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Abstract

Introduction : Child psychiatrists are faced with low agreembetween informants when
guestioning about children’s problems. | studiedthmeochild agreement and possible
influencing factors in reports of depressive symmoand subjective quality of life of
depressed and non-depressed childiymotheses 1. mother-child agreement will be better
in older children, in mother-daughter pairs, anthiaternal depression 2. parents of depressed
children will rate lower quality of life for thewffspring, while healthy children’s parents rate
higher quality of life than children for themselyegreement will be better in older children
and in non-depressed childréviethods. Depressed sample consisted of N=354 children with
Major Depressive Disorder between the ages of 7 Id&n@mean: 11.69 yrs (sd: 2.05 yrs).
Non-depressed sample consisted of school-age ehilM=1695), mean age was 10.34 yrs
(sd: 2.19 yrs). Subsamples were used for diffecemparisons. Psychiatric diagnosis was
obtained by semi-structured interview (ISCA-D), degsive symptoms were measured by
BDI (mothers) or CDI (non-depressed children). Quadf life was obtained by self-report
form (ILK). Results Mother-child agreement increased as childreroper. Mother and son
reports were significantly different while mothandadaughter reports were not. Girls had
more severe symptoms but mothers did not follow tiender difference in their reports.
Depressed mothers reported more serious symptomihdo children whose reports were
also influenced by parental depression to a smakent. Depressed children’s parent rated
lower QoL than children for themselves while in raepressed samples the opposite was
observed. Agreement was significantly influencedthy health status of the child and only
marginally by the age of the child. ILK questiomeaproved to be reliable and valid for the
measurement of QoL in Hungarian childr@iscussion Individual reports were influenced
mainly by individual characteristics, while agreem&as modified only by the age of the
child in symptom reports of depressed children. [Quaf life is lowered by psychiatric
illnesses. Assessment is further complicated bysev@greement. Therefore, it is important
for practitioners to be knowledgeable of the fagtiafluencing individual reports and mother-

child agreement.



1. Introduction

1.1 Significance of agreement in child psychiatry

Obtaining adequate and substantial informationfimmdamental necessity of child psychiatric
evaluation. The person of the informant providimgadabout the symptoms and course of the
illness of the child, however, is not as straigiwfard as it is with adult patients. The child
can be too young or too ill to give reliable inf@ation or may not want to participate in the
assessment. In most cases the caregiver, usuallpatrent is also interviewed. In the past
there was an unquestionable practice of asking timdy parent about the child’s illness.
Information collected from the child was considesstondary to the parent’s report (Grills
and Ollendick, 2002). Questioning the validity dfet child’s report was based on the
assumption that children, especially at a younglageed the necessary verbal and cognitive
skills to describe adequately their own interna&lifegs (Herjanic et al., 1975; Schwab-Stone
et al.,, 1994). Currently children are viewed asal#é, valid and valuable informants and
whenever possible are included in the assessmeimtg thultiple informants, however, raised
new concerns. When comparing information from défe sources clinicians are faced with
the low agreement between reporters. This has Sleewn in numerous studies in the past
and at present in diverse ethnic and cultural baxkgls and virtually any community
(Breslau et al., 1987; Bennett et al., 1998hsen et al. 1999; Najman et al., 2001; Cole. et al
2002; Ende and Verhulst, 2005) or clinic sampleliigrs, 1992; Frick et al., 199¥guyen

et al., 1994;DiBartolo et al., 1998Grills and Ollendick, 2002Berg-Nielsen et al., 2003;
Kroes et al., 2003Martin et al., 2004) in which it was examined. Tlogv correlation
suggests that each informant contributes its owrosenformation. One cannot replace the
other. Any single assessment method provides oatiigb description of a child’s behavior
(Ende and Verhulst, 2005).

Questions about informant agreement and factotsen€ing it were raised and research
turned toward this issue from the 1970’s. The ingwe of studying the problem of
informant discrepancy is highlighted by three fagtd-irst, there is lack of a "gold standard”,
that is an undoubtedly reliable and adequate pbwiformation about the illness specifics of
the child. Even if such a standard did exist, un&d informants observing children in
different settings probably use different threskolthd have different abilities, skills and
judgment biases. Therefore, reports of differefdrimants must be compared to each other
without exact knowledge of their validity. Secomdnfrontation of the informants with the

discrepancies in order to reduce disagreementNggyen et al., 1994) might pressure them



to provide invalid ratings. Third, the reasons behinformant discrepancy are an important
area of research which might add to our knowledfehe validity and reliability of
information from different sources in the everyddwical practice.

Reliance on different informants might lead to iiging differing children as having a
psychiatric illness (Frick et al., 1994; Jensenlgt1999; Braaten et al., 2001). In the study of
Rubio-Stipec et al. (2003) depression was prese®.1% of the community child sample
when the informant was the parent and 4.9% whesrnmdtion was received from the youth.
They found that the prevalence of all diagnosegeuary the informant. Depressive disorders
were more prevalent when the informant was thetyautile disruptive disorders were more
prevalent when the informant was the parent. Whamsidering information from two or
more sources even finding a consensus on the tprgbtems in therapy might become a
difficult task. Hawley and Weis (2003) comparedytrproblems for treatment identified by
parents, children and therapists and found th&%&lid not agree on any single problem and
44.4% failed to agree on even one general areaiffafutty. This clearly illustrates the
dilemma a therapist faces upon receiving differinfprmation from various informants.
When symptom reports from different sources arepaoed, the problem becomes even more
complicated. Information about the symptoms ofsodier can be compared on the presence
vs. absence, the level of severity or both. Loweagrent between different raters is evident in
every comparison regardless of the type of therdesostudied (in depression: Nguyen et al.,
1994; Bennett et al., 1997; in anxiety disorderclret al, 1994; DiBartolo et al., 1998;
Comer and Kendall, 2004; in attention-deficit hygmivity disorder (ADHD): Mick et al.,
2000; Klassen et al., 2006).

In the present thesis | assessed agreement amedrédators in two areas of child psychiatry.
First, | compared maternal and child reports anadlyamed agreement about the depressive
symptoms of the child; second | assessed matenaiatlald reports and agreement about the

quality of life (QoL) of depressed and non-deprdsdaldren.

1.2 Agreement in depression
The same issues and dilemmas emerge when comparatgrnal and child reports of

depressive symptoms of the child. Regardless oitbthod of information reporting (self-

report vs. interview), the concordance betweenrsatein the low-medium range, Pearson
correlation coefficients are between 0.009 and {M§uyen et al., 1994; Bennett et al.,
1997). In a study of Hungarian depressed adolegummilation Csorba et al. (2003) found a
mean kappa of 0.40 for mother-child agreement anpsgms of depression; more precisely



low agreement on suicidal ideation (0.14), modevatae for depressed mood (0.48) and the
highest agreement for suicide attempt (0.75). messtudies depressed youth reported higher
rates of symptoms (Bennett et al., 1997; Jensah,et1999; Cole et al., 2002; van der Ende
and Verhulst, 2005; Kassam-Adams et al., 2006)iacidence of major depressive disorder
(MDD) (Braaten et al., 2001; Kassam-Adams et &Q6) than their parents. The reasons for
the observed discrepancies remain unclear. On the land, internal symptoms are
considered to be less easily observed by parentsth® other hand, these symptoms are
discussed less freely by children. It is also gaesihat parents and children have different
thresholds for the disturbing effect of depressymptoms. In cases where parental reports
show more symptoms a plausible explanation mighttHa# mothers are overestimating
problems in order to justify the need for psychéaévaluation and treatment or that children
and adolescents might be reluctant to show theiblpms in full range due to fear of being

diagnosed with a psychiatric condition and haviegtiment.

1.3 Agreement in QoL

1.3.1 Definition of QoL

A relatively new field of research is the qualitlyliee of children. QoL is a holistic construct
and as such it is universal, standard and multidgio®al in a given culture, in a given time
frame. It has no physical or temporal basis. has a directly measured entity and therefore,
observed variables are only imperfect indices o tinderlying construct. It has been
described in different ways. According to the diéiom proposed by Wallander and Schmitt
(2001): “QoL is the combination of objectively amsdbjectively indicated well being in
multiple domains of life considered salient in ane€ulture and time, while adhering to
universal standards of human rights.” Anotherrmdgéin of the same construct is given by the
WHOQOL Group (1994): “Quality of life is the indduials’ perception of their position in
life in the context of the culture and value systamwhich they live and in relation to their
goals, expectations, standards, and concerns”.must differentiate between objective and
subjective QoL. Objective QoL focuses on the obyectjuality of the conditions in which
people live whereas subjective QoL examines thévithaial’s subjective satisfaction with
their lives. The two types of QoL naturally infllemneach other and cannot be completely
independent. Therefore, it is best to examine sawombination of the objective and
subjective perspectives (Vetré et al., 2003).

Investigation of QoL mainly concentrated on aduttshe past. Over 20,000 articles were
published between 1980 and 1994 on this subjectobiit 3,050 (approximately 13%)



pertained to children (Wallander and Schmitt, 20@&Jolescents (between ages 13 and 18)
were examined most frequently, less research iedolyounger children. Only 9% of the
studies evaluated QoL based on children’s repdtis. amount of research on the quality of
life of children has increased greatly over the¢ fas years. The importance of this issue is
underlined by the improved life expectancy in ctaldwith chronic, life threatening illnesses,
the availability of more precise diagnostic toofs ghild and adolescent psychiatry, the
resulting increase in recognition of psychiatrisedises in children and adolescents and the
need for systematic assessment of therapeuticvartdons. Quality of life as one of the
newly incorporated outcome measures offers a unagp®rtunity to assess and follow the
subjective consequences of the factors mentionedeab

| have found five quality of life evaluations inetfHungarian literature. Three involved adults
(Czimbalmos et al., 1999; Szende and Molnar, 2@X&nde and Németh, 2003) and one
book summarized the quality of life of the Hungar@opulation (Kopp and Kovéacs, 2006) in
which only one subchapter dealt with the QoL ofrygpeople (16 to 24 year-old women and
15 to 19 year-old high school students). One revdesgusses the general characteristics and
pitfalls of the evaluation of childhood quality life (Vetro et al., 2003). The Health Behavior
of School-Aged Children (HBSC) is an internatiosaldy including Hungary started in 1985
which among other areas, became interested inrehikl satisfaction of life. The so called
Cantrill ladder was introduced as a new instrunmer002 in which children rated their own
life satisfaction on a scale of 0 to 10 (Aszmar®03). Since the measurement of well being
was based on only one question, it did not allomae detailed analysis of the concept. |
have not found any publications about the QoL oychgtrically ill Hungarian child

population.

1.3.2 Agreement in QoL
Inter-informant agreement about the QoL of childnas been shown to have modest values

(for a review, see Eiser and Morse, 2001) similadyconcordance on other issues, for
example depressive symptoms of the child. Whileettege many publications about parent-
child agreement on children’s quality of life inyscal illnesses such as epilepsy (Ronen et
al., 2003), asthma (le Coqg et al., 2000), cystiwosis (Havermans et al., 2006), cancer
(Larson and Melin, 1992; Sawyer et al., 1999; Rasst al., 1999; Vance et al., 2001; Russel
et al., 2006), juvenile idiopathic arthritis (Aprét al., 2006), oral, oro-facial problems
(Jokovic et al., 2003), there are less in psycitidtnesses (ADHD: Baastiansen et al., 2004,
Klassen et al., 2006) and in general populatiore(ifilssen et al.,1998; Creemens et al., 2006;



Robitail et al., 2006). There are only a few thatnpare an ill population to a healthy one in
the same study (Levi and Drotar, 1999; Coq et 2000; Russel et al., 2006) but their
methodology varies greatly, making comparison asmegalizability difficult.

There is a tendency for parents of ill childrerstmre lower QoL than their child in somatic
(Eiser and Morse, 2001; Vance et al., 2001; Rorteal.e 2003) and psychiatric samples
(Bastiaansen et al., 2004; Klassen et al., 2006)lewor parents of healthy children to rate
better quality of life than children for themselvg&reemens et al., 2006). Theunissen et al.
(1998) in a study of a representative 8-11 yearbnltth population found that when the child
and the parent both reported low QoL, the pargminted relatively lower QoL than the child.
When the child and the parent both reported high@r the parent’'s scores were higher than
the child’s score. This would suggest that when ¢higd is ill (QoL is low), the parent
overestimates the effect of the illness and whencttild is healthy (QoL is high), the parent
underestimates the child’s problems compared toctiilel. Naturally, the lack of a gold
standard which would define the true QoL of a giebild complicates this issue further.
Parent-child agreement in general population sasnpleow to moderate and is dependent on
the domain questioned and the method of intervigWiirevi and Drotar, 1999; Verrips et al.,
2000; Creemens et al., 2006). Eiser and Morse (200rcluded in their review that there
was better agreement between parents and chrgniltathildren than parents and healthy
children. Supporting this result, Russel et alO@0ound better agreement in cancer patients
than healthy controls and Robitail et al. (200&)ve&d higher concordance for children with
special health care needs and their parents thamealthy parent-child pairs. Levi and
Drotar (1999) however, found greater discrepandieshe reports of a cancer group.
Comparison of agreement on quality of life betwgaychiatrically ill children and their

parents versus healthy children and parents wasepotted previously.

1.4 Factors influencing symptom agreement and conmtance about quality of life in

healthy and ill children

Research on the various factors influencing agre¢mdentified several possible candidates.
The most promising variables are methods of inféignacollection, the type of symptom or

domain assessed, characteristics of the proxy tepag. psychopathology, level of stress,
iliness status of the sample, age and gender ofhhe and socio-economic status (SES) of

the family.
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1.4.1 Method of obtaining information

It is crucial in studying inter-informant agreemehtat the criterion measure (self-report
guestionnaire, semi-structured or structured imégry must meet at least the conventional
standards of relative reliability and stability.réier prerequisite is ideally the same or at least
similar wording and content of tests for differamformants. When the reporters are children,
comprehension of the concepts tested might alseeptea problem. Breton et al. (1995)
examined several aspects of a structured interipwagnostic Interview Schedule for
Children, DISC) and found that only 16-56% of chiélid aged 9-11 understood the questions
of the interview, and that they had difficulty witmderstanding time concept. Rates of
comprehension improved with age but differentidthy different disorders. Analyses also
revealed that as word length increased, the ratenderstanding decreased. Studies with
clinical interviews have tended to yield higheremtater reliability estimates than those with
self-report forms but the degree of interview simoe did not seem to affect parent-child
agreement (Grills and Ollendick, 2002).

Verrips et al. (2000) assessed parent-child agreemigout quality of life of children by
different methods and compared results from faede interviews, telephone interviews
and mailed questionnaires. Their sample consistddlgears-old low birth weight children
and their parents. Parent-child agreement was ighethe telephone interview, somewhat
lower in the mailed questionnaire and lowest in fae-to-face interview. It is possible that
the personality and style of the interviewer inflaed the willingness of the interviewee to
disclose information. In the other two methods agrent was higher because some parents
and children might have ignored the instructionsubndependent completion of the tests.
Based on the above, it is important in agreemesganieh to apply the same test by the same

method in comparison studies or longitudinal inkgedions.

1.4.2 Type of symptom or QoL domain

Mother and child reports and agreement are aldoein€ed by the type of the symptom or
domain being assessed. Several studies supportéhethat the more overt externalizing
symptoms or domains are more easily noticed bynpanghile the more covert internalizing
thoughts or domains are more difficult to obserf@ @ review, see De Los Reyes and
Kazdin, 2005). Bennett et al. (1997) found highettmer-child agreement in a sample of girls
on several behavioral symptoms but poor agreememtternalizing symptoms. In a sample
of boys, Youngstrom et al. (2000) similarly foungtter concordance on externalizing than

internalizing symptoms. Nguyen et al. (1994) obedra sample of 5 to 11 year-old children
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and found that agreement was better for the presenabsence of behavioral than ideational
symptoms but concordance about the severity ofetlte® symptom categories were not
significantly different.

The same trend is noticeable in other areas ofeaggat research. When quality of life is
examined in various domains of the children’s ljve®re observable domains show better
concordance between informants. Physical and degrdbmains assessed by functioning in
school showed better agreement while social anghmdggical domains presented larger
discrepancies in Robitail et al.’s internationalidst (2006, 2007) involving community
samples from 7 European countries. Furthermordetbebrrelation was found between
parent-child reported QoL of observable domains wmise in covert domains in child
patients with epilepsy (Ronen et al., 2003), cari@arsons et al.,, 1999; Chang and Yeh,
2005; Russel et al., 2006), cystic fibrosis (Havemm et al., 2006), and oro-facial problems
(Jokovic et al., 2003). Klassen et al. (2006) ssse parent-child concordance in children
with ADHD and found the lowest agreement in the donof self-esteem and the highest
agreement in the domain of physical functioning.

1.4.3 Maternal psychopathology and stress

It has been shown that the incidence of depressigneater in first degree relatives than in
the general population (Neuman et al., 1997; Rical.e2002; Kiss, 2007/a). This has been
supported by the results of agreement studies predsed child populations that examined
the depressive symptoms of the mothers as wellotfeaind Kovacs (1994) found that the
rates of maternal depressive symptoms were in thdemate — severe range on self-report
guestionnaires. Nguyen et al. (1994) examined aggee between prepubertal depressed
children and their mothers and found that 26% ef itiothers scored above the cutoff for
depression (13 points) on the Beck Depression tioveriBDI, Beck et al., 1961).

An important source of potential bias in parent&parting is the parent's own
psychopathology especially if it is the same ashia child (Kassam-Adams et al., 2006).
Depressed mothers report more depressive and loehlbsymptoms in their children than the
children report about themselves (Richters, 199nduf and Kovacs, 1994; Chilcoat and
Breslau, 1997; Berg-Nielsen et al., 2003; Kroesl ¢2003). Furthermore, the more depressed
the mothers are, the more serious they rate thddren’s negative behavior (Youngstrom et
al., 1999, 2000). Reporting more symptoms in th&dadn by depressed than non-depressed
mothers, however, does not necessarily mean adoiase. Reasonable alternatives are that

offsprings of depressed mothers suffer higher tharage rates of problems or that depressed

12



mothers are more accurate raters of their childretépressive symptoms than other
informants.

In spite of the influence of maternal depressiom@ternal reports, however, the literature is
ambiguous about the effect of maternal psychopagfyobn mother-child agreement. It has
been reported that maternal depression improvesir@doand Hammen, 1989), worsens
(Renouf and Kovacs, 1994; Youngstrom et al., 2039} os Reyes and Kazdin, 2005), or has
no detectable effect on parent-child agreements|Bueet al., 1987; Nguyen et al., 1994). One
possible explanation for lower concordance in tlesec of depressed mothers is the
“depression distortion hypothesis” that says tharendepressed adults are likely to report
more negative behaviors for their child than wouldependent observers (Briggs-Gowan et
al., 1996; Youngstrom et al., 1999, 2000). The sppp view which holds that depressed
mothers are more accurate observers of their emlgrdepression, is based on earlier
experimental studies that showed that depressedidodls have better recall of mood
congruent information than non-depressed ones (Bd@81; Blaney, 1986). Richters (1992)
reviewed 22 studies examining inter-informant agreset for evidence of distortion of child
symptoms by depressed mothers and concluded texe“is no empirical foundation for the
widespread belief that depressed mothers have rididtgerceptions of their children’s
problems.” He pointed out several possible flawsthe literature, including the lack or
inadequacy of criterion informants (comparison véathexternal rating, that is to have another
reporter to whom maternal ratings can be comparg), lack of criterion ratings (the
requirement of an independent, validated criteisna standard rating in the lack of gold
standard) , inadequate validity of the measuremasési, situational and behavioral non-
correspondence (different informants rate child avedr in different context, observe
different behaviors), degree of independence oérothters from maternal perceptions and,
finally, statistical considerations (appropriatestgies for studying agreement).

In a survey of adult participants, Heinonen et(2004) showed that judgments about global
QoL were largely influenced by current emotionaltat Considering the modifying effects of
the mother’s depressive symptoms on reports abmoilas symptoms of the child (as
discussed above), it is possible that the sametdifes an impact on maternal reports of child
QoL as well. Researchers found that while parese@ression did not affect their ratings of
child QoL, increased parental stress about thed'shillness was associated with worse
parent-rated QoL in chronic somatic ill samplescbifldren (Vance et al., 2001; White-
Koning et al., 2007). According to another studyegileptic patients, parental distress had

greater influence on parental reports than stidsadtt et al., 2003). Creemens et al. (2006)
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found significant correlation between parents’nmgsi of their own QoL and their ratings of
the child’s QoL in a healthy sample of 5 to 8 yelts. These studies, however, did not
analyze the effect of the above discussed variaigsarent-child agreement.

1.4.4 Health status of the child (healthy vs ill)

An interesting question is whether the health stattithe sample affects agreement. More
precisely formulated whether agreement is different healthy sample from an ill one;
whether there are differences according to disggeeeor severity of the disorder.

Grills and Ollendick (2002) concluded in their rewi that in the majority of parent-child
agreement studies the influence of disorder sgvedés not appear to be supported. As far as
differences in concordance based on disease tymy, tound increased disagreement
regarding internalizing disorders (such as depoesand anxiety) and better agreement in
externalizing disorders (eg. fire setting, aggnesdiehavior). An important prerequisite of
studying this question is to have well-defined aimhnosed samples with different illnesses
and to ask about the same symptoms using the saasune. Garber et al. (1998) compared
mother-child concordance in children with recurrafidominal pain, emotional disorders
(mood and anxiety disorders) and a well group. Tfeeynd that children diagnosed with
emotional disorders showed the highest disagreembii well children and their mothers
were in the highest agreement about symptoms othit@. Children with somatic problems
and their mothers were in mild disagreement contpdce the other two groups. They
proposed that since children in the well group altythad fewer symptoms, there was less for
mothers and children to disagree about. The higagieement of the emotional sample might
have been a reflection of a broader communicatroblpm and associated conflict that have
been observed in families with depressed children.

Agreement about quality of life offers a better ogpnity to study differences in concordance
in various samples due to the relative independefdbe studied feature from the health
status of the sample and to measurements whichadeguate for both healthy and ill
populations. However, results in the literature ep@flicting. According to the review by
Eiser and Morse (2001) there was better agreemetwelen parents and chronically il
children than parents and healthy children. Supmprthis result, Robitail et al. (2006)
showed higher concordance for the QoL of childreth wpecial health care needs and their
parents than for healthy parent-child pairs. Rusgelal. (2006) compared parent-child
concordance about QoL of child cancer patientseithy controls and found that agreement

was better in the cancer group. Significant paodtd differences were observed in 8 of 10
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scales in the healthy sample while only in 2 scatethe cancer group. Levi and Drotar
(1999) found greater discrepancies in the repdraeents and children with cancer than in a
healthy comparison group, even though the diffezertid not reach statistical significance in
either sample. | came across only one study of ipaytc patients that attempted to
differentiate between QoL of children with diffetediagnoses (Baastianen et al., 2004).
Unfortunately, only parent-reported and child-répdrQoL was compared among the groups,

agreement was not.

1.4.5 Child characteristics

1.4.5.1 Age of the child Studies have found that parent-child agreememrored with
increasing age among psychiatric outpatients (Rleaod Kovacs, 1994) and to a lesser
extent in community samples (Jensen et al., 1998)er studies did not find significant age
effect on parent-child symptom agreement, possiblg to a restricted age-range (Briggs-
Gowan et al., 1996; Bennett et al., 1997) or dichrotation of age groups (Breslau et al.,
1987; Nguyen et al., 1994). De Los Reyes and Kazd@i05) note in their review that
inconsistent findings could be due to different Imoets across studies, small sample sizes, and
the categorization of children’s ages.

The same trend can be observed in QoL agreemesdrods Concordance increases with age
in some studies in general child population (Robia al., 2006) and epileptic samples
(Ronen et al., 2003). In a study of children withalp dental problems, however, less
concordance was reported for older children (Jaketial.,, 2003). Theunissen et al. (1998)
also found less agreement for 10-11 year-olds @w&nyear-olds in their representative
community sample. Child’s age was not associated agreement on QoL in children with
cancer (Vance et al.,, 2001). Based on the comflctiesults Eiser and Morse (2001)
concluded in their review that there was no agecefdn parent-child concordance of QoL.
1.4.5.2 Gender of the child Child gender has been reported to affect parbiht-c
concordance with regard to some symptoms but nutrst(for a review, see Grills and
Ollendick, 2002). Jolly et al. (1994) found thatlgji self-reported depressive symptoms were
more comparable to observer ratings than boysnkEet al. (2000) found in an in-patient
sample that discrepancies in the ratings of thetiemal impairment of the child were greater
in mother-son pairs than in mother-daughter dyads.

The effect of the child’s gender on QoL agreemsrati$o ambiguous. Eiser and Morse (2001)

found no association between gender and mothed-elgiteement in their review. Jokovic et
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al. (2003) showed better agreement in boys with gm@blems and their mothers. Robitail et
al. (2006) reported higher agreement for girls packnts in a general population sample.
1.4.5.3 Socioeconomical status (SESyamily SES does not seem to have a significant
impact on mother-child agreement on child’s depvessymptoms (Nguyen et al., 1994;
Renouf and Kovacs, 1994; Bennett et al., 1997; Micél., 2000Youngstrom et al., 2000) or
on child QoL (Theunissen et al., 1998; Cavallolgt2806).

1.5 Methodological considerations

Given that multiple variables appear to affect neotthild agreement in symptom report, an
important concern is the extent to which theseofacinteract in their effects. However, most
studies of parent-child concordance have employedatiate statistics (e.g., Nguyen et al.,
1994; Bennett et al., 1997) and thus did not modelactions among variables.

The most frequently used Pearson product-momentelation coefficient (Pearson r)
provides information on the covariation among ssolait does not indicate absolute
agreement (Eiser and Morse, 2001). More appropssadistical methods are intraclass
correlation coefficients (ICC) for continuous védnlies (De Civita et al., 2005) or kappa
statistics for categorical ones. It is also us&fuéxamine mean differences between parents’
and children’s reports (Creemens et al., 2006)sgdite of the above considerations most
comparison studies still apply Pearson r statistily. There is a need to compare samples
from different backgrounds by more complex methods.

Even though there are various possible combinatiohsinformants, this work has
concentrated on parent-child concordance, espgaradther-child agreement, since usually

the mother is the most informed and most availatf@mant in child psychiatric evaluation.

2. Aims and hypotheses
| studied mother-child agreement about the symptohahildren in a sample with childhood-

onset depression:

* | hypothesized that mother-child agreement will ioy@ with the age of the child due
to higher levels of social-cognitive developmend &etter communication skills; and
that concordance will be better in mother-daugipi@rs than in mother-son pairs,
possibly due to greater degree of empathy in saexe pmirs and higher self-
consciousness in girls (Jolly et al., 1994).

* | hypothesized that agreement will improve with emafl depression, because
depressed mothers would be more accurate obsevf/éheir children’s depression
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and have better recall of such mood congruent imédion (Bower, 1981; Blaney,
1986; Richters, 1992; Burt et al., 1995).
| studied mother-child agreement about the qualftlife of children in depressed and non-
depressed samples:

* | hypothesized that parents of depressed childaén lower quality of life for their
offspring, while healthy children’s parents ratgher quality of life than children for
themselves. This is probably due to the increasedywand attentiveness of an ill
child’s parent compared to the relative carefréitude of a healthy child’s parent.

* | hypothesized that mother-child agreement is highehealthy samples than in
depressed ones since there is no anxiety in th@enabncerning the child’s well-
being.

* Finally, | hypothesized that agreement increasés thie age of the child regardless of
illness status due to developing insight and irgirgpability to share inner feelings
and thoughts.

My further aim was to adopt a quality of life scaleHungarian that is valid, reliable, and
suitable for the evaluation of healthy and ill dhédnd adolescent population as a self-report
and a proxy measure. By such a test, the qualitifefmodifying effect of somatic and
psychiatric illnesses become assessable and cobhpatfze changes in the condition of an ill

child become observable.

3. Methods

3.1 Participants

3.1.1 Depressed sample

Children in the depressed sample were enrolled study of genetic and psychosocial risk
factors in childhood-onset depression between APOIDO and February 2006. The study
recruited children through 23 mental health fae#it(six of which had both inpatient and

outpatient units) across Hungary. Children presgntat each site were scheduled for
assessment if they met the following criteria: ye@rs to 14.9 years old at study entry, not
mentally retarded, no evidence of major systemidioz disorder, had available at least one
biological parent and a 7 - 17.9 year-old siblingg(ired by the study’s genetic component),
and attained a predetermined cut-off score on reighehild or parent version of various

depressive symptom screening scales designedisgpribject. Children meeting these criteria

were scheduled for a two-part evaluation, conduotetivo separate occasions about 6 weeks
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apart by different clinicians. Written consent wastained for participation signed by both
parents and the child in accordance with the leggiirements.

The first part of the assessment contained the ragtration of the “Mood Disorder Module”
of a diagnostic interview (described below), aslaslthe Intake General Information Sheet
(IGIS), a comprehensive socio-demographic and aeatitndata form. Participants also
completed various self-rating scales. Children wied DSM |V criteria for mood disorder at
the first assessment were scheduled for furthduatian. The second part of the assessment
involved a full diagnostic evaluation and complatiof maternal self-rated scales. Each
diagnostic interview was conducted separately with parent about the child, and the child
about him/herself. Results of the assessments ssatiated documentation (e.g., psychiatric
records) were subjected to final consensus diagnpsicedure (Maziade et al., 1992). Pairs
of senior child psychiatrists trained as Best EatarDiagnosticians separately reviewed all
material and derived consensus diagnoses togé@mseness" was determined based on best-
estimate consensus (Kovacs, 1984), operationas mueze used to define disorder onset and
recovery.

Children enrolled by December 31, 2003 were indiudie the agreement study about
depressive symptoms of the child. Special selectisieria were the following: qualified
DSM 1V criteria of a major depressive disorder (MP&: the time of the investigation and
biological mothers as parental informants. Thelfsample for this study included N= 354
children and their mothers. There were 158 girsG%), the average age at the time of the
assessment was 11.69 years (sd: 2.05 years, raf3je- 15.36 years). Racial composition
was representative of the population of HungaryyBaere significantly younger than girls
(mean age boys: 11.28 years, sd: 1.99 years; ngamids: 12.19 years, sd: 2.03 years; t:
4.22, p<0.001). Mothers were 36.64 years old omamee(sd: 4.97 years, range: 25.76 — 55.01
years). They had 11.4 years of formal education @l years, range = 0-21 years). A mean
of 4.6 people were living together in one familg:(4.14, range: 2-10 people/household).
There were no differences in mother’s educationuwmber of people living together by child
sex.

Maternal self-report form measuring depressive spmg was added later to the protocol,
therefore analyses including those were carriecbawt reduced sample (N=306) comparable
to the whole sample in age, ethnic distributiontereal education and number living in
household. Girls were underrepresented (N=129) epeup to boys (N=177; chi5.98,
p<0.01).
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Depressed sample of the QoL agreement study cedss$tchildren from the childhood-onset
depression study. Only those children were includdgtle analysis that had Major Depressive
Disorder by DSM 1V criteria and were in episoddta time of assessment. The final sample
consisted of N=248 children (Table 1).

Table 1. Demographic characteristics of the depabasd non-depressed samples

Demographic variables Depressed sampion-depressed sample p

N=248 N=1695
Age of child (years)
Mean (sd) 11.45 (2.02) 10.34 (2.19) 0.000
Range (years) 7-15 7-15
Gender of child
Boys N (%) 130 (52.4) 744 (43.9) 0.012
Girls N (%) 118 (47.6) 951 (56.1)
Number of children in family
mean (sd) 3.1(1.4) 2.1(0.9) 0.000
Birth order of child
mean(sd) 2.1(1.2) 1.7 (0.9) 0.000
Divorce (%) 41.1 18.9 0.000
Financial status (%)
Below average 35.5 14.2
Average 56.5 55.3 0.000
Above average 8.1 30.5
Education of mother (year)
mean (sd) 11.1 (2.7) 13.1 (2.3) 0.000
Hospitalization of mother due to
alcohol or psychiatric problem (%) 14.9 1.2 0.000

Severity of depression (%)

Mild 194 -

Moderate 44.0 -

Severe 36.7 -
No. of depressive episodes
mean (sd) 1.4 (0.58) -
Suicidal ideation (%) 45.3 -
Suicidal attempt (%) 11.9 -
Hospitalization (%) 31.9 -
Psychiatric medication (%) 60.5 -

3.1.2 Community sample

A community sample was recruited from 2 regiondHahgary (north-west and south-east).

1% — 8" grade elementary students were approached frolen®eatary schools in Szeged (2

schools), G§r (4 schools) and the vicinity (Kapuvar, Csorna &&reg, 1 school each).

Children participated after receiving written camsefrom the parents. Testing was organized
through the schools. Every child received a patdatd package including all the forms and

parental consent. Parents wishing to participatepteted the forms at home and returned all
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guestionnaires and the signed consent to schodly tBose children were tested whose
parents sent back the completed package. Childted the questionnaires in school during
class under supervision. The questions were reatbod in £ through & grades; children
completed the forms by themselves in higher grat=smbers of the research team or
psychology/medical students were present duringngesn some schools, in others teachers
were instructed before distributing the questioremiTesting was done anonymously, child-
parent pairs were identified by identical 6-digiide numbers. 5224 families were contacted
initially, 68% of parents agreed to participate,%b50f children completed the forms
(N=2873).

In the validity study the final number of particiga were N=2620. Mean age of the sample
was 10.45 years (sd: 2.2 years), there were 56B% (@N=1460). Socio-demographic data is
shown in Table 2. Test-retest reliability was adriout on a reduced sample (N=155). It
included girls in 66% (N=99), mean age was 9.88y¢sd: 2.3 years). Retesting was done on
average in 3 weeks (mean time difference: 23 dadis3 days).

In order to measure discriminative validity of tQ®L scale | selected those children who
either had depressive symptoms above a predetatroirteff or did not have any depressive
symptoms. Child Depressive Inventory (CDI, Kovalt892) was used to assess symptoms of
depression. Those children qualified for the deggdsgroup who scored 7 points or above
(N=388, 14.8% of the whole sample); girls were oepresented (61.9%, N=240). The other
group consisted of children who scored 0 pointst ik, they were free from depressive
symptoms (N=279, 10.6% of the whole sample); gendgo was balanced (50.5% qirls,
N=141). Mean age was not different in the two gso(40.71 years, sd: 2.24 years, and 10.04
years, sd: 2.24 years, respectively).

The studyon agreement about the quality of life of childread further limitations;
specifically participants had to have their biotmjimothers as informants on all tests and had
to be free from chronic somatic illness and sym@ahdepression. Due to the more strict
inclusion criteria, the sample size was smallexdluded N=198 children due to incomplete
data, N=274 subjects whose informant was not ththenpN=72 children who had chronic
somatic illness, and N=381 children who had sulistiadepressive symptoms. Final number
of participants was N=1695 (Table 1). Depressivenpms were screened by the short
version of the Child Depression Inventory (CDI, kosg, 1992). | excluded those children
who scored above 7 points, reported as a clinigabtf for depression in the literature.
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Table 2. Socio-demographic characteristics of thmasl sample in the ILK validity study

6-9 years 10-12 years 13-15years All

N 982 1080 558 2620
Mean age of child (year)(sd) 8,07 (0,77) 11,082p, 13,54 (0,6) 10,45(2,21)
Education of father (%)
Less than elementary 0,2 0 0 0,1
Elementary school 4,2 6,1 3,6 4.8
Vocational school 30,2 33,9 29,8 31,7
High school (grad.) 32 30,5 30,8 31,1
College/univ. degree 33,4 29,4 35,9 32,3
Education of mother (%)
Less than elementary 0,1 0 0,2 0,1
Elementary school 5,6 6,9 5,7 6,2
Vocational school 15,5 14,8 16,9 15,5
High school (grad.) 42,4 43,3 40,2 42,3
College/univ. degree 36,4 34,9 37,1 35,9
Subjective financial status (%)
Under average 16,7 16,3 15,6 16,3
Average 52,2 54,8 55,5 54
Above average 31,1 28,9 28,9 29,7
School achievement of child (%)
Sufficient 0,9 2,5 6,7 2,8
Satisfactory 10,8 22,9 28,9 19,7
Good 43 44.8 43,3 43,8
Excellent 45,2 29,7 21,1 33,7
No. living in household (mean, sd) 4,03(1,1) 3,071 3,94(1,1) 3,99(1,09)
Divorce (%) 17 21 21,9 19,7

sd: standard deviation

3.2 Measurements

3.2.1 Interview Schedule for Children and Adolescés-Diagnostic Version (ISCA-D)

The diagnostic interview, the Interview Schedule @hildren and Adolescents - Diagnostic

Version (ISCA-D), is an extension and modificatiointhe Interview Schedule for Children
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and Adolescents (ISCA) (Sherill and Kovacs, 200t0s a semi-structured symptom-oriented
diagnostic interview for children aged 8 to 17 wedt covers the relevant Axis-I DSM-IV
diagnoses as well as some DSM-III disorders, arltlyisymptom ratings and diagnoses for
“current” as well as “lifetime” disorders. It is ganized in sections, each section covering a
major group of psychiatric disorders (for exampleaeh disorders, anxiety disorders, etc.).
Symptoms are rated on presence/absence, sevedtyleagth. Typically, the parent is
interviewed first about the child, followed by gaeate interview with the child conducted by
the same interviewer. Ratings are entered durirg ititerview. Each reporter receives
individual ratings and there is a third set of @leratings, which incorporates the information
from both informants for each item. Diagnostic dams are based on the clinician’s overall
ratings for each relevant item (Sherrill and Koy&&00).

Interviews were administered by child psychiatriatsd psychologists who completed 3
months of didactic and practical training in thengstructured interview technique. They
were required to reach an average of 85% symptaeeatent on 5 consecutive videotaped
interviews against “gold standard” ratings beingvded by the trainers. Routine monitoring
and follow-up training sessions served to minimiager drift. All interviews were audio
taped. Inter-rater agreement was computed based=d6 videotaped interviews. Kappas
(based on paired ratings) for current MDD symptdrom the child interviews ranged from
.63 to .92, with 73.3% of the coefficients abov®;.Kappas were similar from the parent
interviews (ranging from .65 to .87, with 93.3% ae070). For the clinician’s overall rating
of the MDD symptoms (based on both child and pargetviews), kappas ranged from .64 to
.88 with 80% at or above .70.

Children’s depressive symptom sevemtgis computed separately for the mother’'s and the
child’s report of depressive symptoms taken fromdl{ ISCA-D assessment. Each symptom
was rated on a 3 point scale: 0 = not presentslibthreshold and 2 = threshold/clinical. A
total of 15 symptoms were added to compute overlkrity scores, thus the possible range
was 0 to 30. Threalepressive symptom clugtewere grouped: Mood Cluster including
depressed mood, irritability and loss of intergSagnitive Cluster including feelings of
worthlessness, inappropriate guilt, diminished igbilo concentrate, recurrent thoughts of
death and suicide, and Vegetative Cluster includiregght gain, weight loss, insomnia,
hypersomnia, psychomotor agitation, retardation, fatigue. The score ranges of these three
categories were 0-6, 0-10, and 0-14, respectively.

Mother-child agreement:Based on the method of Renouf and Kovacs (199%tgement

scores were computed by the following way on ewapressive item: 0 = mother and child
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disagreed on the presence of the symptom, 1 =dfeed on the presence but not the extent
of the symptom, 2 = they agreed on both the presamd the extent. Final score of each
mother-child pair was computed by adding the irgiral agreement scores of all symptoms.

Higher overall scores showed better inter-informegreement.

3.2.2 Beck Depression Inventory (BDI)

Maternal depressionn the depressed sample was measured by Beck $3ammelnventory
(BDI; Beck et al., 1961). It consists of 21 itenemch graded by 4 statements ranked by
increasing severity. Extensive data is available itsn reliability and validity. Internal
consistency yielded a coefficient alpha of .81-d&pending on the type of the population;
concurrent validity of the BDI to clinical ratingsas .60-.72 (Beck et al., 1988). Overall
scores range from 0 to 63. The questionnaire wastagcted to reflect depressive symptoms
or dysphoria and not necessarily an indicationliofical depression. It has been widely used
and showed excellent reliability and validity (Beekd Steer, 1987; Beck et al., 1988;
Youngstrom et al., 1999). The average BDI scorgHermothers in the sample was 12.4 (sd:
9.7), and 42.5% of them scored at or above theffcstmre of 13, showing moderate

depression.

3.2.3 General Information Sheet (GIS)

Demographic data was collected from the parentsabyodified version of the General
Information Sheet developed for the study of cloloth onset depression (Kapornai et al,
2007). ltis a fully structured interview with poeded item response choices, covering among
others, demographic, family, developmental, physielth, and psychosocial history and
characteristics, with the parent serving as infortnt was used as a structured interview in
the depressed sample, and as a self-report questierin the school sample. The self-report
form is a modified version of the interview formears of maternal education served as a

proxy for socioeconomic status.

3.2.4 Inventars zur Erfassung der Lebensqualitat heKindern und Jugendlichen (ILK)

| have not found any Hungarian publications abdet quality of life of psychiatrically ill

Hungarian child population. Furthermore, there wagjuestionnaire available for children’s
guality of life in Hungarian. Therefore, in order investigate this issue and inter-informant
agreement, first | needed to translate and validajeality of life questionnaire for Hungarian

child population. | followed the criteria set by Waader et al. (2001) to find a test which
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operationalizes an accepted, clear and generic @efinition, shows satisfactory
psychometric properties, has parallel self- anckypreports available, includes QoL domains
applicable to children, and takes into consideratite developmental stage of the child. The
Inventars zur Erfassung der Lebensqualitat bei &indund Jugendlichen (ILK) self-report
guestionnaire seemed to fulfil all of the aboveerra (Vetro et al., 2003). The questionnaire
consists of 7 items inquiring about QoL during thst week in different domains of life. It
was developed by Mattejat et al. and was validated published on German samples
(Mattejat et al., 1988a; Mattejat and Remschmi@ig8b). The ILK measures quality of life in
children aged 6-18, it has child, adolescent amdmaversions (Appendix B, C, D). The child
version is adequate for children frorf tb 4" grades; the adolescent version is for grades 5
to 8". The first two versions have similar wording, tharent version is identical to the
adolescent one and similar in content to the aleigion. Scoring is on a 5-point Likert scale,
1 is the best, 5 is the worst following the Gernsahool grading system. The child version
offers faces as scoring options for easier undedstg. The questionnaire is simple, it takes
5-10 minutes to complete, can be read out louddiaild who is unable to read. Since it is not
illness specific, it can be used for both healthg & (somatic and/or psychiatric) populations
making comparison possible. Two additional itenguire about QoL modifying effects of
the illness and its therapy.

Items of the test include the domains of schoohilig peer relations, alone activities,
physical health, mental health and global well-geicvaluation is possible by the individual
item scores, by a dichotom score (1 or 2: satisfsel: dissatisfied) or by a total score. The
total score is calculated by adding the individsedres and subtracting the sum from 35 in
order to reverse the direction of the severityh#f score. Thus possible total values will fall
between 0 and 28, 0 being the worst, 28 the beditgwf life ratings. By using this method
the total score becomes comparable to other Qalsteses.

Previous studies validated the questionnaire orm@ercommunity (N=9292) and psychiatric
il (N=605) samples (Mattejat et al., 1988a; Matepnd Remschmidt, 1988b). Internal
consistency was adequate and/or moderate for thentpaersion (Cronbach for the
community sample was 0.76 and for the psychiaaio@e was 0.66) and was moderate for
the adolescent and child versions (CronbachD.63 and 0.55, respectively). Test-retest
reliability after 35 days was also adequate forttital score (Pearson r: 0.72), and moderate
for the different domains (Pearson r: 0.64-0.4Mother-child interrater reliability scores of
the individual items and the total score were 5860.25 and r: 0.53, respectively. ILK was

compared to the Kinder LebensqualitatsfragebogdNK) scale that measures the quality
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of life of children and adolescents as well (Bujkn et al., 1989; Bullinger and Ravens-
Sieberer, 1995; Ravens-Sieberer and Bullinger, 19R8&liability was moderate for the total
score (r: 0.65) and moderate or low for the indmalditems (r: 0.59-0.33). The questionnaire
discriminated the community sample from the psyitiiaample based on both parental and
child reports (Mattejat, ILK Manual).

Hungarian adaptation of the test was preceded #&yshation and back-translation. Back
translation was reviewed by the original developére questionnaire is available on the

internet in several languages (Hungarian among )Xhefttp://www.kjp.uni-

marburg.de/lg/index/php

Mother-child agreement about QoL of childreras measured by an absolute agreement
score. It was computed by subtracting the child’she adolescent’s total score from the
mother’'s total score. The absolute difference sdgr®res the signs of differences. Its

magnitude was assessed by relating it to the maxipassible score.

3.2.5 Child Depression Inventory (CDI)

Depressive symptoms of the children in the schaoie were measured by the short version
of the Child Depression Inventory (CDI, Kovacs, 209It is a widely used self-rated
guestionnaire appropriate for ages 7 to 17 yeais.dssumed to yield a quantified index of
depressive symptom severity for the previous 2 weklhas been shown to be a reliable and
useful method for examining children and adolescéibarson and Melin, 1992; Allen et al.,
2000).The test consists of 10 items, rated on a 0-2 mumate. Completion requires a short
time. A cut-off of 9 has been suggested for clihmarposes (Poli et al., 2003; Davanzo et al.,
2004). CDI has demonstrated strong correlatiortheraneasures of depression and to related

constructs such as anxiety and self-esteem.

3.3 Statistical analyses

All data were normally distributed, therefore | dggarametric tests. T tests were computed to
explore differences between maternal and child esgpon scores and differences between
boys and girls. In the agreement on depressive &My study, preliminary univariate
analyses were conducted to investigate the effiesélected variables on maternal and child
reports separately and on the agreement index. Sdgiyficant interactions were included in
the multivariate model. Since the results of thevamate models were redundant with those
that emerged in the multivariate analyses, onlyfila& multivariate models are reported. |
used generalized linear models to investigate tleets of variables on the individual reports
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and agreement, and to examine possible two-wayaictiens between them. A backward
elimination method was applied to the interactienms such that all terms were initially
included, and then terms were sequentially elineidgstarting with the one with the largest
p-value) until only significant interaction terns< .05) remained in the final model.

Internal reliability of the ILK was measured by @Ghbacho, inter-rater reliability by Pearson
correlation, and test-retest reliability by inti@&s correlation coefficient (ICC). Since other
guality of life questionnaire in Hungarian was aotilable (there was no gold standard), the
assessment of convergent validity was not posditikzriminative validity was examined by
comparing the QoL in a sample with high level opassive symptoms and a symptom-free
group. A sample of depressed children was alsedesefore and after cognitive-behavior
therapy by the ILK among other questionnaires teoto test the effectiveness of the therapy
and the sensitivity of the questionnaire. Fact@lysis was also carried out.

Mother-child reliability in the QoL agreement studyas measured by several methods
(Pearson r coefficient, ICC, absolute differencedrider to be comparable to previous studies.
The following ratings were used for comparison:2J@oor, 0.21-0.4 fair, 0.41-0.60 moderate,
0.61-0.80 substantial, 0.81-1.00 excellent to merfAbsolute agreement was computed by
subtracting the child’s score from the mother'srec@he absolute difference score ignores
the signs of differences. It was used as the dep¥ndariable in the multivariate linear
model; child’'s age and gender, presence or absehatepressive illness, and maternal
education as a proxy for SES were the independardhies. All associations were regarded

significant if p was less than 0.05.
4. Results

4.1 Mother-child agreement about depressive symptasrof the child

Differences in symptom reports by informant anddckex: As shown in Table 3, mothers

reported higher symptom severities for their cleidthan children reported for themselves on
the overall depressive symptom severity, as welbrashe Mood and Vegetative Symptom
Clusters. When | examined boys and girls separathly same pattern of mothers’ over-
reporting was found for boys for the overall scamad for all three subdomains of symptoms.
However, mothers’ and daughters’ reports of ovesathptom severity were not significantly

different. Furthermore, although mothers did rémoore severe mood symptoms than girls,

girls reported more severe cognitive symptoms ttidnmothers. Comparing boys and girls
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on their self-reported symptom severity, | foundttpirls endorsed significantly higher levels

than did boys on the Total Depressive Symptom $gwend all three Symptom Clusters.

Table 3. Total and Type-Specific Child Symptom SgyeComparisons by Reporter and by
Child Sex

Variables Totaln=354 Boysn=196 Girls n = 158-value
Mean(sd) Mean(sd) Mean(sd) by sex

Total Depressive Symptom Severity:

Child Self Report 13.24 (7.19) 11.92 (7.06) 14.83D3) 3.91%**

Maternal Report 14.74 (6.54) 14.34 (6.42) 15.2874H. 1.29
Paired t by reporter ~ -4.37*** -5.56*** -.60

Mood Symptom Cluster:

Self Report 3.27 (1.90) 3.03 (1.89) 3.70 (1.86) 133

Maternal Report 4.07 (1.83) 3.95 (1.79) 4.20 (1.89) 1.27
Paired t by reporter ~ -7.28*** -7.21%** -3.10**

Cognitive Symptom Cluster

Child Self Report 4.44 (3.24) 3.81 (3.10) 5.2483.2  4.21%**

Maternal Report 4.62 (3.10) 4.52 (3.15) 4.75 (3.06) 0.69
Paired t by reporter -1.41 -3.71%** 2.06*

Vegetative Symptom Cluster

Child Self Report 5.49 (3.08) 5.11 (3.00) 59723.1 2.60*

Maternal Report 5.97 (3.09) 5.79 (2.93) 6.21 (3.27) 1.27
Paired t by reporter  -2.79** -3.34** -.54

sd: standard deviation
*p<0.05 **p<0.01 ***p<0.001.

Multivariate analyses of symptom reports and metifeld agreementVariables that were

included in the model were maternal BDI scores,emmal education, child age and child sex.
Continuous predictor variables were centered mndering them in the model and computing
interaction terms (Aiken and West, 1991). Firsanklyzed the effects of the variables on

symptom reports of children about themselves, aathens about their children (Table 4).

27



Table 4. Modeling Maternal and Child Report of Syomp Severity and Mother Child

Agreement
Overall model Parameters for individual predictors and integacterms: B values (SE)
df E Child Child age Mother Mother  Education Child Age
sex BDI Education X Child Sex X Child Sex

Child Depressive Symptom Severity by Child’s Report

Total (5,300) 10.90*** 2.13*  .60* .10* -12 - .81*
(0.81) (0.29) (0.04) (0.14) - (0.39)

Mood (4,300) 8.60*** A6* 227 .03* -01 - -
(0.22) (0.05) (0.01) (0.04) -

Cognitive (4, 298) 10.17** 1 25%*  38*** .02 -.01 -- --
(0.37) (0.09) (0.02) (0.06) --

Vegetative  (5,295) 9.51*** .55 14 .06*** -.09 -- A5**
(0.35) (0.11) (0.02) (0.06) -- (0.17)

Child Depressive Symptom Severity by Mother’s répor

Total (4,300)  6.73% .45 .09 L1 O*** 14 -- -
(0.75) (0.18) (0.04) (0.13) --

Mood (4,301)  5.10% 15 -.02 .05*** .03 -- -
(0.22) (0.05) (0.01) (0.04) --

Cognitive  (4,287)  3.35* .06 .02 .06** A3* - -
(0.37) (0.09) (0.02) (0.06) -

Vegetative (5,292)  6.77*** 22 .06 .09*** .15 -.34** -

(0.35) (0.08) (0.02) (0.08) (0.12)
Mother-child Agreement

Total (4,273) 3.02* -45  45% -.02 A1 - -
(0.60) (0.14) (0.03) (0.10) -

Mood (4,300)  4.54* -02  19% .00 .00 - -
(0.19) (0.05) (0.01) (0.03) -

Cognitive (4, 284) 2.24 .04 A2 -.03 .06 - --
(0.29) (0.07) (0.01) (0.05) --

Vegetative (4, 288) 1.31 -37  .15* .00 .04 - --

(0.32) (0.08)  (0.02)  (0.05) -

Note BDI: Beck Depression Inventory. SE: StandartbErThe following interaction terms were includied
the initial models, but not in any of the final nedst BDI X Age, BDI X Sex, Mother’s Education X {thAge.
*p<0.05 **p<0.01 ***p<0.001.
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With the child-reported symptom severity total scass the dependent variable, the results
showed that child sex, age, mother’s BDI, and ae XgSex interaction were significant
predictors. Examining the effect of age separafely girls and boys showed that age
significantly predicted symptom severity for gi(B = 1.39, SE = .25, p < .001), but not for
boys (B = .44, SE = .25, p =.08).

When looking at the symptom cluster for mood symppchild sex, age and maternal BDI
were associated with more severe children repodyaiptoms. For cognitive symptoms,
child age and sex predicted more severe symptdfosyvegetative symptoms, maternal BDI,
and an age X sex interaction emerged as signifijgaedictors. Examining the simple effects
of age separately for girls and boys again sholwatiage predicted symptom severity for
girls (B = .54, SE = .12, p <.001), but not foybdB = .07, SE = .11, p = .52).

When parent-reported symptom severity score wasefaeddas the dependent variable, |
found that mainly parent variables were significantdictors of child symptom severity.
Mothers with higher BDI scores reported more sev@maptoms in their children (using
either the total symptom scale, or the three symp@iusters). Also, for Cognitive cluster,
more educated mothers reported higher levels optyms in their children. For vegetative
symptoms, an Education by Sex interaction was fouvidre educated mothers reported less
severe vegetative symptoms for girls (B = -.18,=SH9, p < .05), but mothers’ education was
unrelated to their reports of vegetative symptoonsbys (B = .12, SE = .07, p =.09).

| then used mother-child agreement as the dependmtdble. Only child age predicted
consistently the agreement score. Older childrehtheir mothers were more likely to agree
(than younger children and their mothers) on ckydptom severity when examining the
total symptom severity score or the Mood and Vdgete&Symptom Clusters. For each year
of increase in age, the concordance on the totap&ym score increased by 0.46 points, on

average.

4.2 Reliability and validity of the ILK questionnaire

Due to the differences in the categorization ofsagehe various studies, | used the following
nomenclature: children represent younger sampléseirQoL agreement study frorf{ o 4"
grades (ages 7 to 11 years) while adolescentssemrelder ages froni"3o 8" grades (ages
11 to 15 years). When assessing children and amlestogether | used the nomenclature
“youth”.

Internal reliability. All three versions showed adequate reliabilityil@iren: Cronbach
a=0.66, adolescent: Cronbaaeh0.73, parents: Cronbaci=0.78).
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Inter-rater reliability was analyzed separately for children and theiemiarand adolescents
and their parents in different domains of QoL. Rissare in the fair-moderate range for most
domains. The highest correlation is in the doméischool (Table 5).

Table 5. Parent-child and parent-adolescent caivakof the ILK

Inter-rater correlation (Pearson r)

Parent-child Parent-adolescent
School 0.414** 0.624**
Family 0.168** 0.395**
Peer relations 0.133** 0.265**
Alone activity 0.037 0.154**
Physical health 0.124** 0.353*
Mental health 0.175** 0.281**
Global QoL 0.154** 0.279**

*p<0.05, **p<0.01, **p<0.001

Test-retest reliabilityof the total score was adequate for all three vassiParent-rated forms
had the highest reliability (ICC=0.77), adolescergrsion had somewhat lower value
(ICC=0.75), the child version showed the lowest btiit adequate reliability (ICC=0.67).
Measuring reliability of the individual domains, @Cvalues were between 0.54-0.78 in
parent-rated forms, between 0.57-0.71 in adoleséemhs and between 0.25-0.64 in
children’s questionnaires.

Quality of life of individual domainsTable 6 shows the percentage of youth satisfredl a
dissatisfied with their quality of life in a givedomain based on the opinion of the children
and the parents. Dissatisfaction about school agmtathhealth shows an increase with the age
of the child. This tendency can be observed botkelfireport and proxy-report, although
parents most often underestimate the difficultiesngared to their children. Problems with
the family are most evident in ages 13 to 15; petations are most difficult for younger
children (6 to 9 years). Time spent alone causesearo for 41.2 % of children in the 6 to 9
year-old group. Highest dissatisfaction in agesl2Gand 13-15 is connected to school. The
greatest difference between parents and youth tkeérdomain of alone activities in the 6-9
year-olds and the 10-12 year-olds, while it is am@ins of global quality of life and mental
health in the oldest group.

When sexes were compared, the only significanedifice was in the domain of school.

More boys were unsatisfied with school than gi?l8.9% versus 22.9%; p=0.000).
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Table 6. Distribution of satisfied and dissatisfigalith in individual QoL domains by self-

and proxy-reports

Youth-report (N=2620) Parent-report (N=2620)

Quality of life 6-9 10-12 13-15 6-9 10-12 13-15
years years years years years years
School Satisfied (%) 79,2 74,6 63,7 88,6 76,0 67,2
Dissatisfied (%) 20,8 25,4 36,3 11,4 24,0 32,8
Family Satisfied (%) 93,9 95,3 90,7 99 98,1 93,9
Dissatisfied (%) 6,1 4,7 9,3 1,0 19 6,1
Peer relations Satisfied (%) 85,8 89,0 93,7 95,3 ,493 92,8
Dissatisfied (%0) 14,2 11,0 6,3 4,7 6,6 7,2
Alone activities Satisfied (%) 58,8 75,7 83,9 93,6 90,8 90,9
Dissatisfied (%) 41,2 24,3 16,1 6,4 9,2 9,3
Physical health Satisfied (%) 88,8 91,9 89,6 97,496,3 96
Dissatisfied (%) 11,2 8.1 10,4 2,6 3,7 4,0
Mental health Satisfied (%) 80,7 76,4 72,3 92,7 987, 84,1
Dissatisfied (%) 19,3 23,6 27,7 7,3 12,1 15,9
Global QoL Satisfied (%) 90,3 90,7 85,5 98,4 95,3 2,89

Dissatisfied (%0) 9,7 9,3 14,5 1,6 4,7 1,2

Distribution of the total scores is shown on Figuteand 2 separately for youth and parents.
Higher total score shows better total quality &.liSince the sample was collected from the
community, the distribution is skewed in the direatof higher values.

Discriminative validity | compared QoL values in two subgroups, one &bing of youth
having depressive symptoms at clinical level andtlar with youth free of depressive
symptoms. Children and adolescents were not sigoanma this evaluation (Table 7). Means
of total scores were significantly different in ttveo samples regardless of reporter. Parental
mean total score of symptom-free children was 2abtpdsd: 2.57), youth in this group scored
25 points (sd: 2.17) on average as well; parentglgbressed” youth showed a mean of 23
points (sd: 2.81), youth rated a mean of 20 pdisds 3.79). There is a significant difference
between the parents and youth of the two sampleset scores relate to worse quality of
life. The difference increased when QoL of indivatldomains were compared. Based on the

opinion of youth there are significant differendestween depressed and non-depressed
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groups in the number of unsatisfied individualsaihdomains of QoL. According to parents

there are significant differences in 5 of the 7 dom.

Figure 1. Percent distribution of QoL total scoeséd on the opinion of youth
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Figure 2. Percent distribution of QoL total scoasdéd on the opinion of parents
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Factor analysis QoL of the individual domains showed low corrigatto each other (r=0.04-
0.48 in youth report and r=0.16-0.68 in parent rgpdhe highest Pearson r coefficients were
observed between global quality of life and mehgalth.
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Table 7. Percent of dissatisfied youth in the deged and symptom-free groups in youth self-
reports and parent proxy reports

Dissatisfied (%) Youth report Parent report
Depressed Symptom-p Depressed Symptom- p
free free

School 45.9 8.6 0.000 30.9 10.8 0.000
Family 21.7 0 0.000 4.1 0.4 0.002
Peer relations 26.3 3.6 0.000 9.8 3.2 0.001
Alone activity 33.1 18.6 0.000 7.5 6.8 0.736
Physical health 22.3 3.2 0.000 4.9 2.5 0.117
Mental health 55.3 5 0.000 17.6 54 0.000
Global QoL 32.9 0.7 0.000 6.5 1.8 0.002

Children and adolescent versions of the ILK toge8te®wed a 2 factor solution (Table 8).
The ,eigen” value of the first factor was 2.54 tbathe second was 1.00; the factors together
explained 50.6% of the variance. Family, physiealth, mental health, and global quality of
life were loaded on the first factor while QoL redjag school was only loosely connected.
The second factor contained peer relations andealactivities. Items of the parental
guestionnaire all loaded on the same factor (,€igatue: 3.11), which explained 44.5% of

the variance. This structure was the same as thelescribed by Mattejat in the ILK Manual.

Table 8. Factor-structure of the ILK after rotation

Factor (youtH) Factor (parent)
1 2 1

Global QoL 0,669 0,401 0,939

Mental health 0,628 0,317 0,742

Family 0,530 0,072 0,553
Physical health 0,442 0,177 0,497
School 0,363 0,237 0,465

Peer relations 0,154 0,503 0,453
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Alone activities 0,087 0,237 0,439

Extraction Method: Maximum Likelihood. Rotation Method: Varimax with Kaiser Normalization
2 Rotation converged in 3 iteratiorisl factor extracted. 5 iterations required.

Lastly, | tested the change in quality of life acfpilessed youth before and after cognitive-
behavior therapy (CBT). The sample consisted obystand 4 girls between the ages of 12
and 15 (mean: 13.14 years, sd: 1.57 years) diagnegdé MDD by ISCA-D previous to
treatment. ILK was completed before and after tH&T by the youth and the parents
separately. CBT was administered according to @opobd of 11-14 sessions by learning
techniques of primary and secondary control ovenpgms of depression (Weisz et al.,
1997). Therapy lasted for 4.5 months on average. tdtal score for QoL before CBT was
9.71 points (sd: 1.98), after CBT it was 12.14 p®i(sd: 2.12) according to the children
(p<0.054), while it was 9 points (sd: 1.83) bef@BT and 13.9 points (sd: 3.39) after CBT
according to the parents (p<0.005). Even thougbkethresults have limited value due to the
small sample size, they show a significant improsetmn quality of life after recovery from
depressive illness. It is also possible that thprovement of quality of life is slower than
recovery from depressive symptoms as it was shawadult studies (Demyttenaere et al.,
2002).

4.3 Mother-child agreement about QoL of youth

Reliability ratings were in the moderate-substdntange for both depressed and non-
depressed samples and for all raters (Cronbaclaslfur depressed youth 0.713, and their
mothers 0.715; for non-depressed youth 0.608, lagid mothers 0.752). The mean values of
guality of life scores were lower in the depressathple than in the non-depressed one
regardless of the reporter. Mothers of depressddreh rated the QoL of their children
significantly lower than youth themselves. Mothess non-depressed children scored
significantly higher on the QoL of their offspririgan their children. The same direction of
differences could be observed in most of the domaMothers of depressed children
underestimated the well-being of children in theaarof school, family, peer relations and
mental health compared to their offsprings. Noeaddhce was found in the domain of alone
activities, while mothers rated better quality ibé¢ lfor physical health than their depressed
offspring. Mothers of non-depressed children ratgdificantly better QoL in the domains of
school, alone activity, physical and mental healtiile worse QoL in family life than their

children. No difference was found in the areasesrpelations and global QoL (Table 9).
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The multivariate regression model showed that tiesgnce of depression in the child
was the only significant variable affecting motlebild agreement about the child’s
quality of life. Age and gender of the child andtaraal education did not have a
significant effect (df=1814, F=25.988, p=0.00=R.04).

Table 9. Quality of life ratings of mothers and tfoun the depressed and non-depressed

samples

Depressed sample Non-depressed sample

N=248 N=1695

mother children paired t Mother children Paired t
“Total 16.50 17.85 -4.29%** 24.04 23.44  7.30***

‘Domains of quality of life

School 3.07 2.86 2.99** 1.89 1.95 -3.63***
Family 2.34 2.12 3.27*** 1.34 1.28 3.67***
Peer relations  2.50 2.14 4.7%** 1.54 1.52 0.94
Alone activity  2.13 2.25 -1.47 1.56 2.06 -16.81***
Physical health 2.05 2.23 -2.63** 1.39 1.47 -3.92**
Mental health  3.39 3.00 4.,93*** 1.69 1.76 -2.89**
Global QoL 3.02 2.54 6.8*** 1.54 1.52 1.3

“total score ratings from 0 to 28, higher scorepresent better quality of life
‘ domain score ratings from 1 to 5, lower ratingpresent better quality of life
*p<0.05, ** p<0.01, *** p<0.001

Agreement indices of the two samples can be sedfralite 10. Pearson r correlations and

ICC values showed similar associations.

Table 10. Agreement indices of the depressed anddapressed samples

Depressed sample Non-depressed sample

N=248 N=1695

Pearsonr ICC AbsDif%* Pearsonr ICC AbsDif  %*
Total .208 .206 3.98 14 314 314 2.6 9
School 461 459 0.73 18 .533 533 045 11
Family .280 279 0.77 19 212 211 0.38 10
Peer relations  .222 221 0.85 21 .187 184 0.54 14
Alone activity  .099 .095 0.92 23 .080 071 0.93 23
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Physical health .184 .182 0.75 19 190 186  0.47 12
Mental health  .127 120 0.99 25 .202 201 0.64 16
Global QoL 151 144 0.89 22 159 159 0.51 13

ICC: Intraclass correlation, AbsDif: Absolute difémce score, mother minus child score, QoL: quality
of life, *percent of maximum possible difference

Mothers’ and youths’ total scores correlated mdosaly in the non-depressed sample than in
the depressed one. Moderate associations couldbberved in satisfaction with school
regardless of illness status. The rest of the droms were poor to fair. The magnitude of the
absolute difference was assessed by relating theomaximum possible score. Difference
between raters in the depressed sample was gthatemn the non-depressed sample (3.98 or
14% versus 2.6 or 9%, respectively). Exploring widlial domains in the depressed sample
the highest disagreement was seen in the area wofahgealth and global rating of well-
being. The absolute difference in the area of alactvity was the same (23%) in both
samples. Besides that difference, the rest of tineaihs showed larger inter-rater differences
in the depressed sample (range from 18% to 259%)ithéhe non-depressed one (range from
11% to 16%).

5. Discussion

5.1 Variables affecting mother-child reports and ageement about depressive symptoms
of the child

5.1.1 Effect of child sex on individual symptom reprts
A novel finding is the differential effect of chiklsex on maternal reporting of offspring’s

symptom. Namely, | found a consistent pattern iougrlevel comparisons for mothers to
generally report higher overall levels of depresssymptoms for their sons than the sons
report about themselves. However, with regard tgyteers, the discordance only appeared in
the area of mood symptoms, with mothers perceitheg daughters as having more mood
problems than the girls themselves reported. Myltesire consistent with results of Frank et
al. (2000) who found larger discrepancies betwearems and sons than parents and
daughters for questions about feelings and mootiserGtudies have also found maternal
over-reporting in clinical (Renouf and Kovacs, 19%hd community samples enriched for
juvenile offenders (Youngstrom et al., 2000) usstgndardized interviews and self-report

scales, but did not examine the influence of childex on symptom reports. Thus, |
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essentially confirmed my hypothesis that mothes @asughters are more likely to agree than
are mothers and sons about the off-springs’ depreesgmptoms.

When examining the influence of sex-related inteoas on symptom reports, | found three
significances showing that female (but not malej seay have a variety of effects on

depressive symptoms. Namely, older girls reportemtentotal depressive symptoms and
particularly more vegetative symptoms than youngjels. The finding that age predicted

more severe symptoms only for girls parallels ihdihgs of sex difference in depression by
the time of adolescence but not in childhood (Hargtial., 1998; Ge et al., 2001; Cole et al.,
2002; Kiss, 2007a). Furthermore, less educated endtieported higher levels of vegetative
symptoms for daughters. This could reflect the that the higher levels of overall depression
(reported by girls) is more likely to be perceinmdlower SES mothers in terms of observable
symptoms (e.g., change of appetite or weight). tBig posthoc explanation is speculative,

because of the number of interaction terms tedled §0) and a lack of specific hypothesis.

5.1.2 Effect of maternal depression on individualy\anptom reports

Consistent with another one of my hypotheses, Indodhat higher level of maternal
depression was associated with mothers reporting severe depressive symptoms in their
children. Maternal over-reporting in associatiorthmdepression has been shown in many
studies (e.g., Renouf and Kovacs, 1994; Briggs-Goefaal., 1996; Chilcoat and Breslau,
1997; Najman et al., 2001). It has been debatedeher, whether this effect can be explained
by increased maternal sensitivity to shared symptan a true elevation of emotional
problems in the children of symptomatically depeessothers.As results show, children of
high BDI mothers did report high levels of affeetisymptoms, though the effects of maternal
depression on children’s own reports were lessngtrihan on mothers’ rating©Overall
however, and consistent with findings in the litara (Richters, 1992; Chilcoat and Breslau,
1997; Najman et al., 2001), this general pattermesilts suggests that children of more
depressed mothers are at an increased risk for segere depressive symptoms themselves.
Individual maternal or child variables seemed teeha universal effect across all depressive
symptoms, whereas interactions among variablesgadanainly in regard to vegetative and
mood symptom clusters for girls. Interestingly, tbegnitive symptom cluster was not
predicted by any interactions among the variablest@rest. Given that more depressed
mothers reported more symptoms for their childrethaut differentiation among symptom
clusters, and that the effect of mothers’ BDI ssomere not moderated by child age or sex,

the impact of mothers’ mood on child symptoms app&abe more global.
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5.1.3 Effect of child age, sex, maternal depressioand educational level on mother-

child agreement

Child age was the only variable that predicted raoethild agreement regarding the child’s
depressive symptoms, with improved concordancéniddren got older. This is in accordance
with the literature on out-patients (Renouf and &ws; 1994) and community samples
(Jensen et al., 1999). As it has been noted, sdrtieegeasons for better agreement between
adolescents and their parents are likely to incldeleelopmental increases in introspection,
communication skills, and self-monitoring abilitRgnouf and Kovacs, 1994; Kraemer et al.,
2003). On the other hand, maternal affective psyatimlogy, educational level, or child sex
proved to have no effect on inter-informant symptagreement, echoing several findings
from other studies (e.g., Breslau et al., 1987;\éguet al., 1994; Renouf and Kovacs, 1994).
My findings suggest that variables which may affde symptom report of parents about
their children and children’s report about themeslare likely to overlap but are not identical

with variables which may affect the extent of agneat between such informants.

5.2 Reliability and validity of the ILK questionnaire

Based on my results the Inventars zur Erfassungeleensqualitat bei Kindern und
Jugendlichen (ILK) questionnaire has adequatebiitipand validity in the 7-15 year-old
Hungarian population and thus it is suitable foam&ing the quality of life in this age group.

| examined the reliability of the adolescent anilidchersions separately partly because the
guestions of the tests have different wordingditie the comprehension level of the given
age-group. The other reason was the assumptidw ilit¢rature that self-report of younger
children is less reliable than self-report of oldaes (Theunissen et al., 1998; Ronen et al.,
2003). Possible reasons for lower reliability ir#uower self-reflection (Renouf and Kovacs,
1994; Kraemer et al., 2003), worse verbalizatiome{inissen et al., 1998), and weaker
emotional expression abilities (Ronen et al., 2@@3)ounger children. Even though

reliability of the child version was lower, it wasll in the acceptable range.

Three weeks test-retest reliability data showedharease with the age of the reporter. Total
QoL score had better reliability than individualnd@ins which were assessed by one question
only. Even though this limits the information reesl about the satisfaction in the domains,
we must keep in mind that quality of life is a cdexpconcept and thus its assessment cannot
be limited to one area of life only.

The ILK questionnaire significantly differentiatetlildren showing clinical level of

depressive symptoms and children free from emattimrdolems both by parental and youth
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self-reports. It was shown earlier that psychiadigturbances, depression among them,
decrease quality of life (Sawyer et al., 2002; Magteal., 2006). In my study the impairment
in quality of life of the depressed sample was nposhounced in the domain of mental health
which further supports the importance of psychiathness in QoL. Further investigation is

needed about the short and long-term effects aftpairic diseases on quality of life.

5.3 Variables affecting mother-child reports and ageement about QoL of children

5.3.1 Effect of reporter on individual reports of QoL

In accordance with my hypothesis, parents of depeghildren rated lower quality of life
overall and in most domains than their childrenreR&l overestimation of the negative
effects of illness in quality of life compared toetchild has been shown in various somatic
disorders, in attention-deficit/hyperactivity (K& et al.,, 2006) and in a psychiatric
outpatient population (Baastiansen et al., 2004).Bhastiansen et al.’s study patients
suffering from mood disorder were included in tremple but diagnosis was based on
symptom checklist. The depressed population in taglyswas diagnosed by a more precise
semi-structured interview according to DSM IV anide In a study of quality of life of
epileptic children Ronen et al. (2003) showed thhile parents equally considered present
and future concerns caused by the illness, chils@msidered present concerns far more
important than future ones. This finding might explthe differences between parents and
their depressed children. On the one hand the huoflecare-giving might cause parental
misjudgment of the child’s problems. On the othandh the child might be unable to fully
comprehend the impact of illness on his or her life

Parents of non-depressed youth rated better qualiije for their children that children for
themselves. Levi and Drotar (1999) did not findnhgigant differences between children and
their parents in a healthy control group. The sangite, however, was very small which can
explain the differences in their results comparediine. In a more recent study Russel et al.
(2006) found better QoL reported by parents thaldi@n in a healthy comparison sample in
8 out of 10 domains of life. Sturms et al. (2008)dged long-term QoL in 8 to 15 year-old
traffic victims 2,5 years on average after thermauThey found better parent-rated QoL for 4
out of 7 subscales, while the rest of the domaiids bt show significant parent-child
differences. Their results can be explained byfitiging that the traffic victim group differed
only minimally from the community reference group their QoL, therefore could be
considered almost as healthy as the other grouprellylts support the tendency of parents to
relate more serious negative effects to depresisader than their children themselves and
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to undervalue their non-depressed offsprings’ sl compared to the children. On the one
hand these findings underline the importance oémat education and guidance in chronic
pediatric conditions besides the medical treatrmétie child, and on the other hand the need

for surveillance and prevention based on childrepision in the community.

5.3.2 Agreement about the quality of life of childen
Mother-child agreement was better in the non-degetsample by all methods applied. This

contradicts some of the previous results on QolLcomfance in physically ill populations.
Russel et al. (2006) compared parent-child concmelan cancer patients and normal
controls. They found better correlations in thecesrgroups both on and off treatment. They
note, however, that the controls had a restrictiorange of QoL scores; many parents and
children reported the maximum value for the scahctvweakened linear correlations in this
group. It is also possible that a somatic condisbows more observable, better understood
negative consequences and therefore more reliaadpgd by the parents, while the effects of
psychiatric illnesses are less straight-forwardrencovert and thus less observable. This
would explain why agreement is better in chroniggital illnesses and worse in psychiatric
diseases compared to healthy populations whilenigasimilarly lower levels of parental QoL
ratings compared to child self-reports in both ¢bons.

The highest agreement in both samples was in theathoof school life. It has been known to
be among the most observable domains and alsobmng which the opinion of an outsider,
the teacher, is readily available. QoL concerninogosl life proved to be the most highly
agreed domain in other studies as well (Parsoak, €it999; Robitail et al., 2006).

Absolute differences helped to investigate thisiesfurther. An important finding of this
study is that QoL of mental health was the mosttromersial domain between depressed
child-mother dyads. It might even offer an explaatfor the greater disagreement in the
depressed sample compared to the non-depressenhajoe, depression being one of the most
important factors influencing mental health. It véd®wn previously that mental health is the
domain that correlates most closely to global qualf life in a community sample using the
same instrument (Kiss et al., 2007/b). Satisfactutth activities and time spent alone shows
similarly high disagreement in both depressed amddepressed samples; therefore it is not
specific to the depressed population.
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5.3.3 Effect of child age and presence of illnesa QoL agreement

Even though the effect of age on agreement wasigatificant in this sample, there was a
tendency for increased concordance as childreoldet. In Robitail's study (2006) involving
a European community sample agreement was highexdolescent—parent dyads than for
child—parent dyads. In the other two publicatiorameining psychiatric samples the effect of
age on agreement was not investigated (Baastiatsan 2004; Klassen et al., 2006). In my
study the presence of depression was the only rfagbich considerably and significantly

decreased agreement between mothers and childoeh @bL of children.

5.4 Limitations of the study

The lack of a “gold standard”, that is an undoulyteckliable and adequate pool of
information about the illness specifics of the dhg a universal limitation of the study of
agreement in child psychiatry. Even if such a séatiddid exist, untrained informants
probably use different thresholds and have differilities, skills and judgment biases
which influence their opinions. Therefore, repastdifferent informants must be compared
to each other without exact knowledge of their digh For this reason the study of inter-
informant agreement and factors influencing it@specially important. There is a clear need
to carry on the evaluation of factors related tbedences in self and proxy ratings and their
agreement in child psychiatry and pediatrics.

The protocols did not include a psychiatric examarmaof mothers, and thus | cannot readily
generalize my findings to clinically diagnosed pdaé depression. Furthermore, | did not
have information about mother’s own quality of life has been shown in previous studies
that parents’ own well being influences their opmiabout their child’s quality of life.
Specifically, parental depression (Vance et alQ1)0parental stress (Vance et al., 2001,
White-Koning et al., 2007) and parental QoL (Creeset al., 2006) were studied. However,
their potential role in affecting agreement has beén certified. It would be an important
extension of this study to include maternal QoL amdactors influencing mother-child
agreement.

Fathers were not included in the study because ardynall percentage was available for
guestioning. It is possible that mothers are marecerned with the well-being of their
children or simply have more time to accompanyrtiekildren to health services. Studies
have shown, however, that fathers are just as ledydable of their children’s problems and
that mother-father reports are closely correlateawlyer et al., 1998; Treutler and Epkins,

2003). Future research should be more consciomngliade fathers as well.
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5.5 Clinical relevance of agreement and disagreemeissues

When choosing a target problem for therapy, disagent between the child and the mother
complicates the therapist’s problem-identificattask and poses a dilemma. According to the
study of Hawley and Weis (2003), most therapistoiporate some of what parents report
and some of what children report but with more eaghon the parental report. The stronger
therapist-parent agreement was not influenced éygliid’'s age, parental psychopathology or
therapist experience, some of which factors praeeble influencing agreement between the
clients. Possible reasons for the higher concorl@etween therapist and parent include that
therapists may believe parents are more relialgerters than children, they may want to
establish an immediate alliance with the parenprevent drop out, or may unintentionally
favor information from another adult. It is notewwor, however, that therapists do not seem to
consider possible agreement-alternating factorsnwtteosing the target for the therapy.
They should be mindful at minimum of the age of ¢théd which is the only factor affecting
agreement, and parental psychopathology which Wwaens to influence parental reports. If
the treatment plan does not target problems masteraing to the parent and the child,
motivation to participate may be threatened.

There is agreement in the literature that clinisiahould obtain information from multiple
informants during the assessment of child psychmpagyy and quality of life (Renouf and
Kovacs, 1994; Bennett et al., 1997; Eiser and Maz8€1; Jokovic et al., 2004; Klassen et
al., 2006) in order to increase the validity of tresultant diagnosis. According to the
situational specificity argument, different informa provide valid information about
functioning in different contexts (Reynoulds and ni#haus, 1992; Achenbach, 1995;
Youngstrom et al., 2000). Therefore, the quest®mat about which informant is more
accurate but rather about how to interpret and @oeinformation from multiple sources.
Kraemer et al. (2003) suggested the use of at thas¢ informants in clinical evaluations
who give independent, valid but not redundant respoFurthermore, researchers must
consider the dimensions which represent the regpohsan informant about the subject’s
characteristics over a relevant span of time. Ttesethe following: trait dimension - the
characteristic of the subject (symptom) under itigation (ie. problematic behavior of the
child), context dimension - factors related to plaand circumstances that influences the
subject’s expression of the trait, perspective disiean - characteristics of the informant that
influence his or her assessment of the trait, aecetror of measurement. An example would
be to obtain child, parent and teacher reports tabelavioral problems of the child. In this
case, the trait dimension is the same (behavioodllpms of the child), context dimension is
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represented by home versus school, and perspetthension is represented by self versus
parent versus teacher. It is not the number ofmémts that matters; it is also how informants
are selected. The lack of correlation between mémts, that is to date considered
problematic, thus becomes the phenomenon faailgatimore valid measure.

Cole et al. (2002) showed in their research thatemgent was stronger about symptom
development over time than about the level of degive symptoms at any specific point in
time. Therefore, they suggest the addition of apwmma dimension to multi-informant

assessment systems.

5.6 Importance and novelty of study
A systematic, large sample study of inter-informagreement in a depressed child

psychiatric population was not carried out befareHungary. Such a sample size offers a
unique opportunity to study mother-child concordantindividual symptoms and clusters of
depressive symptoms. Previously, there was coniusiathe literature about the effect of
child age, gender and parental psychopathology nalividual reports and mother-child
agreement. My results show that reporter charatiesi mainly influence individual reports
while child age and health status affects agreentativeen them. Interaction among
variables modifying mother-child agreement was lyastudied before. Research on this
subject promises guidance to clinicians in the &y practice to assemble information from
different sources while being knowledgeable of destmodifying individual reports and
agreement among informants.

This study fills a gap in our knowledge becausarditure is scarce in examining parent-child
agreement about QoL of children in psychiatric dapons. There were no such studies on
young depressed patients before. Furthermore, atsopaof agreement about the QoL of
psychiatric ill versus healthy children was notaepd previously. Since this disorder has an
increasing prevalence into adolescence with longn témpairment and continuity into
adulthood, it is important to study the quality Io€ reported by different raters and its
different aspects in this population.

Through the course of this research | validated easure of quality of life of children
applicable in healthy and ill populations which wast available in Hungarian previously.
There is no published data on the quality of lifeHoingarian psychiatric child population.
Based on the results of the present research dspmesignificantly lowers the quality of life
of the sufferers, and decreases agreement betvagentp and children about the difficulties
they have. Subjective QoL as one of the possibteomue measures offers the possibility to
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follow the (un)satisfaction of the child and thegr@ and compare it among various somatic
and psychiatric illnesses. Ideally, such informatimight even have an impact on the

distribution of resources.
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