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Association of Psychosocial Factors in Developing Childhood Depression and
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Ovjectives . As the attention devoted to children’s mental health increases, medical costs and burdens mount as well.
In the present study, we evaluated the association between socioeconomic status (SES) and major child psychiatric
symptoms.

Methods : The subjects of this study were children of recruited from a mental health screening program in the Seoul
Sungbuk mental health center over the course of 3 months. To establish the SES of each child, we collected data about
each child’s medical insurance, years of parental education, household income, family structure and housing. 149 children
& parents completed questionnaires including the Childhood Depression Inventory (CDI) and the Korean Attention

Deficit Hyperactivity Disorder Rating Scale (K-ARS).
Results : The mean K-ARS-P score was 12.1 = 11.1 and the suspected prevalence of ADHD was 20.8% (n=31). The

mean CDI score was 12.917.9, and the prevalence of suspected depression was 16.8% (25) . Depressive symptoms and
ADHD symptoms were both more severe than those observed in a previous epidemiologic study in Korea. Depressive

symptoms were more closely associated with family SES status.

Conclusion : SES status is one of the most important risk factors in the development of major child psychiatric sym-
ptoms. In our study we found that depressive symptoms in particular were most tightly associated with psychosocial fac-
tors. Evaluation of the risk factors, early screening and intervention for low SES children would be valuable mental
health management tactics to implement in a community mental health system.
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Table 1. Demographic data of subjects

Factors N (%)
Gender
Boys 76 (51%)
Girls 73 (49%)
Age 93+1.8
Family structure
Both parents 84 (56.4%)
Single parent/without parent 65 (43.6%)
Education of parent
Father
>12 years 44 (29.5%)
<12years 105 (70.5%)
Mother
>12 years 29 (19.5%)
<12years 170 (80.5%)
Economic status
Housing
Monthly payment 50 (33.6%)
Lease/Own house 99 (66.4%)
Medical insurance (missing=24)
Medicaid 42 (28.2%)
Medical insurance 83 (55%)
Reported monthly income (missing=20)
Total KW 15001186
<KW 1000 54 (36.2%)
KW 1000—2000 45 (30.2%)
KW 2000-3000 18 (12.1%)
>KW 3000 12 ( 8.1%)

KW : Korean won, income unit=1,000KW. Without parent : li-
ving with.grandparent
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Table 2. ADHD groups : factors related to socioeconomic status

ADHD
Yes (n=31)  No (n=118)

Family structure

Single parent/Without parent 18 (58%)* 44 (37.2)
Medical insurance

Medicaid 10 (32%) 31 (26%)
Education of parent

Father <12vyears 24 (77%)* 63 (53%)

Mother <12years 22 (71%) 85 (72%)
Income

<KW1,000 14 (45%) 40 (34%)

<KW1,500 22 (71%) 77 (65%)
Housing

Monthly payment 11 (35%) 39 (33%)

* 1 p< 0§, #x 1 p<01. KW : Korean won, income unit=1,000KkW

Table 3. Depression groups : factors related to socioeconomic

status
Depression
Yes (n=25)  No (n=124)

Family structure

Single parent/Without parent 15 (60%)* 47 (38%)
Medical insurance

Medicaid 0 (40 %)* 31 (25%)
Education of parent

Father <12years 13 (52%) 73 (59%)

Mother <12years 18 (72%) 87 (70%)
Income

<KW1,000 15 (60%)** 39 (31%)

<KW1,500 19 (76%)* 78 (63%)
Housing

Monthly payment 13(52%)* 37 (30%)

* 1 p<08§, = 1 p<.01. KW : Korean won, income unit=1,000KW



Table 4. Stepwise multiple regression analysis of the effect of
housing, family structure and income on developing

depression
R R2 B F p
income 0332 0110 -0332 13730 <.001*
Housing 0239 0057 -0.239 6706 <001*
Housing+Family  0.308 0095 -0.215 5750 <.001*
structure

* P05, = 1 p<.001
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