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Objectives : To identify the interpersonal problem areas related to depressive
disorders in Thai depressed patients. Four interpersonal problem areas include grief, interpersonal
role disputes, role transitions, and interpersonal deficits.

Setting : King Chulalongkorn Memarial Hospital

Design : Analytic, matched case-control study 1:1

Subjects and method : The 90 pairs (matched by gender and age) of the depressed and
the non-depressed subjects, age above 18 years old, from the Department of Psychiatry, King
Chulalongkorn Memorial Hospital, were recruited into the study during July — December 2007. The
inclusion criteria for the depressed subjects were new cases of depression (within 6 months) and
scores of at least 8 points of Thai Hamilton Rating Scale for Depression (Thai HRSD); the non-
depressed subjects: the scores of less than 8 points of Thai HRSD. All subjects completed two
questionnaires; 1) Demographic data form, and 2) Thai Interpersonal Questionnaire. The
association between interpersonal problem areas and depressive disorders were analyzed by
McNemar's chi-square test. A p-value of less than 0.05 was considered statistically significant. The
strength of association was reported by using odds ratio (OR) with 95% confidence interval
(95%Cl). Conditional logistic regression was performed to identify the predictors of depressive
disorders.

Results : Most of subjects were young and middle-aged female, living in
Bangkok and central region. All fourinterpersonal problem areas were associated with depressive
disorders (p<0.01) in the following strength of association: grief (OR = 7.25, 95%CI = 2.55-28.38),
interpersonal role disputes (OR = 4.30, 95%CI = 2.13-9.60), role transitions (OR = 15.00, 95%CI =
5.56-56.84), and interpersonal deficits (OR = 9.00, 95%Cl = 3.58-29.05).  All four interpersonal
problem areas were predictors of depressive disorders in Thai depressed patients (p<0.05).

Conclusion : All four interpersonal problem areas were associated with depressive

disorders in Thai depressed patients.
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CHAPTER |
INTRODUCTION AND BACKGROUND
1.1 BACKGROUND AND RATIONALE

Depressive disorder was the fourth leading cause of worldwide disease
burden, accounting for 3.7% of total disability-adjusted life-years (DALYs), and was one
of the worldwide leading causes of disabilities, accounting for 10.7% of total years lived
with disabilities (YLDs) in 1990 [1]. A decade later, unipolar depression remains one of
the leading causes of worldwide disease burden and disabilities, accounting for 4.46%
of total DALYs and for 12.1% of total YLDs [2]. It was estimated that depressive disorder
would be the second leading disease of burden in the next 20 years [2]. Among other
psychiatric disorders, depressive disorder is the first leading cause of disease burden
and disability.

Depressive disorder is mainly characterized by sustained depressed mood
and decreased interest during a period, including decreased or increased appetite,
weight loss or gain, insomnia or hypersomnia, guilt, hopelessness, helplessness,
difficulty to concentrate, psychomotor retardation or agitation, thoughts of death or
suicidal ideation [3,4]. According to Diagnostic and Statistical Manual of Mental
Disorders, 4" edition, Text Revision (DSM-IV-TR) classification [5], depressive disorder
was mainly classified into major depressive disorder and dysthymic disorder [3,4]. Both
major depressive disorder and dysthymic disorder are two common depressive
disorders, with a lifetime prevalence of about 15% and 3 — 6% respectively [3,4]. Major
depressive disorder is the more severe form of depressive disorder during the two-week
period, while dysthymic disorder .is. the - mild and chronic form-of depressive disorder
during the two-year period. Coexisting disorders.of depressive disorders include anxiety
disorders, alcohol dependence, and other substance-related disorders. Patients with
these two depressive disorders have impairment of social and occupational functioning,
and also have the higher risks of suicidal behaviors [3,4].

Depressive disorder is composed of both biological and psychosocial
contributes. This leads to wide treatment modalities for patients with depressive
disorders, containing biological treatment - antidepressants, electroconvulsive therapy,
and psychosocial treatment - psychotherapies. One of the evidence-based
psychotherapies (EBTs) [6-8] that has been shown the efficacy on treatment of

depression is interpersonal psychotherapy (IPT) [9].



Interpersonal psychotherapy (IPT), developed by Myrna M. Weissman and
Gerald M. Klerman [10-12], is a short-term, structure, focused psychotherapy. It focuses
on the current interpersonal problems related to symptoms of depression. IPT therapist
tries to link the main interpersonal problem area with symptoms of depression and tries
to solve this main interpersonal problem. The goals of IPT are solving interpersonal
problems and resolving depressive symptoms [13,14]. It is a time-limited and evidence-
based psychotherapy of depression [8,9]. There are the clinical controlled trials showing
the efficacy of IPT on major depressive disorder, dysthymic disorders, and other
psychiatric disorders [9,15-17]. IPT concept was derived from the interpersonal or social
theories of depression; that is, interpersonal or social difficulties lead to psychiatric
morbidity, especially depression [18,19].

The interpersonal difficulties related to symptoms of depression are 1) grief or
complicated bereavement, 2) interpersonal role disputes, 3) role transitions, and 4)
interpersonal deficits [13,14]. In the initial phase of IPT, the therapist has to identify one
of four main interpersonal problems related to patients’ symptoms of depression.
Resolving the main interpersonal problem area leads to lessening of depressive
symptoms. Although there were many clinical trials showing the efficacy of IPT on
depression, but there are the limited studies on mechanism of IPT. Until now, there are
no any surveys on interpersonal problems. related to depression or any studies
concerning interpersonal problems related to symptoms of depression.

Although interpersonal problems seem to be universal human experiences and
interpersonal problems related to depression are found in depressed patients
worldwide, but the quality and quantity of interpersonal problems are varied due to the
different socio-cultural context, especially between western and eastern countries. IPT is
the psychotherapy that primarily focused on social context. Therefore, studying the
interpersonal or social-difficulties .of depressed patients. in-will-help to understand the
mechanism of interpersonal triggers in depression and help to-appropriately adapt IPT
into treatment model in Thailand.

This study was aimed to identify the interpersonal problem areas associated
with depressive disorders in Thai depressed patients. It will help in adaptation of IPT

manual for use in Thai depressed patients.



1.2 RESEARCH QUESTIONS

1.2.1 Primary research question

Are the four interpersonal problem areas (grief, interpersonal role disputes, role
transitions, and interpersonal deficits) associated with depressive disorders in Thai

depressed patients?

1.2.2 Secondary research question

Are other psychosocial factors: education, occupation, incomes, physical
illness, previous history of depressive disorder, and substance use disorders,

associated with depressive disorders in Thai depressed patients?

1.3 RESEARCH OBJECTIVES

1.3.1 To identify the interpersonal problem areas associated with depressive
disorders in Thai depressed patients

1.3.2 To identify other psychosocial factors: education, occupation, incomes,
physical illness, and previous history of depressive disorder, and substance use

disorders, associated with depressive disorders in Thai depressed patients

1.4 RESEARCH HYPOTHESES

1.4.1 The interpersonal problem areas are associated with depressive disorders in
Thai depressed patients.

1.4.2 The other psychosocial factors: education, occupation, incomes, physical
illness, and. previous history of depressive disorder, substance use disorders, are

associated with depressive disorder in Thai depressed patients.



1.5 CONCEPTUAL FRAMEWORK
Biological factors
- Genetic factors
- Neurotransmitters: serotonin,
norepinephrine
Psychodynamic factors

- Unresolved childhood difficulties

Interpersonal or social factors - Personality factors
- Interpersonal problem areas Cognitive and behavioral factors
1) Grief / Complicated bereavement l

2) Interpersonal role disputes

3) Role transitions

4) Interpersonal deficits Depressive disorders in

Thai depressed patients

Other psychosocial factors

\ 4

- Education

- Occupation

- Incomes

- Previous history of
depressive disorder

- Substance use disorder

1.6 KEY WORDS

Depressive disorder, interpersonal problem area, case-control

1.7 OPERATIONAL DEFINITIONS

Depressive disorders

Depressive disorder is characterized by sustained depressed mood and

decreased interest during a period, including decreased or increased appetite, weight



loss or gain, insomnia or hypersomnia, guilt, hopelessness, helplessness, difficulty to
concentrate, psychomotor retardation or agitation, thoughts of death or suicidal ideation.

In this study, depressive disorders included four depressive disorders
diagnosed by Diagnostic and Statistical Manual of Mental Disorders, 4" edition, Text
Revision (DSM-IV-TR) criteria: major depressive disorder, dysthymic disorder,
depressive disorder not otherwise specified (NOS), and adjustment disorder with
depressed mood, and also at least 8 points of scores on Thai version of Hamilton Rating
Scale for Depression (Thai HRSD).

Interpersonal problem areas

Interpersonal problem areas include four main interpersonal problems: 1) grief
or complicated bereavement, 2) interpersonal role disputes, 3) role transitions, and 4)

interpersonal deficits.

1) Grief or complicated bereavement means the sadness following the death of a

loved one; e.g. family members, spouse.

2) Interpersonal role disputes are defined as conflicts with a significant person

such as a spouse, family members, a coworker, or a close friend.

3) Role transitions include any developmental changes or any changes in life
status such as the beginning or the end of a relationship or career, a move, promotion,

retirement, diagnosis of medical illness.

4) Interpersonal deficits -include -lack-of interpersonal-or social skills, resulting in

problem in initiating or sustaining relationship, or lack of social support.

In"this study, the interpersonal problem areas were defined by the subjects’
problem in adjusting in the problem areas. The subjects who had interpersonal problem
areas were those who had the scores of Thai Interpersonal Questionnaire in the second
and the third interval of which were compatible with the problem areas diagnosed by the

clinical interview.



1.8 ETHICAL CONSIDERATIONS

The approval for the study was obtained from the Ethical Committee, the
Institutional Review Board (IRB) of Faculty of Medicine, Chulalongkorn University. This
study was conducted by using answering the guestionnaires and additional interview.
There was no serious harm to the subjects. All eligible subjects were fully explained the
objectives and method of the study before making the decisions to participate in the
study. The investigator ensured the subjects’ rights in making their own decisions to
participate in the study or withdraw from the study. After the subjects made their own
decisions to participate in the study, they gave their written, informed consents. The
investigator maintained the confidentiality on the subjects’ information. The subjects’

data were analyzed, presented, and reported in general.



CHAPTER I
REVIEW OF RELATED LITERATURES

Depression is a group of clinical conditions which is characterized by the
patient’s sustained depressed mood during a period, leading to their impaired
interpersonal, social, or occupational functioning. Patients with depression show
disturbance of mood (depressed mood, decrease in or loss of interest), vegetative
functions (decreased appetite, insomnia, decreased sexual activity), cognition (feelings
of guilt, hopelessness, helplessness, worthlessness, difficulty to concentrate, thoughts of
death or suicidal ideation), and psychomotor (psychomotor retardation, psychomotor
agitation) [3-4,20-23]. According to the Diagnostic and Statistical Manual of Mental
Disorders. 4" ed., Text Revision (DSM-IV-TR) classification [5], depressive disorders are
mainly classified into two types: major depressive disorder and dysthymic disorder.
Major depressive disorder is a severe form of depressive disorders, characterized by
sustained depressed mood or loss of interest or pleasure during a 2-week period with
five or more of the following symptoms: depressed mood, markedly diminished interest
or pleasure, significant weight loss or decrease or increase in appetite, insomnia or
hypersomnia, psychomotor agitation or retardation, fatigue or loss of energy, feelings of
worthlessness or excessive or inappropriate guilt, diminished ability to think or
concentrate or indecisiveness, recurrent thoughts of death or recurrent suicidal ideation
or a suicidal attempt. These symptoms lead to significant distress or impairment in
social, occupational, or other important functioning [5]. Dysthymic disorder is a mild
and chronic form of depressive disorders characterized by sustained depressed mood
for at least two years with two or more of the following symptoms: poor appetite or
overeating, insemnia_or -hypersomnia, -low energy--or-fatigue,- low self-esteem, poor
concentration ~or _difficulty.” in- decision ‘making, ‘feelings of hopelessness. These
symptoms cause significant distress or impairment in social, occupational, or other

important functioning [5].



2.1 DEPRESSIVE DISORDERS

2.1.1 EPIDEMIOLOGY

Depressive disorder is a common disorder, with a lifetime prevalence of about
15% (perhaps as high as 25% for women) for major depressive disorder and about 5 —
6% for dysthymic order [3,4]. The incidence of major depressive disorder is about 10%
in primary care patients and 15% in medical inpatients [3,4]. Table 2.1 shows the

lifetime prevalence of depressive disorder.

Table 2.1 Prevalence of depressive disorders

Depressive disorder Lifetime Prevalence
Major depressive disorder (MDD) 10 — 25% for women;
5—-12% for men
Recurrent, with full interepisode recovery, Approximately 3% of
superimposed on dysthymic disorder persons with MDD
Recurrent, without full interepisode Approximately 20-25%
revocery, superimposed on dysthymic of persons with MDD

disorder (double depression)

Dysthymic disorder Approximately 6%

* Data are from American Psychiatric Association. Diagnostic and Statistical Manual of
Mental Disorders. 4" ed. Text Revision. Washington, DC: American Psychiatric
Association; 2000 [5].

Gender

Depressive disorder is more.common in women than in men. The prevalence
of major depressive disorder is twofold greater in women than in men [3,4].

Age

The mean age of onset of major depressive disorder is about 40 years [3,4].
50% of patients with major depressive disorder have the age of onset between 20 — 50

years [3,4]. Dysthymic disorder is more commonly found in the younger persons [3,4].



Marital status

Major depressive disorder wusually occurs in persons without close
interpersonal relationships or persons who are divorced or separated [3,4]..

Socioeconomic status

Major depressive disorder is more commonly found in rural areas than in urban
areas [3,4]. Dysthymic disorder is common in persons with low incomes [3,4].

Coexisting disorders

Major depressive disorder and dysthymic disorder usually coexist. The
coexisting major depressive disorder and dysthymic disorder is called double
depression. Moreover, depressive disorder frequently coexists with other psychiatric
disorders, especially anxiety disorders, substance use disorders, and personality
disorders such as borderline personality disorder [3,4].

In Thailand, the prevalence of depressive disorder is about 5.7-20.9%. From
the epidemiological survey of Nuntika Thavichachart’s [24], the lifetime prevalence of

depressive disorder in Bangkok Metropolis is 19.9% [21].

2.1.2 ETIOLOGY

Depressive disorder has multi-factorial etiologies: both biological and

psychosocial factors.

1) Biological factors

Biological factors contributing to depressive disorder include genetic factors,
change in brain structure and function, neurotransmitter abnormalities, neuroendocrine
dysregulation,-and-other biological dysfunction.

From. the previous 'studies, genetic. factors' play “the significant role in
depressive disorder from family, adoption, twin, and linkage studies [25].

From the studies of brain structure from computed tomography (CT) Wag
magnetic resonance imaging (MRI), patients with depressive disorder were found
ventriculomegaly and significant reduction of brain volume. Functional brain studies
from positron emission tomography (PET) found the reduction of cortical cerebral blood
flow and glucose metabolism, especially in prefrontal cortex [26,27].

Neurotransmitter abnormalities in depressive disorder include abnormalities of
biogenic amines: norepinephrine, serotonin, and dopamine. The evidences showing the

biogenic amine abnormalities in depressive disorder were metabolites of biogenic
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amines (5-hydroxyindoleacetic acid or 5-HIAA, homovanilic acid or HVA, 3-methoxy-4-
hydroxyphenyl-glycol or MHPG) in blood, urine, and cerebrospinal fluid, and the efficacy
of antidepressants: increasing biogenic amines in synapses and modification of
receptor sensitivities [28-30].

Neuroendocrine abonormalities in depressive disorder include abnormalities in
hypothalamic-pituitary-adrenal or HPA axis. Fifty percent of depressed patients have
increased cortisol level and non-suppression from dexamethasone suppression test
[3,26,30]. Besides, abnormalities of thyroid axis and growth hormones were also found
[3].

Other biological dysfunctions were abnormalities in sleep neurophysiology:
terminal insomnia or early morning awakening, delayed sleep onset, shortened
shortened rapid eye movement (REM) latency, longer first REM period, abnormal delta

sleep; and abnormal regulation of sleep-wake cycle [3,26].

2) Psychosocial factors

Psychosocial ~ factors of  depressive disorder include intrapsychic
psychodynamic factors, cognitive factors, behavioral factors, and also interpersonal or
social factors.

Intrapsychic or psychodynamic factors focus on intrapsychic conflicts from
past or childhood experience. Psychoanalysts and psychodynamic therapists see the
patients’ depressive symptoms as the reactivation of unresolved childhood difficulties
and inadequate mothering [3,30,31]. Sigmund Freud and Karl Abraham explained
depressive disorder is precipitated by the loss of loved one. The bereaved persons try
to introject the lost person into themselves. Feelings of anger that are directed inward at
themselves lead to . patients’ - depressive . symptoms. -Melanie Klein focused on
problematic mother-child relationship. Edward' Bibling saw depression was developed
from the failure to reach the ego-ideal. Heinz Kohut explained that damaged sense of
self or self-esteem or narcissistic.injury leads to depression. John Bowlby focused on
early attachments in childhood. He saw that traumatic separation in childhood
precipitates depression. Personality also plays the roles in depressive disorder. From
previous studies, personality disorders predisposing to depressive disorder were
obsessive-compulsive, histrionic, and borderline personality disorders [3,4].

Cognitive factors focus on distortion of cognition or thinking. Aaron Beck stated
that depressed persons have all negative views of themselves, their world or

experiences, and their future. They feel themselves as defective, inadequate,
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undesirable, the others as negative, demanding, and their future as deprivation,
hardship, suffering, and failure [3,32,33].

Maladaptive behavior patterns produce depressive symptoms. Many persons
experience the repeated failures and disappointments may learn lead helplessness and
hopelessness, leading to symptoms of depression [3,4].

Interpersonal or social factors also play important roles in depressive disorder.
Many depressed patients report their adverse or stressful life events precipitating their
symptoms of depression. These stressful life events include death of the loved one
especially the death of spouse, separation, any life changes such as separation or

divorce, unemployment, or financial problems [3,4,30].

2.1.3 CLINICAL FEATURES

Depressive disorder is characterized by a sustained period of depressed
mood and loss of interest or pleasure in activities. Most of depressed patients complain
about the decreased energy, trouble sleeping, and poor appetite and weight loss. They
usually also have the cognitive symptoms: an ability to think or concentrate, guilt,
feelings of helplessness, hopelessness, or worthless. They found difficulties in finishing
tasks, and had less motivation to-undergo the new projects. Moreover, many depressed
patients had somatic complaints such as functional headaches, muscle tension,
dyspepsia, or constipation. They usually withdraw from their families, their friends, or
activities that previously interested them. These depressive symptoms lead to the
impairment of patients’ functioning at school or work, and also interpersonal or social

functioning.

2.1.4 DIAGNOSIS

Major depressive disorder

According to the DSM-IV-TR diagnostic criteria [5], major depressive disorder

is diagnosed by the presence of one or more depressive episodes in the absence of a

history of mania or hypomania.
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DSM-IV-TR diagnostic criteria for major depressive episode [5]

A. Five (or more) of the following symptoms have been present during the
same 2-week period and represent a change from previous functioning; at least one of
the symptoms in either (1) depressed mood or (2) loss of interest or pleasure.

Note: Do not include symptoms that are clearly due to a general medical condition, or
mood-incongruent delusions or hallucinations.

(1) depressed mood most of the day, nearly every day, as indicated by either
subjective report (e.g., feels sad or empty) or observation made by others (e.g., appears
tearful) Note: In children and adolescent, can be irritable mood.

(2) markedly diminished interest or pleasure in all, or almost all, activities most
of the day, nearly every day (as indicated either by subjective account or observation
made by others)

(3) significant weight loss when not dieting or weight gain (e.g. A change of
more than 5% of body weight in a month), or decrease or increase in appetite nearly
every day Note: In children, consider failure to make expected weight gains.

(4) insomnia or hypersomnia nearly every day

(5) psychomotor agitation or retardation nearly every day (observable by
others, not merely subjective feelings of restlessness or being slowed down)

(6) fatigue or loss of energy nearly every day

(7) feelings of worthlessness or excessive or inappropriate guilt (which may be
delusional) nearly every day (not merely self-reproach or guilt about being sick)

(8) diminished ability to think or concentrate, or indecisiveness, nearly every
day (either by subjective account or as observed by others)

(9) recurrent thoughts of death (not just fear of dying), recent current suicidal
ideation without a.specific plan, or-a-suicide attempt or a-specific plan for committing
suicide

B. The symptoms do not meet criteria for a mixed episode.

C. The symptoms cause. clinically significant distress or impairment in social,
occupational, or other important areas of functioning.

D. The symptoms are not due to the direct physiological effects of a substance
(eg., a drug of abuse, a medication) or a general medical condition (e.g. hypothyroidim).

E. The symptoms are not better accounted for by bereavement, i.e., after the
loss of a loved one, the symptoms persist for longer than 2 months or are characterized
by marked functional impairment, morbid preoccupation with worthlessness, suicidal

ideation, psychotic symptoms, or psychomotor retardation.
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Dysthymia or dysthymic disorder
DSM-IV-TR diagnostic criteria for dysthymic disorder [5]

A. Depressed mood for most of the day, for more days than not, as indicated
either by subjective account or observation by others, for at least 2 years.
Note: In children and adolescents, mood can be irritable and duration must be at least 1
year.
B. Presence, while depressed, of two (or more) of the following:
1) poor appetite or evereating

2) insomnia or hypersomnia

(1)
(2)
(3) low energy or fatigue
(4) low self-esteem

(5) poor coneentration or difficulty making decisions

(6) feelings of hopelessness

C. During the 2-year period (1 year for children or adolescents) of the
disturbance, the person has never been without the symptoms in Criteria A and B for
more than 2 months at a time.

D. No major depressive episode had been present during the first 2 years of

the disturbance (1 year for children and adolescents); i.e., the disturbance is not better
accounted for by chronic major depressive disorder, or major depressive disorder, in
partial remission.
Note: There may have been a previous major depressive episode provided there was a
full remission (no significant signs or symptoms for 2 months) before development of the
dysthymic disorder. In addition, after the initial 2 years (1 year in children or
adolescents) or dysthymic disorder, -there may be superimposed episodes of major
depressive disorder, in which case both diagnoses may be given when the criteria are
met for a major depressive episode.

E. There has never been a manic episode, a mixed episode, or a hypomanic
episode, and criteria have never been met for cyclothymic disorder.

F. The disturbance does not occur exclusively during the course of a chronic
psychotic disorder, such as schizophrenia or delusional disorder.

G. The symptoms are not due to the direct physiological effects of a substance
(e.g., a drug of abuse, a medication) or a general medical condition (e.g.

hypothyroidism)
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H. The symptoms cause clinically significant distress or impairment in social,

occupational, or other important areas of functioning.

Depressive disorder not otherwise specified

DSM-IV-TR diagnostic criteria for depressive disorder not otherwise specified [5]

The depressive disorder not otherwise specified category includes disorders
with depressive feature that do not meet the criteria for major depressive disorder,
dysthymic disorder, adjustment disorder with depressed mood or adjustment disorder
with mixed anxiety and depressed mood. Sometimes depressive symptoms can present
as part of an anxiety disorder not otherwise specified. Examples of depressive disorder
not otherwise specified include

1. Premenstrual dysphoric disorder: in most menstrual cycles during the past
year, symptoms (e.g., markedly depressed mood, marked anxiety, marked affective
lability, decreased interest in activities) regularly occurred during the last week of the
luteal phase (and remitted within a few days of the onset of menes). These symptoms
must be severe enough to markedly interfere with work, school, or usual activities and
be entirely absent for at least 1 week postmenes.

2. Minor depressive disorder: episodes of at least 2 weeks of depressive
symptoms but with fewer than the five items required for major depressive disorder.

3. Recurrent brief depressive disorder: depressive disorders lasting from 2
days up to 2 weeks, occurring at least once a month for 12 months (not associated with
menstrual cycle).

4. Postpsychotic depressive, disorder of schizophrenia: a major depressive
episode that occurs during.the residual phase of schizophrenia.

5. A major depressive episode superimposed on delusional disorder,
psychatic disorder not otherwise specified, or the active phase of schizophrenia.

6. Situations in which the clinician has concluded that a depressive disorder is
present but is unable to determine whether it is primary, due to a general medical

condition, or substance induced.
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Adjustment disorder with depressed mood

DSM-IV-TR diagnostic criteria for adjustment disorder [5]

A. The development of emotional or behavioral symptoms in response to an
identifiable stressor(s) occurring within 3 months of the onset of the stressor(s).

B. These symptoms or behaviors are clinically significant as evidenced by
either of the following:

(1) marked distress that is in excess of what would be expected to the stressor

(2) significant impairment in social or occupational (academic) functioning

C. The stress-related disturbance does not meet the criteria for another
specific Axis | disorder and is not merely an exacerbation of a preexisting Axis | or Axis
|l disorder.

D. The symptoms do not represent bereavement.

E. Once the stressor (or its consequences) has terminated, the symptoms do
not persist for more than an additional 6 months.

Specify if:

Acute: if the disturbance lasts less than 6 months

Chronic: if the disturbance lasts for 6 months or longer

Adjustment disorders are coded based on the subtype, which is selected
according to the predominant symptoms. The specific stressor(s) can be specified on
Axis IV.

With depressed mood

With anxiety

With mixed anxiety and depressed mood

With disturbance of conduct

With mixed disturbance ofilemotions and conduct

Unspecified

2.2 INTERPERSONAL PSYCHOTHERAPY

Interpersonal psychotherapy (IPT) is one of the evidence-based therapies
(EBTs) of depression [8,9,34]. It is based on the interpersonal theory of Adolf Meyer and
Harry Stack Sullivan, which mentioned that interpersonal or social difficulties leading to
psychiatric morbidities, especially depressive disorder [18,19]. IPT was developed by

Myrna M. Weissman and Gerald L. Klerman [10,11]. Four interpersonal problems
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include 1) grief or complicated bereavement, 2) interpersonal role disputes, 3) role
transitions, 4) interpersonal deficits. IPT therapists try to link the interpersonal problem
with depressive symptoms of patients. Resolving the patients’ interpersonal problems
leads to the reduction of depressive symptoms [13,14]. IPT was originally used as a
treatment of depressive disorders, major depressive disorder and dysthymia. There are
many studies showing the efficacy of IPT on depressive disorder, both major depressive
disorder and dysthymia [9,15,16,35]. IPT was adapted to use for adolescent depression
[36-39], late-life depression [40], depression in marital disputes [41], depression in
medical illness [42], depression in HIV-positive patients [13], ante- and postpartum
depression [43], and bipolar disorders [44-46]. IPT was also adapted to use for non-
mood disorders such as anxiety disorders [47,48], eating disorders [49-51],
somatization disorder [52], borderline personality disorder [53]. Moreover, IPT was also
adapted for use as IPT group therapy [54-55]. It was tested for the efficacy for these
kinds of psychiatric disorders. Now there is an IPT therapeutic manual, developed by
Myrna M. Weissman, and John C. Markowitz [13]. It makes IPT as a uniform for

teaching, training, practice, and also researches.

2.2.1 INTERPERSONAL APPROACH TO DEPRESSION

1) Symptom function

Symptoms  of depression include depressed mood, vegetative symptoms
(decreased appetite, weight loss, insomnia, fatigue, and decreased sexual desire),
negative cognition (guilt, worthlessness, helplessness, and hopelessness), psychomotor
retardation or agitation, and interpersonal or social dysfunction. The interpersonal or
social dysfunction-include less assertiveness,-ineffective communication, limited social
activities, limited social contact, and social isolation [13,20]. Besides, these symptoms

had both biological and psychosocial contributes.
2) Social and interpersonal relations
Interpersonal problems related to depression include grief or complicated

bereavement, interpersonal role disputes, role transitions, and interpersonal deficits
[13,14].
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3) Personality and character problems

Some personality or character traits such as inhibited expression of anger or
guilt, poor psychological communication with significant others, and difficulty with self-
esteem determine a person’s reactions to interpersonal experiences, and may
predispose depression [13]. IPT does not focus on personality reconstruction because
of the short duration of treatment. However, many patients of IPT gain new social skills

that may help to compensate for personality difficulties.

2.2.2 CHARACTERISTICS OF INTERPERSONAL PSYCHOTHERAPY [13,14,
34,56,57]

1) Time-limited psychotherapy

IPT is time-limited or short-term psychotherapy for immediate problems and for
many Axis | disorders. This is different from long-term psychotherapy which is necessary
for the treatment of patients with personality disorders (axis Il disorder). IPT also avoids
the adverse effects of reinforcing dependence and avoidance behavior which may be

found in long-term psychotherapy.

2) Focused psychotherapy

IPT is a focused psychotherapy. IPT therapists focus on one or two areas of
problem (core conflicts) in the patients’ current or here-and-now interpersonal
functioning. IPT is different from long-term psychotherapy which is an open-ended

psychotherapy-and-relates to patients’intrapsychic.issues from the past to the present.

3) Focusing on current relationships

IPT primarily focuses on patients’ current relationship which is related to
depressive symptoms. Although sometimes IPT therapist may review the past history of
patients, it still focused on the past relationship that may affect the patient’'s current

relationship or interpersonal functioning.
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4) Interpersonal focus

Unlike psychoanalytic psychotherapy, an IPT therapist does not try to explore
patient’s problem in terms of intrapsychic conflicts, but the therapist sees relationships
with others within interpersonal context or interpersonal conflicts. Moreover, IPT is not
like cognitive-behavioral therapy which focuses on thinking errors or distortion or

maladaptive behaviors.

5) Not focusing on personality

IPT does not focus on patients’ personalities or traits like in long-term
psychotherapy. Patients without personality disorders work with IPT better than patients
with personality disorders. Although IPT does not try to change personality structure of
the patients, it still helps to improve social skills of patients and may adapt maladaptive

personality traits after patients have been relieved from their depressive symptoms.

6) Active and advocate therapist

IPT therapists are active and serve as the advocates to the patient, not taking

the neutral role like in psychodynamic psychotherapy. Nevertheless, IPT therapists
maintain the nonjudgmental attitude, warmth, and unconditional positive regard; they are
optimistic, helpful, supportive, and use more reassurance and direct advice when it
seems useful.

2.2.3 GOALS OF INTERPERSONAL PSYCHOTHERAPY

1) To resolve the interpersonal problems

IPT therapists help .the patients recognize the connection between their
interpersonal problems and symptoms of depression, and help them resolve their

interpersonal problems.

2) To increase the interpersonal skills

IPT therapists try to enhance the patients’ interpersonal skills, increase the

patients’ social support, leading to the decreased patients’ social isolation.
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3) To improve the communication patterns

IPT therapists try to make the patients recognize their maladaptive
communication patterns leading to interpersonal problems, and help them communicate

with others more effectively.

4) To relieve symptoms of depression

IPT therapists help the patients relieve the symptoms of depression such as
depressed mood, loss of interest, vegetative symptoms, and also help the patients

return to their normal functioning.

2.2.4 PHASES OF INTERPERSONAL PSYCHOTHERAPY [13,14,34,57]

Interpersonal psychotherapy is a short-term psychotherapy. The duration of
treatment is about 12 — 16 weeks (once a week session). The length of session is about

45-60 minutes. IPT consists of three phases of treatment.

1) Initial phases

The Initial session begins with a review of patient’'s depressive symptoms and
the interpersonal context related to the depressive episode. After diagnosing depressive
disorder, the therapists provide the information about depression and the treatment
options to the patients. The therapists try to link depressive symptoms to the patients’
interpersonal problems, and then identify the major problem areas of the patients. After
considering IPT as-a treatment for patients, the therapists explain the IPT concepts and

set the treatment contract.

2) Intermediate phases

Intermediate sessions focus on the patient’s areas of problem. In each session,
therapists try to relate depression to interpersonal events that patient met during the
past week, and work on the patient’'s areas of problem in order to relieve depressive

symptoms.
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3) Termination phases

Termination sessions, the last 3 - 4 sessions, include the discussion of the
ending of treatment, the acknowledgment of grief, and the patient's recognition of
independent competence. If the patients fail to respond to IPT, the therapists will
discuss other alternative treatments with the patients. Moreover, in some cases, the

therapists may discuss with the patients about the continuation treatment.

2.2.5 THERAPEUTIC METHOD OF INTERPERSONAL PSYCHOTHERAPY
[13,14, 34,57]

1) Grief or complicated bereavement

Grief or complicated bereavement is sadness following the death of a loved
one. In IPT, the therapists help the patients accept their painful affects related to the
grief or loss, facilitate their mourning process, and help them develop new attachment

and social support to compensate for the loss.

2) Interpersonal role disputes

Interpersonal role disputes mean conflicts with a significant other: a spouse,
other family members, a coworker, or a close friend. The therapists help the patients
recognize the cause of disputes or maladaptive communication patterns, and then help

them resolve the disputes.

3) Role transitions

Role transitions are any changes in life status: both developmental and
situational changes: in life status, for example, parenthood, aging, the beginning or the
ending of the relationship, a career advancement, a move, job loss, retirement,
separation or divorce, diagnosis of medical iliness. The therapists help the patients
conceptualize more balanced views of the old roles and the new roles, and help them to

develop new skills needed for their new roles.
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4) Interpersonal deficits

Interpersonal deficits are defined as the patient’s lack of interpersonal or social
skills, resulting in problem in initiating or sustaining a relationship, and also lack of social
support. The therapists help the patients develop the interpersonal or social skills, and

reduce the patients’ social isolation.

2.2.6 THERAPEUTIC TECHNIQUES OF INTERPERSONAL PSYCHOTHERAPY
[13,14,57]

Therapeutic techniques for IPT include exploratory techniques, clarification,
encouragement or use of affect, communication analysis, role playing, use of
therapeutic relationship, problem solving and decision making, behavior change

techniques, and homework or task assignments,

2.2.7 ROLES OF THE THERAPISTS [13,14,57]

1) The therapist is a patient’s advocate, not neutral.

The therapists maintain the nonjudgmental attitude and remain the
unconditional positive regard to the patient. The therapists are the patients’ advocates
and allies. They are also optimistic and make the patients feel that the patients’
problems can be resolved. The therapists are also supportive, and may use
reassurance and direct advice when they consider these techniques will be helpful for

the patients.

2) The therapist is active, not passive.

IPT is a focused, short-term psychotherapy. The goal of treatment is to relieve
depressive symptoms by solving the patients’ interpersonal problems. Therefore, IPT
therapists’ role is active and the therapists help the patients focus on issues of the

current interpersonal problems.
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3) The therapeutic relationship is not interpreted as transference.

The therapist-patient relationship in IPT is realistic, not seen as a repetition of
the patients’ past relationships with others, or transferences. The therapists provide the
alliance, the assistance, and realistic understanding to the patients. The patients’
positive feelings toward the therapists are not explored, unless these feelings interrupt

the treatment process.

4) The therapeutic relationship is not a friendship.

Although the therapists are the patients’ advocates, the therapist-patient
relationship is neither social relationship nor friendship. The therapist can give the
personal opinions when the topics are relevant to the treatment. However, the therapists

do not participate or get involved in the patients’ activities unrelated to the treatment.

2.2.8 EVIDENCES IN EFFICACY OF INTERPERSONAL PSYCHOTHERAPY

1) Boston-New Haven study

1.1) IPT for acute depression

The first comparative study of the efficacy of IPT and antidepressant was
conducted in acutely depressed, ambulatory men and women by using IPT alone,
amitriptyline alone, and the two in combination, against a nonscheduled treatment group
for sixteen weeks [9,16]. IPT was administered by experienced psychiatrists. The eighty-
one depressed: patients -entered the randomized treatment study [9,16]. The control
group was the nonscheduled treatment; ‘the patients in this ‘group were assigned a
psychiatrist_with whom they were told to get in touch whenever they felt a need for
treatment.

The results found that each treatment alone effectively reduced symptoms than
the nonscheduled treatment and combination treatment had greater outcome than each
treatment alone [9]. IPT alone and amitriptyline alone had no differences in symptom
reduction at the end of treatment, although the treatment effect of amitriptyline on
vegetative symptoms of depression appeared earlier. Amitriptyline initially affected on
vegetative symptoms such as disturbance in sleep and appetite, while IPT mainly

affected on the patients’ mood, work performance and interest, suicidal ideation, and
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guilt [16]. The effects of IPT became statistically apparent after four to eight weeks of

treatment, and were sustained throughout the course of treatment [16].

1.2) Follow-up after acute treatment

Patients were followed up one year after treatment had ended. Patients who
received IPT either alone or in combination with amitriptyline had better psychosocial
functioning, as parents, family members. Generally, they were better than those who

received amitriptyline alone [15].

1.3) IPT as maintenance treatment

There was a study of the efficacy of IPT maintenance treatment in an eight-
month trial for women recovering from an acute depressive episode. This study
compared with a low-contact control, with amitriptyline, placebo, or no pill. The
combination of treatments was the most efficacious. It showed a lower risk of relapse,

and greater improvement in social functioning [58,59].

2) NIMH TDCRP study

This was a multi-site National Institute of Mental Health Treatment of
Depression Collaborative Research Program (NIMH TDCRP) [17]. This study randomly
assigned 250 depressed outpatients to sixteen weeks of imipramine, IPT, cognitive-
behavior therapy (CBT), or placebo. Treatment manuals were used to define each
treatment, and the recorded tapes of sessions were used to monitor the treatment
sessions. Most subjects .completed at least fifteen-weeks or twelve treatment sessions.
IPT had the lowest attrition rate among the treatments. Less symptomatic patients
improved in _all treatments, including placebo/clinical management. Among more
severe depressed. patients, imipramine/clinical management induced the most rapid
response and was the most consistently superior to placebo. IPT was comparable to
imipramine/clinical management on several outcome measures, and was most
consistently superior to placebo. CBT produced an immediate level of improvement,
and was not superior to placebo for this group.

According to both the Boston-New Haven study and the TDCRP, sixteen weeks
of treatment could induce remission, but not guarantee the maintenance of recovery

from depression [15,17].



24

In conclusion, major depression tends to be a recurrent and relapsing illness
for which no acute treatment, psychotherapy or psychopharmacology, is curative. This
research shows that IPT can treat an acute depressive episode, but the continuation
and maintenance treatment at monthly level may be necessary to sustain remission
[15,17].

3) Neuroimaging study

There was a neuroimaging study of patients who received antidepressant
treatment and IPT [60]. They randomized 28 patients with major depression to receive
either venlafaxine or weekly IPT. The subjects were assessed by using SPECT imaging
at baseline and after six weeks. Both treatment groups improved markedly, but showed
different patterns of single photon emission computed tomography (SPECT) change.
Patients receiving venlafaxine showed angular gyrus and dorsolateral prefrontal cortical
(DLPFC) normalization, while IPT patients showed DLPFC and limbic central cingulate

normalization.

2.2.9 PREDICTORS OF RESPONSE

There were studies of some factors predicting the treatment response of IPT.

1) Patient factors

Sotsky and colleagues found that many patient factors predicted treatment
outcome of depressed patients [61]. Patients with low level of social dysfunction (or
interpersonal deficits) responded to-IPT better than those with severe social dysfunction.
Patients with symptom of more severity and.difficulty in concentrating responded poorly
to CBT. High initial severity of major‘depression and of impaired functioning predicted
superior response.to IPT and to imipramine. Both IPT and CBT had significantly higher
response rates for patients with atypical depression (mood reactivity and reversed
vegetative symptoms: hypersomnia, hyperphagia, and weight gain) than imipramine.

The study of efficacy of IPT on depressed patients with personality disorders
showed that IPT was more efficacious than CBT for patients with obsessive compulsive
personality disorder, while CBT had better response for patients with avoidant

personality disorder than IPT [62].
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Single, separated, or divorced patients responded to IPT better than to CBT,
whereas married or cohabiting patients responded to CBT better than IPT [62].

According to a biological study, it showed that patients with abnormal sleep
electroencephalogram (EEG), abnormal sleep efficiency, REM latency, and REM

density, had poorer response to IPT than patients without sleep EEG abnormalities [63].

2) Therapist factors

A study of IPT maintenance for recurrent major depression found that the focal
purity of IPT (the ability of therapist to focus on interpersonal issues) was significantly
correlated with the prevention of relapse [64]. The strength of therapeutic alliance also

influenced the treatment outcome of [PT [13].

2.2.10 MANUAL OF INTERPERSONAL PSYCHOTHERAPY

Treatment manuals provide a basis for relative homogeneity of therapeutic
approach and technigues used by therapists. This makes psychotherapy a uniform
treatment. This is beneficial for treatment, training, and also researches in
psychotherapy. IPT is one of manualized psychotherapies. IPT therapeutic manual was
initially released at the time of Boston-New Haven studies of the 1970s. In 1984, the
manual became a book, “Interpersaonal Psychotherapy of Depression” [13,14].

To develop the IPT treatment manual, it is necessary to know whether IPT will
work for a particular diagnosis or subpopulation within a diagnosis requires testing its
efficacy. These are steps preceding the actual treatment studies:

1. Clinical experience of the therapist in IPT and also in the specific population
is required to develop.a. manual forthat group of population.

2. A survey and an .assessment of the psychosocial and interpersonal
problems in the treatment population ‘are needed to appropriately modify the IPT manual
for subpopulation from the original IPT.manual.

3. Modifications of IPT deriving from the survey and assessment can be
addressed in the manual by using case examples and scripts. The cases and scripts
provide examples of problems and guidelines for dealing with those problems.

4. When a new manual is developed, it should be first used in pilot group then
in a treatment population. A therapist can add or adjust some issues when the manual

is used in the pilot group.
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5. Once the new manual is completed, the manual can be used for training

therapists and for studying IPT efficacy in researches.

2.3 INTERPERSONAL OR SOCIAL FACTORS OF DEPRESSIVE DISORDERS

As mentioned in the former parts of review, depressive disorder is composed
of both biological and psychosocial etiologies. This leads to wide treatment modalities
for patients with depressive disorders, containing biological treatment - antidepressants,
electroconvulsive therapy, and psychosocial treatment — psychotherapies [3,4].

Interpersonal  psychotherapy (IPT) is one of the evidence-based
psychotherapies of depression [8,9]. IPT concept was derived from the interpersonal or
social theory of depression, which mentioned that interpersonal or social difficulties lead
to psychiatric morbidity, especially depression [18,19]. Interpersonal problem areas
include 1) grief or complicated bereavement, 2) interpersonal role disputes, 3) role
transitions, and 4) interpersonal deficits. Solving the patients’ current interpersonal
problems leads to lessening their depressive symptoms [13,14,57].

Although there were many studies showing the efficacy of IPT on patients with
depressive disorders [9,15-17,58-60], however; there were still limited studies on
mechanisms or interpersonal problems related to depressive symptoms. These
followings are the studies concerning interpersonal and social factors related to
depressive symptoms.

Meyer A and Sullivan HS [18,19], the founders of the interpersonal schooal,
stated that interpersonal problems and social factors contribute to psychiatric
morbidities such as depression.

Holmes TH and Rahe RH [65] constructed the Social Readjustment Rating
Scale for measuring stressful life events. The-higher accumulation of life event scores
indicates the greater vulnerability to disease. Among stressful'life events, the death of
spouse has the greatest impact on ‘people’s lives. The other stressful life events that
have ‘high impact include divorce, marital separation, detention in jail, death of a close
family member, major injury or iliness.

Kendler KS, et al [66] studied the stressful life events predicting the onset of
major depression. The result showed that the stressful events considered as the most
important predictors of major depression were death of a close relative, assault, serious
marital problems, and divorce or breakup (odds ratio of more than 10).

Weissman MM and Paykel ES [67] reported that depressed women had

problematic marital and family relationships.
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Hammen C [68] studied the effect of stressful events on depression by
demographically matched groups of women with unipolar depression (n = 14), bipolar
depression (n = 11), chronic medical illness (n = 13), and no iliness or disorder (n = 22).
The results showed that unipolar depressed women experienced more stress than the
normal women, and had more interpersonal event stress than all others.

Davila J and Hammen C, et al [69] studied the role of interpersonal problem-
solving strategies in the stress generation in depression in 140 adolescents. The results
showed that the interpersonal stress mediated the relationship between initial and later
depressive symptoms, and the interpersonal problem-solving strategies predicted
interpersonal stress, but there was no association between interpersonal problem-
solving strategies and depressive symptoms.

Hammen C and Brennan PA [70] reported the interpersonal dysfunction in
depressed women. They compared interpersonal behavior in the currently depressed (n
= 83), formerly depressed (n = 271), and never depressed women (n = 458). The results
showed that interpersonal difficulties - were not only consequences of depression. The
formerly depressed women had more marital instability, marital dissatisfaction, spouse
coercion, physical injury, problematic relationship with their child, friends, extended
family, more stressful interpersonal life events than never-depressed women.

Zlotnick C, Kohn R, Keitner G, and Della Grotta SA [71] compared the quality
of interpersonal relationships in major depressive disorder to dysthymia, nonaffective
disorders, and no psychiatric disorders. The results showed that individuals with major
depressive disorders had significantly fewer positive interactions and more negative
interactions with their spouses or partners than those with -nonaffective disorders, and
than those with no psychiatric disorders.

John C. Markowitz, et al [72] tried to study the mechanism of IPT by relating
interpersonal problem.improvement.and patients’ symptom-reduction in 24 patients. The
results found the correlation 'between solving. interpersonal problems and symptom
improvement. However; the limitation of this study ‘was the small sample size and also
the methodological limitation to show causal-effect of solving interpersonal problems
and symptom improvement.

John C. Markowitz, et al [73] also assessed the interrater reliability on
determining interpersonal psychotherapy problem areas. The three IPT therapists
assessed 18 audiotapes of initial treatment session. The results showed that kappas for
presence or absence of each of the four IPT problem areas were 0.87 (grief), 0.58 (role

disputes), 1.0 (role transition), and 0.48 (interpersonal deficits). The studied showed that
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the fourth problem area, interpersonal deficits, was the least well defined of the
interpersonal problem areas.

Interpersonal difficulties: loss, conflicts, life transitions, and social isolation;
seem 1o be universal human experiences and interpersonal problems are found in
patients with depression worldwide. However, the quality and quantity of interpersonal
problem areas and also interpersonal problem-solving strategies may differ due to
different socio-cultural context. The example of this issue was found in Uganda as
follows.

Verdeli H, Clougherty K, et al. [74] tried to adapted IPT for people in Uganda.
They found that people in Uganda were usually socialized to participate in community
activities. The isolation from community was rarely found. Therefore, the forth problem
area: interpersonal deficits or social isolation, was not recognized as a relevant
interpersonal trigger of depression in Uganda.

IPT now is a structure, manual-based psychotherapy. This makes it easier for
teaching or training, and practicing and more reliable in comparing the treatment
efficacy. Although IPT treatment manual was translated into many languages such as
Italian, Japanese, German, and Spanish and was adapted to use worldwide, the cultural
adjustment is still necessary to make it appropriate in the patients’ cultural context [13].

In Thailand, people are more dependent. They have extended family, and have
stronger social support than people in western countries. The different socio-cultural
system from western countries may affect the interpersonal problem-solving strategies
and the intensity of interpersonal problems in our country [571°. The psychotherapists
should adjust the methods or styles of psychotherapy according to the socio-cultural
context of the patients [57,75,76].

Moreover, there were still no any surveys or studies concerning four
interpersonal problem-areas -related .to- symptoms--of .depression in either western or
eastern countries.

This study was aimed to identify the interpersonal problem areas related to
symptoms of depression in Thai depressed patients. The study would be beneficial for
understanding interpersonal problem areas associated with the depressive disorder in
Thai cultural context and would be the starting step for developing the manual of

interpersonal psychotherapy suitable for Thai depressed patients.



CHAPTER IlI

RESEARCH METHODOLOGY

3.1 RESEARCH DESIGN

A matched case-control study

The main objective of this study was to identify the interpersonal problem areas
as the social risk factors in depressed patients. Although the experimental study is the
strongest-evidenced clinical research, but this kind of natural exposure can not be
studied by using experimental design and it would be unethical to impose possible risk
factors to the subjects. Therefore, the study design of these risk factors should be the
observational study. Cohort study is the best study design used to identify the causal
effect of risks. However; following the subjects who are and are not at risk for a long
period of time until the outcomes occur is not feasible due to the time-, resource-, and
money-consuming. The case-control study can be used to determine the relationship or
association of risk factors and outcomes. It has more advantages on the feasibility and
less expenses, but it has some disadvantages on possible confounding factors, recall
biases, and limited identifying the causal link.

The methods to minimize the confounding factors and make the cases and the
controls more comparable in this study were matching some variables that may affect
the exposures and outcomes of interest and using the hospital-based controls.
Moreover, the method that was used to reduce the possible recall biases from
retrospective information was recruiting the new cases of depression within the sixth-
month onset.

Matching means that individual pairing between each case and each control.
Gender and age are the variables“that may affect interpersonal difficulties due to
developmental transitions, life experiences, and . also symptoms of depression.
Therefore, gender and age were already known confounding factors and were not
variables of interest in this study. Matching the gender and the age may help to
minimize the confounding factors and make cases and controls more comparable.
Besides, the controls were recruited from the same hospital of the cases to ensure the

similar demographic characteristics of the cases and the controls.
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3.2 RESEARCH METHODOLOGY

3.2.1 Population and samples

3.2.1.1 Target population

Target population was the depressed and the non-depressed individuals.

The study was aimed to identify the interpersonal or social risk factors of
depressive disorders in Thai depressed patients. The findings of the study would be
beneficial for the treatment of the depressed patients and also the prevention of
depressive disorders in the non-depressed individuals who are at risks. Therefore, the

target population of this study was the depressed and the non-depressed individuals.

3.2.1.2 Sample population

The sample population was the depressed and the non-depressed subjects
who fit to the eligible criteria from Department of Psychiatry, King Chulalongkorn

Memorial Hospital during July — December 2007 .

3.2.1.3 Eligible criteria for the samples

Inclusion criteria for cases (the depressed subjects)

1. Male or female subjects, over 18 years old

2. New cases of depressive disorders diagnosed within 6 months

3. Depressive. disorders.diagnosed by, Diagnostic and Statistical Manual of
Mental Disorders,” 4" edition, Text Revision (DSM-IV-TR) diagnostic criteria: major
depressive _disorder, dysthymic disorder, depressive disorder NOS, or adjustment
disorder with depressed mood

4. At least 8 points of the scores on Thai version Hamilton Rating Scale for

Depression (Thai HRSD)

Exclusion criteria for cases (the depressed subjects)

1. Patients with schizophrenia and other psychotic disorders, bipolar disorders,

organic mental disorders, mental retardation by using DSM-IV-TR diagnostic criteria
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2. Patients who were not cooperated
Inclusion criteria for controls (the non-depressed subjects)

1. Male or female subjects recruited from the patients’ family members or
caregivers, over 18 years old

2. No depression from clinical interview by using DSM-IV-TR diagnostic criteria

3. Less than 8 points of scores on Thai HRSD

4. Individually matched with cases by the same gender and age (+/- 5 years)
3.2.2 Sample size determination

Lachin (1992) The formula for determination of sample size for a matched
case-control (1:1) is the following.
n (pairs) = zgjf(om 1)+ ZB_;/7<OR+ 1) - (OR-1)*C’
(OR - 1)°C

OR = odds ratio = b/ c (for matched case-control study)

C = number of pairs that control exposure and case no exposure

total number of pairs in the study

From the previous study of Zlotnick C, Kohn R, et al [71], the odds ratio of
interpersonal dysfunction in depressed women was about 2.5. Therefore, the odds ratio
in the formula for determination of sample size were 2.5 (OR = 2.5). The value of C was

estimated from the pilot study as 0.10.

Specify Ol =0.05,Zy = 1.96, B = 0.20, ZB =0.84,0R =2.5,C =0.10
n (pairs) ~ 90

The number of sample size in this study was about 90 cases (the depressed

subjects) matched with 90 controls (the non-depressed subjects). (case : control = 1 : 1)
3.2.3 Sample selection
Ninety pairs of depressed and the non-depressed subjects were recruited from

Department of Psychiatry, King Chulalongkorn Memorial Hospital during July —

December 2007. The depressed subjects were the new cases of depressive disorders
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and had at least 8 points of scores on Thai HRSD. When a depressed subject was
recruited into the study, the psychiatric patients’ family member or caregiver who had
the same gender and age (+/- 5 years) as case, had no clinical diagnosis of depressive
disorders, and had less than 8 points of scores on Thai HRSD were recruited into the
study as the control (the non-depressed subject). All subjects were recruited into the

study by the selection criteria. No sampling technique was used.



CHAPTER IV

MEASUREMENTS AND INSTRUMENTS,
DATA COLLECTION, AND DATA ANALYSIS

4.1 MEASUREMENTS AND INSTRUMENTS

There were the two psychiatric rating scales used in this study. The first one,
Thai version of Hamilton Rating Scale (Thai HRSD), was used to evaluate the subjects’
depressive disorders, and the other one, Thai Interpersonal Questionnaire, was used to

assess the subjects’ interpersonal problem areas.

4.1.1 Thai version of Hamilton Rating Scale for Depression (Thai HRSD)

Hamilton Rating Scale for Depression (HAM-D) is the psychiatric rating scale
(clinician-rated) that was developed and used for evaluation of the severity of
depressive disorder [77]. It is widely used and accepted as a valid and reliable
instrument for evaluation of depressive disorder. It also has been translated in many
languages and widely used. Manote Lotrakul also translated HAM-D into Thai version
(Thai HRSD) and already tested for validity and reliability. The interrater reliability
(kappa) = 0.87 and the Spearman’s correlation coefficient which indicated the validity
was 0.82 (p<0.0001). The internal consistency was good. (standardized Cronbach’s
alpha coefficient = 0.74) Thai HRSD had good validity and reliability, so it can be used
to measure the severity of depression in Thai depressed patients [77]. Thai HRSD is
composed of 18 items and had the range of total scores from 0 to 57. The scores of 7 or
under indicate-an-absence: of depression; score-of 8-t0-29 represent mild to major
depression; and scores ‘of 30 or above. indicate severe depression or psychotic

symptoms.

4.1.2 Thai Interpersonal Problem Areas Questionnaire

Thai Interpersonal Questionnaire is the questionnaire developed for identifying
interpersonal problem areas. This questionnaire was translated and adapted from the
therapeutic manual, Comprehensive Guide to Interpersonal Psychotherapy [13] and
also Interpersonal Questionnaire Baseline of Myra M. Weissman and Helena Verdeli.

Thai Interpersonal Questionnaire is composed of the four groups of items for identifying
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interpersonal problem areas; 1) grief or complicated bereavement (scores: 0 - 12), 2)
interpersonal role disputes (0 - 15), 3) role transitions (0 — 9), 4) interpersonal deficits (0
- 12). This questionnaire was already tested, and it showed good validity and reliability.
(Cronbach’s alpha coefficient of grief = 0.79; interpersonal role disputes = 0.96; role
transitions = 0.96; and interpersonal deficits = 0.82) High score on each subscale of
interpersonal problem area indicates problem in adjusting in that area. The range of
scores (Maximum - Minimum) on each interpersonal problem areas was equally divided
into three intervals. The first interval of scores indicates well adjustment in problem area
(no interpersonal problem area) while the second and third intervals of scores indicate
problem in adjustment (interpersonal problem area). The subjects who had interpersonal
problem areas were those who had the scores of Thai Interpersonal Questionnaire in the
second and the third interval which were compatible with the problem areas diagnosed

by the clinical interview.

4.2 DATA COLLECTION PROCEDURE

Ninety pairs (matched by gender and age) of the depressed and the non-
depressed subjects, above 18 years old, were recruited from Department of Psychiatry,
King Chulalongkorn Memorial Hospital, Bangkok during July — December 2007. The
approval for the study was obtained from the Ethical Committees, the Institutional
Review Board of Faculty of Medicine, Chulalongkorn University. All subjects were
informed the objectives and method of the study. They volunteered to participate in the
study and gave their written, informed consents.

Patients with depressive disorders in Department of Psychiatry, King
Chulalongkorn Memorial Hospital, who met the eligible criteria for cases were recruited
into the study. - The depressive disorders-in.this study.include major depressive disorder,
dysthymic disorder, depressive disorder NOS, ‘and adjustmentdisorder with depressed
mood. The inclusion criteria for the depressed subjects (cases) were new cases (within
6 months) of depressive disorders diagnosed by DSM-IV-TR criteria within 6 months
and the scores of at least 7 points on Thai HRSD. The subjects completed two
questionnaires: 1) Demographic data form containing subjects’ personal information:
gender, age, marital status, education level, occupation, and incomes; clinical history,
and family history data; and 2) Thai Interpersonal Questionnaire that was used for
identifying interpersonal problem areas.

The non-depressed individuals from patient’s family members or caregivers in

Department of Psychiatry who had the same gender and age (+/- 5 years of age) as the
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depressed subjects were approached to participate in the study as controls. The
inclusion criteria for the non-depressed subjects (controls) were no DSM-IV-TR
diagnosis of depressive disorders by clinical interview and the scores of less than 7
points on Thai HRSD. The non-depressed subjects also completed the Demographic

data form and the Thai Interpersonal Questionnaire.

4.3 DATA COLLECTION

The investigator collected the following data of the depressed subjects (cases)

and the non-depressed subjects (controls).
1. Demographic data form: gender, age, marital status, education, occupation, and
incomes, clinical history data, and family history data
2. Thai version Hamilton Rating Scale for Depression (Thai HRSD): scores on severity of
depressive disorders
3. Thai Interpersonal Questionnaire: scores of four subscales on interpersonal problems:
1) grief or complicated bereavement, 2) interpersonal role disputes, 3) role transitions,
and 4) interpersonal deficits

There were two groups of data; 1) demographic data: gender, age, marital
status, education, occupation, incomes; clinical history data: history of psychiatric
illness, depressive episode, and substance use disorders; and family history data:
family history of psychiatric iliness, and depressive disorder, 2) outcome variables. The
outcome variables were composed of independent variables (interpersonal problem
areas: grief, interpersonal role disputes, role transitions, and interpersonal deficits) and

dependent variables (depression vs. no depression).

4.4 DATA ANALYSIS

The statistical analysis was performed by using STATA for windows version 8.0

software.

4.4.1 Baseline demographic characteristics

The baseline demographic characteristics (gender, age, marital status,
education, occupation, and incomes), clinical history data (history of psychiatric iliness,
depressive episode, and substance use disorders), and family history data (family

history of psychiatric illness, and depressive disorder) of the depressed subjects
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(cases) and the non-depressed subjects (controls) were presented in number and

percentage.

4.4.2 Relationship between interpersonal problem areas and depressive disorders,

and between other psychosocial factors and depressive disorders

All data concerning interpersonal problem areas and depressive disorders
were categorical data. The design of this study was a matched case-control (matching
variables: gender and age). The strength of relationship or association between
interpersonal problem areas and depressive disorders, and between other psychosocial
factors and depressive disorders, was identified by using odd ratio with 95% confidence
interval. The McNemar’s test or Marginal chi-square test was used to test the association
between interpersonal problem areas/ other psychosocial factors and depressive
disorders. The assumptions of this test were composed of the homogeneity within pairs
and the heterogeneity between pairs. A p-value of less than 0.05 was considered

statistically significant.

4.4.3 Multivariable analysis

Multivariable analysis was performed to identify the multivariable relationship of
potential predictors of depressive disorder in depressed patients. The study design was
a matched case-control and the outcome variables are dichotomous variables
(depression vs. no depression); therefore, the conditional logistic regression was used
to derive the best-fitting model to predict the depressive disorders in depressed
patients. Significant variables from theoretical review and univariate analysis (p-value
from the test of association was less than 0.05) were selected-into the fitting model to
identify the potential predictors' of depressive disorder in depressed patients. The
stepwise method will be used in fitting the model. There are many independent variables
in this study; therefore, the measurement of collinearlity will be performed to ensure the

independence among all independent variables.
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RESULTS

The study was conducted at King Chulalongkorn Memorial Hospital during July
— December 2007. The samples consisted of 90 pairs of depressed and non-depressed
subjects who met the eligible criteria for cases and controls (matching variables: gender
and age). The results of the study were presented in three parts as the following.
5.1 General characteristics of the subjects: demographic and clinical characteristics;
family history; and interpersonal problem areas of the depressed (cases) and the non-
depressed subjects (controls)
5.2 Scores on Thai version of Hamilton Rating Scale for Depression (Thai HRSD) and
Thai Interpersonal Questionnaire
5.2 Relationship between interpersonal problem areas and depressive disorders, and
between other psychosocial factors and depressive disorders
5.3 Multivariable analysis to identify the predictors of depressive disorder after adjusting

potential confounding factors

5.1 GENERAL CHARACTERISTICS OF THE SUBJECTS

5.1.1 Demographic characteristics of the depressed (cases) and the non-

depressed subjects on matching variables: gender and age

The demographic characteristics of the depressed (cases) and the non-
depressed subjects are shown in Table 5.1. There were 90 pairs of the depressed and
the non-depressed subjects;in the study. The total number.of all.subjects was 180. Most
of them were female (142 subjects, 78.9%). Half of 'subjects (96 subjects, 53.3%) were
in the age range of 31 — 50 years. (mean age = 39.86, SD = 13.49). One hundred and
eleven subjects were couples, and lived with their spouses (61.7%), 60 (33.3%) were
single, and 9 (5%) were separated, widowed, or divorced. About 97% of them (175
subjects) were Buddhists. Most of them had above secondary school education (141
subjects, 78.3%) and were employed (125 subjects, 69.4%). Nearly half of them (86
subjects, 47.8%) had an income of 10,000 baht per month or above. About 31% of
subjects (28 subjects) had financial problems (inadequate affordable money or debts).

Most of subjects lived in Bangkok and central region (163 subjects, 90.6%).
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Considering the demographic characteristics of the depressed (cases) and the
non-depressed subjects (controls), the depressed subjects had the lower educational,

occupational, and financial status than the non-depressed subjects (Table 5.1).

Table 5.1 Demographic characteristics of the depressed (n = 90) and the non-depressed (n =90)

subjects on matching variables: gender and age

Demographic characteristics The depressed The non-depressed Total
(n =90) (n =90) (n = 180)
N  percent N  percent N  percent
Gender
Female 71 78.9% 71 78.9% 142 78.9%
Male 10" =247 19 21.1% 38 21.1%
Age
18 — 30 years 16 17.8% 16 17.8% 32 17.8%
31-40 years =128 24 23.3% 38 21.1%
41 - 50 years 32 35.6% 26 28.9% 58 32.2%
51-70 years 22~k 27 30.0% 52 28.9%
Mean + SD 227 +11.9 43.0+12.1 42.8+12.0
Min, Max 18 66 18 68 18 68

Marital status

Single 2 OO )0 32 35.6% 60 33.3%
Couple 59  65.6% 52 57.8% 111 61.7%
Separated 0 0.0% 2 2.2% 2 1.1%
Widowed 2 2.2% 3 3.3% 5 2.8%
Divorced 1 1.1% 1 1.1% 2 1.1%
Religion
Buddhism 90 100.0% 85 94.4% 175 97.2%
Christ 0 0.0% 3 3.3% 3 1.7%

Islam 0 0.0% 2 2.2% 2 1.1%
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Table 5.1 Demographic characteristics of the depressed (n = 90) and the non-depressed (n =90)

subjects on matching variables: gender and age (continued)
Demographic characteristics The depressed The non-depressed Total
(n =90) (n =90) (n = 180)
N percent N  percent N  percent
Education
Uneducated 2 2.2% 0 0.0% 2 2.2%
Primary school 22 244% 15 16.7% 37 41.1%
Secondary school 28 31.1% 20 22.2% 48 53.3%
Bachelor's degree 34 37.8% 45  50.0% 79 87.8%
Master’s degree and above 4 4.4% 10 11.1% 14 15.6%
Occupation
Unemployed 39 43.3% 16 17.8% 55  30.6%
Government 1" 12.2% 14 15.6% 25 13.9%
State enterprise 0 0.0% 14 15.6% 14 7.8%
Business, Employer 12 13.3% 15 16.7% 27 15.0%
Employee 12 135558 24 26.7% 36  20.0%
Laborer A5 16.7% 6 6.7% 21 11.7%
Others 1 1.1% 1 11% 2 11%

Incomes (baht/month)

None 19 21.1% 11 12.2% 30 16.7%
0-4,999 15 16.7% 9 10.0% 24 13.3%
5,000 - 9,999 22 24.4% 18-.20:0% 40  22.2%
10,000 - 19,999 14 15.6% 22 24.4% 36  20.0%
20,000 and above 20 22.2% 30  33.3% 50 27.8%

Financial status

Deposit 44 48.9% 52 57.8% 96 53.3%
Adequate 29 32.2% 27 30.0% 56  31.1%
Inadequate 4 4.4% 7 17.0% 11 6.1%

Debt 13 14.4% 4 4.4% 17 9.4%
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Table 5.1 Demographic characteristics of the depressed (n = 90) and the non-depressed (n =90)

subjects on matching variables: gender and age (continued)
Demographic characteristics The depressed The non-depressed Total
(n =90) (n =90) (n = 180)
N percent N  percent N  percent

Residence
Bangkok 71 78.9% 78 86.7% 149 82.8%
Central 7 7.8% il 7.8% 14 7.8%
North 4 4.4% 1 1.1% 5 2.8%
Northeast é 3.3% 1 1.1% 4 2.2%
East 1 1.1% 1 1.1% 2 1.1%
West 2 2.2% 0 0.0% 2 1.1%
South 2 2.2% 2 2.2% 4 2.2%

5.1.2 Clinical characteristics and family history of the depressed (cases) and the

non-depressed subjects on matching variables: gender and age

The clinical characteristics of the depressed (cases) and the non-depressed
subjects (controls) are shown in Table 5.2. About 39% of all subjects (71 subjects) had
the history of physical illness. About 34 % of them (62 subjects) had the history of
psychiatric illness, and 32% of them ever had a depressive episode once in their lives.
About 17% of all subjects had the history of substance use. Eight subjects (4.4%) were
current substance' users. The family history ‘of psychiatric illness was found in 67
subjects (37.2%), and the family history of depressive disorders was found in 34
subjects (18.9%).

Regarding the clinical characteristics of the depressed (cases) and the non-
depressed subjects (controls), the depressed subjects had more history of physical
illness, psychiatric illness, depressive episode, and substance use than the non-
depressed subjects (Table 5.2). The family history of psychiatric illness and depressive
disorders were also found in the depressed subjects than the non-depressed subjects
(Table 5.2).
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Table 5.2 Clinical characteristics and family history of the depressed (n = 90) and the non-

depressed (n =90) subjects on matching variables: gender and age

Clinical characteristics The depressed The non-depressed Total
and family history (n =90) (n =90) (n = 180)
N percent N percent N  percent

History of physical illness
Yes 43  47.8% 28 31.1% 71 39.4%
No 47  52.2% 62 68.9% 109 60.6%
History of psychiatric illness
Yes 56 62.2% 6 6.7% 62 34.4%
No 44 3= 84 93.3% 118 65.6%
History of depressive episode
Yes 52. 57.8% 5 56% 57 31.7%
No 38 42.2% 85 94.4% 123 68.3%
History of substance use
Yes D T 5 56% 30 16.7%
No 65 72.2% 85 94.4% 150  83.3%

Current substance use

Always 6 6.7% 2 22% 8 4.4%
Sometimes 8 8.9% 4 4.4% 12 6.7%
Rarely 3 33% 0 0.0% 3 1.7%
None 73 81.1% 84. 93.3% 157 87.2%

Family history of psychiatric illness
Yes 31 34.4% 36 40.0% 67 37.2%
No 59 65.6% 54 60.0% 113  62.8%
Family history of depressive disorders
Yes 18 20.0% 16 17.8% 34 18.9%
No 72 80.0% 74 82.2% 146 81.1%
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5.2 SCORES ON THAI VERSION OF HAMILTON RATING SCALE FOR DEPRESSION
(THAI HRSD) AND THAI INTERPERSONAL QUESTIONNAIRE

5.2.1 Scores on Thai version of Hamilton Rating Scale for Depression (Thai

HRSD) of the depressed (cases) and the non-depressed subjects (controls)

The scores on Thai version of Hamilton Rating Scale for Depression (Thai
HRSD) of the depressed (cases) and the non-depressed subjects (controls) were shown
in Table 5.3. The range of scores on Thai HRSD of total subjects varied from 0 — 43
(cases: 8 — 43; controls: 0 - 7). The mean score on Thai HRSD of total subjects was
14.32 + 12.75 (cases: 25.34 + 8.58; controls: 3.29 + 2.67).

Table 5.3 Scores on Thai version of Hamilton Rating Scale for Depression (Thai HRSD) of the

depressed (n = 90) and the non-depressed (n = 90) subjects

Scores The depressed The non-depressed Total
(n = 90) (n = 90) (n = 180)
Mean SD Mean SD Mean SD
Thai HRSD (0 - 52) g —858 3.29 2.67 1432  12.75
(Min, Max) (8, 43) 0,7) (0, 43)

5.2.2 Intervals of scores on Thai Interpersonal Questionnaire in three groups of

severity on interpersonal problem areas

The range of scores on each interpersonal problem areas was equally divided
into three intervals (Table 5.4). The first interval of scores indicates well adjustment in
problem area (or no interpersonal problem area) while the second and third intervals of
scores indicate problem in adjustment (or interpersonal problem area). The subjects
who had the scores of Thai Interpersonal Questionnaire in the second and the third
interval were subjects who had interpersonal problem areas compatible with the
problem areas diagnosed by the clinical interview. From Table 5.4, the score of at least
4 points on grief indicates problem area of grief; 6 points: interpersonal role disputes; 4
points: role transitions; and 4 points: interpersonal deficits. The numbers of subjects in

each interval of scores were shown in Table 5.5. From Table 5.6, Forty-seven subjects
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(26.1%) had problem area of grief; 101 subjects (56.1%): interpersonal role disputes; 68

subjects (37.8%): role transitions; and 74 subjects (41.1%): interpersonal deficits.

Table 5.4 Intervals of scores on Thai Interpersonal Questionnaire in three groups of severity on

interpersonal problem areas

Range of scores on Thai Well adjustment Problem in Severe problem
Interpersonal Questionnaire in problem area adjustment in adjustment
Grief (0-10) 0-3 4-6 7-10
Interpersonal role disputes (0 — 15) 0-5 6-10 11-15
Role transitions (0 — 9) 0-3 4-6 7-9
Interpersonal deficits (0 — 11) 0-3 47 8-11

Table 5.5 Numbers of subjects in three groups of severity on interpersonal problem areas

Interpersonal Well adjustment Problem in Severe problem
problem areas in problem areas adjustment in adjustment
N percent N percent N percent
Grief 133 73.9% 24 13.3% 23 12.8%
Interpersonal role disputes 79 43.9% 69 38.3% 32 17.8%
Role transitions 112 62.2% 40 22.2% 28 15.6%
Interpersonal deficits 106 58.9% 61 33.9% 13 7.2%

Table 5.6 Numbers of subjects-on each interpersonal problem area

Interpersonal No problem areas Problem areas
problem areas N percent N percent
Grief 133 73.9% 47 21.6%
Interpersonal role disputes 79 43.9% 101 56.1%
Role transitions 112 62.2% 68 37.8%

Interpersonal deficits 106 58.9% 74 41.1%




44

5.2.3 Scores on Thai Interpersonal Questionnaire of the depressed (cases) and

the non-depressed subjects (controls)

The scores on Thai Interpersonal Questionnaire are shown in Table 5.7. The
scores on interpersonal problem areas of total subjects ranged from 0 — 10 for grief (full
score = 12); 0 — 15 for interpersonal role disputes (full score = 15); 0 — 9 for role
transitions (full score = 9); and 0 — 11 for interpersonal deficits (full score = 12). The
scores of interpersonal problems areas in the depressed subjects were higher than the

non-depressed. (Table 5.7)

Table 5.7 Scores on Thai Interpersonal Questionnaire of the depressed (n = 90) and the non-

depressed (n = 90) subjects

Scores The depressed The non-depressed Total
(n'=90) (n =90) (n = 180)
Mean  SD Mean SD Mean SD

Thai Interpersonal

Questionnaire

Grief (0-12) 2 C—— O 0.88 1.53 1.87 2.93
(Min, Max) (0, 10) (0, 6) (0, 10)

Interpersonal role dispute

(0-15) 7.610 4.80 342 4114 552 494
(Min, Max) (0, 15) (0, 14) (0, 15)
Role transitions (0 - 9) 456 . 3.19 0.54 1.40 256  3.18
(Min, Max) (0,9) 0,7) 0,9)
Interpersonal deficits (0 — 12) 420 3.01 156 197 2.68 2.96

(Min, Max) 0, 11) 0,7) (0,11)
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5.2.4 Interpersonal problem areas of the depressed (cases) and the non-

depressed subjects (controls) on matching variables: gender and age

The interpersonal problem areas of the depressed (cases) and the non-
depressed subjects (controls) are shown in Table 5.8. All four interpersonal problem
areas were more found in the depressed (cases) than the non-depressed subjects

(controls).

Table 5.8 Interpersonal problem areas of the depressed (n = 90) and the non-depressed (n =90)

subjects on matching variables: gender and age

Interpersonal The depressed The non-depressed Total
problem areas (n = 90) (n =90) (n =180)
N percent N  percent N percent
Grief 36 40.0% 11 12.2% 47 26.1%
Interpersonal role disputes 67 74.4% 34 36.7% 101 56.1%
Role transitions 62 68.9% 6 6.7% 68 37.8%
Interpersonal deficits s 63.3% 17 18.9% 74 41.1%

5.3 RELATIONSHIP BETWEEN INTERPERSONAL = PROBLEM AREAS AND
DEPRESSIVE DISORDERS AND BETWEEN OTHER PSYCHOSOCIAL FACTORS
AND DEPRESSIVE DISORDERS

5.3.1 Relationship-between interpersonal problem areas and depressive disorders

The relationship between interpersonal problem areas and depressive disorder
on matching variables: gender.and age is shown in Table 5.9. All interpersonal problem
areas were associated with depressive disorder. (p < 0.01) The strength of association
was shown in odds ratio (OR) with 95% Cl in Table 5.5. (grief: OR = 7.25, 95%Cl| = 2.55
—28.38, p < 0.01, interpersonal role disputes: OR = 4.30, 95%CIl = 2.13 - 9.60, p < 0.01,
role transitions: OR = 15.00, 95%CI = 5.56 — 56.84, p < 0.01, interpersonal deficits: OR
= 9.00, 95%CI| = 3.58 — 29.05, p < 0.01) In the problem area of role transitions, the
common life changes that the subjects reported included separation and divorce, a

move, job loss, health problems or physical illness, and financial problems.
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Table 5.9 Relationship between interpersonal problem areas and depressive disorders on matching

variables: gender and age

Interpersonal Number of pairs Odds ratio 95% ClI McNemar's X p-value
problem areas (n = 90) (OR) of OR
Grief The non-depressed

The depressed Exposed Unexposed Total

Exposed 7 29 36 7.25 2.55-28.38 18.94 < 0.0001**
Unexposed 4 50 54

Total 11 79 90

Interpersonal The non-depressed

role disputes
The depressed Exposed Unexposed Total

Exposed 24 43 67 4.30 2.13 - 9.60 20.55 < 0.0001**
Unexposed 10 13 -
Total 34 56 90

Role transitions ~ The non-depressed

The depressed Exposed Unexposed Total

Exposed 2 60 62 15.00 5.56 — 56.84 49.00 < 0.0001**
Unexposed 4 24 28

Total 6 84 90

Interpersonal The non-depressed

deficits

The depressed Exposed Unexposed Total

Exposed 12 45 57 9.00 3.568-29.05 32.00 < 0.0001**
Unexposed 5 28 33
Total 17 73 90

**p < 0.01
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5.3.2 Relationship between other psychosocial factors and depressive disorders

The relationship between other psychosocial factors and depressive disorders
on matching variables: gender and age is shown in Table 5.10. The demographic
characteristics associated with depressive disorders included education (OR = 2.31,
95%Cl = 1.17 — 4.82, p = 0.01), occupation (OR = 6.33, 95%CI| = 2.66 — 18.33, p <
0.01), and incomes (OR = 2.05, 95%CI = 1.22 — 3.92, p = 0.02). The marital status was
not found the association with depressive disorders (OR = 0.59, 95%CI| = 0.24 — 1.36, p
=0.25).

Table 5.10 Relationship between demographic characteristics and depressive disorders on matching

variables: gender and age

Demographic Number of pairs Odds ratio 95% ClI McNemar's X p-value
characteristics (n=90) (OR) of OR

Marital status The non-depressed

The depressed Others Couple Total

Others 21 10 31 0.59 0.24 -1.36 1.81 0.25
Couple 17 42 59

Total 38 52 90

Education The non-depressed

Lowerthan - Bachelor's degreeTotal
bachelor's.degree and above
The depressed
Lower than 22 30 52 2.31 1.17 — 4.82 6.72 0.01*
bachelor’'s degree
Bachelor's degree 13 25 38
and above

Total 35 55 90
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Table 5.10 Relationship between demographic characteristics and depressive disorders on matching

variables: gender and age

(continued)

Demographic Number of pairs Odds ratio 95% CI McNemar's X p-value
characteristics (n = 90) (OR) of OR

Occupation The non-depressed

The depressed Unemployed Employed Total

Unemployed 17 38 55 6.33 2.66 — 18.33 23.27 < 0.0001**
Employed 6 29 SfE

Total 23 67 90

Incomes (baht/month) The non-depressed

The depressed  <10,000  =>10,000 Total

<10,000 21 85 56 2.05 1.22-3.92 6.23 0.02*
>10,000 17 17 34

Total 38 52 90

Financial status The non-depressed

The depressed  Inadequate Adequate Total

Inadequate 23 23 46 1.53 0.77-3.16 1.68 0.26
Adequate 15 29 44

Total 38 52 90

*p < 0.05, ** p<0.01

The relationship between clinical characteristics and depressive disorders is

shown in Table 5.11. The clinical characteristics that were associated with depressive
disorders included history of physical illness (OR = 2.36, 95%CIl = 1.19 - 5.30, p =
0.02), history of psychiatric illness (OR = 51.00, 95%CI = 8.75 — 2,053.39, p < 0.01),
depressive episode (OR = 48.00, 95%CIl = 8.21 — 1,934.90, p < 0.01), substance use
(OR = 7.67, 95%CI = 2.32 — 39.89, p = 0.01), and current substance use (OR = 3.20,

95%CIl = 1.12-11.17, p = 0.03).
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Table 5.11 Relationship between clinical characteristics and depressive disorders on matching

variables: gender and age

McNemar's X°

Clinical Number of pairs Odds ratio 95% ClI p-value
characteristics (n =90) (OR) of OR

History of The non-depressed

physical illness

The depressed Yes No Total

Yes 17 26 43 2.36 1.19 - 5.30 6.08 0.02*
No 11 36 47

Total 28 62 90

History of The non-depressed

psychiatric illness

The depressed Yes No Total

Yes 5 51 56 51.00 8.75 — 2,053.39 48.08 < 0.0001**
No 1 33 34

Total 6 84 90

History of The non-depressed

depressive episode -----=-—m-mmemmeem-

The depressed Yes No Total

Yes 4 48 52 48.00 8.21-1,934.90 45.08 < 0.0001**
No 1 37 38

Total 5 85 90

History of The non-depressed

substance use = -

The depressed Yes No Total

Yes 2 23 25 7.67 2.32-39.89 15.38 0.0001**
No 3 62 65

Total 5 85 90
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Table 5.11 Relationship between clinical characteristics and depressive disorders on matching

variables: gender and age (continued)

Clinical Number of pairs Odds ratio 95% ClI McNemar's X° p-value
characteristics (n =90) (OR) of OR

Current The non-depressed

substance use = ----mmemmmmeemmeeeeeeeeee-

The depressed Yes No Total

Yes 1 16 17 3.20 112 = 1117 5.76 0.03*
No 5 68 73

Total 6 84 90

*p <0.05 * p < 0.01

The relationship between family history and depressive disorders is shown in
Table 5.12. The family history of psychiatric illness (OR = 0.81, 95%CI = 0.44 — 1.49, p =
0.57) and depressive disorder (OR = 1.17, 95%CI = 0.50 - 2.76, p = 0.84) were not

found the association with depressive disorders.

Table 5.12 Relationship between family history and depressive disorders on matching variables:

gender and age

Family Number of pairs Odds ratio 95% ClI McNemar's X p-value
History (n.=90) (OR) of OR

Family history of = The non-depressed

psychiatric illness — -—--=-=-s--mm2-m---——-

The depressed Yes No Total

Yes 9 22 31 0.81 0.44 - 1.49 0.51 0.57
No 27 32 59

Total 36 54 90
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Table 5.12 Relationship between family history and depressive disorders on matching variables:

gender and age (continued)
Family Number of pairs Odds ratio 95% ClI McNemar's X p-value
History (n =90) (OR) of OR

Family history of The non-depressed

depressive disorders --------------------

The depressed Yes No Total

Yes 4 14 18 117 0.50-2.76 0.15 0.84
No 12 60 72

Total 16 74 90

*p<0.05 * p < 0.01

5.4 MULTIVARIABLE ANALYSIS TO IDENTIFY THE PREDICTORS OF DEPRESSIVE
DISORDERS

After the univariate analysis was performed to test the association between
interpersonal problem areas and depressive disorders, and between other psychosocial
factors and depressive disorders, the significant factors from the univariate analysis
were selected into the fitting model for identifying the predictors of depressive disorders.
The result of multivariable ~analysis (conditional--logistic -regression analysis) for
identifying the predictors of depressive disorders ‘is 'shown in Table 5.13. The other
psychosocial factors were dropped from the fitting model. The remaining predictors of
depressive disorders were four interpersonal problem areas: grief (adjusted OR = 13.87,
95%Cl'= 1.41 - 136.27, p = 0.02), interpersonal role disputes (adjusted OR = 24.00,
95%CIl = 2.84 — 203.01, p < 0.01), role transitions (adjusted OR = 21.44, 95%CI| = 3.43 —
134.14, p < 0.01), and interpersonal deficits (adjusted OR = 5.05, 95%CI = 1.14 — 22.38,
p = 0.03).
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Table 5.13 Multivariable analysis to identify the predictors of depressive disorders

Variables Coefficient (B) p-value Adjusted 95% CI of

odds ratio (OR) adjusted OR

Grief 2.6295 0.024* 13.87 1.41-136.27
Interpersonal 3.1780 0.004** 24.00 2.84 —203.01
role disputes
Role transitions 3.0654 0.001** 21.44 3.43-134.14
Interpersonal deficits 1.6189 O:03Sm 5.05 1.14 - 22.38
Education 0.3749 0.668 1.45 0.26 — 8.06
Incomes 0.9278 0.180 2.53 0.65-9.83
History of physical -0.1847 0.858 0.83 0.11-6.30
lliness

*p <0.05,** p < 0.01



CHAPTER VI

SUMMARY, DISCUSSION, RECOMMENDATIONS

6.1 SUMMARY OF THE STUDY

This study was aimed to identify the interpersonal problem areas and other
psychosocial factors associated with depressive disorder in Thai depressed patients. A
matched case-control study was used to identify interpersonal and other psychosocial
triggers of depressive disorder (matching variables: gender and age). The study was
conducted at King Chulalongkorn Memarial Hospital during July — December 2007.

There were 90 pairs of the depressed (cases) and the non-depressed subjects
(controls) (matched by the same gender and age). The inclusion criteria for the
depressed subjects (cases) were new cases (within 6 months) of depressive disorder
diagnosed by DSM-IV-TR criteria and the scores of Thai HRSD of at least 8 points.
Schizophrenia or other psychotic disorders, bipolar disorder, organic mental disorders,
and mental retardation were exclusion criteria for cases. The inclusion criteria for the
non-depressed subjects (controls) were no depressive disorder by clinical interview and
the scores of Thai HRSD of less than 8 points. All subjects completed two
questionnaires: 1) Demographic data form, and 2) Thai Interpersonal Questionnaire.

The total numbers of all subjects were 180 (90 pairs of the depressed and the
non-depressed subjects matched by the same gender and age). Most of subjects were
female (142 subjects, 78.9%). Half of them (96 subjects, 53.3%) were in the age range
of 31 — 50 years. (mean age = 39.86, SD = 13.49). One hundred and eleven subjects
were couples, and lived with their spouses (61.7%), 60 (33.3%) were single, and 9 (5%)
were separated, widowed, or divorced. Maost of them- had above secondary school
education (141 subjects, 78.3%) and were employed (125 subjects, 69.4%). Nearly half
of them (86 subjects, 47.8%) had an‘income of 10,000 baht per month or above. About
31% of subjects (28 subjects) had financial problems (inadequate affordable money or
debts). Most of subjects lived in Bangkok and central region (163 subjects, 90.6%).

Considering the demographic and clinical characteristics of the depressed
(cases) and the non-depressed subjects (controls), the depressed subjects had the
lower educational, occupational, and financial status than the non-depressed subjects,
while had more history of physical illness, psychiatric illness, depressive episode,

substance use than the non-depressed subjects.
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Regarding the scores of Thai HRSD and the scores of interpersonal problem
areas, the depressed subjects had higher scores on Thai HRSD scores and all four
subscales of Thai Interpersonal Questionnaire (grief, interpersonal role disputes, role
transitions, and interpersonal deficits) than the non-depressed subjects.

The McNemar's chi-square was used to test the association between
interpersonal problem areas and depressive disorder and between other psychosocial
factors and depressive disorders for the matched case-control study. The result showed
that all interpersonal problem areas were associated with depressive disorder (grief: OR
=7.25, 95%CIl = 2.55 - 28.38, p < 0.01, interpersonal role disputes: OR = 4.30, 95%CI
= 2.13 -9.60, p < 0.01, role transitions: OR = 15.00, 95%CI = 5.56 — 56.84, p < 0.01,
interpersonal deficits: OR = 9.00, 95%CI = 3.58 — 29.05, p < 0.01). In the problem area
of role transitions, the common life changes that the subjects reported included
separation and divorce, a move, job loss, health problems or physical illness, and
financial problems. The demographic characteristics associated with depressive
disorder included education (OR = 2.31, 95%CI| = 1.17 — 4.82, p = 0.01), occupation
(OR = 6.33, 95%Cl = 2.66 — 18.33, p < 0.01), and incomes (OR = 2.05, 95%CI| = 1.22 —
3.92, p = 0.02). The clinical characteristics associated with depressive disorder
included history of physical illness (OR = 2.36, 95%CI = 1.19 - 5.30, p = 0.02), history of
psychiatric illness (OR = 51.00, 95%Cl = 8.75 — 2,053.39, p < 0.01), depressive episode
(OR = 48.00, 95%CI = 8.21 — 1,934.90, p < 0.01), substance use (OR = 7.67, 95%CI =
2.32 - 39.89, p = 0.01), and current substance use (OR = 3.20, 95%Cl =1.12-11.17, p
= 0.03). The family history of psychiatric illness (OR = 0.81, 95%CI| = 0.44 — 1.49, p =
0.57) and depressive disorders (OR = 1.17, 95%CIl = 0.50 — 2.76, p = 0.84) were not
found the association with depressive disorders.

The multivariable analysis was performed to identify the predictors of
depressive disarders.-The significant factors. from. theoretical review and univariate
analysis were selected into the fitting model ‘to identify the predictors of depressive
disorders in_depressed patients. After performing conditional logistic regression, the
other psychosocial factors were dropped from the model. The remaining predictors of
depressive disorder were all four interpersonal problem areas: grief (adjusted OR =
13.87, 95%CI = 1.41 — 136.27, p = 0.02), interpersonal role disputes (adjusted OR =
24.00, 95%ClI = 2.84 — 203.01, p < 0.01), role transitions (adjusted OR = 21.44, 95%ClI =
3.43-134.14, p < 0.01), and interpersonal deficits (adjusted OR = 5.05, 95%CIl = 1.14 —
22.38, p = 0.03).
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6.2 DISCUSSION

From the demographic characteristics, most of subjects were female and were
young adults and the middle age. They were educated and employed. Most of them

lived in Bangkok and central region.

6.2.1 Relationship between interpersonal problem areas and depressive disorders

Regarding interpersonal problem areas associated with depressive disorders,
the results showed that all four interpersonal problem areas: grief, interpersonal role
disputes, role transitions, and interpersonal deficits, were associated with depressive
disorders in Thai depressed patients (grief: OR = 7.25, 95%Cl| = 2.55 — 28.38, p < 0.01,
interpersonal role disputes: OR = 4.30, 95%CI = 2.13 = 9.60, p < 0.01, role transitions:
OR =15.00, 95%CIl = 5.56 = 56.84, p < 0.01, interpersonal deficits: OR = 9.00, 95%CI =
3.58 — 29.05, p < 0.01). Grief, interpersonal role disputes, and role transitions are
universal human experiences that persons may encounter during their lifetimes [14].
Persons facing these interpersonal crises may have the increased tension, and feel
frustrated or anxious. They may use their own personal resources such as problem-
solving or coping styles to deal with these difficulties. Interpersonal or social skills,
strong social support, and adaptive problem-solving patterns are positive resources to
encounter these difficulties. Patients who lack of interpersonal or social skills or lack of
social support, called persons with interpersonal or social deficits, usually find
difficulties when experiencing these crises [14]. Persons have adaptive problem-solving
patterns and adequate social resource can overcome the crises, and the crises will be
resolved. If not, the crises will remain unresolved or chronic, or will intensify, leading to
emotional problems and. psychiatric- disorders especially. depressive disorders and
anxiety disorders. From the previous studies, adverse life events or social stressors have
been recognized as risk factors of depressive disorders [22,78,79].

From this study, grief was associated with depressive disorders (OR = 7.25,
95%Cl = 2.55 — 28.38, p < 0.01). Grief or complicated bereavement is one of the
stressful life events associated with depression [65,80]. From previous studies, the
experience of bereavement leads to chronic depression in approximately 10 — 15% of
people [81]. Clayton PJ and Darvish HS [82] reported that depressive disorders were
present in approximately 42% of the bereaved at 1 month, decreasing to 16% at 1 year.
When comparing the bereaved with the non-bereaved, the 1-year incidence of

depression was 47% in the bereaved vs. 8% in the non-bereaved [83]. Zisook S and
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Shuchter SR [84] reported that bereavement-related major depression was found in 24%
of the widows at 2 months, 23% at 7 months, and 16% at 13 months while depressive
disorders in the non-bereaved was found in 4% at 13 months.

Interpersonal role disputes also had the association with depressive disorders
(OR = 4.30, 95%CI = 2.13 — 9.60, p < 0.01). Interpersonal role disputes include
arguments or disagreements with a spouse (marital conflicts), other family member,
boss, colleague or co-worker, or a close friend [13,14,57]. From the previous studies,
the depressed individuals had the problematic relationships with others than the non-
depressed ones [67,70,71]. Weissman MM and Paykel ES [67] found that the depressed
women had more problematic relationships with their spouses and their family members
than the non-depressed women. Hammen C and Brennan PA [70] reported that the
depressed women had more marital instability, marital dissatisfaction, spouse coercion,
physical injury, problematic relationships with their child, friends, extended family, and
more stressful interpersonal life events than never-depressed women. Zlotnick C, Kohn
R, Keitner G, and Della Grotta SA [71] found that the depressed individuals had
significantly fewer positive interactions, but had more negative interactions with their
spouses or partners than the non-depressed ones.

Role transitions had the high association with depressive disorders (OR =
15.00, 95%Cl = 5.56 — 56.84, p < 0.01). Role transitions or life changes that the subjects
reported in this study included separation and divorce, a move, job loss, health
problems or physical illness, and financial problems. Persons experiencing role
transitions have to adjust themselves to their new roles [13,14]. Persons who can not
adjust themselves may have emotional problems and psychiatric disorders such as
depressive disorders and anxiety disorders. For examples, widowhood promotes
anxiety and depression by increasing concerns about living alone and social interaction
[85]. Having a-serious.illness or a cancer leads to,many-psychological reactions such as
disbelief, denial, anger, anxiety, or depression [86].'Job loss promotes anxiety and
depression by increasing financial strain and heightening reactivity to stress [85]. From
the previous study. of job loss, the unemployed workers had the two- to three-fold higher
rate of anxiety and depression than the stably employed workers [85].

Interpersonal deficits were also associated with depressive disorders (OR =
9.00, 95%Cl = 3.58 - 29.05, p < 0.01). Interpersonal deficits include lack of
interpersonal or social skills, and lack of social support [13,14]. Some indicators for
interpersonal deficits include limited friends or family contact, lack of socially rewarded
relationship, and repeated relationship failures [14]. Persons with interpersonal deficits

usually found difficulties in life adjustment when experiencing the interpersonal crises
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such as grief or loss, or role transitions because they have difficulties to develop social
connection with others, or new social relationships after loss or life changes [14]. Social
support includes family support, social network, social interaction, and instrumental
support [78]. From previous studies, poor support is related to onset, relapse, and

recurrence of depressive disorders [78].

6.2.2 Relationship between other psychosocial factors and depressive disorders

Other psychosocial factors associated with depressive disorders in this study
included demographic characteristics, and clinical characteristics.

Demographic characteristics associated with depressive disorder in this study
included education, occupation, and incomes. From previous studies, there were many
studies showing the relationship between depressive disorders and the low social class
[78]. Individuals with lower socioeconomic status have a lower level of education, lower
income, and poor living conditions [78]. They also have a higher rate of unemployment,
or even homelessness [78]. Gilchrist G and Gunn J [87] found that risk factors for the
persistence of depression included low educational level and unemployment. From the
study of Kessler RC, et al [88], the sociodemographic correlates of depressive disorders
included low educational level, unemployment, low income, and living in or near poverty.
Dooley D, Fielding J, and Levi L [89] found the increased rate of psychiatric problems
such as depression and substance abuse among laid-off workers, and a positive
association between unemployment and suicidal rates over time. Wilson SH and Walker
GM [90], and Morell SL, Taylor RJ, and Kerr CB [91] found that unemployed men had a
reduction in psychological well-being, an increased incidence of anxiety, depression,
smoking, and alcohol consumption, and also an increased mortality from suicide.
Regarding the -marital status, previous studies founded. that depressive disorders are
common in the separated, divorced, and widowed individuals [78]. The association
between the separated, divorced, or widowed status and depressive disorders could
not be identified from this study due to.the small numbers in these groups of marital
status (2 subjects: separated; 5 subjects: divorced; and 2 subjects: widowed). When
grouping the marital status as couples and others (mainly single), the association
between the marital status and depressive disorders was not found. This may be
explained that the relationship between the marital status (single vs. couple) and
depressive disorders is quite complex and indefinite [78]. It depends on the gender
difference and the quality of marital relationship. Single women have lower rates of

depression than married woman do, but this is opposite among men [78]. Moreover,
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having marital status as married or couple could not indicate the stable or satisfied
relationship. Although the couples have marital problems, most of them still maintain
their married status due to Thai socio-cultural pressure. All these reasons may explain
why the marital status was not found the association with depressive disorders in this
study.

Clinical characteristics associated with depressive disorders in this study
included history of physical iliness, psychiatric iliness, depressive episode, substance
use, and current substance use. About the physical illness, depressive disorders are
very common in the medically ill. From the previous studies, the prevalence of
depressive disorders in medical patients was high up to 20 — 40% [92]. The medical
disorders that were highly associated with depressive disorders included coronary heart
disease and other cardiac diseases, cancers (especially oropharygeal, pancreatic,
breast, and lung cancers) [93], neurological disorders (e.g. stroke, Parkinson’s disease,
Alzheimer’s disease, vascular dementia) [94]. From the previous reports, the prevalence
of depressive disorders in medical patients was high up to 20 — 40% [94]. Regarding
history of depressive episode, depression is common in patients with previous history of
a depressive episode due to its chronic and relapsing course [3,4]. Beekman AT, Deeq
DJ, Smit JH, et al [95] found that 32% of depressed patients remitted without relapse,
25% remitted but relapsed later, and 43% were chronically depressed. Gilchrist G and
Gunn J [87] found that chronicity and severity of the depressive episode was the risk
factors for the persistence of depression. About the age of onset of recurrence, the
average age of onset of recurrent unipolar depression falls between the ages of 30 and
35 years [78]. Depressive disorders usually coexist with other Axis | psychiatric
disorders [3,4,78]. From previous studies, patients with depressive disorders are at risks
of having additional comorbid psychiatric disorders. The most frequent Axis | disorders
found in depressive - disorder. are - anxiety . disorders: -panic disorder, obsessive
compulsive disorder (OCD), and social anxiety disorder; and substance use disorders:
alcohol abuse or dependence [78]. Conversely, patients with substance use disorders
and anxiety disorders also have. the. elevated risks of lifetime or current depressive
disorder [78,96,97]. From the ECA studies [78], the lifetime prevalence of substance use
disorders, panic disorder, and OCD was high among patients with major depression (27
percent, 10 percent, and 12 percent, respectively). Scott J, Gilvarry E, and Farrell M [98]
found that patients with substance use disorders had the high prevalence (30 — 60%) of
comorbid anxiety and mood disorders, and, conversely, a third of those with mood
disorders also had a history of substance use disorder. In Thailand, Lueboonthavatchai

P, and Thavichachart N. [99] found that people with alcohol use disorders in Bangkok
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Metropolis had the higher prevalence of comorbid depressive disorders (31.88%),
suicidal behaviors (33.33% had suicidal ideation and 7.25% had suicidal attempts), and
also other substance use disorders than the general population (19.9%) [24]. About the
gender difference in comorbidity of depression, men more frequently present with
substance use disorder, while women more frequently present with comorbid anxiety
and eating disorders [78]. Comorbid substance use disorders and anxiety disorders
also worsen the prognosis of the depressive disorders, and markedly increase the risk
of suicide [78].

Regarding the family history of psychiatric illness and depressive disorders,
there were many studies showing the genetic influence of depressive disorders [3,4,25].
In this study, the controls were recruited from the patients’ family or caregivers.

Therefore, the genetic factors did not show the influence as risk factors in this study.

6.2.3 Predictors of depressive disorders in Thai depressed patients

After the univariate analysis was performed, the significant factors from the
theoretical review and the initial analysis were entered into the fitting model to identify
the predictors of depressive disorder in Thai depressed patients. By conditional logistic
regression, other psychosaocial factors: demographic and clinical characteristics were
dropped from the model. The remaining predictors of depressive disorders in Thai
depressed patients were all four interpersonal problem areas: grief (adjusted OR =
13.87, 95%CI = 1.41 — 136.27, p = 0.02), interpersonal role disputes (adjusted OR =
24.00, 95%CI = 2.84 — 203.01, p < 0.01), role transitions (adjusted OR = 21.44, 95%CI =
3.43-134.14, p < 0.01), and interpersonal deficits (adjusted OR = 5.05, 95%CI| = 1.14 —
22.38, p = 0.03).

Although the relationship-between depressive-disorders and low social class
was documented in previous studies; however, most of studies found only a weak
correlation [78]. The adverse social stressors that affect the persons’ life adjustment
were more closely related with the onset of the depressive episode, and well recognized
as risk: factors or precipitation of depressive disorders [23,78]. Some psychosocial
variables: low socioeconomic status (unemployment, or low income) and having a
physical illness, may overlap with the interpersonal problem area of role transitions.
However, the adjustment difficulties in the problem area of role transitions (assessed by
Thai Interpersonal Questionnaire) were more closely associated with depressive

disorders than these psychosocial variables. Therefore, when entering the interpersonal
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problem areas and other psychosocial factors into the regression model, the other
psychosocial factors were dropped from the model.

Regarding interpersonal triggers of depressive disorders, interpersonal role
disputes and role transitions were the two significant predictors of depressive disorders
(interpersonal role disputes: adjusted OR = 24.00, 95%CI = 2.84 — 203.01, p < 0.01, role
transitions: adjusted OR = 21.44, 95%CI| = 3.43 — 134.14, p < 0.01). From previous
studies, the depressed patients had more problematic interpersonal relationships with
their spouses, their child, family, and friends than the non-depressed individuals [67-70].
About the quality of interaction, the depressed individuals had significantly fewer
positive interactions and more negative interactions with their spouses or partners than
those with the non-depressed ones [71]. Interpersonal disputes or disagreements are
parts of all human relationships. Interpersonal disputes will turn to be a problem when
they are unresolved or remain chronic [14]. These will make the person feel frustrated,
annoyed, angry, or suffered. Many individuals with interpersonal role disputes reported
maladaptive communication patterns such as ambiguous or indirect verbal and
nonverbal communication, low assertiveness, incorrect assumption that others
understood their opinions or their needs, or closing off communication or being silence
[13,14,100]. Besides, depressed patients are usually uncomfortable in social situations
and sensitive to rejection or criticism, and have problems expressing their feelings
toward others honestly and directly [100]. They have trouble asserting themselves, and
feel helpless when connecting with others. Clear, assertive, and adaptive
communication is an important part in close interpersonal relationship and help to
reduce the depressed feelings [100].

Role transitions were also the significant predictor of depressive disorders
(adjusted OR = 21.44, 95%CIl = 3.43 — 134.14, p < 0.01). The finding may relate to the
age group of the_subjects in-this study. Most of subjects-were young adults and the
middle age. There are many issues on role transitions in young adults and the middle
age, both developmental and situational crises [101]. ' The developmental crises include
occupation, marriage, and parenthood [101]. The situational crises include occupational
status change or advancement, beginning or ending of the relationship, separation and
divorce, a move, job loss, retirement, health problems or physical illness, and financial
problems [101]. Many subjects reported unsatisfactory experiences and difficulties to
adjust to the significant life changes such as separation and divorce, job loss, physical
illness, and financial problems. They usually were used to their old roles and felt
uncomfortable with their new roles. Loss of social support from the old roles,

experiencing new environment, and fear of lacking skills for the new roles, make
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persons perceive their new role as overwhelming, anxiety-provoking, and difficult to
adjust [14]. From previous study, 17% of men and 11% of women reported their life after
retirement as unsatisfactory [102]. Besides losing salaries, they may perceive the loss of
their social status, their self-confidence, and the social support from their workplaces
[101,102].

Grief or complicated bereavement, especially spousal bereavement, is the
most stressful life event predicting depression [65]. From the present study,
interpersonal problem area of grief did not show the highest association among other
problem areas (grief: adjusted OR = 13.87, 95%CI = 1.41 - 136.27, p = 0.02). This may
be explained that the subjects in this study were young and middle-aged adults while
spousal bereavement is commonly found in the middle-aged adults and in the elderly.
From previous study, annually in the US approximately 800,000 people were newly
widowed [81]. At the age of 65, 51% of all women and 14% of all men were widowed at
least one time and experienced spousal bereavement [81]. Spousal bereavement and
bereavement-related depressive disorder were commonly found in the age above 65
years. The rate of spousal bereavement and bereavement-related depressive disorders
was increasing by the increasing age [81].

Interpersonal deficits were also the interpersonal trigger of depressive
disorders, but this problem area did not show the high association with depressive
disorders when comparing with other problem areas (adjusted OR = 5.05, 95%CIl = 1.14
- 22.38, p = 0.03). This may relate to the Thai socio-cultural system and Thai family
structure. Thai people have connections and close relationships with their families and
their relatives [103]. About the family structure, Thai families are more extended when
comparing with the western countries [103]. Although now there is a change of family
structure from extended to nuclear family, Thai people still have close connections with
their former families.[103]. The Thai family structure and-socio-cultural background may
help Thai people be socialized in communities. These are social resources for buffering
life stress when persons experience the crises. Therefore, interpersonal or social deficits
were not the significant trigger.of depressive disorders in Thai depressed patients when
comparing with other interpersonal problem areas.

As the above, all four interpersonal problem areas were the associated factors
and the predictors of depressive disorders in Thai depressed patients, but were varied
in quantity. Interpersonal role disputes and role transitions were highest associated
problem areas with depressive disorders, while interpersonal deficits were the least
problem areas associated with depressive disorders in Thai depressed patients. The

quantity of interpersonal problem areas was differed due to the different socio-cultural
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context. From the previous study of interpersonal problem areas in Uganda, grief,
interpersonal role disputes, and role transitions were the three problem areas associated
with depressive disorders in Uganda, while the fourth problem area, interpersonal
deficits (loneliness and social isolation) were not recognized as trigger of depressive
disorders [74]. People in Uganda were socialized to participate in communal activities
on their daily lives. Therefore, the isolation from the community was rare in Uganda [74].
People in Uganda felt that social isolation was the result of depression than the trigger of
depression [74].

From the findings of this study, all four interpersonal problem areas were
associated with depressive disorders in Thai depressed patients. These are the social
risk factors of depressive disorders. Therapeutic strategies of IPT [13,14,57,104] for
grief include facilitating mourning process, and helping the patients initiate new
attachments or new relationships; interpersonal role disputes: modification of patients’
expectations about their relationships and their faulty communication patterns; role
transitions: helping the patients accept the loss of new roles, conceptualize the old roles
and the new roles in more balanced views, and develop new social support or social
skills needed for their new roles; interpersonal deficits: reducing patients’ social
isolation, and encouraging the formation of new relationships. All these therapeutic
strategies will help Thai depressed patients solve their interpersonal problems, leading

to lessening their depressive symptoms.

6.3 CONCLUSION

All four interpersonal problem areas: grief, interpersonal role disputes, role
transitions, and interpersonal deficits, were the predictors of depressive disorder in Thai
depressed patients.. Interpersonal role disputes and-role. transitions were the significant
predictors of depressive disorder in ‘this study. Helping ‘depressed patients by
therapeutic . methods of interpersonal psychotherapy (IPT): resolving grief or
interpersonal disputes, helping to adjust to the new role, and enhancing interpersonal or
social skills, will help depressed patients overcome interpersonal crises and lead to

reduction of their depressive symptoms.

6.4 IMPLICATIONS

The findings from this study provide the information about interpersonal

problem areas in Thai depressed patients. This study helps the clinicians to consider the



63

interpersonal problem areas as social triggers of depressive disorders. Besides
biological, psychodynamic, cognitive, and behavioral etiologies of depressive disorders,
the clinician should aware and focus on the interpersonal or social etiologies of
depression: four interpersonal problem areas. This study may also show the therapeutic
mechanisms of interpersonal psychotherapy (IPT) by identify the interpersonal or social
difficulties. Using IPT therapeutic methods and techniques that target on these
interpersonal difficulties helps to reduce the patients’ depressive symptoms. Moreover,
the baseline information about interpersonal or social stressors in Thai depressed
patients is useful for developing IPT treatment manual for Thai depressed patients.
Besides helping the clinician in the treatment of depressive disorders, it can also be
used for prevention of depressive disorders. Early detection and crisis intervention on
people who are at risks of depressive disorders such as people experiencing severe
social stressors such as traumatic grief from disasters e.g. Tsunami, or severe economic
crises (e.g. financial problems, or unemployment) will help to reduce the incidence of

depressive disorders in these groups of people.

6.5 LIMITATIONS

This study tried to find the interpersonal or social factors of depressive disorder
by using case-control study, tried to reduce confounding factors by matching the
gender and age, and also used the same-based controls from the hospital to make the
controls comparable with cases. However, there were some following limitations. First,
most of subjects were female and in the young adult and middle age. The age range of
study group may have influence on interpersonal or social factors found in this age
group. Second, the study was conducted at King Chulalongkorn Memorial Hospital, the
tertiary hospital in-Bangkok. The factors -about. urbanization-may have influence on
interpretation or generalizability of the findings. Finally, although the results of the study
showed interpersonal problem areas as one of the important triggers of depressive
disorders, these factors were only. interpersonal -or social factors of depressive
disorders. There are still other factors contributing to depressive disorders: biological
factors (genetic factors, neurotransmitter abnormalities, etc.), psychodynamic factors,
personality factors, and behavioral and cognitive factors that the clinicians should also

focus on when treating patients with depressive disorders.
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6.6 SUGGESTIONS FOR FURTHER STUDIES

The present study helps to know the interpersonal problem areas in Thai
depressed patients. From this study, interpersonal problem areas that were highly
associated with depressive disorder were interpersonal role disputes and role
transitions. The next step is to understand how these interpersonal problem areas affect
Thai depressed patients or how the depressed patients cope with these problem areas.
The study will be the qualitative study in the interpersonal problem areas or coping
strategies in these problem areas of Thai depressed patients. Studying the prevalence
and risk factors of grief, and abnormal, pathological, or complicated grief, in the middle-
aged or the elderly persons and also in the psychiatric patients is also help the
clinicians in treatment of abnormal grief. Moreover, conducting controlled trials in Thai
depressed patients will help to prove the efficacy of IPT in Thai depressed patients. All
these directions for future studies will help to appropriately adapt and develop IPT

manual suitable for Thai depressed patients.
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interpersonal problem areas and depressive disorders in Thai depressed patients: a

matched case-control study.)
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