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ABSTRACT 

To date, those children served by the Department of 

Defense's Exceptional Family Member Program (EFMP) have 

not been studied to better determine what may be their 

special needs in addition to those identified as impacting 

their abilities to succeed in school. This study investi

gated the utility of the Children's Depression Inventory 

(CDI) developed by Maria Kovacs (1979, 1981, 1983, 1985) 

as a screening tool for identifying depression in school-

aged (7-17) EFMP children. 

Seventy-nine children and at least one of their 

parents who participated in the initial intake evaluations 

at two EFMP clinics in Karlsruhe and Mannheim, Germany, 

were included in this study. Each child was administered 

the CDI, a brief, 27-item multiple choice questionnaire 

(Kovacs, 1985). Subjects also completed a structured 

interview for depressive symptoms independently of his/her 

parents. The child's parents were interviewed using the 

same structured approach to determine their perceptions of 

their child's depressive symptomatology. 

V 



Experimental hypotheses for this study were: 

1. Those EFMP children identified by the CDI to be 

depressed would also meet established criterion for 

depression using either DSM-III or Weinberg criteria. 

2. Children identified as qualifying for EFMP 

services would score higher on the CDI than the average 

school-aged child. 

3. Those children identified as depressed by the CDI 

and self-reports will have a significant rate of agreement 

with their parents' reports of depressive symptoms. 

4. Dem.ographic variables including age, gender, 

location and sponsors' rank exert no significant influence 

in CDI scores of EFMP children. 

The resulting data supported Hypothesis 1, 3, and 4, 

but did not support Hypothesis 2. Chi square analysis 

results indicated that CDI scores suggesting depression 

are strongly correlated with child self-report of de

pression and parent report of depression in their child. 

Chi square analysis results also showed a significant 

agreement between child and parent reports of depression. 

The mean CDI score for EFMP children was not significantly 

different from the mean for the normative school age 

populations. Demographic variables had no significant 

effect on CDI scores. 

VI 



LIST OF TABLES 

1. Chi Square Analyses for Children's 
Depression Inventory and Child and 
Parent Structured Interview Results 49 

2. Mean CDI Scores by Age Groups, Gender, 
Location of Sponsor, Rank of Sponsor 
and Diagnosis of Depression 51 

3. Comparison of Mean CDI Scores Between 
EFMP and Three Public School Sample 
Populations 53 

4. Means, Standard Deviations, Percent of 
Sample and Number of Children Meeting 
Criteria for Diagnosis of Depression on 
the CDI and Structured Interviews 56 

5. Chi Square Analyses for Children's 
Depression Inventory and Child and 
Parent Structured Interview Results 58 

6. Means, Standard Deviations, Percent of 
Sample and Number of Children or Parents 
Endorsing Structured Interview Items 
Children (C) and Parents (P) 60 

Vll 



LIST OF FIGURES 

1. Chi Squares of CDI vs. Diagnostic Criteria . . . 120 

2. Chi Squares of CDI vs. Child and 

and Parent Report 121 

3. Chi Squares of Child vs. Parent Report 122 

4. Chi Squares of Child vs. Parent Report 
on Individual Items 123 

5. Chi Squares of Child vs. Parent Report 
(Suicide Item) and CDI Accuracy at 
Cut-offs of 12 and 13 124 

V l l l 



CHAPTER I 

INTRODUCTION 

Background 

This study grew out of an interest in identifying and 

understanding some of the emotional indications and 

special needs of those school-aged children enrolled in 

the Department of Defense's Exceptional Family Member 

Program (EFMP). As a medical service officer in the 

United States Army assigned to an EFM clinic in Germany, 

the psychologist was one member of a m.ulti-disciplinary 

team which assessed, treated and recommended interventions 

for those patients, ages birth to 21, whose handicapping 

condition impacted their ability to succeed academically. 

Because the EFMP is relatively new to the military, 

to date no indepth research regarding the population 

served has been published. The Department of the Army and 

those professionals working within the EFMP could benefit 

from increased knowledge in general about the population 

served, as well as in specific areas, such as the mental 

health of school-aged EFM clients. In this way, they 

could better plan funding and personnel resources to meet 

the identified needs. 



The U.S. Department of Education reported that 

emotionally disturbed children represented the fourth 

largest of the 10 identified categories of handicapped 

students attending public schools. Almost 350,000 chil

dren and adolescents are receiving special services in 

this category (Dworkin, 1985; Forness, Sinclair, & 

Russell, 1984) . Knitzer (1982) noted that as many as 

two-thirds of the identified emotionally disordered 

children may not be getting the educational services 

needed to maximize their academ.ic potential. 

Childhood depression, its prevalence, its symptoms 

and its diagnosis among school-aged Exceptional Family 

Member children was selected as the topic of study based 

on observations and experiences v/hile assigned to the EFM 

program. These observations, as v/ell as the possible 

serious consequences of untreated depression in children 

and adolescents, made this study warranted. 

Public health concern about depression has grown 

recently because of the increased rate of adolescent and 

even preadolescent suicide (Maris, 1985). Suicide in 

young people is thought to correlate with a rise in the 

degree of depression experienced (Carlson & Cantwell, 

1982; Kosky, Silburn, & Mublick, 1986; McClure, 1984; 

Pfeffer, Conte, Plutchik, & Jerrett, 1979; Teri, 1982; 

Wells, Deykin, & Klerman, 1985). In their study of 101 

preadolescent school children, Pfeffer and associates 



(1984) found that 11.9 percent had indicated suicidal 

ideas, threats or attempts. These children differed from 

their nonsuicidal peers by their greater endorsement of 

both past and recent depression. Kovacs, Feinberg, 

Crouse-Novak, Paulauskas, and Finkelstein (1984) 

recommended closer study of children with either major 

depression and/or dysthymia because they tended to be at 

high risk for future depressive episodes (Kovacs et al., 

1984). A recent study by Brent, Kalas, Edelbrock, 

Costello, Dulcan, and Conover (1985) indicated a strong 

correlation between the various components of depression 

and suicidal ideation and behavior in a sample of 231 

children referred for psychiatric treatment. 

The author's ovrn experience reinforced the serious

ness of the problem when in the spring of 1986, two young 

adolescents in military communities served by the Heidel

berg EFMP took their own lives. Although they were not 

EFMP clients, psychologists from the team were asked to 

address the issues of depression and suicide with local 

school personnel. As a result of these and similar 

incidents, the military medical service has been asked to 

examine the issue of depression, how it may be identified 

and ultimately, how the symptoms can be effectively 

treated and/or alleviated. 

Until rather recently, childhood depression had not 

been a well researched or even uniformly recognized 



diagnosis. As recently as 1971, Carl Malmquist made note 

that childhood depressions were among the most noteworthy 

of the unresolved clinical and theoretical problems in 

medicine. However, Kovacs and Paulauskas (1984) note the 

growing body of empirical research which supports the 

existence and significance of depression in children. 

Moreover, the classification of affective disorders of 

childhood has still not been uniformly agreed upon 

(Kovacs, 1981; Lefkowitz & Burton, 1978; Poole & Anstett, 

1984) . The DSM-III criteria for major depressive disorder 

presently is applied to both adult and childhood diagnosis 

of depression. However, there are those who have proposed 

somewhat different diagnostic criteria for children than 

the DSM-III (Carlson & Cantwell, 1982; Petti, 1978; 

Poznanski, Mokros, Grossman, & Freeman, 1985; Weinberg, 

Rutman, Sullivan, Penick, & Dietz, 1973). 

Because there has been such a variety of classifica

tion approaches and so much disagreement on what consti

tutes childhood depression, assessment tools have been 

rather slow to develop (Fine, Morreti, Haley, & Marriage, 

1984; Kovacs, 1981). Puig-Antich, Blau, Marx, Greenhill, 

and Chambers (1977) commented on what they saw as the 

"confusion" in the diagnostic field due to insufficiency 

of standardized clinical assessment tools and procedures 

and the lack of reliable diagnostic criteria. One evalua

tive tool that has been developed is a rating scale, the 



Children's Depression Inventory (CDI) (Kovacs, 1979, 1981, 

1983, 1985), which has gained increased attention and 

acceptance in childhood depression research (Bartell & 

Reynolds, 1986; Finch, Saylor, & Edwards, 1985; Kaslow, 

Rehm, & Siegel, 1984; Kazdin & Petti, 1982). To date, 

this assessment tool has not been researched as a possible 

screening tool for depression in the EFMP school-aged 

patients. 

There also appears to be a need for studies address

ing the relationship between emotional disturbance, 

specifically depression, and learning difficulties. The 

EFMP child or adolescent may have neurological deficits, 

speech impediments, attention deficit disorder or any one 

of many handicapping conditions which impair his or her 

progress in school. This higher potential for academic 

failure may result in discouragemient, decreased self-

esteem, anger towards the school or depression (Dv/orkin, 

1985; Silver, 1982; Stevenson & Romney, 1984). In many 

cases, it has been difficult to assess which is causative, 

poor school achievement resulting in depression or de

pression reducing achievement levels (Bernstein & 

Garfinkel, 1986; Rutter, 1974; Sacco & Graves, 1984). 

Even more important, signs and symptoms of depression may 

be misinterpreted as lack of motivation, oppositional 

behavior or in some cases decreased abilities associated 

with learning disabilities (Forness, Bennett, & Tose, 



1983; Forness, Sinclair, & Russell, 1984; Rutter, 1974). 

Livingston (1985) even asks the question, "Is there some 

identifiable brain dysfunction that puts children at risk 

for both major depressive disorder and particular learning 

difficulties?" (p. 518) . Thus, there is a likely inter

action between learning problems, poor school achievement, 

conduct problems and depression. 

It vzas the purpose of this investigation to explore 

the rate of depression exhibited in those school-aged (7 

to 17 years) patients referred to EFMP for evaluation. 

The Children's Depression Inventory (CDI) was studied 

further to determine its usefulness as a screening tool 

for depression in EFMP patients. In addition, DSM-III 

criteria for childhood depression was studied along with 

the Weinberg criteria to determine if either correlated 

more frequently with high CDI scores, or was m̂ et more 

often by EFMP clients diagnosed depressed. In addition, 

parents' report versus children's self-report of symptoms 

of depression were studied to assess frequencies of 

agreement both with each other and the CDI score. Final

ly, demographic information useful to the Department of 

Defense was assessed to assist in development of programs 

to address the needs of the military family. 



Review of the Literature 

Historical Background of 
Childhood Depression 

As early as the seventeenth century, physicians 

recognized despondency in children. In the middle of the 

nineteenth century, cases of melancholia were reported 

among children (Anthony, 1977). In 1912, Abraham was the 

first to propose a dynamic mechanism in depression 

(Kashani et al., 1981). He identified differences between 

grief and melancholia. Specifically, grief was considered 

a normal reaction to loss of a love object, while melan

cholia reportedly aroused guilt in the individual due to 

anger and hostility felt toward the lost love object 

(Kashani et al., 1981). However, because his or her 

psychosexual development is still incomplete, a child is 

supposedly incapable of feeling guilt and classical 

depression as defined psychoanalytically cannot happen in 

children (Kovacs & Paulauskas, 1984) . Freud expanded the 

concept of the lost object to encompass imagined or 

unconscious perceptions, believing both ambivalent feel

ings and object loss were required for melancholia to 

exist (Anthony, 1975; Kashani et al., 1981). Kovacs and 

Paulauskas (1984) noted in their historical review that 

from an ego-analytic point of view, the child, unlike an 

adult, experiences loss as only temporary and is unable to 

maintain a negative view of him or herself. From this 

perspective, juvenile depression is possible, but is not 
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as chronic or severe as for adults. Kernberg (1985) noted 

that Klein also proposed an object relations basis for 

childhood depression having suggested a child recognizes 

both good objects and bad objects as different aspects of 

the same objects resulting in frustration and ambivalence. 

The high incidence of separation and attachment 

disorders among children with depressive symptoms was 

emphasized by the early literature. Bowlby, Anna Freud, 

Burlington and Spitz reported separation and attachment 

disruptions in the histories of depressed and anxious 

children including divorce, death or illness, desertion or 

placem.ent in a foster home (Anthony, 1975; Kashani et al., 

1981) . 

The 1960's saw increased discussion about whether or 

not childhood depression was psychodynamically feasible 

and also if some identified behavior disorders could be 

masking underlying depression (Carlson & Cantwell, 1980; 

Kashani et al., 1981). Since they believed children lack 

a well-internalized super ego before adolescence, both 

Finch and Rie contended that classical depressive dis

orders could not occur in children (Rie, 1966; Kashani et 

al., 1981). Also during this period, Toolan (1962) 

described depressive equivalents in children, and em

phasized the impact of the child's developmental process 

on how he or she expressed depressive feelings. Glaser 

and Murray included masked symptoms of depression such as 



somatic complaints, aggressiveness, phobias and school 

problems as ways in which children express depression 

(Carlson & Cantwell, 1980; Glaser, 1967; Murray, 1970) . 

The view that childhood depression does exist and may 

be communicated as depressive symptoms rather than limited 

to masked depression gained recognition by 1970 (Aylward, 

1985; Kashani et al., 1981). In fact, depressive states 

were found to account for a significant portion of mental 

disorders in children and adolescents (Christ, Adler, 

Isocoff, & Gershansky, 1981; Kashani et al., 1981; Kaslow, 

Rehm, & Siegel, 1984) . 

The nosology of affective disorders of childhood has 

still not been uniformly agreed upon (Friedman, Hurt, 

Clarkin, Corn, & Aronoff, 1983; Kashani et al., 1981; 

Kovacs, 1981; Puig-Antich et al., 1977; Seligman, 1982). 

Kaslow, Rehm, and Siegel (1984) reported an apparent 

consensus beginning to emerge in the literature which 

included three points. '^First, children do experience 

depression. Second, childhood depression symptomatology 

is similar to adult symptoms of depression. Third, 

depending on their maturity, children have various 

developmentally based symptoms besides those described in 

adults (Kaslow et al., 1981; Kovacs & Paulauskas, 1984; 

Malmquist, 1971). 
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Diagnostic Criteria 

The use of operational criteria for the diagnosis of 

psychiatric disorder has been accepted in adult psychiatry 

for many years. It is only recently that such operational 

criteria have been developed for the diagnosis of psychi

atric disorders in children (Beardslee, 1984; Carlson & 

Cantwell, 1982; Kovacs & Paulauskas, 1984; Schoenbach, 

Garrison, & Kaplan, 1984). A number of sources have 

generated sets of criteria for diagnosing childhood 

depression. 

The National Institute of Mental Health (NIMH) 

subcommittee on clinical criteria for Diagnosis of De

pression in Children (Kashani et al., 1981) suggested 

operational diagnostic criteria for childhood depression. 

The two clinical features they determined essential were: 

(a) dysphoria, and (b) generalized impairment in response 

to previously reinforcing experiences without the simulta

neous initiation of new sources of reinforcement. There

fore, activities that were pleasurable are no longer 

experienced as pleasurable. The NIMH criteria requires 

that symptoms be present for at least a month and are 

based on changes in each child's reinforcement history 

(Kashani et al., 1981) . 

The NIMH subcommittee added that there are probably 

special features associated with each developmental stage. 

This is consistent with Glaser and Malmquist's use of 
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developmental level as a major organizational theme of 

their proposed classification system for types of child

hood depression (Blumberg & Izard, 1985; Glaser, 1967; 

Malmquist, 1971) . Glaser identified two developmentally 

based levels of depression in children: first, infants 

and young children experienced deprivation reactions 

expressed in what he labeled developmental retardation; 

and second, older children and adolescents have behavioral 

difficulties such as tantrums, oppositional responses and 

delinquency (Glaser, 1967). 

Malmquist developed a more elaborate system of 

classifying depression by developmental stage in addition 

to symptoms. His five levels or types included: (a) 

organic or m.etabolic, degenerative and contagious dis

eases; (b) syndromes resulting from deprivation; (c) 

problems with attachment and separation; (d) latency-age 

difficulties; and (e) adolescent type (Malmquist, 1971) . 

\ Kashani et al. (1981) expressed concern that Glaser's and 

Malmquist's classification systems overgeneralized to 

groups of children who, in fact, did not exhibit de

pressive symptoms. 

In an effort to explore developmental-stage impact on 

child depression, Kovacs and Paulauskas (1984) investi

gated the two developmental parameters of cognitive growth 

and somatosexual (pubertal) maturation in school-age 
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children. Their results did not support current de

velopmental theory and suggested a possible need for 

new conceptual and explanatory hypotheses (Kovacs & 

Paulauskas, 1984) . 

Puig-Antich, Marx, Greenhill, and Chambers completed 

research in 1978 which they felt supported the use of the 

Research Diagnostic Criteria (RDC), developed by Spitzer 

and colleagues in 1975, to diagnose major depression in 

children. The RDC was designed to provide psychiatric 

diagnosis, including that of major depression, in adult 

populations. The RDC was described by Puig-Antich et al. 

(1978) and Carlson and Cantwell (1979) as consisting of 

the following features for diagnosis of depression. The 

major diagnostic symptom v/as dysphoric mood along with the 

added features of poor appetite or v/eight loss, sleep 

disturbance, decreased energy, psychomotor retardation or 

agitation, loss of interest or pleasure, decreased ability 

to concentrate, extreme feelings of guilt, and preoccupa

tion with death or suicide lasting for at least two weeks 

(Cantwell & Carlson, 1979; Carlson & Cantwell, 1979; 

Puig-Antich et al., 1978). 

DSM-III (1980) used the same diagnostic criteria for 
' r 

childhood depression as it does for the diagnosis of adult 

depression. These criteria include dysphoric mood or 

pervasive loss of interest or pleasure in addition to at 

least four of the following eight symptoms: (a) change in 
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appetite, (b) sleep difficulty, (c) psychomotor agitation 

or retardation, (d) loss of interest or pleasure in usual 

activities, (e) loss of energy, (f) feelings of self-

reproach or guilt, (g) complaints or evidence of dimin

ished ability to concentrate, and (h) recurrent thoughts 

of death or suicide (American Psychiatric Association, 

1980). DSM-III notes that the associated features differ 

for children and vary according to age. 

Clarizio (1984) criticized the DSM-III for having 

little applicability in public schools. He noted the 

DSM-III's lack of an educational orientation and the 

schools' use of state department of education guidelines 

based on federal laws to classify "handicapped" children. 

Under PL (Public Lav/) 94-142, major depressive disorder 

would allow for an ED (emotionally disturbed) label under 

the fourth criteria v/hich specifically includes "a general 

pervasive mood of unhappiness or depression" (Clarizio, 

1984; Livingston, 1985). According to PL 94-142, this 

characteristic must exist over a long period of time and 

to a marked degree, which adversely affects educational 

performance (PL 94-142, Regulations, 1977, sec. 121a5) . 

This symptom has not been operationally defined by the 

federal government. The requirements that the charac

teristic exist "to a marked degree," "over a long period 

of time" or "adversely affects educational performance" do 
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not have guidelines for interpretation (Clarizio, 1984, p. 

185) . 

Weinberg et al. (1973) refined previous work by Ling, 

Oftedal, and Weinberg (1970) and proposed that 8 of 10 

sym.ptoms of depression are the same or similar for both 

children and adults. His refined list of depressive 

features is as follows: (1) presence of both dysphoric 

mood and self-deprecatory ideation; (2) presence of two or 

more of the following eight associated symptoms: (a) 

aggressive behaviors, (b) sleep disturbance, (c) dimi

nished socialization, (d) change in attitude toward 

school, (e) change in school performance, (f) somatic 

complaints, (g) loss of usual energy, and (h) unusual 

change in appetite and/or weight; (3) m.anifestation of 

these symptoms as a change in the child's usual behavior; 

and (4) duration of these symptoms for at least a month. 

These depressive symptoms were defined by 37 more specific 

descriptive features (Weinberg et al. , 1973). The 

Bellevue Psychiatric Hospital later modified Weinberg's 

operational criteria and developed the Bellevue Index of 

Depression (Cantwell & Carlson, 1979; Lobovits & Handal, 

1985; Petti, 1978). 

Development of Assessment Instruments 

The most prevalent view held in 1988 is that de

pression in children is considered, with a few modifica

tions for developmental differences, nosologically and 
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phenomenologically similar to depression in adults 

(Cytryn, McKnew, & Bunney, 1980; Kaslow et al., 1984; 

Kovacs & Paulauskas, 1984; Pool & Anstett, 1984; Puig-

Antich, Blau, Marx, Greenhill, & Chambers, 1978; Puig-

Antich & Gittelman, 1982; Reynolds, Anderson, & Bartell, 

1985) . Since the factors of adult and childhood de

pression are similar in many ways, one might assume the 

study of depression in children would have evolved rather 

smoothly (Petti, 1978). 

However, there is a lack of systematic research that 

examines depression in children (Kashani & Sim.onds, 1979; 

Kaslow et al., 1984; Puig-Antich et al., 1984). The 

majority of the studies have either been clinical/descrip

tive or conceptual/theoretical :n nature and most have 

studied psychiatric patients. Systematic research evi

dence concerning depression in childhood has been de

scribed as "insufficient and insubstantial" (Lefkowitz & 

Burton, 1978, p. 724) . 

Kovacs and Beck (1977), Puig-Antich et al. (1978), 

and Clarizio (1984) proposed that the initial step in 

bringing order to the study of childhood depression was to 

standardize description and develop reliable measurement. 

Clarizio (1984) warned that the inability to develop a 

fairly standardized and unified description of children's 

depressive characteristics significantly limits communica

tion, hampers the identification of causes, impedes the 
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development of assessment tools and methods and hinders 

the recommendation of treatment and assessment of its 

success. Kazdin concluded in his 1981 review of the 

evolving assessment m.ethodology and research design 

measuring depression in children that: "Relatively few 

investigations have been designed to evaluate individual 

assessment devices. Although individual measures of 

childhood depression hold considerable promise, the 

overall areas of assessment are underdeveloped" (p. 372). 

Empirical research interest has recently been gen

erated on depression in children (Kovacs & Paulauskas, 

1984; Reynolds, 1984, 1985). Reynolds noted that only 

since 1978 had empirical research been completed on 

depression in children. He reasoned that the lack of 

research v/as related to lack of objective measuring 

instruments prior to that time (Reynolds, Anderson, & 

Bartell, 1985) . The need for a childhood depression 

rating scale was reflected by the expanding literature 

about depression in this population (Carlson & Cantrell, 

1979; Poznanski, Cook, Bernard, Carroll, & Corzo, 1983) . 

Poznanski et al. (1983) noted the identification of 

behaviors characteristic of childhood depression and the 

evaluation of their severity is essential both for 

treatment and research. A rating scale, though not 

expected to provide information necessary to diagnose an 

affective disorder, could help provide a more precise 
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assessment of the severity of diagnosed depression as well 

as alerting the clinician to the possibility of depression 

(Fine et al., 1984). 

Several workers (Arnold & Smeltzer, 1974; Kovacs, 

1979; Lefkowitz & Tesiny, 1980; Petti, 1978; Poznanski, 

Cook, & Carroll, 1979) have developed various scales and 

measures for research in childhood depression. The 

Kiddie-SADS is a structured interview developed by 

Endicott and Spitzer (1978) which is similar to the 

Schedule for Affective Disorders and Schizophrenia for 

adults and is described (Poznanski et al., 1985) as being 

able to assess characteristics of depression in children 

very v/ell. It does, however, take one to two hours to 

complete and provides diagnostic information rather than a 

rating of severity. 

The Children's Depression Rating Scale (CDRS) was 

developed by Poznanski et al. (1979) derived from the 

Hamilton Depression Rating Scale (Hamilton, 1960). The 

scale takes approximately 20 minutes to administer to 

children ages 6 to 12 and consists of 15 categories with a 

score range from 15 to 61. Evaluation of the CDRS' s 

reliability and validity is still being conducted 

(Poznanski et al., 1979). 

The Children's Depression Scale (CDS), developed by 

Lang and Tisher (1978), is a self-report measure of 

depression with the child using a card sort game format 
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(Bernstein & Garfinkel, 1986). The CDS is generally 

available in Australia where it was developed for clinical 

use (Bath & Middleton, 1985) . Another newly developed 

system endorsement scale, the Child Depression Scale (also 

CDS) was designed for 8 to 13 year olds who are in regular 

school settings to measure self-reported depressive 

symptoms (Reynolds, 1985). This CDS consists of 30 items, 

29 of which relate primarily to DSM-III depressive symp

toms in children. 

The semi-structured psychiatric interview (ISC) is a 

standardization, symptom-oriented schedule developed by 

Kovacs in 1983 (Clarizio, 1984; Kovacs & Paulauskas, 

1984) . The m.ost prevalent symptoms and signs of de

pression are included and quantified on the ISC. The 

recom-mended assessm.ent procedure is to interview parent 

and child independently using "parent-interviev/" and 

"child-interview" symptom ratings, respectively. As the 

interview progresses, the item ratings are sequentially 

entered by means of predetermined severity scales (Kovacs 

& Paulauskas, 1984) . To date, Kovacs appears to be the 

only researcher of this diagnostic tool. 

The Personality Inventory for Children (PIC) (V7irt, 

Lachar, Klinedienst, & Seat, 1977) is a parent rating 

scale which has clinical subscales including one designed 

to measure depression in children (Clarizio, 1984) . 

Children from 3 to 16 years of age may be assessed by the 
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PIC; it is completed by a parent or a primary caretaker. 

Forty-six items addressing such characteristics as social 

isolation, lack of energy, moodiness, sensitivity to 

criticism and preoccupation with death are included in the 

Depression Scale (Clarizio, 1984). 

Another approach to assessment of childhood de

pression is offered by the Peer Nomination Inventory of 

Depression (PNID) (Lefkowitz & Tesiny, 1980), where 

children in a group setting, such as the classroom, are 

the raters. The PNID includes 20 questions developed to 

address affective, motivational, vegetative and cognitive 

areas of functioning related to depression. Each child 

nominates other classmates in answer to questions such as 

"Who plays alone?" and "Who doesn't have much fun?" 

(Clarizio, 1984, p. 189). Scores on the PNID are predic

tive of such variables as self-concept, rating of skill, 

school behavior and work by teachers, and popularity and 

happiness rated by peers (Clarizio, 1984; Lefkowitz & 

Tesiny, 1980; Saylor et al., 1984). 

Carlson and Cantwell (1980), Kazdin (1981), and 

Reynolds et al. (1984) noted the self-report measure of 

child depression most commonly used appeared to be the 

Children's Depression Inventory (CDI) developed by Kovacs 

(1979, 1981, 1983) and Kovacs and Beck (1977). It was 

designed as a downward revision and extension of the Beck 

Depression Inventory (Beck, Ward, Mendelson, Mock, & 
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Erbauch, 1961) . There appears to be a general acceptance 

of the CDI as a measure of the depth and severity of 

depressive symptomatology in children. Its acceptance is 

demonstrated by its use by a large group of investigators 

(Asarnov/ & Carlson, 1983; Aylward, 1985; Beck & Rosenberg, 

1986; Carey, Faulstich, Gresham, Ruggiero, & Engart, 1987; 

Cole & Rehm, 1986; Costello, 1986; Finch, Conway, & 

Edwards, 1985; Haley, Marriage, Moretti, & Freeman, 1985; 

Helsel & Watson, 1984; Hodges, Siegel, Mullens, & Griffin, 

19 83; Jacobson, Lahey, & Strauss, 1983; Kaslow, Rehm, & 

Siegel, 1984; Kazdin, French, & Unis, 1983; Kazdin, 

Sherick, Esveldt-Dawson, & Rancurello, 1985; Leitenberg, 

Yost, & Carroll-Wilson, 1986; Marriage, Fine, Moretti, & 

Haley, 1986; McGee, Anderson, Williams, & Silva, 1986; 

Petti, 1978; Reynolds et al., 1985; Saylor, Finch, Baskin, 

Furey, & Kelley, 1984; Saylor et al., 1984; Saylor, 

Spirito, & Bennett, 1984; Strauss, Forehand, Frame, & 

Smith, 1984) . 

The Children's Depression Inventory 

The CDI is a 27-item, self-report, symptom-oriented 

multiple choice questionnaire which was developed by 

Kovacs for school-aged children and adolescents. It is 

readable at the first grade level and is suggested for use 

with children ages 7 to 17 (Carlson & Cantwell, 1980; 

Kazdin & Petti, 1982; Kovacs, 1980). The assessment tool 

quantifies symptoms of depression including hedonic 
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capacity, disturbed mood, self-evaluation and inter

personal behaviors (Kovacs, 1985). A few of the test 

choices address consequences of depression that are 

especially applicable to children, such as problems in 

school (Carlson & Cantwell, 1980) . 

Each CDI item consists of three choices scored from 0 

to 2 in the direction of increasing severity. The total 

scale score may range from 0 to 54. About half of the 

questions begin with the choice that indicates the great

est severity of symptoms while the other half has a 

reverse choice sequence (Kovacs, 1983, 1985) . The respon

dent is instructed to select the sentence from the three 

choices for each item which describes him or her best 

during the last two weeks and mark his or her choice 

(Kovacs, 1985) . Kovacs reported the Beck Depression 

Inventory (BDI), a 21-item self-rated scale for adults 

(Beck, 1961), v/as the starting point for the children's 

scale. Ten to 15-year-old "normal" youths, as v/ell as 

inpatients and partially hospitalized youngster samples 

assisted in rewording the items for children. As a 

result, the libido items were replaced and five elements 

were added concerning school activity and peer inter

action, which were adopted from a previous study (Albert & 

Beck, 1975; Kovacs, 1983, 1985). 

Additional assessment by Kovacs (1977) , as well as 

semantic and conceptual analysis, resulted in a revised 
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version of the CDI which was administered to 39 consecu

tively admitted 8- to 13-year-old patients in a child 

guidance center; 20 age-matched "normal" controls; and 127 

children, aged 10 to 13, in the Toronto Public Schools 

(Friedman & Butler, 1979; Kovacs, 1983, 1985). After data 

were subjected to standard psychometric analysis, four 

items were replaced by ones with face validity and all the 

elements were reorganized into a three-choice format 

(Kovacs, 1983, 1985). Kovacs piloted this version of CDI 

(dated May 1977) ; the understandability of the items was 

increased; a cover page with a sample item was added and 

critiques were solicited. The final CDI (dated July 1977) 

underwent one minor format change wherein the scores' 

values from the inventory v;ere excluded (dated August 

1979) and replaced by a scoring template (Kovacs, 1983, 

1985). 

Kovacs developed the CDI out of a need for a stan

dardized assessment tool to further research on child and 

adolescent depression. It was designed for individual 

administration in clinical research settings using stan

dard principles of testing. The CDI is economical to use 

and easy to administer in its self-rating scale format 

(Kovacs, 1981, 1983). Because the CDI was designed as a 

severity rating scale and not as a diagnostic tool, one 

appropriate application would seem to be as a screening 
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tool alerting evaluators to the need for more indepth 

assessment of depressive symptoms (Carey et al., 1987). 

Kovacs (1983) stated that the lowest number of false 

positives would result from a cut-off score of 13 on the 

CDI. She states that, 

although a criterion score of 13 will "miss" 
about 49% of the clinically depressed cases, it 
will yield the maximal true negative rate and 
highest diagnostic confidence. In other words, 
the sample will include the lowest number of 
false positives. (1983, p. 21) 

The child is given a copy of the scale. The adminis

trator reads the CDI aloud while the subject reads along 

silently on his or her own copy and marks the answers. 

This procedure assists those children who may have a 

reading or attention problem, and may be discontinued 

after a few itemiS, particularly with older children 

(Freidm.an & Butler, 1979; Kovacs, 1981, 1983, 1985) . 

The CDI was group-administered in a number of studies 

by Friedman and Butler (1979) in the schools. A research

er or trainee read the items aloud to classes. This 

instrument appears to be usable in a group format since no 

difficulties were reported (Kovacs, 1985). 

Finch and associates (1985) collected normative data 

for the CDI on 1,463 second through eighth grade public 

school children. Their data suggested that although 

normative scores differed for girls, who manifested fewer 

depressive symptoms than boys, the size and clinical 

significance of the variation was small (Finch et al.. 
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with a tendency for older children (e.g., seventh and 

eighth graders) reporting slightly more symptoms than did 

younger second and third graders. Although results of the 

study supported some variance on CDI self-reported 

symptoms as a function of age and gender, the researchers 

felt differences were not large enough to recommend using 

separate sex or grade norms (Finch et al., 1985). Studies 

reported by Kovacs (1983) of psychiatric outpatients and 

Toronto public schools yielded data which indicated no 

significant differences in scores between boys and girls 

and no significant correlations between age and CDI scores 

(Kovacs, 1983) . Helsel and Matson (1984) found that 

although race and gender were not significant factors in 

depressive scores on the CDI, age did prove to be signifi

cant. Older children tended to endorse more symptom.s than 

did younger children (Helsel & Matson, 1984) . 

Carey and associates (1987) investigated the con

struct and discriminant validity of the CDI on a large 

sample of inpatient psychiatric subjects and non-referred 

subjects. They found that clinical and non-referred 

subjects could be reliably discriminated when CDI factor 

scores were applied. The factor scores used in the study 

consisted of classes of behavior such as depressive affect 

and oppositional behavior which were response classes 

often observed in clinical settings and felt to represent 
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clinically meaningful constructs. Although this study 

supported the GDI's ability to screen non-referred young 

people who may require further assessment for depression, 

they cautioned against its application as a diagnostic 

tool (Carey et al., 1987). 

Carlson and Cantwell's (1980) study of children 

evaluated at an out-patient psychiatric clinic attempted 

to support the GDI's discriminant validity and found m.ean 

CDI scores for children diagnosed as having primary 

affective disorder (MS = 20), secondary affective disorder 

with behavior disorder (MS = 27.8), and secondary affec

tive disorder with other disorders (MS = 23.4) were 

significantly higher than those mean CDI scores of chil

dren diagnosed behavior disorder (MS = 14.6) or anorexia 

nervosa (MS = 9.3) (Carlson & Cantwell, 1980). Helsel and 

Matson (1984) found the CDI to be a reliable measure of 

childhood depression. Their study's results indicated 

that depressed children and nondepressed children varied 

on all 27 items of the CDI. They concluded, tentatively, 

that all items on the CDI may be measuring a "unitary" 

concept. Similar to Carey et al. (1987), Helsel and 

Matson also developed four factors with face validity upon 

which the 27 CDI items were loaded. The factors included: 

Affective Behavior, Image/Ideation, Interpersonal Rela

tions and Guilt/Irritability. In their investigation of 

the GDI's psychometric properties, Saylor et al. (1984) 
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found the CDI discriminated between hospitalized emotion

ally disturbed children (MS = 10.96) and normal children 

(MS = 6.29), t(46) = 2.48, £ < .02 (Saylor et al., 1984). 

Strauss and associates' (1984) study findings indi

cated that nonclinic children who displayed many charac

teristics currently considered to be depressive symptoms, 

also had extreme scores on the CDI. Symptoms correlated 

with high CDI scores included difficulties with peer 

relations, low self-esteem, attention-concentration 

problems, anxiety and social withdrawal. These research

ers felt the GDI's use as a measure of depression in both 

nonclinic and clinic settings was strongly supported 

(Strauss et al., 1984) . 

Educational Im>plications 

Rutter (1974) posited that learning disorders are 

among the most common of all problems seen in school-aged 

children. Although it has long been noted that many 

children with educational underachievement or academic 

incompetence also suffer from the additional handicap of 

emotional or behavioral disorders, this association is 

still not well understood (Blechman, McEnroe, Carella, & 

Andette, 1986; Forness et al., 1983; Murray, 1970; Rutter, 

1974) . 

The ability to identify specific learning and class

room behavioral problems exhibited by children with 

various kinds of emotional disorders would certainly 
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enhance the development of educational strategies. 

Perhaps, the problem is addressed better by asking what 

kinds of learning problems correlate with behavioral and 

emotional disorders. An association between emotional 

disorders and school behavior and learning problems exists 

(Forness et al., 1984). However, the specific nature of 

those problems experienced by many children who have 

emotional disturbances is unclear (Forness et al., 1983; 

Livingston, 1985) . Rutter (1974) and Livingston (1985) 

noted controversy concerning the extent to which emotional 

disorders result in learning difficulties; the frequency 

with which learning disorders bring about secondary 

maladjustment; and whether, perhaps, both emotional and 

learning difficulties relate to some shared causal factor. 

Silver (1982) has described emotional disorders appearing 

as a result of initially, undiagnosed underlying learning 

disabilities. He further suggested that these emotional 

disorders are a result of the stress children experience 

due to their learning difficulties. In some cases, the 

separation of a primary emotional disturbance from a 

secondary behavioral response to academic failure is 

impossible (Forness et al., 1984). 

Kashani and Cantell (1983) postulated that those 

children who are learning disabled could be particularly 

prone to depression if family expectations are for high 

achievement in academics. Such a situation, they felt. 
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would make LD children vulnerable to feelings of inade

quacy, helplessness, inability to compete with others 

academically, and low self-esteem resulting in depression 

(Kashani & Cantwell, 1983). 

VJeinberg et al. (1973) found that the coexistence of 

depressive symptoms with difficulties possibly develop

mental in nature appeared to interfere with the identi

fication of depression in children. Weinberg and associ

ates (1973) felt as a result of their study that childhood 

depression might be a common condition in children who are 

doing poorly in school. Dworkin (1985) stated, "Given the 

behavioral criteria for childhood depression, the observed 

associations with school problems of achievement and 

adjustment are hardly surprising" (p. 158). Also, a 

change in school performance is one of the major symptom.s 

in both Poznanski et al. (1979) and Weinberg et al.'s 

(1973) proposed childhood depression diagnostic criteria. 

Dworkin (1985) stressed that the child who has disturbed 

behavior and academic underachievement must not automat

ically be presumed to have an emotional disturbance 

causing the classroom problems. Emotional difficulties 

may be the result of learning failure; therefore, psycho-

educational assessment is imperative to rule out such 

problems as specific learning disabilities or cognitive 

impairment (Dworkin, 1985; Silver, 1982) . 
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Goldstein, Paul, and Sanfilippo-Cohn (1985) reported 

in their study of 85 learning disabled (LD) children that 

as a group, LD children are more depressed than their 

non-LD peers. Depression for these children was highly 

correlated v/ith both reading and math achievement but not 

with intelligence (I.Q.). Blechman and associates' (1986) 

study of depression in academically and socially incom

petent children found these children had high levels of 

depression by both peer nomination and self-report. The 

results of Blechman et al.'s study supported the proposi

tion that depression and academic and social skill 

deficits in children are correlated, but causal influence 

direction was not determined. Blechman and associates 

(1986) posited three models which could explain the 

investigation's results. They suggested a longitudinal 

study to determine which best accounted for the results. 

The three models mentioned were: a disease model where 

depression would be the cause of incompetence, a 

behavioral model where academic or social incompetence 

would result in depression, and finally, a "mixed" model 

where some unknown entity caused both the depression and 

the incompetence (Blechman et al., 1986). 

As a result of their 1983 study of depressed and 

hyperactive children, Layne and Berry were able to imply 

that the motivational theory of depression could be 
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extended to include children. Their results were inter

preted to indicate that behavioral and skill deficits 

noted in depressed youngsters are primarily due to low 

motivation, a depressive symptom. Layne and Berry pos

tulated that because depressed children are unmotivated to 

seek such rewards as correctness feedback or school 

grades, they perform infrequently and fail to practice new 

skills, so that eventually their skill levels are well 

below those of their nondepressed peers (Layne & Berry, 

1983) . 

A review of the recent research on learning disabili

ties and poor academic performance and their relationship 

to depression in school-aged children failed to identify 

any clear cut causal relationships. However, these areas 

have been shown to be highly correlated and the further 

study of such special populations such as the children 

enrolled in EFMP may serve to better determine the rate of 

depression and type of symptomatology experienced by 

youngsters with academic difficulties. Both kinds of 

information would be helpful in developing the means to 

better diagnose and treat depression in these children, 

and perhaps, would also contribute to a better 

understanding of causality. 

Parent-Child Agreement 

In the past, the evaluation and diagnosis of emo

tional disorders in children had depended primarily upon 
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descriptions and reports from their parents (Edelbrock, 

Costello, Dalcan, Conover, & Kala, 1986; Kazdin & Heidish, 

1984) . Recently, however, there has been a tendency to 

include the child as a valuable informant through self-

report of his or her own feelings, perceptions and be

haviors (Kazdin, Esveldt-Dawson, Unis, & Rancurello, 1983; 

Moretti, Fine, Haley, & Marriage, 1965; Puig-Antich, 

1984) . It would seem that the more input available from 

various sources, the better the chance that the child's 

emotional status would be identified. However, Herjanic 

and Reich (1982), Weissman, Orvaschel, and Padian (1980), 

Kazdin, French, Unis, Esveldt-Dawson (1983), and 

Stavrakaki, Vargo, Roberts, and Boodoosingh (1987) found 

only moderate to poor agreement between parents and 

children on such diagnoses as anxiety disorder, hyper

activity, conduct disorder, probable depression and 

enuresis. Indications of such differences between alter

native information resources may place obstacles in the 

path of the reliable assessment of childhood disorders 

such as depression (Kazdin et al., 1983). 

Fine, Moretti, Haley and Marriage (1984) noted that 

children normally are not considered able to reliably 

report depressed feelings and cited discrepancies reported 

in Leon, Kendall, and Garber's (1980) study between 

parent, child and teacher perspectives of depressive 

symptoms. Teachers saw depressed children as passive and 
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inattentive. Parents, meanwhile, reported increased 

conduct problems, anxiety, psychosomatic complaints and 

impulsiveness which agreed only moderately with the 

children's own reports. Kovacs (1983) found good parent-

child agreement in reports of problems such as fighting, 

enuresis, tantrums and avoidance of school in 8- to 

13-year-old emotionally disturbed youngsters, but had less 

agreement for such symptoms as low self-esteem, depression 

and guilt feelings. 

Edelbrock, Costello, Dulcan, Kalas and Conover (1986) 

recently found that parent-child agreement varied depend

ing on the age of the child and the symptom area. Their 

results indicated children and their parents reached 

agreement much more often on disturbances in conduct and 

behavior than on affective problem.s and psychotic symptoms 

(Edelbrock et al., 1985). To date, research supports a 

greater parent-child agreement on the more observable 

acting out or disturbed behaviors than on inner thoughts 

and privately held feelings (Herjanic & Reich, 1982; 

Korup, 1983; Kovacs, 1983; Leon et al., 1980; Nelms, 

1986) . 

Moretti and associates (1985) found that in the case 

of children diagnosed as dysthymic or conduct disorder, 

parents over estimated depression, whereas in those chil

dren diagnosed as suffering from major depressive dis

order, parents tended to under report depression. Only 
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moderate agreement between parent and child reports of 

depression were found. Interestingly, the child report 

was consistent with the psychiatric diagnosis, while 

parents did not note significant differences between 

children who had nonaffective versus affective diagnoses 

(Moretti, Fine, Haley, & Marriage, 1985) . These results 

led Moretti et al. to recommend the child as the best 

source of information about his or her own moods and other 

subjective experiences. 

Reich, Herjanic, Weiner and Gandhy (1982) obtained 

som.ewhat more optimistic results using a Kappa baseline of 

.30 as indicative of outcome comparable to that of adults 

in similar interview situations. Results of their study 

obtained Kappas between m.other and child reports of .30 or 

higher in the five diagnostic categories of conduct 

disorder, enuresis, anti-social personality, possible 

depression and mixed behavior-neurotic disorder (Reich et 

al., 1982) indicating a moderate degree of agreement. 

Leon, Kendall and Barker (1980) also found a moderate 

degree of agreement between parent and child reports of 

depressive symptoms, but found a poor correlation between 

parents and teachers. 

Since the criteria for diagnosis of childhood de

pression continues to become more precise and more well 

defined, some of the problems of prior research such as 
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broadness of categories and incompleteness of the collect

ed data should be eliminated. Finding ways of better 

understanding discrepancies between parent-child percep

tions or, better still, reducing the differences between 

those perceptions seems a realistic goal. 

Exceptional Family Member Program 

The Exceptional Family Member Service was established 

by the Department of Defense (DoD) to meet the require

ments of Public Laws 94-142 and 95-561. Its primary 

functions are: 

1. To provide diagnostic and therapeutic medical 

services for eligible handicapped children in support of 

Department of Defense Dependent Schools (DoDDS) and at a 

level consistent with available resources. 

2. To assist the parents of these eligible handi

capped children with enrollment in the EFM program so 

their future military assignmients will be to locations 

where education and medically-related services are avail

able for their children. 

3. To participate with the Department of Defense 

school personnel in the design of Individual Education 

Programs (lEPs) for handicapped children. 

4. To conduct, along with Army Community Service 

(ACS) and DoDDS, Child Find programs which will locate and 

screen children from birth to 21 years with possible 

handicapping conditions. 
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5. To assess, document and code the educational and 

medical needs of children enrolled in the Exceptional 

Family Member Program. 

6. To maximize the EFM child's potential and to 

prom.ote family wellness. 

The Heidelberg EFMP consists of three multi-disci

plinary teams located at Army facilities in Heidelberg, 

Mannheim, and Karlsruhe, West Germany. Each team consists 

of a developmental pediatrician, psychologists, social 

workers, speech pathologists, physical therapists and 

occupational therapists. Intakes which are the initial 

chart screening to develop the evaluation plan and case 

reviews which assess progress/problem.s in patient treat

ment are both conducted on a weekly basis. Total team 

participation in the decision-making process is en

couraged. 

Children qualifying for services at EFMP are those 

who are found to have a physical, emotional or cognitive 

delay or disability which will or has already been shown 

to negatively impact the child's ability to learn and/or 

succeed in school. The age evaluated and treated ranges 

from birth to 21 years. The children are primarily 

dependents of active duty Army members, both officers and 

enlisted. The next largest proportion are children of 

Department of Defense civilians, those working for the 

ilitary. A small percentage of the patients served are m 
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from Air Force service member families and also civilians 

employed by American businesses in Europe. 

The Proposed Study 

The studies reviewed supported the need to further 

explore the existence of depression in developmentally 

delayed and learning disabled or other handicapped school-

age children and adolescents. The demand for an accurate 

screening tool that can alert personnel to the likely 

presence of a depressive disorder in school-aged children 

is evident. Once diagnosed, depression can then be 

addressed in addition to other identified factors which 

may be negatively impacting the child's academic achieve

ment . 

The literature to date noted the lack of understand

ing of the causal factors in poor school performance. 

Studies suggested that although emotional factors, such as 

depression, may play a relatively minor role as a primary 

causal factor in underachievement, they appear to be 

significant in the exacerbation of academic difficulties 

caused by other disorders (Dworkin, 1985; Rutter, 1974). 

Because of its ease of administration and extensive 

systematic examination of its psychometric properties, the 

CDI was selected for use as the screening tool in the 

proposed study. A goal of this study was to determine the 

usefulness of the CDI as a screening instrument for 

childhood depression in a population of EFMP patients. 
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Depression as a concept is difficult to operational-

ize. A need exists to clarify which diagnostic criterion 

best or most accurately identifies those school-aged 

children and adolescents experiencing depression. A 

comparison of the DSM-III criteria and the Weinberg-

Bellevue criteria as diagnostic determinants of childhood 

depression in EFMP patients will hopefully add to the 

existing information and aid mental health professionals 

in the diagnostic process. Research has suggested that 

children can provide valid and reliable self-report 

information regarding such cognitive and affective 

characteristics as locus of control (Norwicki & 

Strickland, 1973) , anxiety (Reynolds & Richmond, 1978) , 

and self-esteem (Coopersmith, 1967). Therefore, it 

appeared reasonable to also expect children to respond 

accurately to a self-report depression scale. The present 

study attempted to compare children's CDI scores with 

responses to a structured interview designed to elicit 

depressive symptomatology. The interview was used on both 

the child and his or her parent. 

A recent review article on the military family 

(Jenson, Lewis, & Xenakis, 1986) mentioned the Exceptional 

Family Member Program as one area where the DOD is at

tempting to deal with the developmental and emotional 

problems of military family members. These authors noted 

that an urgent need exists for further research to better: 
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(a) identify those problems, (b) determine their pre

valence and impact on the military family, and (c) direct 

resources to meet those special needs. This researcher 

hoped to meet this need by determining the extent that the 

emotional problem of depression occurs in school-aged EFMP 

children and by recommending how the problem may be 

addressed. 

Hypotheses 

In accordance with preceding issues, the research 

tested the following hypotheses: 

Hypothesis 1: Those EFMP children and adolescents 

identified by the Children's Depression Inventory (CDI) to 

be depressed will also meet established criteria for the 

diagnosis of depression using either the DSM-III or 

Weinberg criterion. 

Hypothesis 2: Children identified as qualifying for 

EFMP services to address emotional, physical or learning 

disabilities which negatively impact their ability to 

succeed in school will have CDI scores reflecting a 

greater degree of depression than the average school-aged 

child. 

Hypothesis 3: Those children identified as depressed 

by the CDI and their own reports of depressive symptoms 

will have a statistically significant frequency of agree

ment with their parents' report of depressive symptoms. 
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Hypothesis 4: Demographic variables including age, 

gender, location of assignment, and sponsor's rank will 

exert no significant influence on CDI scores of Excep

tional Family Member Children. 



CHAPTER II 

METHODOLOGY 

Data for this study were collected from two EFMP 

clinics situated on United States Army installations 

located near Karlsruhe and Mannheim, West Germany. Each 

clinic had personnel and facilities for evaluation and 

treatment of patients from the ages of birth to 21. Each 

clinic was staffed by a full-time child psychologist, a 

master's degree level social worker, an occupational 

therapist, a speech pathologist and at least a part-time 

(1-2 days per week) developmental pediatrician and physi

cal therapist. One of several services provided by the 

EFMP team was a psycho-emotional assessment. 

The children included in the study were first through 

twelfth grade students who attended Department of Defense 

Dependent Schools (DODDS) located on local military 

installations. These boys and girls ranged in age from 7 

to 17 years. All subjects had been referred to the EFMP 

clinics for intake by either their parents, their school's 

child study committee or a physician. Children may have 

had, but were not limited to one or more of the following 

handicapping conditions: learning disabilities, develop

mental delays, attention deficit disorder, visual or 

40 
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hearing impairment, speech/language disorder, physical 

disabilities, neuro-motor problems and/or emotional 

handicapping conditions. Those children who the team 

determined at a team intake staffing as needing evaluation 

by one or more EFMP team members were then scheduled for 

initial evaluations. Those patients who also received 

parental permission and who then completed all aspects of 

the research assessment, including the CDI, the child 

structured interview and parent interview, were included 

in the study. The 79 patients who constituted the final 

sample were those children who met all the above criteria 

from a total of (approximately) 95 patients identified for 

study. 

The mean age of the subjects was 10.6 years. Sixty-

one boys and 18 girls were included in the sample. 

Sponsors (parent in the military) for 71 of the subjects 

were enlisted personnel, while 8 were either officers or 

warrant officers. Of those children studied, 46 were seen 

at the Karlsruhe clinic and 33 were seen at the Mannheim 

clinic. 

Instruments 

The 27-item Children's Depression Inventory (CDI) 

(Kovacs, 1979) which takes 5 to 10 minutes to complete and 

is scored in the positive direction from 0 to 54 for 

increasing severity of depression was used (see Appendix 

A) . 



42 

The structured interview, with its 15-item checklist 

of depressive criteria, required approximately 10 minutes 

to complete and was scored as either "yes" or "no" depend

ing on whether or not criteria were met for diagnosis of 

depression, by either DSM-III or Weinberg-Bellevue stan

dards (see Appendix B). 

In order to evaluate the GDI's diagnostic and/or 

screening potential for depression identification in EFMP 

children, two standardized criteria for diagnosis of 

depression were applied to the structured interview 

results. First, the DSM-III classification for major 

depressive disorder and dysthymic disorder, which is 

currently the most widely used diagnostic criteria 

(Feinstein, Blouin, Egan, & Conners, 1984; Lobovits & 

Handa, 1984; Pannanski et al., 1985) was applied. The 

alternate Weinberg-Bellevue Index of Depression was also 

scored for both parent and child responses to the 

structured interview. In contrast to the DSM-III which 

was designed for adults and is applied to children with 

only minimal acknowledgement of differences, Weinberg's 

criteria was specifically developed to diagnose depres

sion in children (see Appendix C ) . 

Routinely collected dem.ographic data including age, 

gender, location of assignment and rank of military 

sponsor were added to each subject's evaluation data. 
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Procedure 

Parent and child interviews and psychological test 

batteries are an integral part of the evaluation process 

at the EFMP clinics included in this study. The CDI was 

usually administered in conjunction with other psycho

social or psycho-educational assessment tools during the 

initial behavioral analysis (psychology, social work, 

pediatric or occupational therapy) portion of the child's 

evaluation. The structured interview was administered 

separately to the child and either one or both parents 

(whoever participated in their child's evaluation) to 

avoid parental influence of the child's self-report. The 

structured interviews were completed in addition to the 

indepth patient and family interviev/s completed with all 

EFMP families at initial evaluations. Parents' informed 

consent was obtained prior to administration of both the 

structured interview and CDI and participants were 

instructed to answer all questions as honestly and com

pletely as possible. Before completing the CDI, children 

reviewed the instructions as they were read by the evalua-

tor and completed a sample item. 

CDI test items were scored either 0, 1, or 2 in the 

direction of severity of symptoms. For example, on 

Question 1, the three response choices available were as 

follows: I am sad once in awhile = 0 , I am sad many times 

= 1, I am sad all the time = 2. As in this example, if 
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the second choice were indicated, the score for item 1 

would equal 1. Scores on all 27 items were added for the 

total CDI score. 

Team psychologists, social workers, speech patholo

gists and occupational therapists were trained in the very 

simple administration of the CDI. They were instructed to 

read all the items out loud to those subjects whose read

ing levels were at first or second grade or who were 

identified as reading impaired. Only psychologists and 

social workers were instructed in the administration of 

the structured interviews. The symptoms were recorded on 

the interview checklist which was explained and demon

strated by the experimenter using guidelines for diagnosis 

of depression for both DSM-III and V'7einberg-Bellevue 

standards. Each evaluator had printed diagnosis guide

lines to refer to while completing the interviews and the 

experimenter served as the expert when questions about 

symptom endorsement occurred (see Appendix D) . 

The structured interview consisted of questions which 

enabled the interviewer to accurately complete the struc

tured interview checklist based on the characteristic 

behaviors of depression guidelines. For example, for 

checklist item number five, the parent would be asked, 

"Have you noticed any change in your child's appetite?" 

If the answer were, for example, "Yes, he has been eating 

quite a bit less than normal lately," then "S.R." for 
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number five would be checked as would "change from norm." 

The interviewer then would ask, "How long have you noticed 

this change?" and would record the response in the "Time" 

space. Comments recorded might include, for example, that 

"the child has not been weighed recently" or "the appetite 

change seemed to have occurred after school started." 

Each interviewer was allowed to use his or her own ques

tioning style as long as the diagnostic guidelines were 

followed and symptom checklists were carefully completed. 

Subjects and health care providers at the EFMP 

clinics were naive as to the hypotheses of the study. For 

each subject, the CDI was administered by one therapist 

and the structured interviews were administered by a 

different therapist. For exam.ple, a psychologist might 

first obtain parental permission and complete both parent 

and child structured interviews. Then, a social worker 

who was naive to the interview results, would complete the 

CDI with the child. In another case, the occupational 

therapist might obtain parental consent and then admin

ister the CDI to the child followed by the social worker 

interviewing the parent and the child separately. 

Assessment data were placed in individual envelopes 

and anonymity was maintained by using four-digit codes on 

all data. Demographic data were collected separately from 

assessment data and were assigned the appropriate four-

digit code for inclusion in data analysis. 
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Data Analysis 

The statistical procedure utilized in this study to 

answer the first of four primary questions was the chi 

square where frequency of high versus low scores on the 

Children's Depression Inventory was compared to frequency 

of a diagnosis of depressed versus not depressed using the 

structured interview's DSM-III and Weinberg's criteria. 

The statistical procedure utilized in this study to 

answer the second primary question of whether EFMP chil

dren requiring services are diagnosed depressed more often 

than the average school-aged child was a mean score 

comparison between CDI normative population scores and the 

EFMP scores for this study. 

The statistical procedure used in the study to answer 

the third primary question concerning reliability of 

children's self-report of depressive symptoms versus their 

parents' reports of depressive symptoms was the chi 

square. The frequency of depressed versus nondepressed 

diagnosis using children's self-report was compared to 

frequency of depressed and nondepressed diagnosis by 

parental report. 

The demographic variables were used to determine if 

different client types, based on age, gender, parent 

military rank or assignment location, are differentially 

screened as depressed in EFMP intake evaluations using the 
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CDI. The statistical procedure used to address this 

question was a stepwise multiple regression. 



CHAPTER III 

RESULTS 

Hypothesis 1 investigated whether EFMP children and 

adolescents identified by the CDI to be depressed would 

also meet established criteria for the diagnosis of de

pression using either DSM-III or Weinberg criteria. The 

results of chi square analysis of those subjects scoring 

13 or greater on the CDI and meeting either one or both 

the DSM-III or Weinberg criteria for diagnosis of de

pression on parent or child interviews are presented in 

Table 1. There were significant chi squares, £ < .001, 

among CDI scores and all self and parental report mea

sures. Pearson correlation results indicated that 

children's self-reports tended to correlate somewhat more 

significantly with elevated CDI scores than did their 

parents. However, when just Weinberg criteria were 

applied, there was no appreciable difference between 

parent and child. Results also indicated stronger 

correlations between elevated CDI scores and depressive 

diagnosis by Weinberg rather than DSM-III criteria. 

Therefore, data supported the prediction that a high 

frequency of agreement would exist between elevated CDI 
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TABLE 1 

Chi Square Analyses for Children's Depression 
Inventory and Child and Parent 
Structured Interview Results 

(CDI Score ^ 13) 

49 

* * 

Child Interview, based on either 
Weinberg or DSM III Criteria with 
Diagnosis of Depression 

Parent Interview, based on either 
Weinberg or DSM III Criteria with 
Diagnosis of Depression 

Child Interview, based on 
DSM-III Criteria only 

Parent Interview, based on 
DSM-III Criteria only 

Child Interview, based on 
Weinberg Criteria only 

Parent Interview, based on 
Weinberg Criteria only 

Child Interview versus 
Parent Interview with diagnosis 
of depression 

26.43 .42 .58 

15.86 

26.5 

38 .45 

20.15 .38 .51 

10.84 .27 .37 

23.65 .41 .55 

24.08 .45 .55 

.57 .58 

Note: N = 79 
df = 1 
p = < .001 
* = Pearson correlations with interview diagnosis 

treated as a dummy variable. 
** = Pearson correlations with both interview 

diagnosis and CDI results as dummy variables. 
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scores and diagnosis of depression as a result of child 

and parent symptom reports. 

Chi squares (see Appendix E) summarize rates of 

agreement between CDI scores and diagnosis of depression. 

For DSM-III and Weinberg criteria, rates of agreement 

range from 81 percent to 86 percent, respectively. False 

positive rates (where CDI screens indicate depression, but 

parent or child reports do not meet either diagnostic 

criteria) were only 8 percent for Weinberg criteria and 11 

percent for DSM-III criteria. This is m.uch less than the 

49 percent false positive rate Kovacs (1983) had postu

lated. When CDI ^ 13 was compared to diagnosis by either 

child or parent report, again a high agreement rate was 

found. Child report was in agreement 84 percent of the 

time with a false positive rate of 13 percent. Parent 

report agreed with CDI screens 81 percent with 10 percent 

false positives. 

The mean CDI score for those children meeting DSM-III 

criteria for depression by parent or child report was 

15.42. The mean CDI score for those children meeting 

Weinberg's criteria for depression was 16.36 (see Table 

2) , indicating little difference based on diagnostic 

criterion; however, both were statistically different from 

the mean CDI score of 7.58 for those children diagnosed 

nondepressed. The mean CDI score for those children 

diagnosed depressed by DSM-III criteria was 15.42 versus 
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TABLE 2 

Mean CDI Scores by Age Groups, Gender, Location 
of Sponsor, Rank of Sponsor and 

Diagnosis of Depression 

M SD No. of Children 

Ages 7-9 11.43 7.08 32 

Ages 10-12 9.11 7.87 28 

Ages 13-17 8.46 4.09 17 

Males 9.72 7.04 61 

Females 11.05 5.50 18 

Karlsruhe 9.76 5.88 46 

Mannheim 10.42 8.14 33 

Enlisted Sponsor 10.1 6.97 71 

Warrant or Officer Sponsor 10.57 5.12 8 

DSM-III Criteria 15.6 7.71 19 
(met by parent or 
child report) 

Weinberg Criteria 
(met by parent or 
child report) 

Depressive Criteria 
(not met) 

16.22 6.72 22 

7.06 4.17 53 

Note: N = 79. . . „ ^^ 
Age data points have two scores missing, N = 77 
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7.58 for those children found not depressed, a difference 

producing a t(70) = 5.40, £ < .001. The mean CDI score 

for those children diagnosed depressed by Weinberg 

criteria was 16.36 when compared to the nondepressed 

children. This resulted in a t.(73) = 6.55, £ < .001. 

Hypothesis 2 investigated whether EFMP children would 

score significantly higher on the CDI than the average 

school-age child. Mean CDI scores of the 79 EFMP children 

were compared to those of 630 (6th to 12th grade) 

Pennsylvania school children, 860 (4th to 8th grade) 

Toronto school children, and 1,252 (3rd to 9th grade) 

Pennsylvania school children. The characteristics of the 

EFMP children and the three public school samples are 

presented in Table 3. The mean CDI score for all EFMP 

children studied was 10.03 with an SD of 6.84. V7hen 

compared to normative groups of similar aged youngsters in 

the public schools of Toronto and Pennsylvania, no 

significant differences in mean scores were found. 

Therefore, Hypothesis 2 was not supported by this study. 

Hypothesis 3 investigated the rate of agreement 

between EFMP children identified as depressed by the CDI 

and their own self-report and their parents' report of 

depressive symptoms. Table 1 shows the results of chi 

square analysis between children diagnosed as depressed by 

their own self-report and diagnosed depressed by parental 
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TABLE 3 

Comparison of Mean CDI Scores Between EFMP and 
Three Public School Sample Populations 

M SD 

Range of 
Scores 
on CDI 

EFMP Study of 79 School Chil
dren Ages 7-17 (Grades 2-12) 

Green (1980) Study of 630 
Pennsylvania School Children 
Ages 12-15 (Grades 6-8) 

Friedman & Butler (1979) 
Toronto Schools Study of 
860 School Children Ages 
8-14 (Grades 4-8) 

Smucker (1986) Study of 
1,252 Pennsylvania School 
Children Ages 8-16 
(Grades 3-9) 

10.03 

9.72 

9.28 

6.84 

7.00 

7.30 

0-41 

0-45 

0-51 

9.09 7.04 0-47 
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report. The chi square is significant (£ < .001) support

ing the hypothesis that there would be a significant rate 

of agreement between parent and child reports of de

pression symptoms. Illustrative chi square comparisons of 

parent and child report (see Appendix E) indicate agree

ment rates ranging from 82 percent to 87 percent depending 

on the diagnostic criteria employed. 

Hypothesis 4 investigated if demographic variables of 

age, gender, location of assignment and sponsor's rank 

would exert any influence on EFMP children's CDI scores. 

To examine the influence of those demographic variables on 

CDI scores, a multiple regression correlation was com

puted. The multiple correlation of location, gender, age 

and sponsor's rank with CDI scores equaled .28, which 

accounts for only 8 percent of the variance. This corre

lation yielded an F of 1.57, which is not a statistically 

reliable result [F(4, 72) = 1.57, £ = n.s.]. Also, no 

single demographic variable had a reliable relationship 

with CDI scores. In addition to the multiple regression, 

a comparison of CDI mean scores by age groups, gender, 

location and rank (see Table 2) indicates little dif

ference due to demographic variables. No significant 

effects emerged [F(4, 72) = 1.57, £ = n.s.]. Therefore, 

the hypothesis that demographic variables of age, gender, 

sponsors rank or location would exert no significant 

influence on CDI scores was supported. 
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In addition to the above hypotheses testing and in 

order to better understand depression in the EFMP popu

lation, some further data were analyzed. Means, number of 

children and percent of the sample were compared on Table 

4 for those children meeting each of the criteria for 

diagnosis of depression. A score of 1 was assigned to 

children diagnosed nondepressed and 2 was assigned to 

those children diagnosed depressed, resulting in means 

between 1 and 2 on each of the measures of the 79 children 

assessed during intake evaluations at the EFMP. Twenty-

nine percent (23) scored 13 or greater on the CDI, indi

cating the probability that at least mild depression 

existed. Using both DSM-III and Weinberg criteria, child 

self-report of depressive symptoms resulted in 16 children 

qualifying for a diagnosis of either major depression or 

dysthymic disorder. Parents' reports of their child's 

symptoms resulted in a total of 23 meeting criteria for 

diagnosis of either dysthymic disorder or major depression 

when either DSM-III or Weinberg criteria were applied. 

Parents tended to report more symptomatology than did 

children. Separate application of DSM-III and Weinberg 

criteria resulted in diagnosis of depression by parent 

report in 16 and 19 children, respectively. Children's 

self-report resulted in depressive diagnosis for 12 and 11 

children when DSM-III and Weinberg criteria were applied, 

respectively. Applying either or both criteria increased 
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TABLE 4 

Means, Standard Deviations, Percent of Sample 
and Number of Children Meeting Criteria 

for Diagnosis of Depression on the 
CDI and Structured Interviews 

Number Percent 
of of 

Variables M SD Children Sample 

CDI Score ^ 13 1.2911 .4572 23 29 

Child Interview 
Using Either DSM-III 
or Weinberg Criteria 1.2025 .4045 16 20 

Parent Interview 
Using Either DSM-III 
or Weinberg Criteria 1.2911 .4572 23 29 

Child Interview 
DSM-III Criteria 1.1519 .3612 12 15 

Parent Interview 
DSM-III Criteria 1.2025 .4045 16 20 

Child Interview 
Weinberg Criteria 1.1392 .3484 11 14 

Parent Interview 
Weinberg Criteria 1.2405 .4301 19 24 

CDI Score ^ 12 1.3797 .4884 30 38 

Note: N = 79 • ,_-, ^ -, 
M was calculated using dummy variables of 1 = no 
~ and 2 = yes 
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the probability that a diagnosis of depression would be 

made whether by results of child self-report or parent 

report of symptoms. However, when used independently, 

Weinberg criteria resulted in more children being diag

nosed by parent report. When applying DSM-III criteria, 

the opposite was true with slightly more child reported 

depressions occurring. 

During data analysis, the experimenter noted that a 

number of subjects received scores of 12 on the CDI and so 

chi square analysis was also computed on CDI v/ith a cut

off score of 12 to determine the frequency with which this 

slightly lower depressive indicator corresponded with 

child and parent reports of depressive symptoms. The 

results are recorded in Table 5. Again, all chi squares 

were significant (£ < .001) for frequency of CDI agreement 

with child self-reports and parent observations of de

pressive symptoms. However, by lowering the CDI cut-off 

by one point, parent interview results correlated notice

ably stronger with elevated CDI scores while child re

ported correlations either stayed approximately the same 

or decreased slightly. The results indicate that CDI 

scores of 12 may be a more accurate predictor of child 

depression from the parent's point of viev/, but does not 

appear to improve the correlation between CDI and child 

self-report results. Using a cut-off score of 12 in

creased those children screened as probably depressed to 



TABLE 5 

Chi Square Analyses for Children's Depression 
Inventory and Child and Parent 
Structured Interview Results 

(CDI Score ^ 12) 
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* • 

Child Interview, based on either 
Weinberg or DSM III Criteria with 
Diagnosis of Depression 

Parent Interview, based on either 
Weinberg or DSM III Criteria with 
Diagnosis of Depression 

Child Interviev/, based on 
DSM-III Criteria only 

Parent Interview, based on 
DSM-III Criteria only 

Child Interview, based on 
Weinberg Criteria only 

Parent Interview, based on 
Weinberg Criteria only 

Child Interview versus 
Parent Interview with 
Diagnosis of Depression 

26.5 

27.44 

17.32 

15.95 

20.87 

34.2: 

26.5 

.42 .58 

.38 .59 

.38 .47 

.27 .45 

.40 .51 

.45 .66 

.57 .57 

Note: N = 79 
d_f = 1 for x^ 
p = < .001 
* = Pearson correlations with interview diagnosis 

treated as a dummy variable. 
** = Pearson correlations with both interview 

diagnosis and CDI results as dummy variables, 
r was calculated using each variable as a dummy 
~ variable with 1 = no, 2 = yes 
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30 or 38 percent of the sample (refer to Table 4). When 

chi squares of CDI ^ 13 and CDI > 12 versus diagnosis of 

depression were compared, small differences in the fre

quencies of agreement, false positives and false negatives 

occurred (see Appendix E) . As was illustrated, the rate 

of agreement with either depressive or nondepressive 

diagnoses was 82 percent for a cut-off of 13 versus 84 

percent for a cut-off of 12. The false positive rate for 

CDI ^ 13 v/as 8 percent versus 10 percent for 12. The 

false negative rate was 10 percent for CDI ^ 13 versus 5 

percent for CDI ^ 12. 

Means were calculated for individual symptom endorse

ments made by all 79 parents and children on each of the 

15 structured interview items. A score of 0 was assigned 

to non-endorsed items and a score of 1 was assigned to 

endorsed items, resulting in means betv/een 0 and 1. Table 

6 results indicated parents more frequently endorsed all 

but four of the depressive symptoms on the structured 

interview checklist. The four exceptions, which children 

endorsed at the same rate or more frequently than their 

parents, were: sleep disturbance/difficulty (item 6), 

loss of energy/fatigue (item 9), feelings of self-reproach 

or guilt (item 11), and change in school performance (item 

14) . Those symptoms endorsed most frequently by both 

parents and children were dysphoric mood, 59 percent and 

47 percent, respectively, and aggressive behavior, 58 
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TABLE 6 

Means, Standard Deviations, Percent of Sample 
and Number of Children or Parents Endorsing 
Structured Interview Items Children (C) 

and Parents (P) 

Variable 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

11. 

12. 

Dysphoric Mood 

Se1f-Deprecatory 
Ideation 

Pervasive Loss of 
Interest or 
Pleasure 

Aggressive Behavior 

Change in Appetite 
or Weight 

*Sleep Disturbance/ 
Difficulty 

Diminished 
Socialization 

Psychonotor Retard
ation or Agitation 

*Loss of Energy 
(Fatique) 

Striatic Complaints 

*Feelings of Self 
Reproach or Guilt 

Diminished Ablity 
to Concentrate 

C 
P 

C 
P 

C 
P 

c 
p 

c 
p 

c 
p 

c 
p 

c 
p 

c 
p 

c 
p 

c 
p 

c 
p 

M 

.4684 

.5949 

.2785 

.4937 

.1646 

.2025 

.4177 

.5823 

.2152 

.2405 

.3544 

.2785 

.2152 

.2278 

.1772 

.2152 

.2532 

.1772 

.3671 

.4557 

.1646 

.1392 

.3797 

.4177 

SD 

.5022 

.4940 

.4511 

.5032 

.3731 

.4045 

.4963 

.4963 

.4136 

.4301 

.4814 

.4511 

.4136 

.4221 

.3843 

.4136 

.4376 

.3843 

.4851 

.5012 

.3731 

.3484 

.4884 

.4963 

Number 

37 
47 

22 
39 

13 
16 

33 
46 

17 
19 

28 
22 

17 
18 

14 
17 

20 
14 

29 
36 

13 
11 

30 
33 

% Sample 

47 
59 

28 
49 

16 
20 

42 
58 

22 
24 

35 
28 

22 
23 

18 
22 

25 
18 

37 
46 

16 
14 

38 
42 
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TABLE 6 (Continued) 

Variable 

13. Change in Attitude 
re. School 

14. *Change in School 
Performance 

15. Recurrent Thoughts 
of Death or Suicide 

C 
P 

C 
P 

c 
p 

M 

.1899 

.2785 

.3418 

.3291 

.1266 

.1899 

SD 

.3947 

.4511 

.4773 

.4729 

.3346 

.3947 

Number 

15 
22 

27 
26 

10 
15 

% Sample 

19 
28 

34 
33 

13 
19 

Note: N = 79 
* = Items which children endorsed more frequently than parents 
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percent and 42 percent. Suicide ideation was least 

frequently reported by children (13%) , while feelings of 

self-reproach and guilt was endorsed least frequently by 

parents (14%). 

Chi squares v/ere completed comparing parent and child 

responses on four individual depressive symptoms from the 

structured interview (see Appendix E) . The items (1) 

dysphoric mood, (2) self-deprecatory ideation and verbal

ization, and (4) aggressive behavior v/ere chosen as 

illustrative of the significant differences between parent 

and child perceptions of depressive symptomatology. 

Number (15) suicidal ideation was included in the chi 

square comparisons because of the possible negative 

implications should it go undetected. Resulting rates of 

agreement ranged from 58 percent to 67 percent for items 

1, 2 and 4, significantly less than for overall diagnosis 

(82% agreement). In these examples, parents endorsed 

items without corroboration from their child two to three 

times more often than the child did so without parental 

agreement. Results for the suicide item (15) indicated 

considerably more agreement between parent and child 

(84%) . 

These results indicate that although there may be 

overall significant agreement between parent and child on 

who is and who is not depressed, for whatever reason. 
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child self-report and parent observation still exhibit 

obvious differences. 



CHAPTER IV 

DISCUSSION 

Four questions were investigated by the study report

ed here. First, does the CDI screen those EFMP children 

who, by their own and their parent's report, appear to be 

experiencing dysthmia and/or major depression? Second, 

are EFMP children with educational disabilities more 

depressed than the average school-aged child? Third, do 

parents and their children agree in their reports of 

depressive symptomatology? Fourth, do demographic vari

ables exert a significant influence on the CDI scores of 

EFMP children? 

Hypotheses 

Hypothesis 1 

Screening tool for EFMP children. Hypothesis 1 

addressed the question of whether elevated CDI scores for 

EFMP children are predictive of depressive diagnosis based 

on the child's and his or her parent's responses on a 

structured interviev/ designed to measure depressive symp

toms. It was found that CDI scores for EFMP children are 

highly correlated with a diagnosis of depression based on 

their own or their parent's reports of depressive symptoms 

when either DSM-III or Weinberg criteria are applied. 

64 
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These results support the use of the CDI as a screen

ing assessment tool in the EFMP or special education 

setting. The CDI discriminated between those children 

with educational disabilities referred to EFMP who by 

self-report were experiencing depression and those who 

were not. The CDI also discriminated between those same 

children who by parental report were exhibiting depressive 

behaviors and those who were not. This outcome is gen

erally supported by the literature. 

The majority of studies reviewed have been supportive 

of the GDI's use as a diagnostic screening tool for 

identifying depression in school-aged youngsters. Re

search supporting this opinion included Haley et al.'s 

(1985) study of psychiatrically disturbed children as well 

as Strauss et al.'s (1984) study of nonclinic school 

children. Carey et al. (1987) found that the CDI could 

discriminate psychiatric patients from nonreferred 7- to 

17-year-olds, and Carlson and Cantwell (1980) found that 

CDI mean scores differed significantly between affectively 

and nonaffectively disordered children. Helsel and 

Matson's (1987) study supported use of the CDI as did 

Saylor et al.'s (1984) investigation of hospitalized, 

emotionally disturbed and normal children. 

Some reservations have also been expressed regarding 

the GDI's discriminant validity. Kovacs herself (1985) 

expressed some concerns when citing Finch et al.'s (1985) 
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study where, in a Canadian student sample, the CDI failed 

to differentiate "normals" and a heterogenous psychiatric 

child sample. In a 1983 study by Hodges, Seigel, Mullins 

and Griffin, CDI means of clinic versus nonclinic, 7 to 12 

year olds discriminated between the clinic and nonclinic 

boys, but means were not significantly different for the 

girls. It is important to note, however, that in both of 

the aforementioned studies, the psychiatric samples con

tained a variety of diagnoses, not just affective dis

orders . 

The results of the present investigation are most 

consistent with results of those previous studies finding 

significant differences between nonclinic, nondepressed 

children and those suffering from affective problems. The 

CDI was not designed as a tool to diagnose psychiatric 

disturbance and does not appear to identify "non specific 

global distress" (Kovacs, 1983, p. 16). It was developed, 

instead, to identify children who are psychiatrically 

diagnosable as depressed versus children whose difficul

ties are not in the depressive domain (Kovacs, 1983). In 

the case of EFMP school children, the CDI appears to do 

just that. 

All structured interview diagnostic results, using 

either DSM-III or Weinberg criteria were significantly (£ 

< .001) correlated to CDI scale scores of ^ 13. There

fore, only tentative conclusions regarding best "fit" for 
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diagnosing depression in EFMP children can be drawn from 

this study. Weinberg criteria based diagnosis for both 

children and parent reports had an 86 percent agreement 

rate with CDI scores versus an 81 percent agreement rate 

for DSM-III (see Appendix E) . Pearson correlations were 

also stronger for Weinberg criteria based diagnoses when 

compared to CDI scores. There was, however, stronger 

agreement between child and parent reports when DSM-III 

diagnostic criteria was applied (87% agreement) versus 

Weinberg (82% agreement). DSM-III criteria identified 

only slightly more children as depressed (12) versus 

Weinberg's criteria (11) when used to score children's 

self-reports of symptomatology. Weinberg criteria were 

met somev/hat more often by parents' reports of their chil

dren's symptoms (19) versus 16 for DSM-III criteria. 

Parents tended to endorse more symptoms than children 

resulting in more diagnostic impressions of depression 

using either norms. The Weinberg criteria's diagnoses of 

depression appear to correlate slightly more frequently 

with positive CDI scores than do the DSM-III's criteria. 

This trend of slightly greater numbers of depressive 

diagnosis occurring (for parent report) when Weinberg 

criteria are applied is consistent with the literature 

which compares DSM-III and Weinberg Norms. Poznanski and 

associates (1985) compared a combination of Weinberg/ 

Poznanski criteria against DSM-III/Research Diagnostic 
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Criteria (RDC) standards in their 1985 study of 65 

children referred to a psychiatric clinic. They found 

agreement in 56 of 65 cases or 86 percent of the sample. 

Of 9 cases where there was disagreement, 7 were diagnosed 

as depressed by Weinberg/Poznanski criteria, but not by 

DSM-III/RDC, indicating a greater rate of depressive 

diagnosis using Weinberg based criteria. Carlson and 

Cantwell (1982) also compared Weinberg and DSM-III 

criteria in a group of 107 children. The two sets of 

criteria agreed on the diagnosis of 85 (79.4%) of the 

children. Thirty-eight children were classified depressed 

by Weinberg's criteria versus 28 diagnosed as such by 

DSM-III criteria. This was not a clear case of Weinberg 

criteria being more liberal as 6 cases diagnosed not 

depressed by DSM-III were classified depressed by 

Weinberg's standards (Carlson & Cantwell, 1982). 

Results of this investigation found a mean CDI 

score for those children diagnosed depressed by meeting 

Weinberg's criteria (either by parent or child report) was 

16.36. The mean CDI score of those children diagnosed 

depressed by meeting DSM-III criteria (by either parent or 

child report) was 15.42. These results differed from 

Carlson and Cantwell's 1982 study where significantly 

higher (£ < .01 by students' t-test) CDI scores for those 

children meeting DSM-III than for those meeting Weinberg's 

criteria were found. The similarity of mean CDI scores 
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across the two diagnostic criteria used in this study does 

not support a conclusion that either approach is superior 

for identifying depression in the EFMP population. How

ever, these results strongly support the GDI's discrim

inant ability for EFMP school-aged children when compared 

to the mean CDI score (7.06) for nondepressed EFMP 

children. 

The case for use of one diagnostic criterion in 

preference of the other is far from decided. Kovacs et 

al. (1984) criticized the DSM-III approach to diagnosis of 

depression in children noting that it may only identify 

the more severe forms of childhood depression, because it 

v/as designed for adults and because the lower diagnostic 

limit for depressed children has not been clearly defined. 

Barrett and Kolvin (1985) criticized Weinberg for using 

symptoms in his criteria that are commonly seen in normal 

children, noting that more extreme levels of these symp

toms are needed to identify truly depressed children. It 

appears more comparative studies of the two diagnostic 

criteria are warranted. 

Hypothesis 2 

Hypothesis 2 addressed the question of whether EFMP 

children identified as having academic difficulties would 

score higher on the CDI than the average school-aged 

child. The results of this study do not support the 

hypothesis that exceptional or educationally handicapped 
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children are more depressed than those public school 

children who were identified by Kovacs (1983, 1985) and 

Smuck (1986) as normative samples. 

Possible reasons for the lack of mean score differ

ence between the normative and EFMP groups may include the 

fact that in large samples of school-aged children, such 

as the norming groups, there would probably exist those 

children with attentional, academic and/or emotional 

difficulties that may not have been diagnosed or not 

deemed severe enough for placement within special educa

tion classes. This would result in som̂ e overlap in the 

type of students evaluated, rather than clear-cut ex

clusionary groups. Also, there are numerous contributors 

to low self-esteem and feelings of depression in addition 

to academic achievement or learning difficulties. School-

age children may be experiencing difficulties in peer 

relationships, doubts about their attractiveness, familial 

problems, shyness, and/or adjustment to a new school or 

teacher or grade change in addition to numerous other 

possibilities. Any or all of the above mentioned problems 

could contribute to depressive symptomatology in children 

or adolescents as readily as would academic difficulties, 

thus decreasing measurable differences. 

DeLoach and Greer (1981) identified a number of 

psychological coping mechanisms which can be employed to 

deal with the stresses of disability. Those which are 
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most adaptive can be labeled "task-oriented mechanisms" 

(DeLoach & Greer, 1981, p. 25). These adjustments require 

the youngster to do some realistic problem solving in 

stress-producing situations. Those children who are able 

to adapt, adjust to and find ways to solve problems re

sulting from their learning disabilities or other handi

caps, most likely will suffer less distress and fewer 

self-esteem problems than those who deny, rationalize or 

employ other less adaptive mechanisms. Some of the EFMP 

children may have learned successful coping mechanisms, 

which, in turn, have allowed them to avoid feelings of 

depression and poor self-esteem. 

Those investigators who are concerned about the 

impact of learning disabilities on children's emotional 

well being would seem to disagree with this study's 

findings that EFMP children are no more depressed than the 

norm. In their study of 85 learning disabled children, 

Goldstein, Paul, and Sanfilippo-Cohn (1985) found them to 

be more depressed as a group than non-disabled children 

described by Kovacs (1983) . Sacco and Graves (1984) found 

that elementary school children who scored in the upper 

third of the sample on the CDI also did more poorly on 

assessments of vocabulary and problem solving skills. 

These findings suggested to the investigators that 

children reporting depressive symptoms also demonstrate 

decreased interpersonal skills and reduced academic 
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ability (Sacco & Graves, 1984). Weinberg and associates 

(1973) found depression, as measured by guidelines of 

diagnosis established for adults, in 62.5 percent of the 

children they evaluated at an educational diagnostic 

clinic. Because all of the children had been referred for 

school and/or behavior problems, they concluded that 

childhood depression probably was a common phenomenon in 

those children doing poorly academically (Weinberg et al., 

1973). 

Although those EFMP children investigated were 

referred for evaluation due to academic and/or behavioral 

problems in the schools, the specifics of these difficul

ties were not addressed in this study. It is possible 

that those children who were having greater academic 

difficulties or who were the most socially inept also 

endorsed more depressive symptoms on the CDI. In con

trast, perhaps those children with good peer relationships 

and/or supportive families were experiencing minimal 

distress even though they had som.e academic problems. 

Since the severity of learning disabilities for those 

children studied was not evaluated, its impact on CDI 

scores for this sample was not addressed. The more 

general question of simply comparing between CDI scores 

for an EFMP school-aged sample and those for several 

normative school samples does not allow for specific 

correlative speculation regarding school problems and 
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depressive symptoms as did some previously reviewed 

studies. 

The rates of depression in this study's EFMP sample 

were 23 children (29% of N = 79) at a CDI cut-off score of 

^ 13 and 30 children (38% of N = 79) at a cut-off score of 

^ 12. Only 7 (less than 9% of N = 79) met Kovacs' (1981) 

suggested cut-off of 19 for severe depression. These 

results appear to be within the parameters found on 

previous investigations. As Lobovits and Handal (1985) 

noted, a level of disagreement exists regarding the 

prevalence of childhood depression. It appears that 

prevalence of depressive diagnosis in children depends on 

the broadness of the definition (Barrett & Kolvin, 1985). 

A review of the literature found rates of depressive 

diagnosis as low as 1 to 2 children per 1,000 at the age 

of 10 to 11 years with an increase to 15 per 1,000 in the 

14- to 15-year-old range on epidemiological studies by 

Rutter et al. (1970) (Barrett & Kolvin, 1985). Weinberg 

et al. (1973) , as reported earlier, diagnosed over 62 

percent of children referred for academic/behavior 

problems to an outpatient clinic as depressed, while 

Kovacs and Beck (1977) reported approximately 15 percent 

of an outpatient population as meeting depressive diag

nostic criteria. 

In their recent (1984) study of 103 elementary school 

children, Kaslow and associates found 33 percent to be at 
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least mildly depressed using a cut-off score of 11 on the 

CDI. Very similar results were found by Albert & Beck 

(1975) in their study of 11- to 15-year-old boys and girls 

in the seventh and eighth grades of a parochial suburban 

school. Lobovits and Handal reported in their 1984 study 

of fifty 8- to 12-year-old children referred to outpatient 

psychology centers because of school and behavior prob

lems, that 22 percent were diagnosed depressed based on 

parent report and 34 percent based on child self-report. 

Goldstein et al. (1985) assessed 85 learning disabled 

children using the CDI cut-off score of ^ 11 and deter

mined 61 percent of the sample to be mildly depressed. 

Using a score of ^ 19 as indicative of severe depression, 

they found 26 percent of their sample met the upper 

cut-off. 

Pfeffer et al. (1984) compared 101 randomly selected 

1- to 12-year-old school children to inpatient psychiatric 

unit patients and reported a prevalence of 13.9 percent 

dysthymic disorder for the school children versus 13.8 

percent for the inpatients. Yanchyshyn and Robbins (1983) 

studied 26 public high school students and found only 1 or 

3.8 percent met criteria for major depressive disorder. 

Due to the small sample size, it is difficult to general

ize these findings. 

In summary, results of this study did not support 

the hypothesis that EFMP children, who commonly present 
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learning disabilities or other academically limiting 

handicaps, were more depressed when compared with the 

typical school-aged child. This would appear to differ 

from much of the literature reviewed which pointed toward 

increased levels of depression in learning disabled 

youngsters. The prevalence of depressive diagnosis for 

this study's EFMP children appears to fall in about the 

middle for those studies reviewed. However, the signifi

cant variance in ages, sample characteristics, and diag

nostic criteria applied in the investigations reviewed 

makes it difficult to draw any firm conclusions regarding 

prevalence of depression for school children in general or 

for those children with learning disabilities specifical-

ly. 

Hypothesis 3 

Hypothesis 3 asked the question of how much agreement 

exists between child self-reports and parent observational 

reports of depressive symptomatology. The results of this 

study supported the hypothesis that there would be a high 

rate of agreement between the two scores of diagnostic 

information. Both child and parent reports of depression 

strongly agreed with the child's CDI scores. Also, the 

child and parent interview scores were strongly correlated 

with each other indicating that when children see them

selves as depressed, so do their parents. There was a 

tendency for the parents to endorse more symptoms than did 
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their children and more children were diagnosed depressed 

by parent report of symptomatology than by their own 

report. 

A review of the literature indicated, as in other 

areas of child depression research, there is quite a 

degree of variance depending on the source of symptom 

report, the assessment tool used, and the population 

examined. Often, research on child and parent agreement 

of psychiatric symptom reporting has been designed to 

discern if children can/do reliably report their own 

symptomatology. Although some tendency to under report or 

minimize severity of symptoms by children has been found 

(Asarnow & Carlson, 1985; Kazdin et al., 1983; Kazdin, 

French, Unis, & Rancurello, 1983; Weisman et al., 1980), 

the vast majority of studies found the child to be an 

important and necessary participant in the accurate 

diagnosis of depression and other psycho-emotional dis

orders (Cytryn et al., 1980; Herjanic & Reich, 1982; 

McGee, Williams, Kashani, & Silva, 1983: Mokros, 

Poznanski, Grossman, & Freeman, 1987; Moretti et al., 

1985; Puig-Antich, 1984; Reich, Herjanic, Weiner, & 

Gandby, 1982). 

Various reasons for disagreement between parent and 

child reporting of depressive symptoms have been pro

posed. Most often, investigators have postulated that 

those observable, more concrete and severe behavioral 



77 

manifestations of depression are agreed upon at a higher 

frequency than more internal or private thoughts and 

feelings experienced by the child him or herself (Herjanic 

& Reich, 1982; Kazdin et al., 1983a, 1983b; Mokros et al., 

1987; Puig-Antich, 1984; Saylor et al., 1984). 

Alternative contributors to parent and child report 

discrepancies have been suggested by Moretti and associ

ates (1985) who found that parent ratings of their own 

depression had significant positive correlation with their 

ratings of their child's depressive symptomatology. 

Moretti et al. (1985) also noted what they observed as a 

tendency for parents to rate their children, who had been 

referred for psychiatric assessment, as moderately dis

turbed on the majority of the pathology rating scales no 

matter what the child's individual problem was (Moretti et 

al., 1985). McGee and associates (1983) also found that 

depression in a parent (the mother) had a significant 

impact on the number of behavior problems reported for the 

child. Kashani et al. (1985) proposed that the lack of 

agreement between parents and their children is due to 

their varying areas of concern. Parents are concerned 

about how their children behave and in Kashani et al.'s 

(1983) study, they reported attention deficit and opposi

tional behavior, while their children, who are more 

concerned about their own feelings, reported a greater 

frequency of depression and anxiety. Moretti et al. 
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(1985) suggested that under reporting of major depression 

by parents results from the lack of communication from 

child to parent regarding the severity of their symptoms. 

They also postulated that over reporting of depressive 

symptoms by parents of conduct disordered children may be 

due to the parent's search for an explanation, the child 

is depressed, which is an acceptable cause for unaccep

table behavior (Moretti et al., 1985). 

Although over all comparisons of child and parent 

reports for this study resulted in a high correlation 

between parents and children for diagnosis of depression, 

some differences did exist for individual symptom report

ing. Parents reported more incidence of symptoms for 11 

of 15 items on the structured interview. Of the 4 items 

reported equally or more often by children, there was no 

difference (26 on child report versus 26 on parent report) 

for the change in school performance item. However, 

children saw themselves as experiencing sleep disturbance, 

low energy and feelings of self-reproach and guilt more 

often than did their parents. These results are somewhat 

consistent with those studies indicating that parents 

report lower levels of internal feelings or difficult to 

observe behaviors than do their children. The items where 

the greatest disparity between parent and child report 

occurred, with parents' report significantly higher than 

the child's, were: dysphoric mood, self-deprecatory 
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ideation or verbalization and aggressive behavior. By 

definition, these three symptoms are quite observable and 

have been reported by previous investigators as endorsed 

by parents more frequently than by children. 

Results of this study tend to support the valuable 

contribution thajt child self-report makes to diagnosis of 

depression. Results also support the reality that de

pressed children will tend to be seen as depressed both by 

themselves and by their parents, although there appears to 

be different areas of focus or concern by the child versus 

the parent. Additional factors not researched such as 

mood of the parent, attitudes regarding report of problems 

in a military setting, fear of negative labeling and 

perceived social desirability might also have impacted 

rate of symptom reporting by both parent and child. 

Results indicate a com.bination of both parent and child 

assessment will contribute to a more accurate diagnosis of 

depression in school-aged children. 

Hypothesis 4 

The question of impact, if any, by demographic 

variables on CDI scores of EFMP patients was investigated 

by this study. The outcome supported the hypothesis that 

demographic variables, including age and gender of the 

child, rank of the military sponsor, and location of 

assignment, would not exert a meaningful influence on CDI 

to scale scores. These results support use of the CDI as 
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an assessment and screening tool for EFMP children without 

concern that results vary due to these extraneous factors. 

The CDI appears to be an appropriate self-report scale for 

application in the EFMP or school special education or 

general classroom settings for boys and girls ages 7 

through 17 when interpreted by a qualified professional. 

Previous investigations have both supported and 

differed from this study's results in the reports of 

demographic variable effect on CDI outcomes. Similar 

results to this study were found by Friedman and Butler 

(1979) in their analysis of age and gender effects on the 

CDI scores of Toronto public school children v/here no 

significant effect was found (Kovacs, 1983). Saylor et 

al.'s (1984) study of normal school children found that 

boys' and girls' CDI means were not significantly 

different on any of the depression measures using t_-tests 

for individual means. Saylor et al. (1984) found no 

significant grade effect on CDI scores. Kovacs (1985) 

found that CDI scores were not related to respondents' age 

or sex in her investigations of school-aged "normal" 

children and those referred to outpatient psychology 

clinics. 

Those studies which found demographic variable 

effects on diagnosis of depression included Stavrakaki and 

associates (1987) who noted variance in concordance among 

rating sources for symptoms of depression as a function of 
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age, sex, status and diagnosis in 130 child psychiatry 

patients. Kovacs (1986) found that gifted boys were more 

depressed than gifted girls when evaluated by the CDI. 

The same study found fifth graders to be more depressed 

than fourth graders when evaluated by their teachers. 

Haley et al. (1985) found age to be positively correlated 

with the CDI in their study of 39 psychiatrically dis

turbed children and adolescents. Although Finch et al. 

(1985) found small differences on CDI scores for girls who 

reported fewer depressive symptoms than boys and even 

smaller effects due to grade level, their conclusion was 

that these differences were not of great enough magnitude 

to warrant the application of separate CDI norms for grade 

and gender (Finch et al., 1985) . 

Results of this study supported the hypothesis that 

demographic variables would not significantly affect CDI 

scores of EFMP children. This outcome will be helpful to 

the military community and EFMP personnel in that it 

further defines the usefulness and generalizability of the 

CDI as a screening tool for school-aged children identi

fied as learning disabled or otherwise academically 

impaired in the Department of Defense's Dependent School 

(DoDDS) system. It appears the CDI may be appropriately 

administered to both male and female students ages 7 

through 17 who have at least a second grade reading level. 
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Clinical Implications 

The EFMP child appears to experience at least mild to 

moderate depression with a prevalence rate of from 29 to 

3 8 percent, depending on the source of report and the 

diagnostic criteria. A rate of approximately one-third 

for depressive diagnosis in EFMP children would seem to 

warrant the implementation of a systematic screening 

procedure for all those newly referred school-aged 

children evaluated by the EFMP team. 

The Children's Depression Inventory (CDI) has been 

demonstrated to be an accurate, easily administered, 

diagnostic screening tool for school-aged EFMP children. 

Elevated CDI scores correlated highly with the diagnosis 

of depression in EFMP children when either DSM-III or 

Weinberg criteria were applied. Those CDI scores above 

the 12 and 13 point cut-offs were highly correlated with 

both parent and child reports of depressive symptomato

logy. The CDI scores were not significantly impacted by 

age, gender or other demographic variables of the child. 

A relevant clinical application suggested by results 

of this investigation appears obvious to the investigator. 

The CDI could be administered to all school-aged, 7- to 

17-year-old children during their initial visit to EFMP. 

If they score 12 or more on the CDI, then a follow-up 

interview investigating depressive symptomatology would be 

completed with both the child and the parent by either the 
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team psychologist or social worker. Results of the CDI 

and the interviews would be added to other assessment 

information to determine the diagnosis and recommend 

treatment of the child. 

Although the study's goal was not to determine 

causality between learning disabilities and depression, 

the correlation between these two characteristics of 

school-aged children has been established in previous 

investigations. By screening all EFMP children with the 

CDI and following up high scores with structured inter

views, then depression, if it exists, can be identified. 

Once identified, whether it contributes to or results from 

the child's academic difficulties, depression may then be 

treated. 

Limitations of the Study 

The present study is limited by the lack of informa

tion available regarding the actual presenting problems of 

those EFMP patients evaluated. Although all children 

studied had learning disabilities and/or other academical

ly handicapping conditions deemed by the EFMP team to 

warrant assessment, the range of severity of these dis

abilities may have been considerable. This variance could 

have resulted in at least some portion of those EFMP 

children sampled being similar to typical school-aged 

children if their identified problem were, for example, a 

mild reading problem or attention deficit. 
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This study limited its scope to the measure of 

depression and it is possible that differences on the CDI 

reflected at least in part other aspects of childhood 

psychopathology. Although no psychotic children were 

included in the study, a number of psychological distur

bances, such as anxiety disorder and conduct disorder, 

have been identified as exhibiting symptoms that are 

similar to those of depression (Kaslow et al., 1984). The 

diagnosis of the children studied was unknown by the 

investigator; therefore, it is possible that some who met 

the criteria for depression may also have suffered other 

psycho-emotional disorders in addition to depression. 

Because children were included in this study in the 

order they were assessed at EFMP clinics, unequal numbers 

of boys versus girls and in the various age groups were 

investigated. This fact could serve to limit general

izability of the study's results even though significant 

effects on CDI scores were not found for either gender or 

age. Clearly, a larger sample, one more evenly distri

buted for both age groups and gender, would have been 

preferable. 

A sample of nonlearning disabled students from the 

same DOD school system in Germany would have been pre

ferable for comparison to the EFMP sample than those 

normative sample study results employed. However, this 

was not possible due to school administrative policy. 
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Therefore, the study does not indicate if those EFMP 

children studied were significantly more depressed than 

their peers, although they did not differ significantly 

from normative school-age samples. 

Despite the limitations noted and the exploratory 

characteristics of this study, the data are in agreement 

with a number of prior investigations previously cited. 

Further Research 

An important question addressed in this study, but 

still not adequately answered was: Do learning disabili

ties put children at greater risk for depression? A 

clearly defined learning disabled population should be 

researched and compared with controls who are carefully 

screened for learning disabilities to further clarify the 

prevalence of depression. 

Future research on the CDI and in the area of child

hood depression should focus on the cognitive styles of 

depressed children which appear to make them less well 

"equipped" to handle life's stressors. Such issues as 

self-perception of attractiveness, popularity and general 

abilities also need investigation to determine their 

contribution to child depression in addition to further 

research on the relationship of depression and academic 

achievement. 

Further investigation of parent and child agreement 

on reports of depressive symptomatology is needed. It 
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would be helpful to further clarify which differences 

consistently occur in reporting of symptoms and what may 

be contributing to disparate perceptions by parents and 

children. Areas such as varied styles of parent-child 

relating and parental moods and attitudes may be of 

interest. 

The cut-off score for the CDI needs further inves

tigation to determine which is the best "fit" for applica

tion in a variety of situations. Questions still to be 

answered include: Is the CDI just a screening tool? Can 

it reliably diagnose depressed versus non-depressed 

children? What other sources of information are best 

combined with CDI scores to obtain accurate depressive 

diagnosis? 

The most accurate diagnostic criterion for childhood 

depression appears yet to be determined. Further research 

into the accuracy of the DSM-III and the Weinberg-Bellevue 

criteria, as well as other approaches to diagnosis, is 

warranted. 



CHAPTER V 

CONCLUSIONS 

In terms of the four original questions concerning 

the Children's Depression Inventory, it would appear there 

is support for use of the CDI as an accurate predictor of 

depression in EFMP children as diagnosed by application of 

DSM-III and Weinberg norms to self-report and parental 

report of depressive symptoms. Children who endorsed CDI 

items indicative of depressive symptoms also verbalized 

depressive symptomatology on a structured interview. 

Parents of children who had endorsed depressive symptoms 

on the CDI reported observing characteristics commonly 

defined as depression indicators in their children. The 

study would seem to support application of either Weinberg 

or DSM-III criteria in combination with the CDI to deter

mine depressive diagnosis, since both approaches strongly 

correlated with elevated CDI scores identifying differ

ences in level of depression. 

It would appear there is not support from results of 

this study for a higher rate of depression experienced 

by EFMP children than the average school-aged child. Al

though literature suggested that learning disabled and 

academically handicapped children tend to be more 

87 
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vulnerable to depression than non-impaired children 

(Dworkin, 1980; Goldstein & Paul, 1985; Rutter, 1974), 

this was not supported for EFMP children. The mean CDI 

score for EFMP children was near that of normative school-

aged group CDI means. 

This study appears to support agreement between child 

self-report and parental report of depressive symptomato

logy. Although there are some differences in rate of 

reporting of individual symptoms and parents do tend to 

endorse more symptoms than do their children, in general, 

if a child views him or herself as depressed, so does his 

or her parent. Those children studied saw themselves as 

feeling fatigued or suffering from low energy, experienc

ing guilty thoughts, and having sleep disturbance and 

difficulties more often than their parents reported 

observing these characteristics in their children. This 

may be due to the subjective nature of guilt feelings and 

low energy, which is more difficult for parents to 

observe. Sleep disturbance could also easily go unnoticed 

unless called to the parents' attention by the child. 

These differences in report of symptoms would lend support 

to suggestions in the literature that children are better 

reporters of subjective or personal depressive symptoms, 

while parents tend to report more observable findings 

(Kazdin et al., 1983; Moretti et al., 1985; Saylor et al., 

1984). 
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Outcome is supportive of the reliability of chil

dren's self-report in the area of depression. Results 

also indicate that for more accurate diagnosis of child

hood depression, both parents and children should be 

assessed as has been recommended in the literature 

(Kashani et al., 1981). 

It would appear from this study that the demographic 

variables of age, gender, rank of military sponsor or 

location of assignment do not significantly impact CDI 

scores of children evaluated by the EFMP. These results 

tend to support the use of the CDI as a screening tool for 

school and military children, in particular those who may 

have been selected because of possible learning, develop

mental, or behavioral disabilities for evaluation by the 

EFMP team. Results support the use of the CDI as a 

regular component of the initial EFMP evaluation to screen 

for possible diagnosis of depression. 

The CDI is a brief, easily administered and scored, 

reliable screening tool for childhood depression in 

school-aged children. Elevated scores on the CDI have 

been found to be highly correlated with diagnosis of 

depression in children and adolescents. It is recommended 

that the CDI be followed by interviews addressing depres

sive symptomatology with both parents and children, 

especially if scores in the range of 11 to 13 or greater 

are found. The importance of identifying depression in 
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children and adolescents has been stressed by the litera

ture due to the negative impact it may have on school 

achievement, the probability that it may recur and the 

possible susceptibility to suicidal behaviors (Carlson & 

Cantwell, 1982: Dworkin, 1980). 

Childhood depression is an interesting and fairly new 

area of investigation and as such continues to present 

many unanswered questions. 
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CD INVEMTCRY mafia ii'v'ovaa. ̂ J^iCZ). 

DATS: 
CASE NO.: 

INTERVIEW NO.: 

FORM NO.: 0 3 

KIDS SaMETIMcS HAVE DIFFERENT FEELINGS AND IDEAS. 

THIS FORM LISTS THE FEELINGS AND IDEAS IN GROUPS. FROM EACH GROUP. 

PICK QUE. SEiNTSNCE THAT DESCRIBES YOU BEST FOR THE PAST TWO WEEKS. 

AFTER YOU PICK A SENTENCE FRO.'i THE FIRST GROUP* GO ON TO THE NEXT 

GROUP. 

THERE IS NO RIGHT ANSWER OR WRONG ANSWER. JUST PICK THE SENTENCE THAT 

BEST DESCRIBES THE WAY YOU HAVE BEEN RECENTLY, PUT A MARK LIKE THIS 

^ I ^ K E X T TO YOUR ANSWER. PUT THE MARK IN THE BOX NEXT TO THE 

SENTENCE THAT YOU PICK. 

HERE IS /uN EXAMPLE OF HOW THIS FORM WORKS. TRY IT. PUT A MA.RK NEXT 

TO THE Scf'THNCE THAT DESCRIBES YOU ^ESJ. 

SV.^MPLE: 

f 1 I READ BOOKS ALL THE TIME 

I I I RE^J BOOKS ONCE IN A V/HILE 

I NEVER READ BOOKS 

0«v€lo(»«4 ty M. Kovaca, ?b.O. Univ«raicy of ritcsburgb School of tlodiciiM, 
Dap«r:3B«ne of Ptychi«try. Pictabur^h* 9\ 15261. Koc to b«i us«d, quoted* or 
reproduced vichouc perai i s ion. lUv. 3/7Sf 2 /7(t S/77| 7/77 

Ibcmac chAAf*. 9/19 
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REMEMBcR, PICK OUT THE SENTENCES THAT DESCRI BE YOUR FEELINGS AND IDEAS 

IN THE PAST TWO WEEKS. 

^' I I I AM SAD ONCE IN A WHILE 

I i I A/1 SAD MANY TI,M£S 

I I I AM SAO ALL THE TIK£ 

2. 

3. 

^. 

5. 

6. 

7. 

NOTHING WILL EVER WORK OUT POR NE 

I AM NOT SURE IF THINGS WILL WORK OUT FOR HE 

THINGS WILL WORK OUT FOR ME O.K. 

I DO MOST THINGS O.K. 

I DO MANY THINGS WRONG 

I DO EVERYTHING WRONG 

I HAVE FUN IN MANY THINGS 

I HAVE FUN IN SOME THINGS 

NOTHING IS FUN AT ALL 

I AM BAD ALL THE TIME 

I AM BAD MANY TIMES 

I A/1 BAD ONCE IN A WHILE 

I THINK ABOUT BAD THINGS HAPPENING TO ME ONCE IN A WHILE 

I WORRY THAT BAD THINGS WILL HAPPEN TO ME 

I AM SURE THAT TERRIBLE THINGS WILL HAPPEN TO ME 

I HATE /MYSELF 

I DO NOT LIKE MYSELF 

I LIKE MYSELF 

' ' • • • • - -f - « " • 
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8. I I ALL BAD THINGS ARE MY FAULT 

MANY BAD THINGS ARE MY FAULT 

BAD THINGS ARE NOT USUALLY MY FAULT 

9 . I \ I DO NOT THINK A^OUT KILLING MYSELF , 

Q 3 3 I THINK ABOUT KILLING MYSELF BUT I WOULD NOT DO I T 

I ^ I WANT TO KILL MYSELF 

10 . I I I FEEL LIKE CRYING EVERYDAY 

i I I FEEL LIKE CRYING MANY DAYS 

I ] I FEEL LIKE CRYING ONCE IN A WHILE 

1 1 . I I THINGS BOTHER ME ALL THE TIME 

I I THINGS BOTHER ME MANY TIMES 

I I THINGS BOTHER ME ONCE IN A WHILE 

12 . I I I LIKE BEING WITH PEOPLE 

I I I DO NOT LIKE BEING WITH PEOPLE MANY TINES 

I 1 I DO NOT WANT TO BE WITH PEOPLE AT ALL 

13. I 1 I CANNOT MAKE UP MY MIND ABOUT THINGS 

I j IT IS. HARD TO MAKE UP MY MIND ABOUT THINGS 

( 1 I hWKE UP MY HIND ABOUT THINGS EASILY 

1 ^ . I I I LOOK O.K. 

( I THERE ARE SOME BAD THINGS ABOUT MY LOOKS 

I LOOK UGLY 

15 . I I I HAVE TO PUSH MYSELF ALL THE TIME TO DO MY SCHOOLWORK 

I I I HAVE TO PUSH MYSELF MANY TIMES TO DO MY SCHOOLWORK 

I I DOING SCHOOLWORK IS NOT A BIG PROBLEM 

••< x^nm 
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REMEMBER, DESCRIBE HOW YOU HAVE BEEN IN THE PAST T.IO WEEKS. 

IS. I 1 I HAVE TROUBLE SLEEPING EVERY NIGHT 

I I I HAVE TROUBLE SLEEPING MANY NIGHTS 

I SLEEP PRETfY WELL 

17. 

18. 

19. 

20. 

21. 

1 

] 

22. nj 

I AM TIRED ONCE IN A WHILE 

I AM TIRED MANY DAYS 

I AM TIRED ALL THE TIME 

] MOST DAYS I DO NOT FEEL LIKE EATING 

] MANY DAYS I DO NOT FEEL LIKE EATING 

I EAT PRETTY WELL 

I DO NOT WORRY ABOUT ACHES AND PAINS 

I WORRY ABOUT ACHES AND PAINS MANY TIMES 

I WORRY ABOUT ACHES AND PAINS ALL THE TIME' 

I DO NOT FEEL ALONE 

I FEEL ALONE MANY TIMES 

] I FEEL ALONE ALL THE TIME 

I NEVER HAVE FUN AT SCHOOL 

I HAVE FUN AT SCHOOL ONLY ONCE IN A WHILE 

] I HAVE FUN AT SCHOOL MANY TI/tES 

I HAVE PLENTY OF FRIENDS 

CZID I HAVE SOME FRIENDS BUT I WISH I HAD MORE 

I I I. DO NOT HAVE ANY FRIENDS 
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MY SCHOOL WORK IS ALRIGHT 

MY SCHOOLWORK IS NOT AS GOOD AS BEFORE 

I DO VERY SADLY IN SUBJECTS I USED TO BE GOOD IN 

2^» I I I CAN NEVER BE AS GOOD AS OTHER KIDS 

I CAN BE AS GOOD AS OTHER KIDS IF I WANT TO 

I AM UUST AS GOOD AS OTHER KJDS 

25. I i NOBODY REALLY LOVES ME 

1 AM NOT SURE IF ANYBODY LOVES ME 

I AM SURE THAT SOMEBODY LOVES ME 

25. t I I USUALLY DO WHAT I AM TOLD 

I I I DO NOT DC WHAT I AM TOLD MOST TIMES 

I NEVER DO WHAT I AM TOLD 

27. I I I GET ALOr̂ G WITH PEOPLE 

I GET INTO FIGHTS MANY TIMES 

I GET INTO FIGHTS ALL THE TIME 

THE END 

THAIIK YOU FOR FILLING OUT THIS FOR l̂ 

SUM: 

ADMINISTRATION: 0. INOIVIDL 
I. GROUP 

- ' • • - ' ' - " 



APPENDIX B 

STRUCTURED INTERVIEW CHECKLIST 

FOR DEPRESSIVE CRITERIA 

112 



113 

APPENDIV B 

STRUCTURED INTERVIEW CHEC?:LIST FOR DEPRESSIVE CRITERIA 

Chan'Je 
f roFi 

?.R. Norm Tirrr Comrr'fnr. r. 

1) dysphoric mood 

2) self-deprecatory ideation 

?) pervasive loss of interest 

or pleasure 

4) aggrppsive behavior 

F>) change in appetite or 
weight 

6>) sleep disturbance/ 

difficulty 

7) diminished social i r.at ion 

TM psychomotor retardation 

or agitation 

°) lo"s of energy (fatigue) 

10) somatic complaints 

11) f f^o l i r iTs of s e l f - r e p r o a c h 
o r g u i l t 

1^) diminished ability to 
concentrate 

17) change in attitude toward 
school 

1A ) change in school 
performance 

1'̂1) recurrent thoughts of death 
or suicide 

r̂ .R. - Symr^tom Reported: X if yes Interviewed 
(.'h.'»nge f rc>7i Normnl Pehavior: X i f yes 
Timf - E'uration of Pehavior: number of v.'r>pk5 Parent 
r'"T,ment r : ie, beaan after move to Cermnnv 

Child 

Code No. 

Evaluat or 

Da t e 
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Criteria for the Diagnosis of 
Depression in Children 

Weinberg Criteria 

Bellevue Index of Depression 

1. dysphoric mood and 

self-deprecatory ideation 

Any two of: 

A. aggressive behavior 

B. sleep disturbance 

C. diminished socialization 

D. change In attitude toward school 

E. change in school performance 

F. somatic complaints 

G. loss of usual energy 

H. change In appetite or weight 

Manifestation of symptoms as a change 

in the child's usual behavior 

DSM III 

Major Depressive Disorder 

1. dysphoric mood or 

2. pervasive loss of Interest 

or pleasure 

Any four of: 

3. change In appetite 

4. sleep difficulty 

5. psychomotor agitation 

6. loss of Interest or pleasure in 

activity (apathy) 
7. loss of energy (fatigue) 

8. feelings of self-reproach or guilt 

9. diminished ability to concentrate 
10. recurrent thoughts of death or 

or suicide 

4. duration of these symptoms for 

at least a month 

DSM III Dysthymic Disorder 

1. Symptom similar to major depressive 

syndrome, but not as severe lasting 

most or all of approximately one year. 

2. Symptoms may be relatively persistant 

or separated by periods of a few days 

to few weeks of normal mood. 

Any three of; 

3. insomnia or hypersomnia 10. 

4. low energy (fatigue) 11. 

5. feelings of Inadequacy, low 

self-esteem or self-deprecation 12. 

6. decreased productivity at school or home 

7. decreased attention, concentration 13, 

8. social withdrawal 

9. loss of Interest or enjoyment of 14. 
pleasurable activities 15. 

irritable, angry 

does not respond to praise or 

rewards with pleasure 

less active or talkative, feels 

slowed down 

pessimistic, brooding, feels sorry 
for self 
tearfulness or crying 

recurrent thoughts of death or 

suicide 

(American Psychiatric Association, 1980, pp. 213-215 and 222-223; Petti, 1978, pp. 
49-59; Weinberg et al., 1973, pp. 1065-1072). 
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^Characteristic Behaviors for Depressive Criteria 

1- Dysphoric wood; Statements or appearance of oadnesa, 
depression, hopelessness, unhappiness, and/or pessimism. Mood 
swings, moodiness, irritability, easily annoyed, hypersensitivity, 
cries easily, or negative, difficult to please. 

^- Self-depregatory ideation; Feelings of being worthless, 
useless, dumb, stupid, ugly, guilty. Beliefs of persecution. Death 
wishes. 

3. Pervasive loss of interest or pleasure; Loss of interest in 
pleasure in all or almost all activities, displays lacJc of 
reactivity to usually pleasurable stimuli. 

4. Aggressive behavior; Difficult to get along with, quarrelsome, 
disrespectful of authority, belligerent, hostile, agitated, 
excessive fighting or sudden anger. 

5. Change in appetite or weight; Poor appetite or significant 
weight loss-(when not dieting), anorexia, or increased appetite or 
significant weight gain, polyophagia, unusual weight change in past 
four months. 

6. Sleep disturbance/difficulty; Insomnia (initial or terminal), 
hypersomnia, restless sleep, difficulty awakening in morning. 

7. Diminished socialization; Less group participation, less 
friendly, less outgoing, socially withdrawing, loss of usual social 
interests. 

8. Psychomotor retardation or agitation; (not merely subjective 
feelings of restlessness or being slowed down) observable behaviors. 

9. Loss of energy (fatigue): Loss of usual energy, decreased 
activity level, mental and/or physical fatique. 

10. Somatic complaints i Non migraine headaches, abdominal pain, 
muscle aches or pains, other somatic concerns or complaints. 

11. Feelings of self-reproach or guilt; Feelings of worthlessness, 
self reproach, or excessive or inappropriate guilt. 

12. Diminished ability to concentrate; Complaints or evidence of 
diminished ability to think or concentrate, such as slowed thinking, 
or indecisiveness not associated with marked loosening of 
associations or incoherence. 

13. Change irj attitude toward schoolt Does not enjoy school 
activities, does not want or refuses to attend school. 

-' -•:?- X.J 
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14. Change In school performance; Frequent complaints from teachers 
("daydreaming, poor concentration, poor memory"), less of usual work 
effort in school subjects, loss of usual Interest in non-academic 
school activities, many incomplete classroom assignments, nuch 
incomplete homework, a drop in usual grades, finds homework 
difficult. 

15. Recurrent thoughts of death or suicide; Recurring suicidal 
ideation, wishes to be dead or suicide attempt. 

^Symptom excepted as postive if both 1) considered by the parent 
and/or child as a concern and 2) a change from the child's "usual 
self". 

ixa 
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CDI > 13 

CDI < 12 

CDI > 13 

CDI < 12 

Weinberg 
YES 

CDI > 13 

CDI < 12 

Weinberg 
NO 

17 

5 

DSM III 
YES 

13 

6 

Either DSM III 
or Weinberg 

YES 

17 

8 

6 

51 

DSM III 
NO 

9 

51 

Either DSM III 
or Weinberg 

NO 

6 

48 

Q% false 
positive 

86X agreement 

N»79 

11% false 
positive 

61% agreement 

N=79 

Q% false 
positive 

82% agreement 

N=79 

FIGURE 1. Chi Squares of CDI vs. Diagnostic Criteria 
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CDI > 13 

CDI < 12 

CDI > 13 

CDI < 12 

CDI > 13 

CDI < 12 

Child 
YES 

13 

3 

Parent 
YES 

14 

7 

Either Child 
or Parent 

YES 

17 

8 

Child 
NO 

10 

53 

Parent 
NO 

8 

50 

Either Child 
or Parent 

NO 

6 

48 

13% false 
positive 

84% agreement 

N=79 

10% false 
positive 

81% agreement 

N=79 

8% false 
positive 

82% agreement 

N=79 

FIGURE 2. Chi Squares of CDI vs. Parent Report. 

r i i l i i i r : S / \ ? l 
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(Weinberg) 
Parent 
YES 

(Weinberg) 
Parent 

NO 

(Weinberg) 
Chlld=YES 

(Weinberg) 
Child=NO 

DSM 111 
Chlld-YES 

DSM III 
Chlld=NO 

Either Criteria 
Chlld=YE5 

Either Criteria 
Chlld=NO 

8 

11 

DSM III 
Parent 
YES 

9 

7 

Either Criteria 
Parent 
YES 

13 

7 

3 

57 

DSM 111 
Parent 

NO 

3 

60 

Either Criteria 
Parent 

NO 

3 

53 

82% agreement 

N=79 

87% agreement 

N=79 

84% agreement 

N=79 

FIGURE 3. Chi Squares of Child vs. Parent Report. 
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1. Dysphoric Mood 
Parent YES Parent NO 

Child YES 

Child NO 

29 

18 

8 

24 67% agreement 

N=79 

2. Self Deprecatory 
Ideation/Verbal. 

Parent YES Parent NO 

Child YES 

Child NO 

15 

24 

7 

^:5 60% agreement 

N=79 

4. Aggressive 
Behavior 

Parent YES Parent NO 

Child YES 

Child NO 

21 

25 

8 

25 58% agreement 

N=79 

FIGURE 4. Chi Squares of Child vs 
Individual Items. 

Parent Report on 

iiitiuajiil L' 
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15 Suicidal Ideation 

Child YES 

Parent YES 

Child NO 

Parent NO 

6 

9 

4 

60 84% agreement 

N=79 

CDI > 13 

CDI < 13 

10% false 
negative 

CDI >12 

CDI <12 

5% false 
negative 

Diagnosed 
Depressed 

Diagnosed 
Depressed 

Diagnosed 
Non-depressed 

17 

8 

6 

48 

Diagnosed 
Non-depressed 

8% false 
positive 

82% agreement 

N=79 

22 

4 

8 

45 

10% false 
positive 

84% agreement 

N=79 

FIGURE 5. Chi Squares of Child vs. Parent Report (Suicide 
Item) and CDI Accuracy at Cut-offs of 12 and 
13. 
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