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Depression

Depression is characterized by a disinterest in enjoyable activities, the experience of
low moods and the associated cognitive, behavioural and physical symptoms for a
sustained period of time.

Some cognitive symptoms as referred by the American Psychiatric Association’s
Diagnostic Manual (DSM-1V), can include having poor concentration, a sense of
guilt or worthlessness, or recurrent thoughts of suicide. Behavioural symptoms can
include abnormal sleep cycles (insomnia or hypersomnia), or a decrease or increase
in appetite. Physical symptoms refer to fatigue and psychomotor changes including
agitation (e.g. unable to sit still, pulling or rubbing of skin) and/or physical and verbal
retardation. These symptoms should happen frequently during the day and re-occur
almost daily.

There are four severity levels of depression, namely, sub-threshold, mild, moderate
and severe. These categorisations are defined by the number of symptoms displayed,
as well as the degree of functional impairment. Functional impairment refers to the
disruption of a patient’s life brought about by their symptoms. For example, a person
who is depressed may not be able to work or interact with others effectively. Also,
they may not be able to take care of themselves or family members at home.
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Depression is more common amongst adolescents than we expect. It is estimated
that 14-25% of youths experience at least one episode of major depression before
adulthood (Lewinsohn, 1998; Kessler, 1998). People with early onset depression
(before the age of 20) are more vulnerable to depression re-occurring. Adolescents
may present symptoms in a different way compared with adults. Anxiety and irritation
are more common in this group. Moreover, depression is often co-morbid with other
pathological processes such as anxiety, conduct disorders/ oppositional defiant
disorders, or substance abuse disorders. Numerous cases (50-80%) will have a
second diagnosis. Two of the most common concomitant disorders are conduct
disorder and/or oppositional disorder. These disorders occur in around 25% of young
people with depression. Similarly, a similar percentage of young people have anxiety
disorders as well. Around 15% affected meet the criteria for obsessive-compulsive
disorder, and 5% will meet the criteria for eating disorder. Many adolescents who are
depressed also utilize drugs or alcohol to cope (Ryan, 2005).

A depressed adolescent may have poor concentration and do poorly in their
academics. They may become irritable and thus have poor relationships with
their parents, peers, and teachers. Some of them may even engage in risk taking
behaviour such as self-harm or substance misuse. Depression is also associated
with a higher frequency of suicidal thoughts. Therefore, depression has a significantly
negative impact on the adolescent’s social, emotional and physical health.

Depression is associated with self-harm, suicidal behaviour, and attempted suicides.
About two-thirds of suicides happen with people suffering from depression (Sartorius,
2001). People with depression are four-times more likely to commit suicide compared
to the general population (Bostwick & Pankratz, 2000).

For instance, a community study conducted in Hong Kong (Wong, 2008), identified
depressive symptoms as one of the factors for adolescents who inflict self- wounds
repeatedly.
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e Adolescents who have experienced childhood physical or sexual abuse
e Adolescents with behavioural difficulties
e Adolescents who repeatedly harm themselves

e Adolescents with chronic family conflicts

Apart from depression, there are also some concerns regarding heightened suicidal

SRR - IEERE R ERATIIEENTOTES LR SHER thoughts as a result of antidepressants treatment administered particularly in
VB » tItt, - SO EEINEIEE » FEREMEIZHE o adolescents. Thus, caution should be taken with the treatment options available for

adolescents.
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| Risk factors associated with depression in adolescents:

For some, low moods may be triggered by different risk factors (NICE, 2005,
[CG28]).

Vulnerable factors:

Being female

Parental history of depressive disorder
Parents who are divorced

History of physical, emotional or sexual abuse

Living in a foster care family

Stimulating factors:

A sudden undesirable change in interpersonal relationships in friends or family

Personal assault
Formation factors:

History of depressive symptoms
High levels of neuroticism

Ruminative thinking patterns
Risk factors in social environment:

Bullying

Poor academic performance
Protective factors (that may decrease the likelihood of depression):

Good social support (friendships)
Close relationship with at least one family member

Social valued personal achievements
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Prevalence and incidence of depression in Hong Kong :

‘-------------------------------

There has been no formal epidemiological study conducted in Hong Kong to
date. Thus, prevalence and incidence of any mental health problems can only be
extrapolated from worldwide data. Worldwide data suggests that the prevalence
of any mental health problems varies between 15 — 25% of the general population
(Kessler, 1998). Based on this figure, Hong Kong is estimated to have 1-1.7 million
people suffering from a mental health problem.

According to a survey conducted by The University of Hong Kong in 2004, a random
sample of 2176 participants aged 12-18 was taken and over 20% of the sampling
population showed symptoms of depression (Wong et. al. 2008).

The actual prevalence may be under-reported because of the stigma attached.

Nevertheless, the prevalence of depression does closely resemble other high income
countries.



NSEFEERNAEALR |

AESOEEER LIEE - BERkAmEER TR - -8R
ERIBE  S—RAIIEBIARE - "E8/N\EFT2E” B0 (www.
depression.edu.nk) RIEABBEME SR IKEBEZBRTHRBDIVNNES
(CES-D) » CES-D 288 Radloff &£ 1977 FEREHH—BBEHREER &
M BFHEPAHIRNEAS L - HBAREDFS -

—EEXRNEHEE > DIRBEHNBRISRKETEL - MEAZD CES-D 89
MR BERIETIS IR » CES-D AR —BBY - BIRHR » 8Kk
NSEBEHEETER—EER (AWEBERBE) - I CES-DT
UeRIEEEmARNEERNNEERARNEERISOE - MAREEK
ZET LB RERN T AN W ILIETHE - BEERI T/FIDRM
FLDET - HP—EBRERUN D - AKFXARBRRBENACPEIES
BIBENDOH - S—BRIFEMTS - RFXAGBRREMENAZD
RRZEREBENAMGB DL - AHPEBEFN L EET— B
00 > 3208 CES-D BIRED FFLD B 83-85% BIBURIEA] 49-77% BORFE I
(Garrison 1991) « ERNEBEFREEINSIBR G FHIRE SRR ANEBIEAR
EDE » WILIRERAK LR - BBk
BRERNTLE - URBEXBAEE -

=

B2 » Garrison (1991) BRI HE RS RNVEP—EREH - 2548
HWSIEREMELLR « KN - EESRVERRABEREDE o —L&

HRAEBR - EOBXRIUSTERFETHHEN —RIFERRIEEEEE -
MIFERARINEAEAN
SRERARTER—BEIEMRLE - KIENBE  RRAEEIBIFX

ATER @ =RE—Hm IS

-

.

q_

Depression assessment scale and How it is used :

-------------—------------T-

Detection of depression in adolescents is often based on two types of screening
tools, namely, a self-report based instrument and an interview based instrument. The
screening scale used in the “Little Prince is Depressed” website (www.depression.
edu.hk) comes from The Center for Epidemiological Studies — Depression Scale
(CES-D). The CES-D is a self-report scale developed by Radloff in 1977 used firstly
for adults in community studies, then later used amongst adolescents.

The usefulness of a scale is measured by its psychometrics, and of which, the
reliability and validity of CES-D is above average. The CES-D is internally consistent,
meaning the items on the scale are measuring the same construct (eg. negative
thoughts). Moreover, the CES-D can differentiate adolescents who are clinically
depressed from those who are not, which is verified by the interview based instrument
used for clinical diagnosis. Differentiation can be done in two parts. A sensitivity
score represents the percentage of people tested positive who are truly depressed,
and a specificity score represents the percentage of people tested negative as being
clinically healthy. The best cut-off score by the CES-D showed a sensitivity of 83-
85% and a specificity of 49-77% in a study conducted among middle school boys
and girls (Garrison, 1991). This implies that the scale captures adolescents who may
be clinically depressed reasonably well, and that it may be comparable to a clinical
tool. A self-report scale with a high sensitivity may be a good prompting tool for

professional help-seeking.

However, one of the limitations of this scale highlighted by Garrison (1991) may be
the relatively high false positive rate. Also, the focus is not on adolescents. Some
researchers suggest this scale may measure general non-clinical emotional turmoil

rather than clinical depression in a younger age group.

In the end, this scale serves only as a self-screening tool to prompt students, parents

or teachers to consult professionals for further help and assessment.
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1 What can I do to help? :

If you have a student who you suspect to have depression:

Try to seek knowledge and understand the causes, risk factors, and symptoms of
depression. Observe changes in his/her behaviour, and maintain relations by actively
listening to him/her. If you find that your student displays symptoms of depression,
encourage him/her to seek professional help. Meanwhile, maintain your support and
concern for your student. It is common for people who are depressed to either not be
fully aware of it, or refuse to seek external help due to social stigma. Encourage them
to face their difficulties and in turn seek professional help. Let him/her understand the
importance of seeking professional help, and that it will be dealt with in a confidential
manner.

If you have a friend/colleague who you suspect to have depression:

It is always beneficial for a friend suffering from depression to understand that you
are there to support and love them. Try to seek knowledge and understand the
causes, risk factors, and symptoms of depression. If you find that your friend displays
symptoms of depression, encourage him/her to seek help from your school teachers,
or mental-health professionals. Meanwhile, keep the lines of communication open
"Just don't think
about it!", or "I'm no better than you!". Instead, reassure them by saying things like

with him/her. Avoid using phrases like "Relax!", "Be Strong!",
"Though | can't fully understand why you are so unhappy, | can see that you are
passing through a rough patch. I'll be by your side!" But most importantly, let him/her
understand the importance of seeking professional help.

If you suspect you have depression:

Talk to someone you can trust (your parents, your friends, your teacher), and seek
professional help. You may not have the energy or motivation to engage in any activities,
however, taking the first step to seek help may aid you to regain some sort of control
in your difficulties. Also, actively trying to find out more information about depression,
understanding the available treatment options, and knowing that it is a treatable
condition will help you recover.
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Teachers and staff members should be familiar with the crisis management
procedures in order to help students suspected of depression or who pose risk to
self or peers. School education psychologists and social workers should be notified
and consulted.

For specifics, please visit the Crisis Management Handbook (April 2005) and the
eBook on Student Suicide for Schools: Early Detection, Intervention & Postvention
(EDIP) (June 2011) developed by the Education Bureau

http://www.edb.gov.hk/filemanager/EN/content_2348/crisise.pdf

http://www.edb.gov.hk/filemanager/EN/content_8605/An%20eBook%200n%20
Student%20Suicide%20for%20Schools%20EDIP.pdf

For less severe or mild cases, community support specialists (e.g. psychologists,
psychiatrists, social workers and counsellors) should be notified and the individual
can be treated in a primary care setting. For more severe cases (such as self-injurious
or peer—harm cases) one should receive intensive inpatient care in a hospital.

Furthermore, the mental health service plan drafted by the Hospital Authority
for 2010-2015 states that the challenges lie in the collaboration between multi-
disciplinary professionals and the continuity of care limited by the structural issues in
Hong Kong’s mental health system.
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Cognitive,Behavioural{Therapy,(CBT))

—————— o
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| History

-

CBT is literally a combination of behaviour therapy and cognitive therapy, developed
by Aaron Beck during the 1970s (Beck, 1976). Prior to CBT, behavioural therapies
were widely used for neurotic disorders (anxiety disorders), but when used alone had
not been very successful in treating patients with depression. Beck and his colleagues
believed that the maintenance of depression was sustained by negative thinking styles
and reasoning. Such thinking styles were operated by underlying cognitive schemas
or beliefs. It was first called rational emotive therapy, and it differentiated itself from
the psychoanalytic model by focusing in the present rather than the past. Beck
explored the relations between cognitions and emotions, and CBT was formalized into
a treatment in the late 1970s. Based on the cognitive model, which suggested that
depressed people hold negative views on themselves, the environment around them,
and the future, the therapy took on an educative approach.
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Theory and therapeutic approach :

e WE N EE N N B S S B B B S O S S S O S . ..

The therapist collaborates with the patient and guides them through self-discovery. In
particular, the patient is to be made aware of and identify their negative thinking style.
The patient is given homework to practice identifying their thinking patterns as well as
their behaviours. Once the patient has been made aware of his/her negative schema,
the therapist guides them towards a behavioural change and restructuring process.
In simplified terms, CBT is a combination of cognitive and behavioural therapy. Unlike
psychodynamic therapy, CBT does not encourage patients to look into their past. It is
a very present problem focused therapy.

CBT has evolved and has been modified over time as well. In recent years,
researchers have started to revolutionalize CBT into a “third-wave CBT” (Hayes,
2004). Compared to the CBT, “third-wave” CBT focuses less on correcting and
controlling the thoughts that are identified as “wrong” but moves on to focus on
the process of thinking. To put it in illustrative terms, CBT aims to change negative
thinking styles, while “third-wave” CBT aims to change how we process negative
thinking styles. Some examples of “third-wave” CBT are mindfulness based cognitive
therapy (MBCT), and acceptance and commitment therapy (ACT). In a nutshell,
MBCT aims to heighten patients’ awareness of their thoughts, and how to respond
to thoughts instead of automatically reacting upon them. ACT mixes in mindfulness
approaches by raising patients’ self-awareness, acceptance and understanding of
such thoughts, and encourages action to reach a goal based on the patient’s value
system.
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Beck’s cognitive errors and daily examples:

‘------------—-------------

a. Overgeneralisation

e.g. Peter did not get selected as a member of the school’s soccer team, and
believed that he will not be picked in any other sports team because he was not
good at sports. (In fact, he may be good at basketball.)

b. All or Nothing Thinking/ Black and White Thinking

e.g.Susan liked to answer questions in her favourite teacher’s physics class.
However, she did not get picked every time she raised her hand. She believed
her teacher dislikes her. (In fact, the teacher appreciates Susan’s enthusiasm, yet
she believes she should give other students a chance to answer questions.)

c. Jumping to Conclusion

e.g. More and more of Christy’s friends began to date. However, Christy was still
single. She believed she was unattractive and thus she did not have a boyfriend.
(In fact, Christy has not expanded her social circle, whilst her friends have been
socializing in joint-school activities.)

d. Magnification and Minimisation

e.g. Robert failed his test in his most confident subject. He felt his confidence in his
whole academic portfolio was shattered, as he was not able to manage his most
favourite and confident subject. (In fact, this was a one-time event. He had done
well in another subject that he was least confident about.)
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e. Catastrophisation

e.g. Ken received his report card and found one of his subjects failed. He immediately
leapt to think that he will be living poorly and will not survive in the world (In fact,
one subject failure cannot awfully conclude his life.)

f. Self-blame/ Personalisation

e.g. Amy is the chairperson of a fund-raising event. She did not raise as much money
as the year before, and she felt she was such a failure in leadership. (In fact, the

current economic turmoil made people less willing to donate money.)
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What is a more
Cognition Evidence to Evidence to What Vytf..ntth refatl;‘s_tlz_wag
(Belief) support reject wrong wi € or thinking :
cognition? (Cognitive
Restructuring)
Chinese has My parents My parents do | Overgeneralisation | My parents
feudal view of always allow my | say they care may be worried
esteeming men | brother to hang | about me. about their
above women. | out with his daughter’s

My parents
favor my brother
more than me.

friends at night,
whilst | have a
curfew to meet.

safety at night.

care about me.

All my friends JC headband My friends are | All or Nothing My friends value
have bought JC | is the trendy still talking to | thinking me as a friend,
headbands and | item and allmy | me even when and will not

if | don’t | will be | friends have it. | | have not (yet) judge me by the
expelled from purchased the possessions |
my group. headband. have.

My family My friends’ My family is Jumping to My family thinks
cannot afford parents are still paying for | Conclusion | do not need
buying me a buying them my equally a smart phone
smart phone. smart phones. expensive as a student.
They do not piano lesson. It is a luxurious

item. They will
rather support
my passion in
piano.
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What is a more

Cognition Evidence to Evidence to What vyt?'nntth refatILs_tlz_wag
(Belief) support reject wrong wi e of thinking:
cognition? (Cognitive
Restructuring)
| was late The teacher The teacher Magnification Although | have

once to school
last year. The

did mention the
importance of

praised my
effort and said

and Minimisation

a bad record
for being late,
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teacher will not | punctuality. she trusted | have not

pick me as the me. been late ever

leader of the since and | am

club for the next able to show

academic year. my teacher |
learn from my
mistake and |
am trustworthy.

My team will be | The good The other Catastrophisation | We can start

dismissed players will players are preparing for

permanently. graduate this catching up next year’s

year. for next year’s game by
games. providing more

trainings for the
younger players
with the help
of the seniors
NOW.

We failed the | made a My group Self-blame The project

group project mistake in mates did not failed only

due to the calculation. blame me. because the

mistake | made.

focus was out
of what had
been required.
[t was not
due to a small
calculation
error.
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Additional Help Directories

s Organisation 56 Tel | #8ib Website
84 Students
R ERE D)) Breakthrough 2632 0000 | http://www.breakthrough.
Counselling org.hk/cc.xhtml
Centre
EBENZTEEIRFE | Hong Kong Sheng | 2521 3457 | http://www.skhwc.org.
Kung Hui Welfare hk/~orweb_prod/tc_chi/ser_
Council Youth network/ser_services/ser_
services services.php
EBHISH OB R A | Samaritans Hong | 2515 0423 | http://www.samaritans.org.
@fTAPETE) Kong — The Young hk/index.php?page=309
Samaritans Peer
Support Program
BERES The Kely Support | 2521 6890 | http://www.kely.org
Group
I\ see ©EH FOE | ) see ££E Youth | 2332 4343 | http://www.seeingheart180.
ISR EE NG mental health in- com/
formation website
ZEf Teachers
FBINEFESHE | The Mental Health | 2528 4656 | http://www.mhfa.org.hk/
anfij} Association of
Hong Kong —
Mental Health First
Aid course
AR Public
22T RER Baptist Oi Kwan 3413 1556 | http://www.bokss.org.hk/
Social Service bokss.org.hk/hk/default.htm
BRE O BE Caritas Family 2383 2122 | http://fcsc.caritas.org.hk/

Crisis Support
Centre

HeS Organisation | B35 Tel | #Bii5 Website
EBABEBESE | HKJC Centre for | 2831 5232 | http://www.hku.hk/csrp
liN=E ez un)l|\ Suicide Research
and Prevention of
The University of
Hong Kong
EEWKEEARFEDPI) | Christian Family 2318 0028 | http://www.cfsc.org.hk
Service
Centre
FBPKEIW\EE | Clinical and 2696 1073 | http://www.psy.cuhk.edu.hk/
REIRR RZRRINVEE | Health Psychology chpc/
)|\ Centre,
Department of
Psychology,
Chinese University
of Hong Kong
S8 BEEMEHSE R | Counseling 2527 2250 | http://www.methodist-centre.
EFSD)) and Integrated com/cies/index.html
Employment
Services,
Methodist Church,
Wan Chai
EERCABEER | Counselling and 2570 7110 | http://www.hksyu.edu/
trzRmhIl) Research Centre, counpsy/crc/c.cre.htm
Department of
Counselling and
Psychology, Hong
Kong Shue Yan
University
BES Department of 2961 8989 | http://www.info.gov.hk/dh/
Health
7N A= Fu Hong Society | 2745 0424 | http://www.fuhong.org
EBABREENIEE | HKU Family 2859 5300 | http://hkufi.hku.hk/services.
Institute html
EBZEEEMNZIWE | Hong Kong Family | 2832 9700 | http://www.hkfws.org.hk
2R 7S Welfare Society 2720 5131
Mental Health
Service
Mindmap - Mindmap - The 2831 5232 | http://www.mindmap.hk
INBREESIMEMA | Mental Health

Information Hub




-

Organisation

E5E Tel

#8ib Website

HERBRES

New Life
Psychiatric
Rehabilitation
Association

2332 4343

http://www.nlpra.org.hk/
services/overview.aspx

Richmond
Fellowship of
Hong Kong

2529 1323

http://www.richmond.org.hk

St. James’
Settlement, Family
and counseling
services; Youth
services

2574 5201

http://www.sjs.org.hk/

BRSPS IR

gt

St.John’s
Counseling
Services

2525 7207
2525 7208

http://www.sjcshk.com/

B =

08

The Society of
Rehabilitation and
Crime Prevention,
Hong Kong

2527 1322

http://www.sracp.org.hk

ERIRFS Hotline S

ervices

REEHII SRR
SOERRFS

Baptist Oi Kwan
Social

Service Youth
Service

3413 1556

http://www.bokss.org.hk

B OBEET 2R

Caritas Family
Crisis Support
Centre

18288

family.caritas.org.hk/ser/
crisis.html

BPHESTRRPILR
iR

Caritas Male
Service Hotline

2640 1100

family.caritas.org.hk/ser/
male.html

HeS Organisation | &35 Tel | #8i5 Website
EprEIRERBEL | Hospital Authority | 2928 3283 | http://www.ha.org.hk/easy
ZUIR Easy Program
Hotline
B[RS 24 /)\FF | Hospital Authority | 2466 7350 | http:/Awww.ha.org.hk
SRR EVR Mental Health 24-
hour Hotline
TR ERS Kwan Fook Wok | 3145 0600
[ AMREE | Bt | Women Hotline
Tt ST AZB 2R Social Welfare 2343 2255 | http://www.info.gov.hk/swd/
Department
Hotline
EBBETEETHE | Stewards Youth 2635 7709 | http://www.stewards.org.hk
BIEGR Outlook Hotline
BESEEFERER | St. James 2835 4342 | http://hs.sjs.org.hk
DEINBRERRHE | Settlement
Children and
Youth Mental
Health Service
S mBEUR Suicide Prevention | 2382 0000 | http://www.sps.org.hk/
Service
EBHEUSHEEIES | The Samaritan 2389 2222 | http://www.sbhk.org.hk
I DENR Befrienders Hong
Kong Hotline
BEEISAEEZMR | The Samaritans 2896 0000 | http://www.samaritans.org.

Hong Kong

hk

EBRRIBEPIVE
=

Hong Kong Mood
Disorders Centre
Hotline

2833 0838

http:// www.hmdc.med.cuhk.

edu.hk

EZBINBRE 24 /)
B IR (2 R AR

Mental Health
Association of
Hong Kong —
Mental Health 24
-hour Hotline

2772 0047

http://www.mhahk.org.hk
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