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SUMMARY
Aim: Depression prevalence has increased in the last few decades, affecting younger age groups. The aim of this research was to determine 

the range of depression and low self-esteem in elementary school children in the city of Split. Testing was carried out at school and the sample 
comprised 1,549 children (714 boys and 832 girls, aged 13). 

Methods: Two psychological instruments were used: the Coopersmith Self-Esteem Inventory (SEI) and the Children and Adolescent Depres-
sion Scale (SDD). 

Results: The average value of scores obtained by SEI test was 17.8 for all tested children. No statistically significant difference was found be-
tween boys and girls. It was found that 11.9% of children showed signs of clinically significant depression, and 16.2% showed signs of depression. 
Statistically significant association between low self-esteem and clinically significant depression was found. No statistically significant difference 
among boys and girls according to dimension of cognitive depression was found, whereas statistically significant level of emotional depression 
was higher in girls than boys. It was found that both dimensions of depression decreased proportionally with the increase of SEI test score values: 
cognitive and emotional dimension of depression. 

Conclusion: The results of this study show that it is necessary to provide early detection of emotional difficulties in order to prevent serious 
mental disorders.
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INTRODUCTION

Depression prevalence has increased in the last few decades, 
affecting younger age groups. According to WHO, depression is 
the 4th leading disease and by 2020 it is expected to reach the 
2nd place.

It was believed for a long time that children and adolescents 
cannot suffer from depression as a clinical disorder, since depres-
sion has been just one of the symptoms of developmental phases. 
Today, we are aware of the fact that depressive disorder represents 
serious disorder with potential occurrence in childhood. Depres-
sion in this vulnerable population is associated with the increased 
risk of developing of other psychiatric disorders, low academic, 
social and working abilities as well as drug abuse and addiction, 
and suicide (1–3).

Depressed children occasionally show excessive activity and 
aggression. Adolescent depression sometimes includes negativ-
ism, antisocial behaviour and feelings of being misunderstood. 
Depression rarely includes all the above mentioned symptoms. It 
is estimated that 10–15% of children in general population show 
severe symptoms of depression (4).

Systematic researches of depression in children and adoles-
cents have started in the 1980s, and they indicate that the symp-
toms of depression in children and adolescents were similar to 
those in adults (5).

Studies have shown that the prevalence of depression in 
childhood increases proportionally with the age. The lowest 
prevalence rate has been reported in pre-school children (ap-
proximately 1%) and it increases in adolescents (approximately 
3% in boys and 10% in girls) (4, 6). Symptoms of depression 
change as children grow up. Thus, in the period of middle child-
hood (from 6–12 years) low self-esteem, pessimism, physical 
complaints, and unauthorised absence from school are prevalent 
among signs and symptoms. Adolescent group show dominant 
signs and symptoms of guilt, hopelessness and helplessness. 
Based on theoretical, clinical and empirical knowledge of 
depression symptomatology in childhood and adolescence, it 
is possible to recognize three groups of depression symptoms. 
Cognitive symptoms include signs of low self-esteem, guilt, 
communication problems, difficulty in making decisions, preoc-
cupation with death and suicide (7). Emotional symptoms in-
clude bad mood, sadness, hopelessness, discouragement, apathy, 
irritability, lack of motivation or pleasure in usual activities as 
well as fatigue and loss of energy. Physical symptoms include 
weight loss or overweight, insomnia or excessive sleeping, and 
psychomotor agitation (8, 9).

The aim of this research was to determine the range of emo-
tional difficulties (primarily depression and low self-esteem) in 
elementary school children in the city of Split.
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MATERIALS AND METHODS

Parental informed consent was sent as a request to the parents 
of all 2,222 elementary school children attending 7th grade (aged 
13) in the City of Split. The informed consent was obtained for 
1,728 children, but 1,549 children (714 boys and 832 girls) were 
present when the study was performed. Testing was carried out 
at school under supervision of school psychologist. The children 
filled in questionnaires by themselves. Each child was tested us-
ing two psychological instruments: the Coopersmith Self-Esteem 
Inventory (short version, Bezinović and Lacković-Grgin, 1990) 
and the Children and Adolescent Depression Scale (Vulić-Prtorić 
A., 2003).

In this study an adapted short version of the Coopersmith 
Self-Esteem Inventory (SEI) test (Bezinović, Lacković-Grgin, 
1990, according to Lacković-Grgin and associates, 2002) was 
used. The questionnaire was designed to assess self-esteem. The 
questionnaire consisted of 25 items, using forced-choice (accurate/
inaccurate) format. The result reflected global measure of self-
esteem. Confidence scale varied from 0.77–0.79 (Cronbach alfa).

The Children and Adolescent Depression Scale (SDD) is depres-
sion scale for children and adolescents aged 10–18, and it was based 
on the symptom list of DSM IV classification. The scale consisted 
of 26 statements describing the most common depression symptoms 
in children and adolescents (mood disorder, loss of interest, appetite 
and sleeping disorder, psychomotor disabilities, hopelessness, res-
ignation, loss of energy, etc.). It was possible to distinguish between 
cognitive-motivational and emotional-physical components of 
depression. The examinees, using corresponding five-point grad-
ing scale, assessed the accuracy of statements according to their 
opinion (1 = not accurate at all, 2 = mostly inaccurate, 3 = not sure, 
4 = mostly accurate, 5 = yes, completely accurate). The confidence 
for the complete twenty six-point grading scale was valid (Cron-
bach alfa 0.895). Evaluation of their answers was performed by 
summing the whole numbers beside each statement. The obtained 
scores were transformed into decile rank by using the appropriate 
manual table where norms were established (up to 3 deciles = low 
average score; from 3–6 deciles = average score; above 6 deciles = 
high average score and 9–10 deciles = clinically significant score). 
Median, lower and upper quartiles were also calculated in order to 
compare the results of SDD and SEI tests.

RESULTS

The results of 1,549 children (714 boys and 832 girls) were 
analyzed. The average value of scores obtained from SEI test 
was 17.8 for all tested children, 18 for boys and 17.6 for girls. 
No statistically significant difference between boys and girls was 
found (p = 0.098) (Table 1).

Boys and girls were divided into four groups regarding SEI 
test points. The first group (< 15: extremely low self-esteem) 
consisted of 372 children, 155 boys and 217 girls. The second 
group (15–19: low self-esteem) consisted of 384 children, 186 
boys and 198 girls. The third group (19–22: average self-esteem) 
consisted of 377 children, with 191 boys and 186 girls. The fourth 
group (> 22: high self-esteem) consisted of 412 children, 182 boys 
and 230 girls. Statistical data analysis showed 96% probability 
of difference between boys and girls (Figure 1).

The average value of SEI test scores for boys was within 
average category, whereas for girls, values were within extreme 
categories (values were grouped below or above average values). 

According to the scores obtained from children on the Children 
and Adolescent Depression Scale (SDD), children were grouped 
into four groups with clinically significant scores, high average 
scores, average scores and low average scores.

It was found that 153 (11.9%) children showed signs of clini-
cally significant depression and 250 (16.2%) showed signs of 
depression (Figure 2).

According to SDD scale the frequency of depression based 
on the score points of SEI test was also investigated within each 
group. Statistically significant association between low self-

SEI test Total Boys Girls p*
± SD 17.8 ± 4.97 18 ± 4.6 17.6 ± 5.2

0.098Median 19 19 19
Min–max 1–25 1–25 1–25

Table 1. The mean values ± SD and medians (min–max) at 
SEI test according to the gender

*t-test

Fig. 1. The frequency distribution of categorized SEI test scores 
(χ2 = 7.55; p = 0.056) according to the gender (< 15 black; 15–18 
dark grey; 19–21 grey; ≥ 21 pale grey column). 

Fig. 2. The frequency distribution of SDD scores according 
to the gender (I and II decile – black; III, IV, V and VI decile 
– dark grey; VII and VIII decile – grey; IX and X decile – pale 
grey column).
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esteem and clinically significant depression was found (χ2 = 852; 
p < 0.001). Furthermore, 7 times more children with the scores 
categorized in I and II deciles fell into the group with 15–18 
points, than into the group with less than 15 points at the SEI test. 
There were 23 times more children with the scores categorized 
in I and II deciles having score points from 19–22, in relation 
to the group with the scores less than 15. There were 39 times 
more children with the results categorized in I and II deciles in 
the group with more than 22 points, than in the group with less 
than 15 points (Figure 3).

The frequency of two dimensions of depression: cognitive and 
emotional-physical in boys and girls was also investigated. No 
statistically significant difference among boys and girls accord-
ing to dimension of cognitive depression was found (z = 0.077; 
p = 0.939), whereas statistically significant level of emotional 
depression was higher in girls than boys (z = 9.39; p < 0.001) 
(Table 2).

The scores for cognitive and emotional dimension of depres-
sion according to SDD test in the groups based on the point score 

of SEI test were analyzed. It was found that both dimensions of 
depression decreased proportionally with the increase of SEI test 
score values: cognitive (χ2 = 754; p < 0.001) and emotional dimen-
sion of depression (χ2 = 435; p < 0.001) (Table 3).

Statistically significant difference in the distribution of SDD 
test scores according to the groups of SEI test was found (χ2 = 852; 
p < 0.001). In the SEI group of > 22 there were no children with 
SDD test score of ≥ 67, and there were only 2% with SDD test 
score from 54–66. In the SEI group of < 15 there were only 1.6% 
children with SDD test score from 26–37. The number of children 
with low self-esteem increased proportionally with the increased 
SDD test scores. In the SEI group of > 22 the frequency of chil-
dren with SDD test scores from 26–37 was 39 times higher in 
relation to SEI < 15, and 5.4 times higher than in the SEI group 
from 15–19, and 1.7 times higher than in the SEI group from 
19–22. In the SEI < 15 group, there were 4.6 times more children 
with SDD score ≥ 67 than in the SEI group from 15–19 and 35.8 
times higher in relation to the SEI group from 19–22 (Table 4).

DISCUSSION

Coopersmith defines self-esteem as self-evaluation that main-
tains our attitude of accepting or not accepting ourselves. Self-
esteem is a life development process, not only as a reflection of 
our own judgement, but resulting from reactions of other important 
persons as well. Children who have been accepted, respected and 
approved in the process of growing-up, will accept their both posi-
tive and negative characteristics, developing the appropriate level 
of self-esteem. In this research, according to the Coopersmith test 
scores, it was found that boys were within the average category, 
while trend of grouping within extreme categories (below or 
above average values) was noted in girls. According to Burns (10), 
self-esteem is largely affected by parental evaluation of younger 
children, while in elder children parental influence is less relevant. 
Furthermore, the level of self-esteem in girls is more affected by 
parental evaluation than in boys. According to our SDD test scores 
it was found that 11.9% of tested children showed signs of clini-
cally significant depression and 16.2% of children showed signs 
of depression. It was also found that children with high level of 
self-esteem had significantly less symptoms of depression, mean-
ing that children with substantial depressive symptoms exhibited 
low self-esteem. In the group of children with high self-esteem 
there were no children with substantial depressive symptoms. It 
was also found that depressive symptoms were more prevalent in 
girls than in boys and symptoms of emotional-physical dimension 
of depression were more prominent in girls. Since the score points 
of self-esteem and depression test were inversely proportional, it 

Groups according to SEI test scores

Depression < 15 15–19 ≥ 19–22 > 22 p*

Cognitive
39.4 ± 11.8 28.8 ± 7.6 23.2 ± 5.4 20.5 ± 3.9

< 0.001
37 (16–79) 28 (16–56) 22 (16–49) 20 (16–44)

Emotional
25 ± 7 21 ± 5.8 17.9 ± 4.9 15.8 ± 4.4

< 0.001
25 (10–50) 20 (10–42) 18 (10–35) 15 (10–34)

*Kruskal-Wallis test

Table 3. The mean values, medians (min-max) of cognitive and emotional depression at SDD test according to SEI test groups

Fig. 3. SDD scores in the groups of categorized SEI test scores 
(I and II decile – black; III, IV, V and VI decile – dark grey; VII 
and VIII decile – grey; IX and X decile – pale grey column).

Depression Boys Girls p*

Cognitive
27.6 ± 10.2 27.9 ± 10.8

0.939
25 (16–79) 25 (16–76)

Emotional
18.2 ± 5.9 21.3 ± 6.8

< 0.001
17 (10–44) 21 (10–50)

Table 2. The mean values, medians (min–max) of cognitive 
and emotional depression at SDD test according to the gender

*Mann-Whitney test
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might indicate that children with low self-esteem could be at risk 
for developing depressive symptomatology. That did not necessar-
ily mean that depression level would reach a clinically significant 
level. This correlation strongly indicates the necessity of preven-
tive measures. Preventive treatment is efficient in decreasing of 
depressive symptoms in children with more risk factors for the 
development of depression. 

Self-image affects our way of functioning. Permanent low self-
esteem has an impact on mood and a child becomes more prone 
to depression and other mental health disorders. Therefore, the 
most efficient treatment is the multimodal one, directed not only 
at depressive symptoms, but the overall problems in functioning as 
well. In the treatment of children and adolescents with depression 
medication is rarely indicated as the only strategic therapy, isolated 
from other psychosocial interventions (11). Some studies show that 
in pre-adolescent period, boys show more depressive symptoms 
than girls (4). However, in girls reported symptoms of depression 
rapidly developed in early adolescence, while boys remain stable. 
There are also theoretical explanations for the increased depres-
sive symptoms in adolescence reported in girls (12, 13). Some 
theories show that psychological changes in adolescence increase 
the risk of depression in girls. Furthermore, girls in adolescence 
start worrying about their appearance. They can also be sensitive 
to signals (verbal or nonverbal) sent by other people in relation to 
whether their behaviour is acceptable or not (14). Petersen et al. (15) 
conducted longitudinal study where 335 subjects were followed up 
from early adolescence to adulthood. The results showed that the 
level of depression increased during adolescence in girls, whereas it 
was stable in boys. Girls were more depressed in early adolescence 
and these differences were statistically significant. According to 
gender, differences in the level of depression were more relevant 
during adolescence, which was indicated by significant interaction 
between age and gender. The differences in depression level of boys 
and girls were more obvious with ageing.  

The early treatment is therefore directed at self-esteem en-
hancement and stimulation of positive thinking in order to de-
crease the risk of chronic psychosocial damage. It means that the 
role of educational institutions is crucial since their early detection 
of low self-esteem can screen population with potential risk of 
depression disorder development. Prevention of mental disorders 
in childhood and adolescence significantly affects mental health 
during middle and older age.

CONCLUSION

The results of this study indicate that it is necessary to organ-
ize early detection as well as early intervention in order to avoid 

serious mental disorders in later adolescence and adult age. 
Therefore, this problem demands multidisciplinary approach in-
cluding educational system, healthcare system and social welfare 
system. The Ministry of Science, Education and Sports can help 
in dealing with this issue by organizing of educational courses 
for teaching personnel.

Ethical Approval 
This study was conducted with the approval of the Public Health Institute 
of Split and Dalmatia County Ethics Committee.
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Groups according to SEI test scores
SDD test scores < 15 15–19 ≥ 19–22 > 22 Total p*
26–37 6 (1.6) 45 (11.7) 140 (37.1) 258 (62.9) 449 (29.1)

< 0.001
38–53 96 (26) 208 (54.2) 212 (56.2) 144 (35.1) 660 (42.8)
54–66 123 (33.2) 97 (25.3) 21 (5.6) 8 (2.0) 249 (16.2)
≥ 67 146 (39.4) 33 (8.6) 4 (1.1) 0 183 (11.9)
Total 371 (100) 383 (100) 377 (100) 410 (100) 1541 (100)

Table 4. SDD test score distribution according to SEI test groups in children

*χ2 test


