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 █ Abstract
Objective: To describe the clinical characteristics of depressed children and adolescents according to age groups and 
sex. Methods: A retrospective chart review study was conducted on 75 youths aged 6-17 years referred for depressive 
disorders to child psychiatry in 2002-2003. Descriptive statistics and tests of association were completed to compare boys 
aged 6-11 years, boys aged 12-17 years and girls aged 12-17 years. Results: One out of two youths has repeated a school 
year. About 60% of depressed boys aged 6-11 years are referred to child psychiatry services for behavioral difficulties and 
71% of boys in this age group have a depressive disorder comorbid with disruptive behavior disorder. Adolescent boys 
and girls are more likely to present internalized symptoms than children. However, suicidal ideation is as widespread in 
children (71%) as in adolescent population, both boys (72%) and girls (85%). Parent-child relational problems are observed 
in the majority of the sample with a higher prevalence among adolescent girls. Conclusion: It is as important to assess 
depressive symptoms and suicidal ideation among young boys with behavioral difficulties as in adolescent boys and girls. 
Family functioning is important to consider in evaluating and treating youth.
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Introduction
Chart review is a low-cost but highly informative method 

to gain information on the clinical profile of children 
and adolescents attending child psychiatry services. Such 
studies contribute to adjustment of assessment and inter-
vention modalities in view of the clinical realities of youth 
and their families. Data from clinical files can also generate 
research hypotheses (Gearing, Mian, Barber, & Ickowicz, 
2006).

A review of recent studies on clinical populations indicates 
that young people are referred to child psychiatry services 
for hyperactivity (18%), distractibility (17.5%), and school 
failure (15.7%) (Aras, Varol Tas, & Unlu, 2007). The most 
frequent diagnoses are adaptation disorders (17.5%), dis-
ruptive behavior disorders (12.7%), anxiety disorders (8.8-
12.8%), mood disorders (8.0-8.8%) and ADHD (7.2%) 
(Aras et al., 2007; Dean, McDermott, & Marshall, 2006). 

Suicidal ideation and suicide attempts are reported respec-
tively by 12% and 10% of young people (Dean et al., 2006). 
One patient out of four is medicated and pharmacotherapy 
is associated with longer treatment duration, medicated 
patients being followed for 32.3±23.0 weeks compared to 
11.4±16.9 weeks for non medicated patients (Dean et al., 
2006). These descriptive studies, like several others in re-
cent decades, include all youths admitted to a given child 
psychiatric service. Other studies target suicidal behavior 
(Jay, Graham, & Flowers, 1989; Milling, Gyure, Daven-
port, & Bair, 1991), self-harm (Jacobson, Muehlenkamp, 
Miller, & Turner, 2008), dropping-out from treatment (Ot-
tino, 1995) or use of various categories of psychotropic 
drugs such as antidepressants (Wilens et al., 2003), mood 
stabilizers (DelBello et al., 2002) or antipsychotics (March-
and, Wirth, & Simon, 2004). 
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In terms of depressive symptoms, a study in an outpatient 
clinic showed that boys are more likely to experience dif-
ficulties concentrating and other cognitive symptoms while 
girls tend to present more self-esteem problems (Fu & 
Wang, 2008). A five year follow-up study of children and 
adolescents hospitalized for major depressive disorder re-
vealed that a complete remission of the initial episode with-
in a year was observed for 98% of the youth. However 61% 
had another depressive episode during the 5-year follow-up 
period, 47% relapsing in the first year (Emslie et al., 1997). 
In a study on self harm in adolescents, based on outpatient 
records, the most common diagnoses were major depres-
sive disorder (52%) and anxiety disorders (36%), regardless 
of the presence of self-harming behaviors. One youth out 
of five had a borderline personality disorder (Jacobson et 
al., 2008).

Overall, there are few descriptive studies on clinical popu-
lations of youth with depressive disorders whereas it is the 
category of mental disorders most often associated with 
suicidal behavior in children and adolescents. In addition 
15 to 20% of adolescents in the general population present 
a depressive disorder. The proposed study aims to describe 
the clinical characteristics of depressed youth in child psy-
chiatry by age groups and sex and to present the clinical 
implications of these results.

Methods
The retrospective chart review has been completed within 
the child psychiatry program at Hôpital Rivière-des-Prai-
ries, a child psychiatric centre affiliated with the Université 
de Montréal. In the year 2002-2003, 450 children and ado-
lescents were registered and 81 (18%) had a clinical diag-
nosis of depressive disorder given by a child psychiatrist 
based on all available information included in the patient’s 
file (best estimate). Two preschool children were excluded 
from the study for a total of 79 selected files. Agreement 
from the hospital’s director of professional services was ob-
tained allowing researchers and research assistants to get 
access to the content of the files.

An analysis grid, based on earlier studies in the research 
service of Hôpital Rivière-des-Prairies, was developed by 
the first two authors. They rated the grid items by reviewing 
the content of ten files in the medical records department 
and then an additional data collection was completed sepa-
rately by the two research assistants on ten other files to en-
sure a similar understanding of items. At the end of several 
meetings between the two research assistants and the first 
two authors, a final version of the grid was produced. Items 
were grouped into seven categories: socio-demographic 
characteristics, request for services, life events, symptoms, 
diagnoses according to the five DSM-IV axes, types of 
treatment, and reasons for closing the file. Data collection 
was conducted from July to November 2004.

As a first step, the data were analyzed by sex combining the 
two age groups. Interpretation was certainly informative on 
the influence of the sex variable (for example, showing that 
the boys aged 6-17 years had more depressive disorders co-
morbid with disruptive behavior than girls in the same age 
group) but it did not assess the impact of age on the clinical 
characteristics (Breton et al., 2005). In a second step, other 
analyses were conducted on three groups of boys 6-11 and 
12-17 years of age and girls 12-17 years of age. The group 
of girls aged 6-11 years could not be retained because it 
included only four subjects. Data were analyzed using the 
SPSS software. Tests of association were conducted to 
compare the groups. The significance level was set at 0.05. 
Due to the exploratory nature of the study and the limited 
number of subjects, no correction has been applied for the 
multiplicity of tests. Such corrections become quickly too 
conservative when the number of tests is elevated and the 
various measures used for the statistical tests are highly 
correlated.

Results
Youths live in similar proportion in two-parent and single-
parent families and 24% are part of a reconstituted family. 
One youth out of four is from an ethnic base other than 
Quebec origin. About one out of two in adolescence has 
repeated a school year and the difference of proportion be-
tween the three groups of boys aged 6-11, boys aged 12-17 
and girls aged 12-17 years is significant (p=0.010; χ2=9.15; 
df=2). The three groups differ significantly for reasons of 
consultation (p=0.017; χ2=18.63; df=8). Indeed, behavioral 
problems are the reason for consultation for a greater pro-
portion of boys 6-11 years (59%) in comparison to the two 
groups of adolescents (32% for boys 12-17 years and 9% 
for girls). In contrast, girls consult in a higher proportion 
for manifestations of depression (p=0.002; χ2=16.44; df=4).

Analysis of life events reveals a significant difference be-
tween the three groups for parental disputes (p=0.036; 
χ2=6.65; df=2), found in a higher proportion among boys 
than girls (boys 6-11 years vs. girls: p=0.020; χ2=5.45; 
df=1; and boys age 12-17 vs. girls: p=0.049; χ2=3.87; df=1), 
and, the arrival/departure of a spouse (p=0.043; χ2=6.31; 
df=2) found in higher proportion among young boys than 
adolescent girls (p=0.012; χ2=6.27; df=1). Regarding symp-
toms, parent-child relational problems are reported for 80% 
of young people, the difference being significant among 
the three groups (p=0.011; χ2=9.02; df=2), a parent-child 
relational problem being reported in a significantly higher 
proportion in adolescent girls than among boys 6-11 years 
(p=0.002; χ2=9.37; df=1). The proportion of subjects with 
suicidal ideas is as high among young boys (71%) as in 
the two groups of adolescents (72% and 85%). There is a 
significant difference between the three groups for atten-
tion seeking (p=0.014; χ2=8.56; df=2), the proportion be-
ing higher among young boys than among the older ones 
(p=0.047; χ2=3.95; df=1) and adolescent girls (p=0.003; 
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χ2=8.56; df=1). Significant differences are observed for 
sadness between groups (p=0.043; χ2=6.27; df=2), the pro-
portion being significantly higher among adolescent girls 
than in young boys (p=0.007; χ2=7.22; df=1). There is also a 
significant difference between the groups for loss of interest 
(p<0.001; χ2=21.36; df=2), the proportion being significant-
ly lower among young boys than among adolescent boys 
(p=0.013; χ2=6.18; df=1) and adolescent girls (p<0.001; 
χ2=21.51; df=1). Overall, 63% of youths reported a sleep 
problem, the proportions being similar from one group to 
the other.

Analysis of diagnoses at axis I reveals significant differ-
ences between the three groups (p=0.002; χ2=16.81; df=4). 

Young boys have a higher proportion of depressive disorder 
comorbid with a disruptive disorder than the adolescents, 
the difference being observed between young boys and ado-
lescent girls (p<0.001; χ2=16.78; df=2). Family problems 
reported by 68% of youth are the main source of psychoso-
cial problems at axis IV.

Analysis of treatments shows a significant difference be-
tween the three groups with regard to the type of drug, 
antidepressants not being used for young boys (p=0.006; 
χ2=17.91; df=6). Analysis of the reasons for closing the file 
shows a significant difference between the three groups 
(p=0.037; χ2=10.21; df=4), lack of motivation being found 
in a significantly lower proportion among young boys than 

Table 1. Sociodemographic characteristics
Boys Girls Total

6-11 years 
(n=17)

12-17 years 
(n=25)

12-17 years 
(n=33)

6-17 years 
(n=75)

Family structure

Two-parent 5 (29%) 11 (44%) 13 (39%) 29 (39%)

Single-parent 8 (47%) 5 (20%) 15 (46%) 28 (37%)

Reconstituted 4 (24%) 9 (36%) 5 (15%) 18 (24%)

Ethnic origin

Quebecer 13 (77%) 16 (64%) 28 (85%) 57 (76%)

Others (Central and south America, Europe, Asia) 4 (24%) 9 (36%) 5 (15%) 18 (24%)

Schooling– Repeated grade*

Yes a 2 (12%) 13 (59%) 13 (45%) 28 (41%)
*These data are not available for three boys aged 12 to 17 years and four girls aged 12 to 17.
a p ≤ 0,01.

Table 2. Request for services
Boys Girls Total

6-11 years 
(n=17)

12-17 years 
(n=25)

12-17 years 
(n=33)

6-17 years 
(n=75)

Referral source—type of service

Hospital 4 (24%) 9 (36%) 20 (61%) 33 (44%)

Medical clinic 6 (35%) 5 (20%) 4 (12%) 15 (20%)

Local community health center 3 (18%) 6 (24%) 4 (12%) 13 (17%)

Youth center 1 (6%) 4 (16%) 3 (9%) 8 (11%)

School 3 (18%) 1 (4%) 2 (6%) 6 (8%)

Reasons for consultation a

Manifestations of depression with suicidal behavior 3 (18%) 7 (28%) 15 (46%) 25 (33%)

Behavior problems 10 (59%) 8 (32%) 3 (9%) 21 (28%)

Manifestations of depression 1 (6%) 5 (20%) 8 (24%) 14 (19%)

Worries and nervousness 2 (12%) 4 (16%) 2 (6%) 8 (11%)

Manifestations of depression with behavior 
problems

1 (6%) 1 (4%) 5 (15%) 7 (9%)

a p ≤ 0,05
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in adolescent boys (p=0.039; χ2=6.51; df=2) and adolescent 
girls (p=0.008; χ2=9.75; df=2).

Discussion
This study has limitations as do other chart review studies. 
The information collected at each step of the file develop-
ment may be incomplete and errors may occur in the cod-
ing of data by research assistants. In addition, the study is 
completed in a specific context of care. Finally, the absence 
of a group of girls aged 6-11 years does not allow the study 
of this age group.

School failure is observed in one out of two adolescents, 
which can contribute to depressive symptoms and suggests 
that taking account of the cognitive functioning of these 
youngsters would be relevant for the definition of the in-
tervention plan. Parent-child relational problems are found 
with a high proportion in the three groups but particularly 
among teenagers. The mother-daughter conflicts related to 
requests for referrals would be correlated with more intense 
depressive symptoms among girls (Zahn-Waxler, Shirtcliff, 
& Marceau, 2008). Family dynamics is thus an important 

dimension to consider in the evaluation process and psychi-
atric treatment (Villeneuve, 2006).

Depression among boys 6-11 years implies a more behav-
ioral profile than in the two other groups since more than 
50% of the boys with a diagnosis of depressive disorder are 
referred for disruptive behavior problems. Indeed behavior-
al difficulties can hide depressive symptoms and it seems 
that depression without behavioral problems can go unno-
ticed in this age group. This hypothesis could explain that 
only four depressed girls aged 6-11 years are included in 
this study, girls from 6-11 years showing a lower prevalence 
of disruptive behavior disorders than boys in the same age 
group in the general population, yet showing a prevalence 
of depressive disorders comparable to boys and girls in this 
age group (Birmaher et al., 1996; Breton et al., 1999). The 
boys also demand more attention (88% versus 46-60% for 
adolescent groups), which can be understood as a request 
for help and not a disruptive behavior only.

Suicidal ideation is as common in children (71%) than in 
adolescent boys (72%) and adolescent girls (84%). Thus, 
the proportion of depressed children who are suicidal in 

Table 3. Life events and most frequent symptoms 
Boys Girls Total

6-11 years 
(n=17)

12-17 years 
(n=25)

12-17 years 
(n=33)

6-17 years 
(n=75)

Life events 

Parent separation/divorce 13 (77%) 14 (56%) 18 (55%) 45 (60%)

Birth of another child 11 (65%) 17 (68%) 17 (52%) 45 (60%)

Disagreement and/or conjugal violence 12 (71%) 14 (56%) 12 (36%) 38 (51%)

Parental disputes a 11 (65%) 14 (56%) 10 (30%) 35 (47%)

Arrival of a new spouse or spouse leaving home a 12 (71%) 11 (44%) 11 (33%) 34 (45%)

Symptoms

Parent-child relational problem a 10 (59 %) 19 (76%) 31 (94%) 60 (80%)

Sadness a 10 (59%) 18 (72%) 30 (91%) 58 (77%)

Suicidal ideation 12 (71%) 18 (72%) 28 (85%) 58 (77%)

Anxiety 14 (82%) 16 (64%) 25 (76%) 55 (73%)

Problems concentrating a 14 (82%) 19 (76%) 17 (52%) 50 (67%)

Problems achieving in school a 14 (82%) 19 (76%) 15 (46%) 48 (64%)

Sleep problems 10 (59%) 15 (60%) 22 (67%) 47 (63%)

Low self-esteem 9 (53%) 18 (72%) 19 (58%) 46 (61%)

Attention seeking a 15 (88%) 15 (60%) 15 (46%) 45 (60%)

Loss of interest b 3 (18%) 14 (56%) 28 (85%) 45 (60%)

Does not fulfil his/her potential at school 12 (71%) 15 (60%) 17 (52%) 44 (59%)

Oppositional, sarcastic, hostile 12 (71%) 15 (60%) 15 (46%) 42 (56%)

Fit of rage 10 (59%) 17 (68%) 14 (42%) 41 (55%)

Feeling devalued 5 (29%) 14 (56%) 20 (61%) 39 (52%)

Difficult to control a 11 (65%) 17 (68%) 11 (33%) 39 (52%)
a p ≤ 0,05
b p ≤ 0,01
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Table 4. DSM-IV Diagnoses
Boys Girls Total

6-11 years 12-17 years 12-17 years 6-17 years

Axis I a (n=17) (n=25) (n=33) (n=75)

Major depressive disorder/Dysthymia 2 (12%) 10 (40%) 21 (64%) 33 (44%)

Major depressive disorder with disruptive behavior 
disorders

12 (71%) 10 (40%) 5 (15%) 27 (36%)

Major depressive disorder with anxiety disorders 3 (18 %) 5 (20%) 7 (21%) 15 (20%)

Axe II (n=15) (n=23) (n=31) (n=69)

Mental retardation or 
limited intellectual functioning 2 (13%) 1 (4%) 2 (7%) 5 (7%)

Personality traits 1 (7%) 4 (17%) 1 (3%) 6 (9%)

None 12 (80%) 18 (78%) 28 (90%) 58 (84%)

Axe III (n=17) (n=23) (n=33) (n=73)

Present 5 (29%) 6 (26%) 7 (21%) 18 (25%)

Axe IV (n=17) (n=25) (n=33) (n=75)

Family problems 12 (71%) 17 (68%) 22 (67%) 51(68%)

School problems 4 (24%) 1 (4%) 3 (9%) 8 (11%)

Other problems 0 (0%) 4 (16%) 1 (3%) 5 (7%)

None 1 (6%) 3 (12%) 7 (21%) 11 (15%)

Axe V (n=16) (n=23) (n=33) (n=72)

Absent-mild (61-100) 5 (31%) 5 (22%) 10 (30%) 20 (28%)

Moderate-serious (0-60) 11 (69%) 18 (78%) 23 (70%) 52 (72%)
a p ≤ 0,01

Table 5. Types of treatment and reasons for closing the file 
Boys Girls Total

6-11 years 12-17 years 12-17 years 6-17 years

Types of treatment

Psychotherapy
(n=16) (n=23) (n=27) (n=66)

13 (81%) 13 (57%) 20 (74%) 46 (70%)

Parental or family intervention
(n=16) (n=23) (n=29) (n=68)

9 (56%) 9 (39%) 9 (31%) 27 (40%)

Medication (n=16) (n=23) (n=30) (n=69)

Present 10 (63%) 18 (78%) 22 (73%) 50 (73%)

Type of medication a

Antidepressants or mood stabilizers 0 (0%) 5 (22%) 15 (50%) 20 (29%)

Antidepressants with other drugs 6 (38%) 6 (26%) 6 (20%) 18 (26%)

Others 4 (25%) 7 (30%) 1 (3%) 12 (17%)

Hospitalisation
(n=16) (n=24) (n=30) (n=70)

2 (13%) 6 (25%) 8 (27%) 16 (23%)

Reasons for closing the file b (n=7) (n=10) (n=18) (n=35)

Improvement 5 (71%) 3 (30%) 3 (17%) 11 (31%)

Lack of motivation 0 (0%) 6 (60%) 12 (67%) 18 (51%)

Transfer/moving 2 (29%) 1 (10%) 3 (17%) 6 (17%)
a p ≤ 0,01
b p ≤ 0,05
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clinical settings is far from marginal, suggesting the rele-
vance of screening for suicidal ideas among young children 
referred in child psychiatry. Internalized symptoms such 
as sadness (72%), anxiety (64%), and suicidal ideas (72%) 
are as common among adolescent boys as adolescent girls 
(91%, 76%, and 85% respectively). Adolescent boys how-
ever present more school problems than girls. Young and 
older boys have a higher proportion of problem concentrat-
ing, as in the study of Fu & Wang (2008), whereas girls 
tend to have a lower self-esteem, which was not observed 
in this study. Difficulties sleeping, observed in 10% of the 
adolescents in the general population, are reported by a ma-
jority of youths in the present study, which confirms the 
importance of assessing this symptom in major depressive 
disorder (Roberts, Roberts, & Xing, 2011).

Fifty-one percent of adolescents for whom the file was 
closed dropped out from treatment due to lack of motiva-
tion. This elevated proportion was observed in other studies 
(Ottino, 1995). Adherence to treatment is low among sui-
cidal adolescents with rates of dropping-out between 41.3% 
and 57.7% (Burns, Cortell, & Wagner, 2008). Several stud-
ies have attempted to identify different variables predicting 
dropping-out from treatment for suicidal adolescents with 
various results (Granboulan, Roudot-Thoraval, Lemerle, & 
Alvin, 2001; King, Hovey, Brand, Wilson, & Ghaziuddin, 
1997; Ottino, 1995; Piacentini et al., 1995; Rotheram-Borus 
et al., 1999), which could be explained, in part, by difficul-
ties defining the concept of drop-out. On the other hand, the 
lack of motivation was not the reason to end treatment for 
6-11 year-old boys in our sample whose files were closed 
because of improvement.

Conclusion
The clinical profile of depressed youth referred in child psy-
chiatry, as it appears in our study, confirms that depression 
in the prepubescent child is closely tied to externalized dis-
orders. Reasons for consultation as well as observed symp-
toms and diagnoses confirm this observation. Moreover the 
study shows that suicidal ideation is as present in boys aged 
6-11 years than among adolescent boys and girls. With re-
gard to the risk of suicide, this observation calls for greater 
vigilance on the part of clinicians. Any assessment of dis-
ruptive behavior disorders among boys aged 6-11 years 
should include the screening of depressive symptoms. The 
importance of the relational and familial dimensions con-
tributing to the development of depression in the three age 
groups confirms the relevance of a systemic approach in the 
assessment and treatment of depressed youth.
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