FACTORS AFFECTING THE SUICIDAL BEHAVIOR OF ADOLESCENTS WITH MAJOR
DEPRESSIVE DISORDER. A RETROSPECTIVE STUDY

Kasiane Lynn H. Campo, MD, Davao Doctors Hospital, Davao City, Philippines.

Background: Adolescent depression, a cause of illness for boys and girls aged 10-19 years
old in the Philippines, remain underrecognized leading to adverse outcomes including suicide.
Studies on its epidemiology, which may help pediatricians detect this disorder, provide
immediate care and promote control and preventive strategies, are scarce thus gaps in the
understanding remain.

Objective: To determine the factors affecting the suicidal behavior of adolescents ages 10-
18 years old with Major Depressive Disorder(MDD) admitted in a tertiary hospital in Davao
City

Design: Retrospective Cross-Sectional Design.
Setting: Ten-year study conducted in a private tertiary hospital in Davao City

Participants: Medical charts of 30 adolescents admitted from January 2010-January 2020
diagnosed with MDD.

Main Outcome Measures: Fisher's Exact Test and Baptista-pike method were used to
analyze association between socio-demographic profile, stressors and history of suicide
attempt. Poisson Regression Analysis was used to determine association between socio-
demographic profile, stressors and number of suicide attempt.

Results: Among 30 adolescents, females predominated and average age was 16.23+1.76.
Majority had normal BMI, studied in private schools and were Roman Catholics. Equally,
adolescents lived with both parents or with one parent with their mother as primary caretaker.
Majority inhibited themselves from substance use. Peer rejection was the most common
identified stressor followed by patient-parent fighting, loss of a parent/loved one, school
teasing/bullying and inability to cope in school. All cases had suicidal ideation and majority
were males with at least one suicide attempt. Wound infliction was the most common manner
of suicidal attempt. None had a completed suicide.

Conclusions: No significant associations were found between the socio-demographic profile
and stressors with the history and number of suicide attempts among adolescents with major
depressive disorder. However, those with inability to cope in school had 3 times the risk of
suicide attempt.
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INTRODUCTION

Background of the Study

Depression, as defined by the World Health Organization (WHO), is a common
mental disorder, characterized by sadness, loss of interest or pleasure, feelings of guilt
or low self-worth, disturbed sleep or appetite, feelings of tiredness and poor
concentration. It can be long lasting or recurrent, substantially impairing a person’s
ability to function at work or school, or cope with daily life. At its most severe,
depression can lead to suicide.!

Being one of the most common diagnoses made by mental health
professionals, depression is now a global threat.? In today’s population, it is prevalent
and is perceived to have a considerable impact in one’s development and well-being.3
Among adolescents worldwide, depression is becoming a common mental disorder.*
According to Borrilo et.al., the lifetime prevalence of depression starting in
adolescence is 15%-25%"° with a noted recurrence rate of 60%-70%.6 In the United
States, an estimated 3.1 million adolescents aged 12-17 had at least one major
depressive episode.” In India, a study confirmed that one in every five Indian
adolescents are suffering from depression.® Specifically, in Mangalore City where out
of the 308 pre-university participants, depression was seen among 79.2% students,
majority of whom were found to be suffering from moderate depression at 41.2%.°1°
In China, 47.5% out of 203 Chinese International Students are suffering from
depression.!

The Philippines is not spared by the problem other countries have been facing.
A clear statistic on depression in the country was reported in 2014 by the WHO which

showed that depression is the predominant cause of illness and disability for both boys



and girls aged 10 to 19 years old in the Philippines.? Mental disorders such as
depression describes a wide range of emotional lows, from mere sadness to a
pathological state that may possibly contribute to unintentional and intentional injury,
including suicide.*®* Of the students surveyed by the Global School-based Student
Health Survey, 42% had felt sad or hopeless for two weeks or more in the past year,
17.1% had seriously considered committing suicide in the last year and had made plan
about how they would commit suicide.'*

According to Barbe et. al., there is a robust link between adolescent depression
and suicide.'® Several studies have claimed that Major Depressive Disorder (MDD) is
among the most powerful and significant predictors of suicidal ideation and suicide
attempts in adolescents,'5® making suicide one of the most significant sequels of
depression.'® The longitudinal study done by Kovacs, et.al., showed that about 60-
70% of youth with depression have suicidal ideation and 13-39% have suicide
attempts.’

Although in most cases, some relationship between depression and suicide
seems apparent, it is by no means direct. Such that in adults, most depressive
adolescents are not suicidal, and many suicidal adolescents are not depressed.?°
However, of all forms of psychopathology, depression has been the most resiliently
and consistently associated with suicidality.?* Shaffer et. al., claimed that MDD is the
most significant risk factor for suicide deaths among girls, suggesting an estimate of
20-fold increase in risk and among boys, it is the second most potent predictor of
suicide, following prior attempts.?? In the psychological autopsy studies done by Brent
et.al., up to 60% adolescent suicide victims have a depressive disorder at the time of
death?3. Comparably, the study of Goldston et.al., revealed that at the time of attempt,

a high proportion of teens with suicidal ideation or attempt (40-80%) meet the criteria



for depression.?* Attempt of suicide among the youth poses a risk of negative
outcomes, including repeat suicide attempts, substance use, school problems,
misdemeanor and death by suicide.?? Thus, it is imperative that depression in
adolescents be accurately diagnosed and treated to prevent suicide in this
population.?®

Studies of depression and suicidality have been under taken in the past few
decades but gaps still remain in our understanding of the epidemiology of adolescent
depression and suicidality, both currently and on a national level. At present, there is
no published study on the profile of adolescents with major depressive disorder and
suicidality in the hospital setting. In an area where psychiatrists are sometimes
inaccessible, recognition of the profile and probable factors for making adolescents at
risk for depression and suicidality may help health care practitioners, particularly
pediatricians, detect this disorder and provide immediate care as well as promote
preventive and control strategies until psychiatrists are in the midst. Thus, the

researcher is prompted to conduct this study.



REVIEW OF RELATED LITERATURE

Depression and Adolescent Vulnerability

Depression, as defined by Thaper et. al., is a cluster of specific symptoms with
associated impairment and its features are somewhat similar with adolescents and
adults.?® The international Classification of Diseases (ICD-10) and the American
Diagnostic and Statistical Manual of Mental Disorders IV (DSM-1V), the two main
classification systems, define depression similarly only that in the DSM 1V, irritable
rather than depressed mood is allowed as a core diagnostic symptom for children and
adolescents.?” According to Maharaj, et.al., it should also be considered when a
previously well-performing youth does poorly in school, withdraws from society or
displays acts of delinquency and senseless behavior. However, these symptoms are
often associated with rebelliousness and may be seen by the family as a normal and
temporary stage of the adolescent's development. 28 In addition, there is prominence
of irritability, mood reactivity and fluctuating symptoms in adolescents.?® As such,
adolescent depression is more often unnoticed until crisis occurs.?® Other more classic
symptoms in adolescent depression include a sad countenance, reduced capacity for
pleasure, feelings of rejection and being unloved, weight loss or gain, persistent self-

blame and suicidal intention.2®

In most studies, the prevalence of depression is less than 1% among children®
then a significant upsurge is observed throughout adolescence.?' The study of
Cyranowksi et.al., showed no sex predilection of depression before adolescence.
However, it becomes twice as common in girls than in boys after the onset of puberty.3?
This post-pubertal rise in depression could be explained by many factors because

adolescence is a developmental period with prominent biological and social



changes.®? According to Blakemore, puberty, brain and cognitive maturation are the
most common proposed contributors which, included enhanced social understanding
and self-awareness, changes in brain circuits involved in responses to reward and
danger and increased reported stress levels especially in girls.3* This was also
supported by Patton, saying that puberty is a key development accompanied by
significant physical growth, neurologic changes, peak levels of sex hormones and

changes in social roles.®®

Gender Differences: The study of Susman et.al., noted that the time available
for children to acquire, conform and strengthen adaptive and coping skills was
curtailed by early maturation, putting early maturing adolescents at risk for adjustment
difficulties.®® Among girls, early maturation is believed to have a negative
psychological impact thus those with early pubertal timing are more vulnerable to
stressors.®’ During the time of puberty, the increase in gonadal sex steroids has also
been associated with mood and behavioral problems as observed by Angold et.al.,®
Estradiol increase in girls is believed to make them more sensitive to negative
psychological effects and as observed, estrogen might promote depression while
testosterone provide protection against it.3° The evidence is less consistent among
boys as observed by Mendle et.al., because the biological processes and social
changes during puberty differ according to gender, the mechanisms relevant to girls
might be irrelevant to boys.*® The onset of puberty is less obvious, and the evidence
concerning depressive symptoms is limited among the males.** A previous study
among Chinese adolescents reported that early maturation in girls, but not boys, was
coupled with more depressive symptoms.#? Even though depression is generally more

common in girls, to recognize it in boys is especially important.*3



Although immense opportunities for the youth are offered by such maturational
transitions, since the brain development, behavioral and cognitive systems mature at
different rates, this development period is disfigured by heightened vulnerability.**
According to Rudolph et.al., the normative development transitions associated with
adolescence might serve as sensitive events for the activation of specific processes

involved in the onset, persistence, and recurrence of depressive episodes.*

BMI and adolescent depression. Major depressive disorder (MDD) and obesity
are said to be associated, according to Butryn. et.al.*® A reliable predictor of
depression is body dissatisfaction of which BMI is the most common factor linked to
it.*” In a cross sectional study by Goldfield et al., among school youth, those with
obesity reported high body dissatisfaction and greater depressive symptoms.* The
National Health and Nutrition Examination Survey (NHANES) showed the prevalence
of major depression in 20% to 30% of adolescents with obesity,*® and high rates of
peer victimization or bullying were reported by them and victimization is a predictor of
depression.®%52 In addition, there is a biological link, as emphasized by Luppino and
colleagues, of which between overweight, obesity and depression, obesity is seen as
an inflammatory state leading to elevated pro-inflammatory cytokines which serve as
a mediator for both environmental and genetic factors triggering depression disorder
development.>3°

Interpersonal Relationships: It was emphasized by Bowbly, that social,
environment and the development of secure attachment are important. Vulnerability
to depression presumably arises in early family environments in which the children's
needs for security, comfort, and acceptance are not met.>¢ Several literatures on the
relationship between family environment and depression indicate that depressed

individuals have families that are characterized by problems with attachment,



communication, support and escalating adolescent-parental conflict, as well as poor
child-rearing practices.>”°8 Moreover, perceived rejection by peers, family, and
teachers, loss of a loved one or a parent predicts an increase in depressive symptoms
in adolescents.>®

Stress and Depression: In most theories of depression, stress plays a
prominent role. A clear empirical link exists between stress and depression
adolescents.’® Although no single or specific type of stressful event leads to
depression, certain types of negative events have been consistently found to be
associated with depression: child abuse/neglect, especially for
women, socioeconomic disadvantage, personal disappointments, failures, and
losses, and interpersonal problems for eample.®® According to Ge et.al., the
relationship between stress and depression appears to be stronger in adolescents
than in children, particularly in girls. However, identified reasons for this are not entirely
clear but hormonal effects, consolidation of cognitive styles, cumulative stress burden,
and stress reactivity might have a potential role.®?

Profile Studies on Adolescent Depression. In the study done by Singh et.al., of
the 542 children studied, 7.6% were found to have major depressive disorder,
adolescent males outnumbered females and among the population 6.9% were
overweight and 52.5% were studying in private schools.®® Moreover, the study by
Maharaj et.al., revealed that the prevalence of depression was 25.3% + 2.37% among
the 1290 students. 70.6% lived with both parents. Analysis showed that there are
significant associations between depression and the categories of living arrangements
and school type. Adolescents who were not living with both parents were 1.5 times as
likely to be depressed; afraid of parents or being injured by parents were 3 times as

likely to be depressed too as opposed to those who didn’t experience it.%* In addition,



significantly higher prevalence of depression was seen among those with the
presence of financial constraints in the family, lack of supportive environment in
school, lack of satisfaction of self with academic performance, and having a
girlfriend/boyfriend. Other factors such as age group and gender, use of substance,
level of play activity in the school, support and motivation by parents and teachers,
attitude of parents towards future of children, parental satisfaction with academic
performance, bullying at school, peer pressure did not emerge as associated factors
for depression.®?

In the Philippines, the study by Lee et.al., in 2,436 students aged 16-18 years
old found that 6 of the 11 factors analyzed were significantly associated with more
intense levels of depressive symptoms, namely: frequency of smoking, frequency of
drinking, not living with biological parents, dissatisfaction with one’s financial condition,
level of closeness with parents, and level of closeness with peers while sex, age
category, course category, year level and religion were not significantly related. Thus,
in identifying adolescents with greater risk for depression, characteristics related to
lifestyle, financial condition, parents and peers are crucial.®®

Suicidality among Adolescents: Worldwide, suicidal behavior among
adolescents is now a notable public health problem.®® In 2016, an estimate of 62,000
adolescents died as a result of self-harm.®’ It is the third leading cause of death among
adolescents in the United States and the second in European countries.%®
Epidemiologic surveys indicate that such acts occur more frequently than suggested
by hospital statistics.®®° There has been arise of suicide among adolescents. In 1998,
the rates were 14.6 per 100,000 in boys and 2.9 per 100,000 in girls ages 15-19 years
old.” Philippine statistics is unclear, a study done by Nepomuceno et.al., in Philippine

General Hospital, there was increase adolescent suicide cases from 35.8% and 26%



in 2003 -2004 to 41.7% and 58.4% in 2005-2006."2 In addition, higher rates were noted
among late adolescents than those of the early ones.” Three general reasons were
cited on a comparative study by Groholt et al., First, they have less stress and are
exposed to fewer precipitants and risk factors influencing suicidal behavior. Second,
they are more resilient and have a higher threshold before the risk factors lead to
suicide and third, the level of maturity is not yet reached as it requires planning and
acting out of a suicidal act.”

Risk Factors and the Adolescent Suicidal Behavior: Included in the spectrum
of suicidal behavior are suicidal ideation, suicide attempts and deliberate self-harm
behavior that ranges from fatal acts, (completed suicide) high-lethality and failed
attempts to low-lethality outcomes’ thus, it is critical that one may be distinguished
from the other.”®* One of the recent models of suicidal behavior, the Integrated
Motivational- Volitional (IMV) Model, emphasized the biopsychosocial context where
suicidal ideation may develop, highlighting that the milieu constituting it are
vulnerability and stressful life events. The presence of moderators such as having
access to means of suicide, increased capability to attempt suicide, exposure to
suicide, and feelings of impulsivity are said to be factors that allow transition from
suicidal ideation to behavior.”” Factors associated with suicidal phenomena in
adolescents include: psychiatric, psychosocial and environmental and familial
domains.”®®  Among the psychiatric disorders, depression remains the most
prevalent in adolescents who commit suicide ranging from 49% to 64% and is a
proximal factor in the transition of suicidal ideation to suicidal attempt.8%8! For young
suicides, vulnerability factors have included social and environmental domains such
as recent disciplinary crisis, interpersonal loss like peer rejection, bullying, school

difficulties and presence of recent stressful life events such as romantic difficulties,



substance use like alcohol and smoking.828 The perceived causal role of family
factors in influencing vulnerability of the adolescent to suicide has showed that
parental divorce, loss of parent, impaired parent-child relationship, poor
communication with mother or father, weakened parental support and living away from
either parent is associated with increased risk for adolescent suicidality.6848% There
are no tests available to identify a suicidal person and this specific risk factors exist
thus, must be carefully interpreted since they are common, and suicide is infrequent.
More importantly, the lack of most risk factors does not make an adolescent safe from
suicide.® In the Philippines, a study on suicidal ideation of school going adolescents
showed that the prevalence of suicidal ideation among 5,290 adolescents was 17.1%
(21.8% among females and 12% among males) with those aged less than 14 years
old less likely to commit suicide. Characteristics of those who contemplated the act
were lonely, had no close friends, were bullied, reported smoking and abusing alcohol.
It was also found that those who had parental understanding and privilege of parental
care were 17% less likely to contemplate committing suicide.®’

Suicide among Depressed Adolescents: The association between Major
Depressive Disorder (MDD) and suicidal behavior has been well documented.8®
Among all forms of psychopathology, depression has the strongest link to suicidality
with rates reaching to 58% and 60% in 2 psychological autopsy studies of
adolescent.®® Among girls, MDD is the most significant factor for suicide deaths with
estimates suggesting a 20-fold increase in risk. On the other hand, among boys, it is
the second most powerful predictor of suicide, following prior attempts. 22

However, Apter et.al, raised that not all suicidal ideation or behavior is directly
attributable to depression.®° But since depression was found to be the most frequently

reported factor associated with adolescent suicide, an examination of such factor and
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interpretation of its relationship to other risk factors are vital. This finding supports the
notion that depression should probably be considered as a general factor.®!

According to several studies, adolescent suicides are often preceded by
stressful events and their failure to adapt to them. This is consistent with the diathesis-
stress model, which hypothesized that stressful events are precipitating factors for
youth who are already at risk of attempting suicide due to their psychiatric
symptoms.?27582|n studies of suicidal behavior among depressed youth, the identified
precipitating stressors include low parental support, living in a non-intact household,
absence of father in the home, peer rejection, loss of parent or serious bereavement,
romantic break-up, lack of close friends, school difficulties, bullying, alcohol, cigarette
and drug use.519:79,90,92,93

Methods of Suicide: In the United States in 2013, the identified methods of
suicide among adolescents 15-19 years old were suffocation(43%), discharge of
firearms (42%), poisoning (6%) and falling (3%).8¢ In contrast to the study of Andrews.,
et al., the leading means of depressed adolescents committing suicide were through
ingesting pills, cutting wrists both at 36%, followed by asphyxiation and jumping off a
building. This was further supported by Apter et.al., where ingestion of pills (54.4%)
and cutting (13.2%) were identified as the means of suicide attempt among
hospitalized depressed adolescents, which were linked with the availability of lethal
medications or instrument for wound infliction at home.*°
Significance of the Study

The transition period from childhood to adulthood is a stage marked by
emotional instability that makes adolescents vulnerable to depression. Major
Depressive Disorder (MDD) can have far-reaching effects to individual affecting their

emotional, interpersonal and social relationships. The study can contribute to the
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important academic data in the medical field by providing information on the socio-
demographic profile and stressors on individuals with MDD. As well as its association
with their suicidal behavior.

With the result of the study, primary health clinicians, especially pediatricians
who have the initial encounter with the adolescent population can be able to recognize
and understand possible dynamics on the suicidal behavior of an individual with MDD.
This will serve as a concrete basis in developing preventive and control strategies to
efficiently address adolescents with Major Depressive Disorder and most importantly
negate suicide.

OBJECTIVES

General objective: To determine the factors affecting the suicidal behavior of
adolescents ages 10-18 years old with Major Depressive Disorder admitted in a
tertiary hospital in Davao City from January 2010 to January 2020.

Specific objectives :

1. To describe the sociodemographic profile of the adolescents with Major

Depressive Disorder according to

a. Age

b. Sex

c. Body Mass Index (BMI)
d. School

e. Religion

f. Living arrangement

g. Primary caretaker

h. Substance use

12



2. To determine stressors of the adolescents with Major Depressive Disorder in
terms of:
a. Teasing/bullying at school
b. Inability to cope in school
c. Loss of parent/loved one
d. Feeling of neglect
e. Patient-parent fighting
f. Parental fighting
g. Peer rejection
h. Fight with boyfriend
I.  Chronic illness
3. To determine the suicidal behavior profile of the adolescents in terms of
a. suicide ideation
b. history of suicide attempt
c. number of suicide attempts
d. manner of suicide attempt
e. completed suicide
4. To determine the association between socio-demographic profile and history of
suicide attempt among the adolescents with Major Depressive Disorder
5. To determine the association between stressors and history of suicide attempt
among the adolescents with Major Depressive Disorder
6. To determine the association between socio-demographic profile and number
of suicide attempt by the adolescents with Major Depressive Disorder
7. To determine the association between stressors and number of suicide attempt

by the adolescents with Major Depressive Disorder

13



Operational Definition of Terms

A. Adolescent - pediatric patient aged 10-18 years old

B. Major Depressive Disorder — diagnosis based on a structured clinical

interview and DSM V assessment of the psychiatrist

C. Suicidal Behavior Profile— includes suicidal ideation, history of suicide

attempt, number of suicide attempt, manner of suicide attempt and

completed suicide

Conceptual Framework

Adolescents with
Major Depressive
Disorder

v

1. Socio-Demographic
Profile

Age

Sex

BMI

School

Religion

Living Arrangement

Primary Caretaker

Substance Use

2. Stressors

Teasing/Bullying at

school

e Inability to cope in
school

¢ Loss of Parent/Loved

one

Patient-Parent Fighting

Parental Fighting

Peer Rejection

Fight with Boyfriend

Chronic lliness

Independent Variable

Figure 1. Conceptual Framework of the Study

Suicidal Behavior
Profile

Dependent Variable
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METHODOLOGY

Study Design:

A retrospective cross-sectional study design was employed in this study.

Study Setting and Population

The study was conducted in a tertiary Hospital in Davao City. Medical charts of
adolescent patients, 10-18 years old were retrieved based on the following inclusion

and exclusion criteria;

Inclusion Criteria

e Adolescent patients 10-18 years old

e Confirmed Diagnosis of MDD by a psychiatrist

e Admitted from January 2010 to January 2020

Exclusion Criteria

e Patients with other psychiatric diagnosis

Sampling Design
Complete enumeration was used where all individuals who fulfilled the inclusion

criteria were included in the study.

Data Collection
Upon approval of the department’s research committee and Hospital Ethics

Review Board, a letter was sent to the medical director and head of the medical record
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section (Appendix 1) for permission to access the charts of those who satisfied the
inclusion criteria. The following data were obtained: demographic profile (age sex,
Body Mass Index, school, religion, living arrangement, primary caretaker and
substance use), suicidal behavior profile (suicide ideation, history of suicide attempt,
number of suicide attempt, manner of suicide attempt and completed suicide) and their
stressors (teasing/bullying at school, inability to cope in school, loss of parent/loved
one, feeling of neglect, patient-parent fighting, parental fighting, peer rejection, fight
with boyfriend, chronic iliness).

Statistical Analysis

Descriptive Statistics utilizing frequency and percentage were used to reflect
the socio-demographic, stressors and suicidal behavior profiles of the qualified
participants. Mean and Standard Deviation were used in the analysis of age. To
determine the association and risk ratios between socio-demographic profile and
stressors with the history of suicide among the adolescents with Major Depressive
Disorder, Fisher's Exact test statistics with Baptista-pike method were used for sex,
BMI, school type, living arrangement, primary caretaker and simple binary logistic
regression for age.

Poisson Regression Analysis was used to determine the factors that would
significantly predict the number of suicide attempt of the adolescents. Body Mass
Index was categorized as Normal and Otherwise (Overweight and Obese), Private
and Public for school type. The primary caretaker was also recoded with two
categories; those who were taken cared by mothers and otherwise
(Auntie/Father/Grandparents), and Roman Catholic and otherwise for the religion. For

the stressors, the variables were also recoded into parental related problem, problem
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at school/peer rejection and loss. The effect size was expressed as estimated attempts

in 95% confidence interval. All analyses were done using SPSS version 22.

Ethical Consideration

This study was retrospective in nature where it only involved the use of
secondary data via medical chart review of the qualified patients. The ethical risks
associated in this study may include the mismanagement of the chart, wherein the
patient’s identity may be inadvertently revealed in the final report. Thus, the researcher
ensured due diligence to take measures in protecting the privacy of the individuals
whose charts were reviewed.

Confidentiality

To protect the confidentiality and identity of the patients during the data
gathering procedure, the names of the qualified patients were deleted and Hospital
Registry Numbers were used as a unique code identification. All files associated with
the research were secured in a cabinet and only the researcher and statistician
accessed the data. No individual identities were used in any reports or publications
resulting from the study.

Extent of Use of Study Data

There were no other plans on the use of data aside from what was stated in the

objectives of the study.
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RESULTS
A total of 30 charts were retrieved from January 2010 to January 2020. Majority
of the cases were females in 70% and males in 30%. The average age was
16.23+1.76. Majority of the adolescents had normal body mass index in 66.6% of
cases while the recorded obese and overweight adolescents were 23.33% and 10%
respectively. (Table 1)

Table 1. Socio-Demographic Profile of Adolescents with Major Depressive Disorder

PROFILE n=30
SEX
Female 21 (70.0)
Male 9 (30.0)
AGE (in year+SD) 16.23+1.76

BODY MASS INDEX

Normal 20 (66.67)

With Obesity 7 (23.33)

Overweight 3 (10.00)
SCHOOL

Private 23 (76.67)

Public 6 (20.0)

Out of School 1(3.33)

LIVING ARRANGEMENT

Living with both parents 12 (40.0)
Living with one parent 12 (40.0)
Not Living with parents 6 (20.0)

PRIMARY CARETAKER

Mother 20 (66.67)
Auntie 5 (16.67)
Father 4 (13.33)
Grand Parents 1(3.33)

SUBSTANCE USE

None 22 (73.34)
Alcohol 3(10.0)
Alcohol and Cigarette 3(10.0)
Alcohol and Drugs 1(3.33)
Alcohol Cigarette and Drugs 1(3.33)
RELIGION
Roman Catholic 26 (86.66)
Protestant 2 (6.68)
Christian 1(3.33)
Pentecostal 1(3.33)
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Most of the adolescents were from private schools (76.67%). Forty percent of
the patients were living with both their parents, another 40% of them were living with
one of their parents while 20% of them were not living with either of their parents.
Majority of the adolescents (66.67%) had their mother as their primary caretaker while
the other adolescents were taken cared by either their auntie(16.67%) or their father
(13.33%). Most of the cases inhibited themselves from substance use (73.34%). Ten
percent of the adolescents had alcohol use and another 10% had both cigarette and
alcohol use. There were 3.33% adolescents who had both alcohol and drug use and
another 3.33% of the cases who had alcohol, cigarette and drug use. Majority of the
adolescents were Roman Catholic at 86.66% while 13.34% of the cases were from

the other denominations.(Tablel)
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Peer rejection (27.12%) was the most common stressor identified by the
subjects as opposed to patient-parent fighting (18.64%). There were also adolescents
who were challenged by loss of a parent/loved one (15.25%), teasing/bullying at
school (15.25%), inability to cope in school (6.78%) and parental fighting (6.78%). In
addition, there were those who felt neglected (5.08%), had a chronic iliness (3.39%)

and had a fight with boyfriend (1.69%). (Table 2)

Table 2. Stressors of Adolescents with Major Depressive Disorder

STRESSORS n=63
Peer Rejection 16 (27.12)
Patient-Parent Fighting 11 (18.64)
Loss of Parent/Loved One 9 (15.25)
Teasing/Bullying at School 9 (15.25)

Inability to Cope in School 4 (6.78)
Parental Fighting 4 (6.78)
Feeling of Neglect 3 (5.08)

Chronic lliness 2 (3.39)

Fight with boyfriend 1(1.69)
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All of the 30 cases had suicidal ideation and 61.9% of the adolescents had
attempted suicide at least once. Wound infliction (41.37%) and drug overdose
(34.48%) were the two most common manners of suicidal attempts identified. None of

the adolescents had a completed suicide. (Table 3)

Table 3. Suicidal Behavior Profile of Adolescents with Major Depressive Disorder

PROFILE n=30

SUICIDAL IDEATION
Yes 30 (100.0)
No 0(0.0)

HISTORY OF SUICIDE ATTEMPT
Yes 21(70.0)
No 9 (30.0)

NUMBER OF SUICIDE ATTEMPTS
1 13 (61.90)
2 8(38.10)

MANNER OF SUICIDE ATTEMPTS

Wound Infliction 12 (41.37)
Drug Overdose 10 (34.48)
Substance Intoxication 4 (13.80)
Attempted to Jump (Building) 2 (6.90)
Chemical Ingestion 1(3.45)

COMPLETED SUICIDE
Yes 0(0.0)
No 30(100.0)
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There was no significant association between the socio-demographic profile
and the history of suicide attempts among adolescents with major depressive disorder.
However, higher odds of suicide attempts were observed among adolescents with
MDD who were males, overweight studied in private schools, do not live with their
parents and those who engaged in substance use. (Table 4)

Table 4. Association of Socio-demographic Profile and History of Suicide
Attempt among Adolescents with Major Depressive Disorder

SOCIO-DEMOGRAPHIC HISTORY OF SUICIDE
PROFILE ATTEMPT
YES NO p* OR 95% ClI
SEX
Male 13 (14.7) 8 (6.3) .166 4.923 .515-47.071
Female 8 (6.3) 1(2.7)
AGE 16.57 15.44 113 1.472 .912-2.374
BODY MASS INDEX
Normal 13 (14.0) 7 (6.0) Ref.
With Obesity 6 (4.9 1(2.1) 1.00 1.077 .109-17.62
Overweight 2(2.1) 1(0.9 .633 3.231 429-41.76
SCHOOL TYPE
Private 16 (15.86) 7(7.13) .756 1.291 .257-6.471
Public 4(4.13) 2 (1.86) 1.00 .875 0.418-5.462
Out of school 1 (0.7) 0(0.3) 1.00 b b
LIVING ARRANGEMENT
Living with both parents 8 (8.4) 4 (3.6) Ref.
Living with one parent 8 (8.4) 4 (3.6) 1.00 1.00 0.212-4.717
Not living with parents 5(4.2) 1(1.8) 418 2.50 0.212-35.98
PRIMARY CARETAKER
Mother 13 (14.0) 7 (6.0 .356 1.645 .572-4.730
Others 8 (7.0 2 (3.0
SUBSTANCE ABUSE
Yes 7 (5.6) 1(2.4) 231 4.00 .414-38.649
No 14 (15.4) 8 (6.6)
RELIGION
Roman Catholic 17 (18.2) 9 (7.8) .287 .654 .494-.8657
Protestant 4 (2.8) 0(1.2

Observed (Exp. Count); * Significant at .

05 alpha level ® cannot be determined
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There was no significant association between the stressors and the history of

suicide attempts among adolescents with major depressive disorder. However,

adolescents with MDD who had inability to cope in school had 3 times the associated

risk of suicide attempt. (Table 5)

Table 5. Association of Stressors and History of Suicide Attempt among
Adolescents with Major Depressive Disorder

STRESSORS

History of Suicide

Attempt
Yes No p* OR 95% ClI

Teasing/ bullying at Yes 6 3 1.00 1.071 0.627 — 1.83

school No 15 6

Inability to cope in Yes 1 3 0.069 3.077 0.556 — 17.019

school No 20 6

Loss of parent/Loved Yes 7 2 0.681 0.857 0.54-1.36

one No 14 7

Feeling of neglect Yes 3 0 0.534 0.667 0.51-0.87
No 18 9

Patient-parent fighting Yes 10 3 0.691 0.841 0.53-1.33
No 11 6

Chronic lliness Yes 1 1 0.517 1.429 0.35-5.83
No 20 8

Parental fighting Yes 2 1 1.00 1.05 0.457 — 2.437
No 19 8

Peer rejection Yes 11 4 1.00 0.909 0.568 — 1.455
No 10 5

Fight with boyfriend Yes 1 0 1.00 0.69 0.54-0.88
No 20 9

*Exact significance; Significant at .05 alpha level
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Poisson Regression analysis showed no significant association between the socio-

demographic profile and the number of suicide attempts by adolescents with major

depressive disorder. (Table 6)

Table 6. Association of Socio-demographic Profile and Number of Suicide
Attempts by Adolescents with Major Depressive Disorder

p Estimated 95% ClI
PROFILE Attempts
Sex .636 1.241 .507 - 3.037
Age .091 1.263 .963 - 1.656
Body Mass Index 174 1.472 .843 - 2.570
Living Arrangement .836 1.096 462 - 2.602
School type .316 .627 .252 - 1.560
Primary Caretaker .458 1.309 .643 - 2.665
Substance use .248 1.864 .648 - 5.360
Religion .289 .532 .166 - 1.709

Significant at .05 alpha level

Likewise there was no significant association between the stressors and the

number of suicide attempts by the adolescents with major depressive disorder. (Table 7)

Table 7. Association of the Stressors and Number of Suicide Attempts by
Adolescents with Major Depressive Disorder

STRESSORS p Estimated 95% Cl
Attempts
Teasing/ bullying at School .995 .998 573 -1.739
Inability to cope at school .072 .485 .221 - 1.065
Loss of parent/ Loved one .976 .991 .539 - 1.822
Feeling of neglect .213 1.662 747 - 3.699
Patient-parent fighting .380 1.272 744 - 2.175
Chronic lliness 432 .650 .222 - 1.906
Parental fighting .260 .635 .289 - 1.400
Peer rejection .585 1.176 .657 - 2.105
Fight with boyfriend 931 1.067 249 - 4574

Significant at .05 alpha level
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DISCUSSION

Adolescent depression has become a worldwide burden and the lifetime
prevalence of depression starting in this population is 15%-25% with a noted
recurrence rate of 60%-70%.4° Despite its treatability, almost 75% of adolescent
depression remain underrecognized and undertreated leading to adverse outcomes
including suicide.® The 2009 policy statement of the American Academy of Pediatrics
included the recognition, through screening, and initial management of depression in
the primary care setting where the depressed adolescent often initially presents.®® This
study aimed to recognize the profile and probable factors that make adolescents at
risk for depression and suicidality which may help pediatricians who are well
positioned to alleviate this burden.

In this study, a total of 30 adolescents with Major Depressive Disorder were
admitted in the tertiary hospital for the past 10 years. Majority of the cases were
females with an average age of 16 years old. This finding was consistent with several
studies which showed that females were 1.7 times more likely to be depressed as
compared to males.54%97 The early pubertal timing, increase in gonadal sex steroids
and vulnerability for stressors, mood and behavioral problems at this stage represents
the personality trait difference that makes girls at risk than boys.40:41.98

Most of the patients in this study had a normal BMI, (66.6%). As similarly
observed by Nemiary et.al., this implied that the direct causal pathway from obesity to
depression was not substantiated.*’ In addition, the youth at this stage, have an
increased concern over their appearance as influenced by mass media. Particularly,
social preference for slim-bodied females and muscle-bound males affected their

weight perception.®®
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Majority of the adolescents in our study were from private schools (76.67%)
Although inconsistent with the results of a previous study., where depression was
significantly more in those attending the government schools, % the results agreed with
that done by Shukla et.al., which showed that depression was more common among
those in private schools (OR 3.22; P < 0.001). The possible reason seen was the
study culture, where students were more competitive and had more hectic schedules
which on a long term, lead to stress among students and indirectly lead to
depression.100

This study showed that a total of 80% of the patients lived with both of their
parents (40.0%) or with either one of their parents (40.0%). Majority of the cases
(66.67%) had their mother as their primary caretaker. While some advocates
explained that spending more time with a parent or both parents, ensured
communication, allowed feeling of social support, gave greater well-being and less
depressive symptoms,19%192 our findings emerged contrary to expectations. This was
probably because a negative family relationship, such as family discord, was a risk for
depression among adolescents and was not entirely dependent on where and whom
they live with,193.104

As compared to other studies, most of the adolescents (73.3%) in this study
inhibited themselves from substance use. This may be attributed to the denied access
for minors of this substances and the illegality of drug use in our country . But among
the adolescents with substance use (10% alcohol only, 10% alcohol and cigarette,
3.33% alcohol and drugs; 3.33% alcohol, cigarette and drugs) the results were
consistent with the study by Lee, where Filipino students who smoked for some days
and who took alcohol for some days had higher depressive symptoms levels and

increased further when the use of this substances combined.°
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Roman Catholic (86.66%) was the predominant religious affiliation of the
adolescents in this study while 13.34% of them were from the other
denominations(Protestant, Christian and Pentecostal). Although religious affiliations
do not seem to play a significant role in determining mental health,®® Protestants were
found to be less depressed than Catholics. The possible reason cited was there were
more religious gatherings and support groups in the practice of Protestantism that
helped the depressed adolescent buffer against stressors thereby providing social
resources and more coping skills.%

Scientific evidence explained that the external stress upon the occurrence of
the first Major Depressive Episode (MDE) causes long-lasting changes to the biology
of the brain that causes neuronal loss or decline of synaptic contacts'®. Stress was
also investigated as a significant risk factor for MDD. In particular, the correlation
between stress response and increased hypothalamic—pituitary—adrenal activity
strongly supports this biological mechanism.107:108

Several authors have already reported on the common stressors that were
associated with adolescents with major depressive disorder.1°110 In our study, peer
rejection, patient and parent fighting, loss of a parent or loved one and teasing/bullying
at school were the top identified stressors of the patients. With the adolescent having
an increased drive toward individuation; they were more self-conscious and function
autonomously, driving their relationships outside the family. Thus, peer rejection and
feeling of neglect were confirmed as reasons for MDD. The finding of this study
coincides with several studies which that showed if adolescents felt being rejected
even by their parents and bullied, the feeling of insecurity and loneliness may continue
and eventually lead to higher risk of isolation, withdrawnness then depression.11%112

Patient-parent fighting was a reflection of a negative family relationship where the
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adolescent feels the lack of family support and thus, was also seen as a common risk
factor for MDD.193104 Recent negativities such as bereavement or the loss of parent or
loved one and even friends were also common to individuals with MDD. 3115 Although
chronic iliness only reflected a relatively lower percentage in this study, several
researches have confirmed that MDD is associated with physical illnesses and life-
threatening diseases.16:117

In terms of their suicidal behavior profile, all of the adolescents in this study had
suicidal ideation and 70% of them had attempted suicide. Consistent with other
literatures, a high proportion of teens with suicidal ideation or attempt (40-80%) meet
the criteria for depression during the time of attempt.'>18 Instead of a passing mood,
depression at this time becomes long-lasting and a sense of worthlessness and
hopelessness distorts the adolescents point of view, focusing only on negative things
until convinced that there is nothing to live for.”%119

Preponderance of male adolescents (14.7 %) to commit suicide compared to
female adolescents (6.3%) was observed in this study. Although not statistically
significant, this results negated the findings of several literatures which showed that
females had a greater prevalence of suicide attempts than males.?%758! This was seen
to be related to adolescent males acting on problems instead of talking about it;
suppressing their emotions and using avoidance-based strategies like smoking and
drinking, making depressive symptoms higher which can interact with the impulsivity
related to suicide risk.12°

Most of the adolescents in this study resorted to wound infliction (41.37%) and
drug overdose (34.48%) which were similar to other studies. °"*?1.122 This showed that
the manner of attempt was greatly influenced by the availability and accessibility to

what was needed to make the attempt.®%’
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Most of the cases in this study reported perceived stressors rather than purely
demographic at the time of the suicide attempt. Identified factors were comparable
with other studies that included dysfunctional family, bullying, school difficulties,
isolation from the society, stressful life experiences and even difficulty in romantic
relationships.?3

Results of the Poisson regression analysis showed that there were no
significant associations between the demographic profile and stressors with the
history of suicide attempts and the predicted number of suicide attempts among
adolescents with MDD. However, those noted to have inability to cope in school were
observed to have thrice the risk of suicide attempt compared to adolescents with MDD
who experienced other stressors. The result of the study may be attributed to the
school being an avenue for additional stressors to the adolescent, notwithstanding the
pressures of school domain, peer situations such as rejection. These factors may add
to the life stressors for the already depressed adolescent. 24125

The main idea of this research was to determine the associations between the
socio-demographic profile and the stressors with the suicidal behavior profile of the
adolescents with Major Depressive Disorder. It is noteworthy that this study found
100% of the admitted adolescents with MDD had suicidal ideation. Although no
significant associations were observed, the results of this study should be interpreted

with caution due to the low sample size.
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CONCLUSION
A total of 30 adolescents with Major Depressive Disorder from January 2010 to
January 2020 were reviewed.

There was female predominance with an average age of 16.23+£1.76. Majority
had normal BMI, studied in private schools and were Roman Catholics. There was an
equal distribution of adolescents who lived with both their parents and with either of
their parents. Majority of the adolescents had their mother as their primary caretaker.
Most of the adolescents inhibit themselves of substance use.

Peer rejection was the most common identified stressor of the adolescents with
major depressive disorder. Other stressors experienced by them were patient-parent
fighting, loss of parent/loved one, teasing/bullying at school, inability to cope in school,
feeling of neglect, chronic illness and fight with boyfriend.

All of the cases had suicidal ideation and majority were males and had at least
one suicide attempt. Wound infliction and drug overdose were the most common
manner of suicidal attempts.

Using Poisson Regression Analysis, there was no significant association
between socio-demographic profile and stressors with the history of suicide attempts
among adolescents with major depressive disorder. However, those who had inability
to cope in school had 3 times the risk of suicide attempt. Likewise, there was no
significant association between the socio-demographic profile and stressors with the

number of suicide attempts by adolescents with major depressive disorder.
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LIMITATIONS AND RECOMMENDATIONS
Similar with the other studies, the study was faced with several limitations.

1. The Study only covered data from 2010-2020. It was recommended to increase
the duration of data coverage in order to increase the sample size.

2. The study only focused in one hospital institution. All the variables associated
with the history of suicide among adolescents with MDD were found to be not
significant and these results may not be consistent with the findings of other hospital
settings. More interesting results and valid conclusions could be drawn from a multi-
center study.

3. The study was limited due to the retrospective design that was utilized.
Possibly, conducting a prospective/cohort research design would confirm the findings

of this study.

32



REFERENCES

. Website: Mental disorders. (n.d.). Retrieved from https://www.who.int/news-
room/fact-sheets/detail/mental-disorders.

. Journal: Marcotte, D. (2013). Depression in Adolescents: State of Knowledge,
Family, School and Intervention Strategies. Montréal, QC: PUQ.

. Website: National Institute of Mental Health.

https://www.nimh.nih.gov/health/statistics/major-depression.shtml. (n.d.).

. Journal: Kessler RC, Avenevoli S, Ries Merikangas K. Mood disorders in
children and adolescents: an epidemiologic perspective. Biol Psychiatry
2001;49:1002-1014.

. Book: Borrilo CM, Boris NW. Mood disorders. In: Behrman RE, Kliegmann RM,
Jenson HB, editors. Nelson textbook of pediatrics. 18th edition. Philadelphia,
PA: WB Saunders; 2007:121e4.

. Journal: Birmaher B, Arbelaez C, Brent D. Course and outcome of child and
adolescent major depressive disorder. Child Adolesc Psychiatr Clin N Am
2002;11:619e37.

. Article: 2016 National Survey on Drug Use and Health. Substance Abuse and
Mental Health Services Administration. Center for Behavioral Health Statistics
and Quality. (n.d.).

. Journal: Kamarka T., & Behera S. (2017). Depression among the College
Students: An Empirical Study. Retrieved from Educational Quest: An Int. J. of
Education and Applied Social Science: Vol. 8, No. 1, pp. 163-170

. Journal: Naushad, S., Farooqui, W., Sharma, S., Rani, M., Singh, R., & Verma,
S. (2014). Study of proportion and determinants of depression among college
students in Mangalore city. Nigerian medical journal: journal of the Nigeria
Medical Association, 55(2), 156—160. doi:10.4103/0300-1652.129657

10.Journal: Joseph, N. (2019). Prevalence of Depression among PreUniversity

College Students in an Urban Area of South India. Int. J. Current Res., 3(11):
439-442, Available Online At Http://Www.Journalcra.Com

11.Journal: Cheung, P. T. A. (2011). Depressive symptoms and help-seeking

preferences among Chinese (including mainland China, Hong Kong, and
Taiwan) international students. Dissertation Abstracts International Section A:
Humanities and Social Sciences, 71, 3790.

12. Website: World Health Organization. mhGAP intervention guide for mental,

neurological and substance use disorders in non-specialized health settings 2010.
http://  whqlibdoc.who.int/publications/2010/9789241548069_eng.pdf =~ Accessed
October 12, 2019

33


https://www.who.int/news-room/fact-sheets/detail/mental-disorders
https://www.who.int/news-room/fact-sheets/detail/mental-disorders
http://www.journalcra.com/

13.Journal: Nair MK, Paul MK, John R. Prevalence of depression among
adolescents. Indian J Pediatr. 2004;71:523-4.

14. Article: Global School-based Student Health Survey (GSHS) in the Philippines
2003-2004. A component project of the World Health Organization and the U.S.
Centers for Disease Control and Prevention’s Global School-based Health
Surveillance System. Country Report. Manila, Philippines: National
Epidemiology Center, Department of Health.

15.Journal: Barbe, R. P., Bridge, J., Birmaher, B., Kolko, D., & Brent, D. A.
(2004). Suicidality and Its Relationship to Treatment Outcome in Depressed
Adolescents. Suicide and Life-Threatening Behavior, 34(1), 44—
55.d0i:10.1521/suli.34.1.44.27768

16.Journal: Beautrais AL (2003) Suicide and serious suicide attempts in youth: a
multiple- group comparison study. Am J Psychi- atry 160:1093-1099

17.Journal: Kovacs M, Goldston D, Gatsonis C (1993) Suicidal behaviors and
childhood-onset depressive disorders: a longitudinal investigation. J Am Acad
Child Adolesc Psychiatry 32:8-20

18. Journal: Lewinsohn PM, Rohde P, Seeley JR (1996) Adolescent suicidal
ideation and attempts: prevalence, risk factors, and clinical implications. Clin
Psychol Sci Pract 3:25-46

19.Journal: Brent D.A., Perper J.A., Moritz G., et al. Psychiatric Risk Factors for
Adolescent Suicide: A Case-Control Study. Journal of the American Academy
of Child and Adolescent Psychiatry. 1993;32:521-29.

20.Journal: Hodgman, C. H., & McAnarney, E. R. (1992). Adolescent Depression
and Suicide: Rising Problems. Hospital Practice, 27(4), 73—
96.d0i:10.1080/21548331.1992.11705400

21.Journal: Fordwood, S. R., Asarnow, J. R., Huizar, D. P., & Reise, S. P.
(2007). Suicide Attempts Among Depressed Adolescents in Primary Care.
Journal of Clinical Child & Adolescent Psychology, 36(3), 392-404.

22.Journal: Shaffer, D., Pfeffer, C. R., Bernet, W., Arnold, V., Beitchman, J.,
Benson, R. S., et al. (2001). Practice parameter for the assessment and
treatment of children and adolescents with suicidal behavior. Journal of the
American Academy of Child and Adolescent Psychiatry, 40(Suppl. 7), 24S—
51S.

23.Journal: Brent, D. A., Baugher, M., Bridge, J., Chen, t., & Chiappetta, I. (1999).
Age- and sex-related risk factors for adolescent suicide. Journal of the
American Academy of Child and Adolescent Psychiatry, 38, 1497-1505.

24.Journal: Goldston, D. B., Daniel, S. S., Reboussin, B. A., Reboussin, D. M.,

Kelley, A. E., & Frazier, P. H. (1998). Psychiatric diagnoses of previous suicide
attempters, first-time attempters, and repeat attempters on an adolescent

34



inpatient psychiatry unit. Journal of the American Academy of Child and
Adolescent Psychiatry, 37, 924-932.

25.Journal: Boergers, J. & Spirito, A. (2003). Follow-up studies of child and
adolescent suicide attempters. In R. A. King & A. Apter (Eds.), Suicide in
children and adolescents (pp. 271-293). Cambridge, MA: Cambridge
University Press.

26.Journal: Thapar A, Collishaw S, Potter R, Thapar AK. Managing and preventing
depression in adolescents. BMJ. 2010;340:¢c209.

27.Book: American Psychiatric Association. (1994). Diagnostic and statistical
manual of mental disorders: Dsm-Iv. Washington, DC.

28.Journal: Maharaj, Alli, Cumberbatch, Laloo, Mohammed, Ramesar,
Roopnarinesingh. (n.d.). Depression among adolescents, aged 13-19 years,
attending secondary schools in Trinidad prevalence and associated factors.
Retrieved March 28, 2020

29.Journal: Leaf PJ, Alegria M, Cohen P, et al. Mental health service use in the
community and schools: results from the four-community MECA Study.
Methods for the epidemiology of child and adolescent mental disorders study. J
Am Academy Child Adolescent Psychiatry. 1996;35:889-97.

30.Journal: Kessler RC, Avenevoli S, Ries Merikangas K. Mood disorders in
children and adolescents: an epidemiologic perspective. Biol
Psychiatry. 2001;49:1002-14.

31.Journal: Green, H., Mcginnity, A., Meltzer, H., Ford, T., & Goodman, R. (2005).
Mental Health of Children and Young People in Great Britain,
2004. PsycEXTRA Dataset. doi: 10.1037/e557702010-001

32.Journal: Cyranowski JM, Frank E, Young E, Shear MK. Adolescent onset of
the gender difference in lifetime rates of major depression: a theoretical
model. Arch Gen Psychiatry. 2000;57(1):21-27pmid:10632229

33.Journal: Patton, G. C., & Viner, R. (2007). Pubertal transitions in health. The
Lancet, 369(9567), 1130-1139. doi: 10.1016/s0140-6736(07)60366-3

34.Journal: Blakemore SJ. The social brain in adolescence. Nat Rev
Neurosci. 2008;9:267-77.

35.Journal: Patton, G. C., & Viner, R. (2007). Pubertal transitions in health. The
Lancet, 369(9567), 1130-1139. doi: 10.1016/s0140-6736(07)60366-3

36.Book: Susman EJ, Dorn LD, Schiefelbein VL. Puberty, sexuality and health.

Handbook of psychology: Developmental psychology. Vol 2. New York,
NY: John Wiley & Sons, Inc; 2003

35



37.Journal:Natsuaki MN, KlimesDougan B, Ge X, Shirtcliff EA, Hastings PD, Z
ahn-Waxler C. Early pubertal maturation and internalizing problems in
adolescence: sex differences in the role of cortisol reactivity to interpersonal
stress. J Clin Child Adolesc Psychol. 2009;38(4):513-524pmid:20183638

38.Journal: Angold A, Costello EJ. Puberty and depression. Child Adolesc
Psychiatr Clin N Am. 2006;15(4):919-937, ix pmid:16952768

39.Journal: Angold A, Costello EJ, Erkanli A, Worthman CM. Pubertal changes
in hormone levels and depression in girls. Psychol Med. 1999;29(5):1043—
1053pmid:10576297

40.Journal: Mendle J, Ferrero J. Detrimental psychological outcomes associated
with pubertal timing in adolescent boys. Dev Rev. 2012;32(1):49-66

41.Journal: Kaltiala-Heino R, Kosunen E, Rimpelda M. Pubertal timing, sexual
behaviour and self-reported depression in middle adolescence.J
Adolesc. 2003;26(5):531-545pmid:12972267

42.Journal: Chen J, Yu J, Wu Y, Zhang J. The influence of pubertal timing and
stressful life events on depression and delinquency among Chinese
adolescents. PsyCh J. 2015;4(2):88—-97pmid:26261908

43.Journal: Andersen SL., Teicher MH. Stress, sensitive periods and maturational
events in adolescent depression. Trends Neurosci. 2008;31:183-191.

44.Journal: Rudolph KD., Hammen C., Daley SE. Mood disorders. In: Wolfe DA,
Mash EJ, eds. Behavioral and Emotional Disorders in Adolescents. New York,
NY: Guilford Press; 2006:300-342

45.Journal: Faith MS, Butryn M, Wadden TA, Fabricatore A, Nguyen AM,
Heymsfield SB . Evidence for prospective associations among depression and
obesity in population-based studies. Obes Rev 2011; 12: e438—e453.

46.Journal: Nemiary, D., Shim, R., Mattox, G., & Holden, K. (2012). The
Relationship Between Obesity and Depression Among
Adolescents. Psychiatric Annals,42(8), 305-308. do0i:10.3928/00485713-
20120806-09

47.Journal: Goldfield GS, Moore C, Henderson K, et al. Body dissatisfaction,
dietary restraint, depression, and weight status in adolescents.J Sch
Health. 2010;80(4):186—-192.

48.Journal: Stunkard AJ, Faith MS, Allison KC. Depression and obesity. Biol
Psychiatry. 2003;54:330-337.

49. Journal: Adams RA, Bukowski WM. Peer victimization as a predictor of

depression and body mass index in obese and non-obese adolescents. J Child
Psychol Psychiatry. 2008;49(8):858—-866.

36



50.Journal: Eisenberg ME, Neumark-Sztainer D, Story M. Associations of weight-
based teasing and emotional well-being among adolescents. Arch Pediatr
Adolesc Med. 2003;157(8):733-738.

51.Journal: Prinstein MJ, Cheah CSL, Guyer AE. Peer victimization, cue
interpretation, and internalizing symptoms: Preliminary concurrent and
longitudinal findings for children and adolescents.J Clin Child Adolesc
Psychol. 2005;34:11-24.

52.Journal: Felger, J., & Lotrich, F. (2013). Inflammatory cytokines in depression:
Neurobiological mechanisms and therapeutic implications. Neuroscience,246,
199-229. doi:10.1016/j.neuroscience.2013.04.060

53.Journal: Raison CL, Miller AH. Is depression an inflammatory disorder? Curr
Psychiatry Rep. 2011;13:467-475.

54.Journal: Bornstein SR, Schuppenies A, Wong ML, Licinio J. Approaching the
shared biology of obesity and depression: the stress axis as the locus of gene-
environment interations. Mol Psychiatry 2006; 11: 892—-902.

55.Journal: Bowlby J. By ethology out of psycho-analysis: an experiment in
interbreeding. Anim Behav.1980;28:649—-656.

56.Journal: Beardslee WR., Versage EM., Gladstone TR. Children of affectively ill
parents: a review of the past 10 years. J Am Acad Child Adolesc Psychiatry.

57.Journal: Rapee RM. Potential role of childrearing practices in the development
of anxiety and depression. Clin Psychol Rev. 1997;17:47-67.

58.Journal: Kistner J., Balthazor M., Risi S., Burton C. Predicting dysphoria in
adolescence from actual and perceived peer acceptance in childhood. J Clin
Child Psychol. 1999;28:94-104.

59. Journal: Garber J. Depression in children and adolescents: linking risk
research and prevention. . Am J PrevMed. 2006;31(6 suppl 1):S104-125.

60.Journal: Bifulco A., Brown GW., Adler Z. Early sexual abuse and clinical
depression in adult life. Br J Psychiatry. 1991;159:115-122.

61.Journal: Ge X., Lorenz FO., Conger RD., Elder JGH., Simons RL. Trajectories
of stressful life events and depressive symptoms during adolescence. Dev
Psychol. 1994;30:467-483.

62.Journal: Singh, M., Gupta, M., & Grover, S. (2017). Prevalence & factors
associated with depression among school-going adolescents in Chandigarh,
north India. Indian Journal Of Medical Research, 146(2), 205. doi:
10.4103/ijmr.ijmr_1339_15

37



63.Journal: Maharaj, R., Reid, S., Misir, A., & Simeon, D. (2005). Depression and
its associated factors among patients attending chronic disease clinics in
southwest Trinidad. West Indian Medical Journal, 54(6). doi: 10.1590

64.Journal: Lee, R., Maria, M., Estanislao, S., & Rodriguez, C. (2013). Factors
Associated with Depressive Symptoms among Filipino  University
Students. Plos ONE, 8(11), €79825. doi: 10.1371/journal.pone.0079825

65.Journal: Beautrais AL. Risk factors for suicide and attempted suicide among
young people. Aust N Z J Psychiatry 2000;34:420-36.

66.Website: Adolescent  mental  health. (n.d.). Retrieved  from
https://www.who.int/news-room/fact-sheets/detail/adolescent-mental-health

67.Journal: Wilkinson P, Kelvin R, Roberts C, Dubicka B, Goodyer I: Clinical and
psychosocial predictors of suicide attempts and nonsuicidal self-injury in the
Adolescent Depression Antidepressants and Psychotherapy Trial (ADAPT).
Am J Psychiatry. 2011, 168 (5): 495-501

68.Journal: Choquet, M., Darves-Bornoz, J. -M., Ledoux, S., Manfredi, R., &
Hassler, C. (1997). Self-reported health and al problems among adolescent
victims of rape in France: Results of a cross-sectional survey. Child Abuse and
Neglect, 21, 823-832.

69.Journal: Hawton, K., Rodham, K., Evans, E., & Weatherall, R. (2002).
Deliberate self-harm in adolescents: A self-report survey in schools in England.
British Medical Journal, 325, 1207-1211.

70.Journal: Brent, D., Perper, J., Kolko, D., & Zelenak, J. (1988). The psychological
autopsy: Methodological considerations for the study of adolescent suicide.
Journal of the American Academy of Child and Adolescent Psychiatry, 27, 362—
366.

71.Journal: Suicidality among Filipino children and adolescents: A cross-sectional
study on substance use among Filipino suicidal and parasuicidal child and
adolescent  patients. (n.d.). Retrieved June 25, 2020, from
http://www.herdin.ph/index.php?view=research&cid=4143

72.Journal: Mulye TP, Park MJ, Nelson CD, Adams SH, Irwin CE Jr, Brindis CD.
Trends in adolescent and young adult health in the United States. J Adolesc
Health. 2009;45(1):8 —24

73.Journal: Groholt, B., Ekeberg, O., Wichstrem, L., & Haldorsen, T.
(1998). Suicide Among Children and Younger and Older Adolescents in
Norway: A Comparative Study. Journal of the American Academy of Child &
Adolescent Psychiatry, 37(5), 473-481.

74.Journal: Beck AT, Weissman A, Lester D, Trexler L. Classification of suicidal

behaviors. Il. Dimensions of suicidal intent. Arch Gen Psychiatry. 1976;33:835—
837.

38


https://www.who.int/news-room/fact-sheets/detail/adolescent-mental-health
http://www.herdin.ph/index.php?view=research&cid=4143

75.Journal: Posner K, Melvin GA, Stanley B, Oquendo MA, Gould M: Factors in
the assessment of suicidality in youth. CNS Spectr. 2007, 12 (2): 156-162.

76.Journal: O’'Connor RC. International handbook of suicide prevention:
Research, policy and practice. 2011. Towards an integrated motivational—
volitional model of suicidal behaviour.

77.Journal: Evans, E., Hawton, K., & Rodham, K. (2004). Factors associated with
suicidal phenomena in adolescents: A systematic review of population-based
studies. Clinical Psychology Review, 24(8), 957-979.

78.Journal: Tuisku, V., Pelkonen, M., Kiviruusu, O., Karlsson, L., Ruuttu, T., &
Marttunen, M. (2009). Factors associated with deliberate self-harm behaviour
among depressed adolescent outpatients. Journal of Adolescence, 32(5),
1125-1136.

79.Journal: Bridge JA, Goldstein TR, Brent DA: Adolescent suicide and suicidal
behavior. J Child Psychol Psychiatry. 2006, 47 (3—4): 372-394.

80.Journal: Gould MS, Greenberg T, Velting DM, Shaffer D: Youth suicide risk and
preventive interventions: a review of the past 10 years. J Am Acad Child
Adolesc Psychiatry. 2003, 42 (4): 386-405.

81.Journal: Fergusson DM, Woodward LJ, Horwood LJ: Risk factors and life
processes associated with the onset of suicidal behaviour during adolescence
and early adulthood. Psychol Med. 2000, 30 (1): 23-39.

82.Journal: Gould MS, Fisher P, Parides M, Flory M, Shaffer D: Psychosocial risk
factors of child and adolescent completed suicide. Arch Gen Psychiatry. 1996,
53 (12): 1155-1162

83.Journal: Lie, H., & Liou, J. (2012). Suicide behavior and social factors among
junior high school students in Indonesia and the Philippines. PSsycEXTRA
Dataset. doi:10.1037/e583132013-025

84.Journal: Consoli, A., Peyre, H., Speranza, M., Hassler, C., Falissard, B.,
Touchette, E., Révah-Lévy, A. (2015). Suicidal Behaviors in Depressed
Adolescents: Role of Perceived Relationships in the Family. Adolescent Mental
Health,195-219. doi:10.1201/b18222-14

85.Journal:  Shain, B. (2016). Suicide and Suicide Attempts in
Adolescents. Pediatrics,138(1). doi:10.1542/peds.2016-1420

86.Journal: (PDF) Adolescents attending school in the Philippines and suicidal
ideation. (n.d.). Retrieved July 4, 2020, from
https://www.researchgate.net/publication/321668154 Adolescents attending
school in_the philippines _and suicidal ideation

39


https://www.researchgate.net/publication/321668154_Adolescents_attending_school_in_the_philippines_and_suicidal_ideation
https://www.researchgate.net/publication/321668154_Adolescents_attending_school_in_the_philippines_and_suicidal_ideation

87.Journal: Orsolini, L., Latini, R., Pompili, M., Serafini, G., Volpe, U., Vellante, F.,
Berardis, D. D. (2020). Understanding the Complex of Suicide in Depression: From
Research to Clinics. Psychiatry Investigation,17(3), 207-221.
doi:10.30773/pi.2019.0171

88.Journal: Breton JJ, Labelle R, Berthiaume C, et al. Protective factors against
depression and suicidal behaviour in adolescence. Can J Psychiatry. 2015;60(2
Suppl 1):S5-S15.

89.Journal: Apter, A., & King, R. A. (2006). Management of the Depressed,
Suicidal Child or Adolescent. Child and Adolescent Psychiatric Clinics of North
America, 15(4), 999-1013. doi:10.1016/j.chc. 2006.05.009

90.Journal: Pagliaro, L. A. (1996). Adolescent Depression and Suicide: A Review
and Analysis of the Current Literature. Canadian Journal of School Psychology,
11(2), 191-201. doi:10.1177/082957359601100223

91.Journal: Brent DA, Mann JJ: Familial pathways to suicidal behavior—
understanding and preventing suicide among adolescents. N Engl J Med. 20086,
355 (26): 2719-2721.

92.Journal: Cheung, A., & Dewa, C. (2006). Canadian Community Health Survey:
Major Depressive Disorder and Suicidality in Adolescents. Healthcare Policy |
Politiques De Santé,2(2), 76-89. doi:10.12927/hcpol.2007.18540

93.Article: Committee on Psychosocial Aspects of Child and Family Health and
Task Force on Mental Health. Policy statement—the future of pediatrics: mental
health competencies for pediatric primary care. Pediatrics. 2009;124(1):410—
421

94.Journal: Maslow, G. R., Dunlap, K., & Chung, R. J. (2015, July 01). Depression
and Suicide in Children and Adolescents. Retrieved from
https://pedsinreview.aappublications.org/content/36/7/299

95.Journal: Yorbik O, Birmaher B, Axelson D, Williamson DE, Ryan ND. Clinical
characteristics of depressive symptoms in children and adolescents with major
depressive disorder. J Clin Psychiatry 2004; 65: 1654-1659.

96.Journal: Calitz et al., (2016). The general profile of children and adolescents
with major depression referred to the Free State Psychiatric Complex. SAJP,
13 (4).

97.Journal: Carrillo, Jesus & Rojo, Nieves & Staats, Arthur. (2004). Women and
Vulnerability to Depression: Some Personality and Clinical Factors. The
Spanish journal of psychology. 7. 29-39. 10.1017/S1138741600004728.

98.Journal: Lee Y, Shin HK, Choi BM, Eun BL, Park SH, Lee KH et al. A sur- vey

of body shape perception and weight control of adolescent girls in three areas
of Korea. Korean J Pediatr 2008;51:134-144.

40


https://pedsinreview.aappublications.org/content/36/7/299

99.Journal: Shukla, M., Ahmad, S., Singh, J. V., Shukla, N. K., & Shukla, R. (2019).
Factors Associated with Depression among School-going Adolescent Girls in a
District of Northern India: A Cross-sectional Study.

100. Journal: Kelly, J. B. (2007). Children’s living arrangements following separation
and divorce: insights from empirical and clinical research. Family Process, 46(1),
35-52. http://doi.org/10.1111/j.1545-5300.2006.00190.x

101. Journal: Amato, P. R., & Keith, B. (1991). Parental divorce and the well-being of
children: A  metaanalysis. Psychological Bulletin, 110(1), 26-46.
http://doi.org/10.1037/0033-2909.110.1.26

102.Journal: Rueter MA, Scaramella L, Wallace LE, Conger RD. First onset of
depressive or anxiety disorders predicted by the longitudinal course of internalizing
symptoms and parent-adolescent disagreements. Arch Gen Psychiatry.
1999;56(8):726-732. doi:10.1001/archpsyc.56.8.726

103.Journal: Restifo K, Bbgels S. Family processes in the development of youth
depression: translating the evidence to treatment. Clin Psychol Reuv.
2009;29(4):294-316. d0i:10.1016/j.cpr.2009.02.005

104.Journal: Cooley, J., lyer, S., & Zhang, A. (1970, January 01). [PDF] Religion
and Depression in Adolescence: Semantic Scholar. Retrieved June 26, 2020,
from https://www.semanticscholar.org/paper/Religion-and-Depression-in-
Adolescence.-Fruehwirth-
lyer/75cc7cf835994413ddc99ael79c6335fe6b955ee

105.Journal: Collier DA, Stober G, Li T, Heils A, Catalano M, Di Bella D, et al. A
novel functional polymorphism within the promoter of the serotonin transporter
gene: possible role in susceptibility to affective disorders. Molecular psychiatry.
1996;1(6):453-60.

106.Journal: Jeon, S.W., & Kim, Y.K. (2016). Neuroinflammation and cytokine
abnormality in major depression: Cause or consequence in that illness? World
journal of psychiatry. 6(3):283-93.

107.Journal: Jeon, S.W, & Kim, Y.K (2016). Molecular Neurobiology and
Promising New Treatment in Depression. International journal of molecular
sciences. 17(3):381.

108.Journal: Hariri, A.R., Drabant, E.M., & Munoz KE (2005). A susceptibility gene
for affective disorders and the response of the human amygdala. Arch Gen
Psychiatry. 62:146-52. [PubMed: 15699291]

109.Journal: Pine, D.S, Cohen, P., Johnson, J. G, & Brook, J.S. (2002) Adolescent
life events as predictors of adult depression. J Affect Disord.; 68:49-57.
[PubMed: 11869782]

110.Journal: Leichsenring, F., Luyten, P., Hilsenroth, M.J., Abbass, A., Barber,
J.P., & Keefe JR. (2015). Psychodynamic therapy meets evidence-based

41


http://doi.org/10.1037/0033-2909.110.1.26
https://www.semanticscholar.org/paper/Religion-and-Depression-in-Adolescence.-Fruehwirth-Iyer/75cc7cf835994413ddc99ae179c6335fe6b955ee
https://www.semanticscholar.org/paper/Religion-and-Depression-in-Adolescence.-Fruehwirth-Iyer/75cc7cf835994413ddc99ae179c6335fe6b955ee
https://www.semanticscholar.org/paper/Religion-and-Depression-in-Adolescence.-Fruehwirth-Iyer/75cc7cf835994413ddc99ae179c6335fe6b955ee

medicine: a systematic review using updated criteria. The lancet
Psychiatry.2(7):648-60.

111.Journal: Leichsenring, F., Leweke, F., Klein, S., Steinert, C. (2015). The
empirical status of psychodynamic psychotherapy - an update: Bambi's alive
and kicking. Psychotherapy and psychosomatics. 84(3):129-48.

112.Journal: Naveed, S., Wagas, A., Aedma, K. K., Afzaal, T., & Majeed, M. H.
(2019, April 02). Association of bullying experiences with depressive symptoms
and psychosocial functioning among school going children and adolescents.
Retrieved June 25, 2020, from
https://www.ncbi.nlm.nih.gov/pubmed/30940177

113.Journal: Pine, D.S, Cohen, P., Johnson, J. G, & Brook, J.S. (2002) Adolescent
life events as predictors of adult depression. J Affect Disord.; 68:49-57.
[PubMed: 11869782]

114.Journal: Bromet, E. et al., (2011). Cross-national epidemiology of DSM-IV
major depressive episode. BMC Med. 9, 90.

115.Journal: Hariri, A.R., Mattay, V.S., & Tessitore, A. (2002). Serotonin
transporter genetic variation and the response of the human amygdala. Science
; 297:400-03. [PubMed: 12130784]

116.Journal: Kessler, R. C. (1997). The effects of stressful life events
on depression. Annu. Rev. Psychol. 48, 191-214

117.Website:  Suicide. (n.d.). Retrieved June 19, 2020, from
https://www.who.int/news-room/fact-sheets/detail/suicide

118.Journal: Weinberg, W. A., & Emslie, G. J. (1987). Depression and suicide in
adolescents. International Pediatrics, 2(2), 154-159.

119.Journal: Lewinsohn PM, Clarke GN, Seeley JR, Rohde P. Major depression
in community adolescents: age at onset, episode duration, and time to
recurrence. Journal of the American Academy of Child and Adolescent
Psychiatry. 1994;33(6):809-18.

120.Journal: Rieck, T., Jackson, A., Martin, S. B., Petrie, T., & Greenleaf, C.
(2013). Health-Related Fitness, Body Mass Index, and Risk of Depression
among Adolescents. Medicine & Science in Sports & Exercise, 45(6), 1083—
1088.d0i:10.1249/ (143)

121.Journal: Lewinsohn PM, Clarke GN, Seeley JR, Rohde P. Major depression
in community adolescents: age at onset, episode duration, and time to
recurrence. Journal of the American Academy of Child and Adolescent
Psychiatry. 1994;33(6):809-18.

122.Journal: Nevid, J.S, Rathus, S.A., & Green B. (2003). Abnormal Psychology
in a Changing World. New York: Prentice Hall

42


https://www.ncbi.nlm.nih.gov/pubmed/30940177
https://www.who.int/news-room/fact-sheets/detail/suicide

123.Journal: Kelleher, 1., Lynch, F., Harley, M. (2012). Psychotic symptoms in
adolescence index risk for suicidal behavior: findings from 2 population-based
case-control  clinical interview studies. Arch  Gen  Psychiatry.
2012;69(12):1277-1283

124.Journal: Flynn, M., & Rudolph, K. D. (2011). Stress generation and adolescent
depression: contribution of interpersonal stress responses. Journal of abnormal
child psychology, 39(8), 1187-198 https://doi.org/10.1007/s10802-011-9527-1

125.Journal: Goodyer, I., Wright, C., & Altham, P. (1990). The friendships and
recent life events of anxious and depressed school-aged children. Br J
Psychiatry. 1990; 156:689—-98. [PubMed: 2095946]

43


https://doi.org/10.1007/s10802-011-9527-1

APPENDIX 1: ETHICS APPROVAL LETTER

\L ) Davao Doctors HospITAL

We care for life

20 July 2020

KASIANE LYNN H. CAMPO, M.D.
Principal Investigator

Davao Doctors Hospital

118 E. Quirino Avenue

Davao City

Dear Dr. Campo,
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APPENDIX 2: LETTER TO THE MEDICAL DIRECTOR

DR. RONALD P. TANGENTE
Medical Director
Davao Doctors Hospital

Dear Doctor,
Greetings of Peace!

| am Dr. Kasiane Lynn H. Campo, a pediatric resident of Davao Doctors Hospital. | am
currently conducting a study entitled, “FACTORS AFFECTING THE SUICIDAL
BEHAVIOR OF ADOLESCENTS WITH MAJOR DEPRESSIVE DISORDER. A
RETROSPECTIVE STUDY” This study aimed to determine the factors affecting the
suicidal behavior of adolescents ages 10-18 years old with Major Depressive Disorder
admitted in a tertiary hospital in Davao City from January 2010 to January 2020.The
academic data that will be gathered in this study will serve as a concrete basis in
developing preventive and control strategies to efficiently address adolescents with Major
Depressive Disorder and most importantly negate suicide.

In this regard, | am asking for your permission to view and collect data from the charts in
our medical records section of the patients enrolled in my study. | assure you that all
information gathered in this study will be treated with utmost confidentiality. | am hoping
for your positive response on this request. Thank you very much.

Respectfully yours,

SC

Dr. Kasiane Lynn H. Campo
Resident Physician
Department of Pediatrics
Davao Doctors Hospital

Noted by:

0 47—

Dr. Grace Ann Q. Pecson
Research Committee Chair
Department of Pediatrics
Davao Doctors Hospital
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APPENDIX 2: DATA COLLECTION FORM (DCF)

|. Socio-Demographic Characteristics

PARTICIPANT CODE (HRN)

Sex: () Male () Female
Age: _

Height: - Weight:
BMI:

School: Public () Private

()
Living Arrangement: () Living with Both Parents
() Living with one
() Not Living with Parents

Primary Caretaker:

(
(
() Both Parents
() Grand Parents
() Auntie/Uncle
() Multiple
Substance Use : () Cigarette

() Alcohol

() Drugs

() Others: Specify

Religion : () Roman Catholic
() Protestant
() Others: Specify

Il. Psychological Stressors
() Parental Fighting
() Patient-Parent Fighting
() Inability to cope at school
() Teasing/Bullying at School
() Peer Rejection
() Loss of Parent/Loved one
() Others: Specify

[1l. Suicidal Behavior Profile

Suicide Ideation : () Yes () No
History of Suicide Attempt : () Yes () No
Number of Suicide attempt

Manner of Suicide attempt X

Completed Suicide X () Yes () No
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