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This paper presents the results of a survey of Washington, DC,
area physicians who confront the diagnosis and treatment of
childhood depression and potential suicide. Questions ad-
dressed included the prevalence of childhood depression and
self-destructive behavior, beliefs about such phenomena,
criteria used in the diagnosis of depression, and treatment
preferences for both childhood depression and self-destructive
behavior.

Nearly half of respondent physicians reported knowing of
suicide attempts among patients under 14 years old; almost
two thirds currently had a patient in treatment for depression
with a mental health professional. Physicians subscribed to a
number of traditional but false beliefs about young children’s
capacity for intentional self-destruction and the incidence of
such acts being disguised as “accidents.”

Wide variation was observed in the symptoms physicians
used to diagnose depression. In general, physicians attended
most to overt behavior and family history, followed by psycho-
logical problems. Physicians need to be alert to the diagnostic
significance of “masked” symptoms of depression, such as
somatic complaints and acting-out, antisocial behaviors.

Recently, mental health professionals as well as
the general public have shown an increasing and
well-founded concern about childhood depression
and self-destructive behavior. The suicide rate
among 15-to-19 year olds (7.6 per 100,000 popula-
tion annually) has tripled in the 20 years from 1955
to 1975, while the incidence of suicides among 10-
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to-14 year olds (0.8 per 100,000 population an-
nually) has climbed nearly as dramatically. Su-
icides are grossly underreportedl4; some esti-
mate that the actual frequency of suicide attempts
may be as much as 100 times greater than that
which is reported. For example, accidents, many
of which may be concealed suicide attempts,2358
were responsible for a total of 6,308 deaths among
children from 5-to-14 years old in 1976.1According
to one estimate, approximately half of these acci-
dental deaths, involving 3,154 children, actually
were disguised suicide attempts.0
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CHILDHOOD DEPRESSION AND SELF-DESTRUCTIVE BEHAVIOR

In the belief that children do not fully com
prehend the irreversible and permanent nature of
death until about the age of ten, suicide statistics
traditionally have not been tabulated for children
below this age Research in this area, however,
increasingly is debunking this myth. Findings
show that children as young as five not only have
the capacity to be depiessed, but also can engage
in intentional self destructive behavior.31114

The manifestation of childhood depression,
however, is different from that of adults. Until age
14 years, children display what some have labeled
“masked depression. “4 ¥4 1BRather than internaliz-
ing angei that is aroused in response to real Ol
perceived losses, as adults may do children ex-
press their hostility outwaidly toward themselves
or those who threaten their psychological well
being. The helplessness, resignation, and with
drawal characteristic of depression in adults may
thus be replaced by aggressive and antisocial be
havior in children. Other common, active depres
sive symptoms described in the literature are dis-
obedience temper tantrums, truancy frequent
accidents, and repetitive iunning away. Passive
manifestations include short attention span and

difficulty concentrating, enuresis, eiicopresis,
obesity, ar.a othei somatic complaints.
The nature of these “masked” symptoms

makes the diagnosis of childhood depression and
self-destructive behavior difficult 1819 Those alert
only to the despair and hopelessness observed
with depressed adults may not recognize the diag-
nostic value of behavioral and somatic symptoms
in depressed children Although it is estimated that
less than ten percent of children’s self destructive
behavior results in completed suicide, early de-
tection and treatment following such *‘distress
signals’*'arc considered vital.81"” 17:4J

This study was undertaken to deteimine current
practices in the diagnosis and treatment of de
pressed and suicidal children under 14 yeais old
from the peispcctive of primary care physicians
The frequency with which children visit physr
cians, for annual check-ups as well as for child
hood illnesses, makes it likely that these pro
fessionals are in the best position to observe
changes in physical and emotional well-being An
investigation of physicians’ beliefs about the ca
pacity of children to be depressed and to engage in
self-destructive behavioi the criteria they use to
diagnose depression, and theii treatment prefer-
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ences following such diagnoses is, therefore, au

cial to an evaluation of the current management of
such children.

Methods

Subjects

fhe 375 pediatricians listed in the 1978 Wash
ington Physicians Directory, who represented tre
largest homogeneous medical specialty treating
children, were sent a questionnaire, a stamped,
self-addressed envelope, and a cover letter ex-
plaining the purpose of this study.

Design of Questionnaire

From a thorough review of the literature, 88
guestions were compiled addressing major aress
of concern for primary care physicians. The ques-
tionnaire was designed to obtain the following in-
formation: (a) the perceived prevalence of child-
hood depression and self-destructive behavior; (b
physicians’ beliefs about such phenomena, (¢
criteria used in the diagnosis of depression; and (d)
physicians’ treatment preferences for both de-
pression and self-destructive behavior.

Sixty-nine physicians (27 percent) returned the
guestionnaire. Respondents ranged in age from 30
to 68 years (median age 44.5 years) and had been
in piactice for a median of 14.5 years. Eighty-three
percent were male.

Results

Suicide

Surprisingly, almost halt (45 percent) of the re-
spondents reported knowing of suicide attempts
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among their patients under 14 years old. Only five
percent of these physicians indicated knowledge
of completed suicides among their patients, result-
ing in a total of six deaths. Chemical ingestion was
cited almost exclusively (90 percent) as the suicide
method used by children who attempted suicide,
while firearms and hanging were each used by five
percent of suicide attempters. As will be dis-
cussed, these findings are in contrast with reports
in the literature. The majority of physicians (58
percent) believed the incidence of attempted
suicide in their practices had been stable during
the previous 10 to 15 years, but another 42 percent
reported an increase or great increase in this rate.
No physician believed that the rate of childhood
suicide attempts had decreased in recent years.

Depression

Sixty-four percent of respondents had at least
one patient under 14 years who was in treatment
for depression with a mental health professional.
Ingeneral, respondents had a mean of 2.9 patients
in therapy, while those who reported depressed
patients in therapy had a mean of 4.4 such patients
each. Depressed patients ranged in age from 5 to
14 years.

Accidents and Self-Destructive Behavior

Four out of five (80 percent) respondents be-
lieved that less than 20 percent of children’s “ac-
cidents” were, in fact, acts of intentional self-
destruction. Only ten percent of respondents indi-
cated that at least 40 percent of all accidents actu-
ally are disguised self-destructive behavior.

On the average, a child of eight years (median
age 7.7 years) was believed capable of intentional
sell-destructive behavior. A non-significant trend
was observed for more recently trained physicians
(in practice less than 15 years) to consider a six-
year-old s self-destructive behavior intentional; in
contrast, those practicing medicine more than 15
years believed a child must be two years older
(median eight years) to deliberately attempt
suicide.
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Criteria Used in the
Diagnosis of Depression

There was wide variation in the value of indi-
vidual symptoms used to diagnose depression.
Table 1lists diagnostic values assigned to individ-
ual symptoms by respondents. Overall, physicians
assigned the greatest diagnostic value to overt be-
havioral symptoms and family history, followed
by psychological problems. Least critical, as a
group, were somatic concerns.

Within this somatic subgroup, anorexia and in-
somnia were by far the most powerful indicators of
depression for these physicians. Enuresis, fecal
incontinence, and injuries resulting from *acci-
dents” were considered least suggestive of child-
hood depression. It is noteworthy that the five re-
spondents who believed that “greater than 20 per-
cent of accidents are truly intentional” assigned
significantly greater diagnostic value to injuries
than did other respondents (Fischer's Exact Text;
P<.025). Psychological symptoms were about
equally important to physicians, except for night-
mares, which were believed least critical in diag-
nosing depression.

The most important diagnostic criteria within
the behavioral category were, by far, withdrawal
from family members and withdrawal from
friends. It is noteworthy that physicians attended
least to acting-out behavior, such as antisocial
acts, truancy, and disobedience. However, those
physicians who reported patients in psychothera-
py, in contrast to those who did not, attended sig-
nificantly more to children’s disobedience (x2 =
4.61; P<.05) and truancy (x2 = 9.14; P<.005) in
diagnosing depression. Family history criteria
were believed of equal diagnostic value except for
the lesser importance assigned to economic insta-
bility and absence of the father.

It can be seen from Table 1 that the symptoms
most likely to suggest childhood depression to
physicians were withdrawal from family members
and/or friends, disruptions in patterns of sleeping
and eating, parental divorce, depressed mother,
physical or emotional abuse, and reduced aca-
demic performance. Next, physicians were apt to
respond to other overt symptoms such as anxiety,
mood swings, behavior changes, and concentra-
tion problems, as well as to familial history of
suicide.

In contrast, symptoms which were rated least
diagnostically useful were the so-called “masked”
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Table 1. Median Diagnostic Value Ratings for Symptoms of Depression

Median
Diagnostic
Value* Behavioral Family History Psychological Somatic

2.75-3.00 2.82 withdrawal
from friends

2.76 withdrawal
from family

2.50-2.74 2.63 anorexia
2.60 parental divorce 2.60 insomnia
2.59 physical or
emotional abuse

2.53 drop in
school
performance 2.50 depressed mother

2.25-2.49 2.35 behavior 2.47 history of 2.46 mood swings
change suicide 2.36 anxiety
2.27 concentration
difficulties
2.00-2.24 2.20 tantrums 2.16 fears 2.18 obesity
2.20 antisocial 2.08 hypochondriasis
behavior

2.10 truancy

1.75-1.99 1.97 absent father 1.79 nightmares

1.50-1.74 1.71 economic 1.61 injuries
instability

1.25-1.49 1.39 fecal incontinence

1.24 enuresis

3=symptom used frequently to diagnose depression
2=symptom sometimes used

l=symptom rarely used

O=symptom never used

symptoms of depression. Passive manifestations may well be a critical oversight in the differential
included enuresis, fecal incontinence, obesity, diagnosis of childhood depression.
hypochondriasis, and nightmares, while repeated
injuries, disobedience, tantrums, antisocial behav-
ior, and truancy constituted the acting-out ex- Assessment of Risk of

pressions. As will be discussed, the minimization Self-Destructive Behavior

of diagnostic value assigned to these symptoms Eighty-seven percent of physicians indicated
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that they considered the possibility of a child’s
self-destructive behavior following the diagnosis
of depression. The most important criteria used by
physicians were the severity of depressive symp-
toms, overt action, dangerous behavior, repeated
injuries, the wish to be dead, and past history.

Treatment for Depression

The most preferred mode of treatment following
a diagnosis of depression was psychotherapy, in-
cluding child, family, and parent therapies. Next,
respondents preferred contact with schools and
clinics. The least desired treatment options were
outpatient and, lastly, inpatient medical treatment.
Drugs were rarely, if ever, administered. Special-
ists, who saw children on a consultant rather than
on a regular basis, were more likely to make re-
ferrals after diagnosing depression.

Treatment for Self-Destructive Behavior

Following a diagnosis of self-destructive behav-
ior rather than depression, physicians were more
likely to make more frequent referrals for all types
of treatment. The order of preference among
treatment options also changed significantly.
Whereas the outpatient medical setting was cho-
sen more frequently than the inpatient setting for
depressed children, this preference was reversed
for self-destructive children, with more referrals
for inpatient treatment. Moreover, hospitalization
was preferred over contact with both schools and
clinics.

Pharmacological Therapy

Pharmacological therapy was the least pre-
ferred treatment modality for both depression and
self-destructive behavior among physicians. But
among those who indicated drugs of choice, five
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classes were endorsed: antidepressants (47 per-
cent); anxiolytics (20 percent); neuroleptics (13
percent); antihistamine-sedatives (13 percent); and
massive B-vitamins (7 percent). Notably, the
antihistamines were prescribed by pediatricians
rather than pediatric allergists.

Family Conferences and Follow-Ups

Although this information was not specifically
requested, 17 physicians indicated that following
suspected depression or self-destructive behavior
in children, family conferences were arranged in
their offices to obtain further data and make re-
ferrals. An additional nine physicians spontane-
ously mentioned their efforts to provide continued
support and active follow-up after making referrals
to mental health professionals.

Discussion

The high incidence of both depression and
self-destructive behavior in children under 14
years reported in this study confirms the need for
development of more precise, uniform diagnostic
standards and effective therapeutic strategies. In
this study, it is likely that respondent physicians
were cognizant of only a fraction of their de-
pressed and self-destructive patients.

It is well-known that suicide statistics in general
under-represent the actual rates of completed
suicides. Suicide survivors may conceal the
genuine cause of death to avoid the cultural stigma
associated with self-destruction,’5 or even to re-
tain insurance awards. In addition to those possi-
ble motives for intentional concealment, child-
hood suicides are especially vulnerable to unin-
tentional misrepresentation. The impulsive nature
of children’s suicidal acts makes them easily mis-
perceived as accidental by parents and physicians.
Moreover, suicide statistics do not include at-
tempted suicides. Because of the non-lethal
methods available to them, children’s efforts are
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less frequently successful,4 resulting in fewer
completed suicides.

Self-destructive acts demand attention. Simi-
larly, depressive reactions in childhood, which
frequently are highly associated with suicidal be-
havior, cannot be considered transitory; if un-
treated, they can continue into adulthood.2 In one
study of 75 children who attempted suicide, 40
percent had made previous attempts.16 A study of
successful suicides demonstrated that between 40
and 46 percent of these children discussed,
threatened, or attempted suicide prior to their
deaths.I7 Clearly, children make repeated suicide
attempts. If depressive symptoms and self-
destructive behavior are not detected early in
childhood, the chance of successful suicide at-
tempts escalates increasingly as children mature.
In 1975, the suicide rate among 15-to-19 year olds
was tenfold that of 10-to-14 year olds, but only half
that of the 20-to-24 year age category.2l

Prevention of childhood suicides seems to rest
on accurate diagnosis; following recognition of
depressive and potential self-destructive symp-
toms, the prognosis for resolution of conflicts and
successful adjustment has been described as excel-
lent.7 In discussing issues pertinent to accurate
diagnosis and effective treatment, it seems im-
perative to dispel from the outset several myths

about childhood depression and self-destructive
behavior:

Myth 1 Physicians alert for signs of overdose
in children are assured of detecting self-destruc-
tive behavior in patients under 14 years.

Chemical ingestion, cited almost exclusively as
the method used by patients in this study who at-
tempted suicide, is reported more frequently as
the method of choice of adolescents rather than of
younger children. In 1937, Bender and Schilderll
reported that common suicide methods of children
included running into cars, jumping, and hanging;
37 years later, Mosse7 estimated that these
methods are used in 75 percent of young children’s
suicide attempts. Running into cars, declared the
most common method of suicide attempts in chil-
dren under 14 years,2 has been described in many
case reports.1:354 Shaw and Schelkun4 argue that
children resort to these impulsive acts of jumping
or running into traffic because they lack planning
skills and have limited access to lethal materials.
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Given that physicians responding to this survey t
not note the prevalence of these methods in tre
suicide attempts of their patients, it is likely %
they are unaware of additional patients who en
gage in such self-destructive behavior.

As children mature and develop better planning
and organization skills, they attempt more fre-
guently to overdose from chemicals or drugs in
their suicidal acts. Mattson et al,16 whose popula-
tion included only five percent under 12 years old
found that 85 percent of suicide attempters used
chemical ingestion. Similarly, LukianowiczBre
ported that chemical ingestion is more common
with adolescents. Among children under 14 years
physicians need to be alert to reports of children
jumping from fire escapes and tall trees, hanging
themselves, and running into traffic. This leads to
the next myth.

Myth 2: Children’s accidents are just that—
accidental.

The methods young children use to attermpt
suicide, particularly jumping and running into
traffic, lend themselves easily to misinterpreta-
tion or intentional concealment as accidents.
Moreover, the impulsive nature of young chil-
dren’s self-destructive acts discourages their per-
ception as intentional simply because they are not
premeditated. In contrast to the belief of rmost
physicians in this study that less than one in five of
children’s accidents actually are intentionally
self-destructive, some estimate that up to half of
actual suicide attempts are disguised as acci-
dents.10 In his study of poisoning suicides of chil-
dren and adolescents, Jacobziner2discovered that
15 percent had a history of previous accidents.
Case reports of suicidal children include histories
of repeated accidents,"™*although Shaffers found
no evidence of accident-proneness in his retro-
spective study of completed childhood suicides.
Mosse7 wrote that many so-called accidents, in
cluding incidents of children being *struck” by
cars, “burned,” “shot” by real or toy guns, or
“falling,” actually are conscious or unconscious
wishes for self-destruction. Accidents are the
number one cause of death of children 5 to 14
years of age, occurring at a rate of 17.0/100,000.9
That many of these are concealed acts of self-
destruction demands the close attention of physi-
cians to “accidental” injuries of children.
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Myth 3: Children younger than ten years old
cannot intentionally commit suicide.

Because suicide statistics are not tabulated for
children under ten years, it is difficult to document
the prevalence of their attempts to kill them-
selves. Moreover, the impulsive, often non-lethal
methods young children choose, as described
above, may prevent the accurate identification of
their self-destructive behavior. Yet, the literature
is replete with case reports of children as young as
five or six years old who have made repeated
suicide attempts.311'1423 Although these children
may conceptualize death differently than adults
do, ie, they may believe in the magical imperma-
nence of death,4 their behavior still must be con-
sidered deliberately self-destructive.

Myth 4: Somatic concerns are, in general, least
indicative of childhood depression.

Although respondent physicians were alerted to
depression least frequently by children’s physical
complaints, many writers have cited symptoms
such as hypochondriasis, stomach aches, head-
aches, fatigue, dizziness, and fainting as highly
valuable diagnostic clues in the clinical cases they
reported.714171823 In fact, Mattson et allfi found
that 46 percent of children who completed suicide
displayed somatic complaints and fears, among
other symptoms, prior to their deaths.

Myth 5: Depressed children are typically with-
drawn. The disobedient child, who is truantfrom
school and engages in other antisocial behaviors,
is delinquent rather than depressed.

The symptoms of withdrawal from family mem-
bers and friends, assigned highest diagnostic value
by respondent physicians, are displayed by de-
pressed children, but occur far less frequently than
do acting-out behaviors.2Z In his case studies of
depressed children, Schrut3found that 21 percent
were of the quiet, withdrawn type, while 79 per-
cent displayed acting-out, aggressive behavior. Of
26 depressed children described by Shaffer,I7 19
percent engaged in antisocial behavior, including
fighting, stealing, lying, and running away, and 65
percent displayed such behavior in conjunction
with emotional difficulties; but only 15 percent of
the children demonstrated purely emotional or af-

THE JOURNAL OF FAMILY PRACTICE, VOL. 11, NO. 1, 1980

fective symptoms. Similarly, Mattson et all6found
that 28 percent of completed suicides displayed a
behavior disorder of at least one year's duration
prior to their deaths. PfefferZ estimated that 75
percent of suicidal children who required hospi-
talization displayed acting-out, aggressive behav-
ior, and impulsivity. Truancy from school and
running away from home have been cited as most
suggestive of a depressive reaction.7131417,18 The
physicians in this study who reported depressed
patients in therapy, as a group, assigned higher
diagnostic values to these 'depressive equiv-
alents,” suggesting greater awareness of these
cues as significant.

Many reasons for children’s active expression
of depression have been postulated. First, children
are less capable of verbalizing emotions than
adults are,19 and therefore must express them-
selves through actions. Moreover, young boys,
who attempt and complete suicide more fre-
quently than do girls,2L24 often think that the ex-
pression of feelings constitutes weakness.18
Acting-out behavior, then, may be used to defend
against or displace depression,18%5 or to provoke
parental concern.3 Paradoxically, however, such
antisocial behavior and its negative consequences
may reinforce the child’s depressed belief that he
or she is bad and unworthy of life.18

Conclusions

Physicians subscribing to the above myths may
overlook the potential of depression and self-
destructive behavior in certain patients. Consider,
for example, the case of a 6-year-old boy, whose
presenting complaints are stomach aches, enu-
resis, and difficulty concentrating on tasks.
His mother reports that he is disobedient, is fre-
quently truant from school, and has been fighting
with friends and classmates. A physical examina-
tion reveals many bruises and scars. A physician
whose beliefs and practices coincide with the me-
dian responses of physicians in this study might
not be alerted to depression and possible self-
destructive behavior in this boy.

Once this child’s depression is diagnosed, how-
ever, what is the most effective treatment plan for
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him? Physicians responding to this survey indi-
cated appropriately that after diagnosing depres-
sion, they nearly always made referrals for various
forms of psychotherapy. When there was an at-
tempted suicide rather than simply a display of
depressive symptomatology, referrals were made
far more frequently for inpatient treatment. There
is considerable debate in the literature about the
necessity of hospitalization. Some advocate hospi-
talization when there is imminent harm to the child
or others.71524 For others, the decision is based
upon an evaluation of environmental responsivity
to the child; when a sensitive, sympathetic person
is available, home care may be sufficient.4 Re-
cently, there has been some concern that hospi-
talization may be prescribed too frequently as a
result of therapists’ fears and their desires to be
conservative.1620 For adolescents, however, hos-
pitalization may be required piore often in order to
interrupt ongoing parental conflict.

The low endorsement of pharmacological
therapy by physicians in this study is consistent
with practices reported in the literature.71315
Moreover, some believe that mood elevating
drugs, primarily tricyclic antidepressants, are ef-
fective for overtly depressed, older children and
adolescents rather than for young children who
display masked depression.41020

As Malmquist® noted, the area of childhood
depression is not well understood. In particular,
attempts to isolate etiologic factors in the devel-
opment of childhood depression continue to yield
inconclusive results. Numerous psychological,
genetic, and biochemical theories of depression
have been proposed, but definitive predisposing
factors have not been identified.Z7 Myths and false
beliefs, as described in this study, exacerbate the
difficulties in accurate, early detection of depres-
sive and suicidal symptomatology. Moreover, be-
cause of the age-specific prevalence of acting-out
behaviors in this patient population, it is easy to
imagine that physicians not specifically trained to
be alert to these behaviors as depressive symp-
toms would ignore their diagnostic significance or
misdiagnose them. The results of this study, as
well as the average 200 percent increase in suicidal
death among 10-to-24 year olds in the last two dec-
ades, make imperative the need for increased em-
phasis in the training of primary care physicians on
the differential diagnosis of childhood depression
and self-destructive behavior. Physicians need to
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be alert to the diagnostic significance of “depres

sive equivalents” and disguised self-destructive
behavior of children.
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