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Objectives. We examined the association between 2 important public health
problems in the developing world: parental domestic violence and depressive
symptoms during adolescence.

Methods. Data on depressive symptoms and witnessing of domestic violence
were obtained during private face-to-face interviews conducted in 2002 with 2051
Filipino adolescents 17–19 years of age.

Results. Symptoms of depression were common; 11% of young men and 19%
of young women reported wishing that they were dead occasionally or most of
the time, and nearly half of all respondents recalled parental domestic violence.
Female adolescents had significantly higher scores than male adolescents on a
12-item index of depressive symptoms. Both male and female adolescents who
had witnessed parental domestic violence reported more depressive symptoms.

Conclusions. Filipino adolescents who have witnessed parental domestic vio-
lence are significantly more likely to report depressive symptoms. (Am J Public
Health. 2006;96:660–663. doi:10.2105/AJPH.2005.069625)
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According to the World Health Organization
(WHO), up to 20% of all children and adoles-
cents suffer from a disabling mental illness.1

Globally, suicide is the third leading cause of
death among adolescents.2 Although adoles-
cent mental health issues have been relatively
understudied, there is increasing evidence that
a significant proportion of adolescents experi-
ence depression and that these symptoms can
have lasting negative effects into adulthood.
Worldwide, it is estimated that three quarters
of childhood and adolescent mental disorders
remain untreated, and in developing nations it
is likely that 90% are not treated.3 Even in de-
veloped nations with “well-organized” health
care systems, between 44% and 70% of such
disorders remain untreated.3 In many lower in-
come countries, there are fewer than 10 psychi-
atrists or psychologists per 1 million residents.4

Although overall rates of mental health dis-
orders and behavioral disorders are similar
among men and women, there are clear gender
and age differences in depression.1 Depressive
disorders are more common among women,5

whereas substance use and antisocial personal-
ity disorders are more common among men.4

Gender differences in levels of depression
emerge during adolescence.6–8

In addition, the connections between domes-
tic violence and mental health problems have
been well documented in adult women.1,8–10

Several studies, mostly conducted in the United
States, have shown that experiencing adverse
events in childhood is associated with poorer
mental health status in adulthood.11–15 Only
limited data are available on depressive symp-
toms among adolescents and the relationship
between such symptoms and parental domestic
violence. We attempted to quantify levels of de-
pressive symptoms in a cohort of more than
2000 Filipino adolescents and to assess the re-
lationship of these symptoms to recall of paren-
tal domestic violence.

METHODS

We used data from the Cebu Longitudinal
Health and Nutrition Survey, administered by
the Office of Population Studies at the Univer-
sity of San Carlos in Cebu, the Philippines. All
pregnant women in 33 randomly selected com-
munities (barangays) in metropolitan Cebu
were contacted, and 3327 women were in-
cluded in the baseline survey in 1983. Follow-
up surveys were conducted in 1984 to 1986,
1991, 1994, 1999, and 2002. In these follow-
ups, data were also gathered on the women’s
live-born, nontwin children (n=3080).16,17 We
focused on data collected from 2051 adoles-
cents (i.e., the sons and daughters of the origi-
nal participants) during the 2002 survey, when
these young men and women were aged 17 to
19 years. The surveys included modules on
diet, education, health, and employment. The
2002 survey also included modules on mental
health and domestic violence. All of the survey
instruments were translated and back-trans-
lated from English into Cebuano, the local lan-
guage in Cebu.

In assessing their mental health status,
adolescents responded to a series of questions

asking how often in the preceding 4 weeks
they had experienced 12 common feelings or
problems (Table 1). Ratings were made on a
scale ranging from none of the time (1) to
most of the time (3). We created a dichoto-
mous variable for each of the 12 items (0=
none of the time, 1=occasionally or most of
the time). Also, we created an index of symp-
toms by summing scores on these variables.
The index showed a high degree of reliability
(Cronbach α=0.80). (When the analyses were
conducted with indexes of symptoms that
were both smaller and larger in size, the re-
sults were the same as with the 12-item index.
The 12-item index had the highest degree of
reliability in this sample.)

The key independent variables were de-
rived from a series of questions asked of ado-
lescents regarding their recall of abuse commit-
ted by one of their parents against the other.
Initially, adolescents were asked “Do you re-
member if either of your parents/caretakers
ever hit, slapped, kicked, or used other means
like pushing or shoving to try to hurt the other
physically when you were growing up?” If they
answered affirmatively, 2 follow-up questions
were asked: “Who hurt the other physically?”
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TABLE 1—Measures of Depressive
Symptoms Used

How frequently in the past 4 weeks did you experience 

these common feelings or problems?

• You had headaches?

• You had poor digestion?

• You were worried?

• You felt lonely?

• You felt people disliked you?

• You had difficulty falling asleep?

• People were unfriendly?

• You felt you couldn’t overcome difficulties?

• You thought of yourself as worthless?

• You felt life isn’t worth living?

• You wished you were dead?

• You had the idea of taking your own life?

Note. Response options were none of the time,
occasionally, and most of the time.

TABLE 2—Characteristics of the Sample of Adolescents: Cebu, the Philippines,
2002 (n=2051)

Male Female 
Adolescents Adolescents P

Demographic characteristics

Age in 2002, y, mean (SD) 18.2 (0.4) 18.2 (0.4) .48

Urban residence, % 74.4 73.9 .86

Last school grade completed (range: 1–15), mean (SD) 9.7 (2.8) 10.8 (2.2) .0001

Household wealth,a mean (SD) 5.0 (2.5) 5.0 (2.4) .43

Married or cohabiting, % 4.0 14.2 .0001

Recall of parental domestic violence, %

Either parent hurt the other 48.2 45.4 .21

Mother hurt father 13.0 14.0 .51

Father hurt mother 26.7 22.9 .14

Both hurt each other 7.6 7.0 .57

Injury required medical attention 5.5 5.2 .75

Depression index score, mean (SD) 4.10 (2.8) 5.04 (2.9) .0001

aNumber of household items (range: 0–10).

(father, mother, both, or other) and “Do you
ever recall one of your parents/caretakers
needing medical attention as a result of being
physically hurt by the other parent/caretaker?”

Statistical Analyses
Data were entered into dBASE and trans-

ferred to Stata (Stata Corp, College Station, Tex)
for analysis. Initially, we assessed the overall

prevalence of adolescents’ reports of domestic
violence between their parents and their levels
of depressive symptoms. We used cross-tabula-
tions and χ2 analyses to explore the relation-
ships between depressive symptoms and (1) the
sociodemographic variables and (2) reports of
domestic violence between parents. We used
the overall index of depressive symptoms de-
scribed earlier as the dependent variable in
multiple linear regression analyses. Regression
models assessed whether adolescents’ recall of
domestic violence was significantly associated
with their depressive symptoms after control
for sociodemographic factors and stratification
by gender.

RESULTS

The sociodemographic characteristics of the
sample are described in Table 2. There were
no gender differences in age, urban residence,
or household wealth; however, female adoles-
cents had approximately 1 more year of school-
ing on average than male adolescents, and they
were significantly more likely to report being
married or cohabiting. Nearly half of the sam-
ple (48% of male respondents and 45% of fe-
male respondents) recalled witnessing parental
domestic violence. Overall, 13% of adolescents
remembered their mothers acting violently to-
ward their fathers, 25.4% recalled their fathers

hurting their mothers, and 7.3% reported wit-
nessing mutual violence between their parents.
Five percent of the respondents reported that 1
of their parents needed medical attention as a
result of such an episode of physical violence.
None of these prevalence levels significantly
differed according to respondent gender.

In contrast, there were significant gender dif-
ferences in the levels of depressive symptoms
reported. Female respondents had a signifi-
cantly higher mean score (5.0) than male re-
spondents (4.1) on the 12-item index of depres-
sive symptoms (P<.0001). Figure 1 shows
gender-specific levels of depressive symptoms.
All of the gender differences depicted were sig-
nificant at the .05 level with the exceptions of
loneliness (P=.06) and thinking that life is not
worth living (P=.09).

Three quarters of young women and 61%
of young men reported worrying occasionally
or most of the time during the preceding 4
weeks, and more than half of the female re-
spondents felt lonely, could not overcome diffi-
culties, had headaches, felt disliked, and re-
ported difficulty sleeping. A quarter of the
male respondents reported feeling they were
worthless occasionally or most of the time dur-
ing the preceding 4 weeks, almost a fifth
thought life was not worth living, 11% wished
they were dead, and 7% thought about taking
their own life. Thirty-one percent of young
women thought they were worthless, 21%
thought life was not worth living, 19% wished
they were dead, and 11% thought about tak-
ing their own lives.

Table 3 shows relationships, stratified by
gender, between adolescents’ scores on the de-
pressive symptoms index and their recall of pa-
rental domestic violence. Each of the 5 statisti-
cal models depicted addressed 1 type of
parental domestic violence and adjusted for
the factors shown in Table 2. We adjusted the
models for community effects by clustering ac-
cording to community. Male respondents who
recalled either parent hurting the other had av-
erage depressive symptom scores that were
0.78 points higher than the scores of those
who did not recall violence between their par-
ents. Male respondents who recalled their fa-
thers hurting their mothers had average scores
0.61 points higher than the scores of those
who did not recall this type of violence, and
young men who remembered both parents
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FIGURE 1—Percentages of adolescents reporting symptoms of depression occasionally or
most of the time during the previous 4 weeks, by gender.

TABLE 3—Linear Regression of Depressive Symptoms Index on Recall of Domestic Violence,
by Gender

Male Adolescents Female Adolescents

Model Adjusted b (95% CI) P Adjusted b (95% CI) P

Model 1: either parent hurt the other 0.78 (0.41, 1.15) .0001 0.94 (0.55, 1.33) .0001

Model 2: mother hurt father –0.14 (–0.62, 0.33) .55 0.62 (0.06, 1.08) .03

Model 3: father hurt mother 0.61 (0.18, 1.03) .005 0.56 (0.17, 0.94) .005

Model 4: both hurt each other 1.18 (0.56, 1.79) .0001 0.76 (–0.13, 1.56) .06

Model 5: injury required medical attention 0.52 (–0.26, 1.30) .19 2.10 (1.35, 2.85) .0001

Note. CI = confidence interval; b = unstandardized β coefficient. Each model controlled for age in 2002, urban residence, last
school grade completed, socioeconomic status, and marital status. All standard errors were corrected for clustering at the
community level. Significance values for differences by gender (interactions) were .07 for model 2 and .01 for model 5.

hurting each other had average scores that
were 1.18 points higher than those of young
men who did not recall mutual violence be-
tween their parents.

The results were similar for female respon-
dents in terms of the magnitudes and signifi-
cance levels of the coefficients for either parent
hurting the other and for fathers hurting moth-
ers (P s<.005). The difference for parents mu-
tually committing domestic violence failed to
reach statistical significance (P=.06), whereas
young women who recalled their mother hurt-
ing their father had average depressive symp-
toms index scores that were 0.63 points higher
than those of young women who had not

witnessed this type of violence. Female respon-
dents who recalled that 1 of their parents re-
quired medical attention as a result of domestic
violence had average depressive symptom
scores that were 2.1 points higher than the
scores of those not reporting instances in which
one of their parents needed medical attention.

DISCUSSION

We found that depressive symptoms were
common among Filipino adolescents aged 17
to 19 years, and a substantial proportion of
these young people reported serious symptoms.
Female respondents exhibited significantly

higher rates than male respondents for nearly
all of the depressive symptoms assessed. Eigh-
teen percent of young men and 21% of young
women, respectively, reported feeling that life
was not worth living, and 7% and 11%, respec-
tively, reported that they had thought of taking
their own lives. These findings are in line with
the 2002 Young Adult Fertility and Sexuality
Survey, which showed that 6% of young men
and 16% of young women 15 to 19 years of
age had thought about suicide and that 22% of
those who had considered suicide had at-
tempted it.18

This study addressed key issues on the fron-
tier of domestic violence research, that is, the
mutuality of domestic violence between part-
ners19 and the intergenerational impact of vio-
lence.20 Among both male and female respon-
dents, recall of any parental domestic violence
was strongly associated with increased frequen-
cies of depressive symptoms. However, we
found gender differences in linkages. Young
women reported more depressive symptoms
across all of the different types of parental do-
mestic violence, whereas young men did not
report more depressive symptoms for when
their mothers hurt their fathers or when 1 par-
ent needed medical attention than for other
domestic violence situations.

Although our results are strong, independent
of adjustment factors, and consistent across
young men and women, this study involved
some limitations. First, because cross-sectional
data were used, it was not possible to sort out
whether adolescents who had witnessed paren-
tal domestic violence had poorer mental health
or whether adolescents who had poorer mental
health were more likely to report witnessing pa-
rental domestic violence. Second, data were de-
rived from face-to-face interviews, which may
have led to underreporting given the stigma at-
tached to depression. Third, reports of parental
domestic violence were based on adolescents’
own perceptions, which may have been inaccu-
rate. Finally, the data set did not include mea-
sures of child abuse, which might be a link in
explaining the association between witnessing
parental domestic violence and experiencing
depressive symptoms.

At present, only 0.02% of the health budget
in the Philippines is allocated to mental health;
there are 0.4 psychiatrists per 10000 people,
and there is no system allowing collection of
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data on mental health.4 Evidence suggests that
treatment of depression is cost-effective in de-
veloping nations21; however, in many such
countries, including the Philippines, it is not fea-
sible to provide treatment through the medical
systems currently in place. Perhaps innovative
approaches such as focusing on social support
to prevent depression and enhance the skills of
nonmedical providers—strategies that have
been effective in some developing countries22—
should be pursued.

In addition to these financial and health care
system limitations in treatment and prevention,
too few researchers are investigating adolescent
mental health in the developing world, and this
has been a major concern of WHO. As a
means of furthering the dissemination of men-
tal health research, WHO convened a meeting
in 2003, “Mental Health Research in Develop-
ing Countries: Role of Scientific Journals.” As a
result of this meeting, WHO and attending
journal editors issued a statement that high-
lighted the need for local capacity building for
researchers in developing countries to publish
studies focusing on mental health. Given that
there are more than 1.2 billion adolescents
worldwide and that 4 of every 5 live in devel-
oping nations, public health researchers need to
collect longitudinal data on and conduct cost-
effectiveness analyses of treatment of mental
health problems in adolescence.23 Poor adoles-
cent mental health should be considered a po-
tential consequence of domestic violence as
well as other types of violence.

Our study is among the first conducted in
the developing world that has explored adoles-
cent mental health and its association with wit-
nessing domestic violence. Both mental health
and domestic violence have been of increasing
concern in the public health community, and
the data presented here suggest that interven-
tions designed to reduce domestic violence
may also help prevent the development or de-
crease the severity of depressive symptoms
among adolescents. If they are not treated, ado-
lescents with depression are at risk for contin-
ued mental health problems that can persist
and lead to future morbidity, loss of productiv-
ity, and mortality. Population- and community-
based efforts that include destigmatization of
common depressive symptoms are needed in
addition to individual-level treatment strategies
for more serious symptoms of depression.
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