
contestara preguntas en tres cuestionarios y mi hijo(a) 
podra seleccionar una version en ingles 0 en espanol para 
cada uno. Un cuestionario tendra preguntas acerca de los 
habitos de mi hijo(a) y de sus preferencias, y los otros 
dos tendran preguntas acerca de los sentimientos de mi 
hijo(a). Mi hijo(a) contestara preguntas en estos 
cuestionarios en su salon de clases y esto tomara 
aproximadamente 1 hora. 

Despues que mi hijo(a) complete estos cuestionarios, es 
posible que mi llijo(a) sea invitado(a) para participar en 
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una entrevista con Yvette Dawson Rybolt en la escuela de mi 
hijo(a}. Durante la entrevista, se Ie preguntara a mi 
hijo(a) como se siente acerca de si mismo(a}. Esta 
entrevista tardara aproximadamente 30 minutos, y se podra 
seleccionar entre una entrevista en ingles 0 en espanol. 
Si mi hijo(a) solamente contesta los tres cuestionarios y 
no es invitado a participar en una entrevista, su 
participacion en este estudio tomara aproximadamente 1 
hora. si mi hijo(a) contesta los tres cuestionarios y 
tambien participa en la entrevista, la participacion de mi 
hijo(a) en este proyecto sera de aproximadamente una hora y 
30 minutos. 

si mi hijo(a) 0 yo tenemos cualquier pregunta durante este 
estudio acerca de alguna pregunta en particular que 
aparezca en un cuestionario, podremos dirigirnos a Yvette 
Dawson Rybolt. 

Comprendo que para la confidencialidad de los resultados de 
este estudio, el nombre de mi hijo(a) y el de sus 
companeros no sera usado. A los estudiantes se les 
asignara un numero de identificacion cuando entreguen sus 
cuestionarios. La persona que tendra acceso a los 
resultados es Yvette Dawson Rybolt y su director de tesis, 
el Dr. Richard J. Morris. Mi hijo(a) no recibira dinero 
por participar en este proyecto y participar no costara 
nada. 

ANTES DE DAR MI CONSENTIMIENTO AL FIRMAR ESTA FORMA, LOS 
METODOS, LAS INCONVBNIENCIAS, RIESGOS, Y BENEFICIOS SERAN 
EXPLICADOS A MI HIJO(A) Y MIS PREGUNTAS 0 LAS PREGUNTAS DE 
MI HIJO(A) SERAN CONTESTADAS. COMPRENDO QUE MI HIJO(A) Y 
YO PODREMOS HACER PREGUNTAS EN CUALQUIER MOMENTO Y QUE MI 
HIJO(A) Y YO PODEMOS RETIRARNOS DE ESTE PROYECTO EN 
CUALQUIER MOMENTO SIN CAUSAR MALOS SENTIMIENTOS 0 AFECTAR 
LA EDUCACION DE MI HIJO(A). LA PARTICIPACION DE MI HIJO(A) 
EN ESTE PROYECTO PODRA SER TERMINADA POR LA INVESTIGADORA 
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POR RAZONES QUE SERIAN EXPLICADAS. CUALQUIER NUEVA 
INFORMACION DESARROLLADA DURANTE EL CURSO DE ESTE ESTUDIO 
QUE PUEDA AFECTAR MI DECISION DE QUE MI HIJO(A) CONTINUE EN 
ESTE PROYECTO DE INVESTIGACION ME SERA INFORMADA LO ANTES 
POSIBLE. COMPRENDO QUE ESTA FORMA DE CONSENTIMIENTO SERA 
ARCHIVADA EN UN AREA DESIGNADA POR EL HUMAN SUBJECTS 
COMMITTEE CON ACCESO A LA INVESTIGADORA PRINCIPAL, YVETTE 
DAWSON RYBOLT, 0 REPRESENTANTE AUTORIZADO DEL DEPARTAMENTO 
DE PSICOLOGIA EDUCACIONAL. COMPRENDO QUE NO PIERDO MIS 
DERECHOS LEGALES 0 LOS DERECHOS LEGALES DE MI HIJO(A) AL 
FIRMAR ESTA FORMA. UNA COPIA DE ESTA FORMA DE 
CONSENTIMIENTO ME SERA ENTREGADA. 

Firma de uno de los padres a 
apoderado(a) 

Fecha 
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Subject's consent 

Assessment of Depression in School-Age Children: A Cross
Cultural Comparison of Mexican-American 

and Caucasian Students 

I AM BEING ASKED TO READ THE FOLLOWING MATERIAL TO ENSURE 
THAT I AM INFORMED OF THE NATURE OF THIS RESEARCH STUDY AND 
OF HOW I WILL PARTICIPATE IN IT, IF I CONSENT TO DO SO. 
SIGNING THIS FORM WILL INDICATE THAT I HAVE BEEN SO 
INFORMED AND THAT I GIVE MY CONSENT. FEDERAL REGULATIONS 
REQUIRE WRITTEN INFORMED CONSENT PRIOR TO PARTICIPATION IN 
THIS RESEARCH PROJECT SO THAT I CAN KNOW THE NATURE AND THE 
RISKS OF MY PARTICIPATION AND CAN DECIDE TO PARTICIPATE OR 
NOT PARTICIPATE IN A FREE AND INFORMED MANNER. 

I, .......................................... (PLEASE 
PRINT), am being invited to voluntarily participate in the 
above-titled research project that will be conducted by 
Yvette Dawson Rybolt. The purpose of this project is to 
learn how fourth, fifth and sixth grade students feel about 
themselves. There will be about 300 fourth, fifth and 
sixth grade students taking part in this project. If I 
agree to participate, I will be asked to agree to the 
following: I will be asked to answer questions on three 
questionnaires, and I will be able to select and English or 
a Spanish version for each one. One questionnaire will ask 
about my background and what I like, and the other two will 
ask about how I feel about myself. I will answer items on 
these questionnaires in my classroom and it will take about 
1 hour. 

After I complete these questionnaires, I may be asked to 
participate in an interview with Yvette Dawson Rybolt at my 
school. During the interview, I will be asked how I feel 
about myself. This interview will take about 30 minutes, 

,and I will be able to choose if I want to answer questions 
in English or in Spanish. 
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If I only answer questions on the three questionnaires and 
do not participate in the interview, my participation in 
this project will take about 1 hour. If I answer questions 
on the three questionnaires and participate in the 
interview also, my participation in this project will take 
about 1 hour and 30 minutes. If I have any questions about 
any items at any time during my participation in this 
study, I may ask Yvette Dawson Rybolt. 

I understand that for confidentiality of results of this 
study, my name and that of my classmates will not be used. 
We will be assigned an identification number when our 
questionnaires are turned in. The person who will have 
access to the results is Yvette Dawson Rybolt and her 
dissertation advisor, Dr. Richard J. Morris. I will not be 
paid to participate in this project nor will it cost me 
anything to participate. 

BEFORE GIVING MY CONSENT BY SIGNING THIS FORM, THE METHODS, 
INCONVENIENCES, RISKS, AND BENEFITS HAVE BEEN EXPLAINED TO 
ME AND MY QUESTIONS HAVE BEEN ANSWERED. I UNDERSTAND THAT 
I MAY ASK QUESTIONS AT ANY TIME AND THAT I AM FREE TO 
WITHDRAW FROM THE PROJECT AT ANY TIME WITHOUT CAUSING BAD 
FEELINGS OR AFFECTING MY EDUCATION. MY PARTICIPATION IN 
THIS PROJECT MAY BE ENDED BY THE INVESTIGATOR OR BY THE 
SPONSOR FOR REASONS THAT WOULD BE EXPLAINED. NEW 
INFORMATION DEVELOPED DURING THE COURSE OF THIS STUDY WHICH 
MAY AFFECT MY WILLINGNESS TO CONTINUE IN THIS RESEARCH 
PROJECT WILL BE GIVEN TO ME AS IT BECOMES AVAILABLE. I 
UNDERSTAND THAT THIS CONSENT FORM WILL BE FILED IN AN AREA 
DESIGNATED BY THE HUMAN SUBJECTS COMMITTEE WITH ACCESS 
RESTRICTED TO THE PRINCIPAL INVESTIGATOR, YVETTE DAWSON 
RYBOLT, OR AUTHORIZED REPRESENTATIVE OF THE EDUCATIONAL 
PSYCHOLOGY DEPARTMENT. I UNDERSTAND THAT I DO NOT GIVE UP 
ANY OF MY LEGAL RIGHTS BY SIGNING THIS FORM. A COpy OF 
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I have carefully explained to the subject the nature of the 
above project. I hereby certify that to the best of my 
knowledge the person who is signing this consent form 
understands clearly the nature, demands, benefits, and 
risks involved in his/her participation. A medical problem 
or language or educational barrier has not precluded this 
understanding. 

Signature of Investigator Date 
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Consentimiento del Estudiante 

Asesoramiento de la Depresion en Ninos de Edad Escolar: 
Una Comparacion Entre Estudiantes 
Mexicanoamericanos y Americanos 

ME PIDEN QUE LEA LA SIGUIENTE INFORMACION PARA ASEGURAR QUE 
ESTOY INFORMADO ACE RCA DE ESTE PROYECTO DE INVESTIGACION Y 
DE COMO YO VOY A PARTICIPAR, SI YO DOY MI CONSENTIMIENTO. 
EL FIRMAR ESTA FORMA INDICARA QUE YO HE SIDO INFORMADO Y 
QUE DOY MI CONSENTIMIENTO. LAS REGULACIONES FEDERALES 
REQUIEREN CONSENTIMIENTO POR ESCRITO ANTES DE LA 
PARTICIPACION EN ESTE PROYECTO DE INVESTIGACION PARA QUE YO 
PUEDA ESTAR ENTERADO ACERCA DEL CONTENIDO DE ESTE ESTUDIO Y 
DE CUALQUIER RIESGO RELACIONADO A MI PARTICIPACION Y PARA 
QUE YO PUEDA DECIDIR PARTICIPAR 0 NO PARTICIPAR DE UNA 
MANERA LIBRE E INFORMADA. 

Yo, ........................................... , (FAVOR DE 
ESCRIBIR EN LETRA DE MOLDE) he side invitado(a) para 
participar en forma voluntaria en el estudio cuyo titulo 
aparece arriba, bajo la direccion de Yvette Dawson Rybolt. 
El propos ito de este proyecto es aprender como se sienten 
acerca de si mismos los estudiantes de cuarto, quinto y 
sexto grado. Aproximadamente 300 estudiantes de cuarto, 
quinto y sexto grado participaran en este estudio. Si yo 
doy mi consentimiento para participar, tambien doy mi 
permiso para 10 siguiente: contestare preguntas en tres 
cl1estionarios y podre seleccionar una version en ingles 0 

en espanol para cada uno. Un cuestionario tendra preguntas 
acerca de mis habitos y preferencias, y los otros dos 
tendran preguntas acerca de mis sentimientos. contestare 
preguntas en estos cuestionarios en mi salon de clases y 
esto tomara aproximadamente 1 hora. 

Despues de completar estos cuestionarios, es posible que yo 
sea invltado(a) para participar en una entrevista con 
Yvette Dawson Rybolt en mi escuela. Durante la entrevista, 
me preguntaran sobre como me siento acerca de mi mismo(a). 
Esta entrevista tardara aproximadamente 30 minutos, y se 
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podra seleccionar entre una entrevista en ingles 0 en 
espanol. Si yo solamente contesto los tres cuestionarios y 
no soy invitado(a) a participar en una entrevista, mi 
participacion en este estudio tomara aproximadamente 1 
hora. si yo contesto los tres cuestionarios y tambien 
participo en la entrevista, mi participacion en este 
proyecto sera de aproximadamente 1 hora y 30 minutos. 

Si tengo cualquier pregunta durante este estudio acerca de 
alguna pregunta en particular que aparezca en un 
cuestionario, puedo dirigirme a Yvette Dawson Rybolt. 

Comprendo que para la confidencialidad de los resultados de 
este estudio, mi nombre y el de mis companeros no sera 
usado. A los estudiantes se les asignara un numero de 
identificacion cuando entreguen sus cuestionarios. La 
persona que tendra acceso a los resultados es Yvette Dawson 
Rybolt y su director de tesis, el Dr. Richard J. Morris. 
No recibire dinero par participar en este proyecto y 
participar no costara nada. 

ANTES DE DAR MI CONSENTIMIENTO AL FIRMAR ESTA FORMA, LOS 
METODOS, LAS INCONVENIENCIAS, RIESGOS, Y BENEFICIOS ME 
SERAN EXPLICADOS Y MIS PREGUNTAS SERAN CONTESTADAS. 
COMPRENDO QUE YO PODRE HACER PREGUNTAS EN CUALQUIER MOMENTO 
Y QUE YO PODRE RETIRARME DE ESTE PROYECTO EN CUALQUIER 
MOMENTO SIN CAUSAR MALOS SENTIMIENTOS 0 AFECTAR MI 
EDUCACION. MI PARTICIPACION EN ESTE PROYECTO PODRA SER 
TERMINADA POR LA INVESTIGADORA POR RAZONES QUE SERIAN 
EXPLICADAS. CUALQUIER NUEVA INFORMACION DESARROLLADA 
DURANTE EL CURSO DE ESTE ESTUDIO QUE PUEDA AFECTAR MI 
DECISION DE CONTINUAR EN ESTE PROYECTO DE INVESTIGACION ME 
SERA INFORMADA LO ANTES POSIBLE. COMPRENDO QUE ESTA FORMA 
DE CONSENTIMIENTO SERA ARCHIVADA EN UN AREA DESIGNADA POR 
EL HUMAN SUBJECTS COMMITTEE CON ACCESO A LA INVESTIGADORA 
PRINCIPAL, YVETTE DAWSON RYBOLT, 0 REPRESENTANTE AUTORIZADO 
DEL DEPARTAMENTO DE PSICOLOGIA EDUCACIONAL. COMPRENDO QUE 
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NO PIERDO MIS DERECHOS LEGALES AL FIRMAR ESTA FORMA. UNA 
COPIA DE ESTA FORMA DE CONSENTIMIENTO ME SERA ENTREGADA. 

Firma del estudiante Fecha 

He explicado euidadosamente al estudiante el eontenido de 
este proyeeto. Certifieo que, a mi entender, la persona 
que firma est a forma de consentimiento comprende claramente 
el contenido, requisitos, beneficios, y riesgos 
relacionados a su partieipaeion. Un problema medico 0 de 
lenguaje 0 educacional no excluyo este entendimiento. 

Firma de la investigadora Fecha 
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STDT GENDER AGE GRADE 
NO. 

1 1 10 5 
2 1 10 5 
3 1 10 5 
4 1 11 6 
5 2 10 4 
6 2 9 4 
7 2 12 6 
8 2 10 4 
9 2 10 4 
10 2 10 4 
11 2 10 4 
12 2 10 4 
13 2 12 6 
14 2 11 6 
15 2 12 6 
16 2 10 4 
17 2 9 4 
18 2 9 4 
19 1 12 6 
20 1 10 5 

ETHN ACCULT 

2 1. 75 
2 1. 67 
2 2.42 
2 2.25 
2 2.67 
2 2.17 
2 2.33 
2 2.50 
2 2.08 
2 1. 50 
2 2.50 
2 2.83 
2 2.83 
2 3.00 
2 2.75 
2 4.17 
2 1. 83 
2 2.92 
2 3.92 
2 3.50 

CDr 

11 
6 

15 
12 
13 

4 
16 
13 
11 

8 
7 
8 
5 
7 
3 
4 

20 
9 
4 
3 

RCDS 

53 
59 
93 
59 
66 
51 
80 
52 
72 
63 
51 
51 
57 
50 
51 
34 
73 
57 
52 
50 

DrCA-R 
(md dys) 

108 53 

27 3 

43 3 

t-' 
()) 

~ 



STDT GENDER AGE GRADE ETHN 
NO. 

21 1 13 6 2 
22 1 11 6 2 
23 1 11 6 2 
24 1 12 6 2 
25 2 11 5 2 
26 2 10 5 2 
27 1 10 5 2 
28 2 10 4 2 
29 2 10 5 2 
30 1 10 4 2 
31 2 9 4 2 
32 1 10 5 2 
33 1 11 5 2 
34 2 10 5 2 
35 1 12 6 2 
36 1 11 5 2 
37 1 10 5 2 
38 1 11 5 2 
39 2 10 5 2 
40 2 11 5 1 
41 2 10 5 1 

ACCULT CDr 

3.00 3 
3.33 4 
2.33 12 
3.08 0 
3.00 6 
2.42 14 
3.75 11 
3.17 14 
2.50 11 
1. 75 4 
2.00 13 
2.50 12 
3.08 21 
1. 67 13 
1. 92 6 
1. 67 13 
2.91 0 
2.25 7 
2.92 25 
4.50 6 
5.00 8 

RCDS 

47 
36 
65 
31 
57 
58 
57 
65 
64 
47 
56 
55 
63 
54 
50 
62 
43 
51 
60 
56 
46 

DrCA-R 
(rnd dys) 

55 50 

87 32 

I-' 
0:> 
N 



STDT GENDER AGE GRADE ETHN 
NO. 

42 1 10 5 1 
43 1 11 5 1 
44 2 11 5 1 
45 2 11 5 1 
46 1 10 5 1 
47 1 11 5 1 
48 2 11 5 2 
49 2 11 5 2 
50 2 11 5 1 
51 1 11 5 1 
52 1 10 5 1 
53 1 10 5 2 
54 1 11 5 1 
55 1 11 5 1 
56 2 10 5 1 
57 2 10 5 1 
58 2 11 5 1 
59 2 11 5 1 
60 2 11 5 1 
61 1 10 5 1 
62 1 11 5 1 

ACCULT CDr 

4.33 6 
4.42 1 
4.67 3 
5.00 8 
4.33 17 
4.33 27 
4.00 3 
2.67 23 
4.75 17 
4.67 13 
4.75 10 
4.08 1 
4.42 1 
4.75 10 
4.50 18 
4.33 14 
4.33 27 
4.50 19 
4.50 36 
4.75 1 
4.92 22 

RCDS DrCA-R 

65 
41 
57 
38 
70 
63 16 3 
52 
79 Moved 
65 
61 
58 
49 
34 
53 
89 85 60 
61 
77 74 33 
61 39 27 
85 65 52 
37 
58 85 32 

....., 
co 
w 



STDT GENDER AGE GRADE 
NO. 

63 2 11 5 
64 1· 9 4 
65 1 9 4 
66 1 10 4 
67 2 10 4 
68 2 10 4 
69 1 9 4 
70 2 10 4 
71 1 9 4 
72 1 9 4 
73 2 10 4 
74 2 9 4 
75 1 10 4 
90 1 10 4 
91 2 12 6 
92 1 11 6 
93 2 10 5 
94 2 11 6 
95 2 12 6 
96 2 12 6 

ETHN ACCULT 

2 4.25 
1 4.67 
2 4.33 
1 4.42 
1 4.83 
1 4.33 
1 4.83 
2 4.08 
1 4.50 
1 4.42 
2 3.67 
1 3.83 
1 4.50 
1 4.73 
1 3.25 
1 4.42 
1 4.33 
1 4.17 
1 4.50 
1 4.17 

CDI 

1 
15 
16 
17 

3 
0 
3 
2 
1 
1 

16 
6 

19 
4 
0 
8 
9 
3 
1 
0 

RCDS DICA-R 

31 
54 
61 
55 
51 
51 
57 
53 
47 
36 
51 
56 
69 Moved 
38 
32 
47 
52 
39 
46 
32 

...... 
co 
~ 



STDT GENDER AGE GRADE 
NO. 

97 2 12 6 
98 1 12 6 
99 2 12 6 

100 2 11 6 
101 1 11 6 
102 2 12 6 
103 1 10 4 
104 2 11 5 
105 2 11 5 

ETHN ACCULT 

1 4.58 
1 4.67 
1 4.42 
2 4.42 
1 4.67 
1 4.33 
1 4.25 
1 4.33 
1 4.83 

CDr 

0 
2 
1 
4 
8 
3 
3 
1 
6 

RCDS 

36 
31 
34 
44 
52 
53 
48 
46 
37 

DrCA-R 

...... 
ro 
U1 
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