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Distress Related to Individual Depressive 
Symptoms: A Cross-sectional Study in Thai 
Patients with Major Depression
T Rungpetchwong, S Likhitsathian, S Jaranai, M Srisurapanont

Abstract

Objective: To examine the distress related to individual depressive symptoms, the correlation between 
symptom distress and disability, and the gender difference in distress levels in patients with major 
depressive disorder.
Methods: This was a cross-sectional, observational study carried out at a university hospital providing 
tertiary care in northern Thailand. Participants were patients with major depressive disorder aged between 
18 and 65 years. Depression severity was self-rated using the 9-item Patient Health Questionnaire (PHQ-
9). We expanded the 9 symptom items of the PHQ-9 into 13 individual symptoms. The participants 
rated their distress for each symptom on a scale of 0 to 4, from 0 indicating ‘not at all’ to 4 indicating 
‘extremely’.
Results: A total of 130 (92 female and 38 male) patients with major depressive disorder participated in 
this study. Of the 13 symptoms, the distress level of overeating was lowest. Compared with overeating, 
the distress levels of feeling depressed / hopeless, feeling guilty, poor concentration, anhedonia, initial 
insomnia, middle / terminal insomnia, and fatigue were significantly higher and had a large effect size 
of differences (p < 0.001, Cohen’s dz ≥ 0.8). The distress levels related to feeling depressed / hopeless, 
feeling guilty, poor concentration, anhedonia, fatigue, suicidal ideation, and moving / speaking slowly 
were moderately and significantly correlated with overall functional impairment (Pearson’s r = 0.31-0.48, 
p < 0.001). Analysis of covariance, adjusted by the PHQ-9 total score, indicated no significant difference 
between men and women on any symptom.
Conclusions: Depressive symptoms related to high distress levels and moderately correlated with 
functional impairment were feeling depressed / hopeless, feeling guilty, poor concentration, and 
anhedonia.
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Introduction

Distress and disability related to a behavioural symptom or 
syndrome are key components of a mental state. Although 
emotional distress means mental suffering or anguish,1 
disability is the limitation of certain functions in daily life 
due to an illness.2

 In a similar way to disability (functional impairment 
or psychosocial dysfunction), distress is another generic 
criterion required for a diagnosis of mental disorders in the 
DSM-5.3 The ICD-10 views that distress or disability can 
be observed in most cases of mental disorder.4 The presence 
of clinically significant distress or disability also ensures 
that the disorder leads to significant consequences and that 
clinical treatment would be of help for the patient.
 Understanding depressed patients’ view of distress 
and disability related to symptoms is beneficial for clinical 
practice and research. To coincide with patient concerns, 
priorities of treatment should be for symptoms that cause 
severe distress or disability. Along with the prevalence 
and severity of symptoms, research on the treatment 
of depression should focus on highly distressing and 
disabling symptoms. For example, highly distressing 
symptoms should be a target for the development of new 
antidepressants. In addition, the evidence in this area may 
be used as a guide for symptom-targeted therapies.
 Little is known about the distress related to individual 
symptoms of depression. Based on the assumption that the 
depressive symptoms are equivalent and interchangeable, 
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confirmed the presence of a current major depressive 
episode by the Mini-International Neuropsychiatric 
Interview (MINI), module A, major depressive episode.15 
The participants rated their depression severity by using the 
9-item Patient Health Questionnaire (PHQ-9).16 Based on 
the symptom frequency, each item of the PHQ-9 is rated 0 
(not at all) to 3 (nearly every day). In addition, the level of 
PHQ-9 functional impairment was scored as follows: not 
difficult at all (0), somewhat difficult (1), very difficult (2), 
and extremely difficult (3).
 Depressive symptoms listed for the enquiry of distress 
levels were drawn from those included in the PHQ-9. Three 
items of the PHQ-9 include ≥ 2 symptoms in an item. These 
are: (1) initial insomnia versus middle / terminal insomnia 
versus hypersomnia; (2) poor appetite versus overeating, 
and (3) moving / speaking slowly versus restlessness. To 
minimise the ambiguity of symptom interpretation, we 
separated the symptoms in these 3 items into 7 individual 
symptoms. A total of 13 depressive symptoms were therefore 
included in this study. These 13 symptoms were included 
in the questionnaire designed to assess distress related to 
individual symptoms of depression. The pattern of distress 
assessment applied in this questionnaire was drawn from 
the Symptom Checklist-90-R.17 Its key question was ‘How 
much were you distressed by…?’. The distress related to 
each individual symptom had 5 levels: not at all (0), a little 
bit (1), moderately (2), quite a bit (3), and extremely (4).

Analysis Plan
Of our study objectives, determining the gender difference 
between distress levels associated with individual depressive 
symptoms required the largest sample. Based on the record 
of our clinic, the proportion of male to female patients with 
MDD was 1 to 4. To achieve this, priority was given to 
obtaining an adequate sample of male patients. Based on the 
Cohen’s table of sample size calculation, we set the power 
and type I error (α) at 0.80 and 0.05, respectively. To detect 
the large effect size of mean differences in the distress 
levels between male and female patients, we needed at least 
26 male patients. Based on the above-mentioned proportion 
of 1 to 4, the total sample of this study was set at 130 (26 
males and 104 females).
 Data were summarised as means (± standard 
deviations) and percentages. We used the Martinez-Iglewicz 
test to examine the normal distribution of continuous data.18 
We determined the differences in socio-demographic and 
clinical characteristics between male and female participants 
by Chi-square and Student’s t tests.
 We computed the mean and standard deviation of 
distress levels related to 13 individual symptoms. Paired t 
tests were used to examine the differences in distress levels 
between the symptom with lowest distress level and the 
other 12 symptoms. For each comparison, the ratio of t-
statistic to the square root of the sample size was used to 
determine the effect size of difference (Cohen’s dz).

19,20 The 
Cohen’s dz was then classified as showing a small (0.2), 
medium (0.5), or large (0.8) effect.

few studies have examined the correlation between 
individual symptoms and distress or disability. Although 
some findings suggest a strong correlation between 
particular depressive symptoms and disability,5,6 few studies 
have examined distress related to depressive symptoms. A 
qualitative study showed that depressive symptoms can 
cause distress.7 Another recent study also reported the 
high distress levels of depressive, anxiety, and obsessive-
compulsive syndromes in Asian patients with major 
depressive disorder (MDD).8 Nonetheless these studies did 
not examine the distress relative to individual symptoms of 
depression.
 The lack of evidence of distress related to individual 
depressive symptoms may be partly due to the high level 
of subjectivity when determining distress levels and the 
difficulties in defining clinically significant distress.9 Most 
measures of depression, therefore, rarely assess the distress 
level associated with depression and its symptoms. For 
example, the Beck Depression Inventory I and II mainly 
assesses the frequency of and disability associated with 
depressive symptoms.10,11

 Evidence suggests that gender differences in 
depression are real and not caused by methodological 
bias.12 Appetite and sleep abnormalities are more common 
in depressed women.13,14 It is not known if there are gender 
differences in the distress levels of depressive symptoms.
 To the best of our knowledge, no study has examined 
the association between distress level and individual 
depressive symptoms. This study aimed to assess distress 
related to individual depressive symptoms in outpatients 
with MDD. This study was conducted to: (1) prioritise 
depressive symptoms based on the distress level perceived 
by patients; (2) examine the correlation between the distress 
level of each depressive symptom and the overall disability; 
and (3) determine the gender difference between distress 
levels associated with individual depressive symptoms.

Methods

Setting and Study Population
This was a cross-sectional observational study carried out 
between January 2016 and May 2016. The study population 
included Thai outpatients with MDD who sought treatment 
at Maharaj Nakorn Chiang Mai Hospital in northern 
Thailand. This tertiary care setting is a general hospital 
affiliated with Chiang Mai University. Participants gave 
written informed consent prior to taking part in the study 
following full explanation of procedures. The study was 
approved by the ethics committee for human research of 
Faculty of Medicine, Chiang Mai University. 
 We invited all outpatients of the psychiatric clinic 
who fulfilled the DSM-IV diagnosis of MDD and were aged 
between 18 and 65 years to enrol in the study. All other co-
morbid physical and psychiatric conditions were permitted.

Assessment
The assessment was completed at a single visit. The study 
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 The correlation between the distress level of each 
symptom and the overall functional difficulty of PHQ-9 
was examined using the Pearson’s correlation coefficient r, 
which defined ≥ 0.70 as high correlation, 0.31 to 0.69 as 
moderate correlation, and ≤ 0.30 as low correlation.21

 Because depression severity may affect distress levels, 
we conducted one-way analysis of covariance (ANCOVA) 
to determine a statistically significant gender difference 
for each individual symptom controlling for depression 
severity (PHQ-9 total score). For any significant difference 
after applying the ANCOVA, we further determined the 
magnitude (effect size) of the difference by calculating the 
ratio of sums of squares for whatever effect is of interest to 
the total sums of squares for all effects (η2).22 The η2 value 
was defined as showing a small (0.01), medium (0.06), or 
large (0.14) effect.19,20

 All reported p values were 2-sided. To reduce the 
chances of obtaining false-positive results (type I errors), 
Bonferroni correction was used. By dividing the critical 
value of 0.05 by the number of testing, a p value of < 0.0042 
(0.05/12) was used to indicate a significant difference of 
distress between symptoms. Similarly, a p value of < 0.0038 
(0.05/13) was used to indicate a significant correlation of 
symptom with overall functional difficulty, as well as a 
significant gender difference in symptom distress. Apart 
from the Cohen’s dz and η2, which were computed using 
Excel 2013, data were also analysed using the NCSS 10 
Statistical Software 2015 (LLC, Kaysville [UT], US).

Results

A total of 155 patients with MDD were invited to the study. 
By using the MINI, 18 female and 7 male patients were 
excluded because they did not meet the current diagnosis of 
major depressive episode.
 This study included 130 (92 female and 38 male) 
patients with MDD who currently had a major depressive 
episode. Their mean age was 43.6 ± 15.7 years. The mean 
PHQ-9 total score of 16.2 ± 5.2 depicts the level of depression 
severity from moderately severe to severe. Table 1 presents 
the socio-demographic and clinical characteristics of the 
sample and shows no significant gender difference in any 
respect. For all continuous data of the whole sample, the 
Martinez-Iglewicz test did not reject the normal distribution 
of any data. We therefore used parametric tests for analysis 
of all continuous variables. 
 Of the 13 symptoms, overeating had the lowest mean 
distress level of 1.3 ± 1.3. Compared with overeating, the 
distress levels related to feeling depressed / hopeless, feeling 
guilty, poor concentration, anhedonia, initial insomnia, 
middle / terminal insomnia, and fatigue were significantly 
higher (p < 0.001) and had large effect sizes of differences 
(Cohen’s dz ≥ 0.08).
 The distress levels related to feeling depressed / 
hopeless, feeling guilty, poor concentration, anhedonia, 
fatigue, suicidal ideation, and moving / speaking slowly  
were significantly and moderately correlated with overall 

Table 1. Demographic and clinical characteristics of patients with major depressive disorder.*

Total (n = 130) Female (n = 92) Male (n = 38) Significant difference 
between groups†

Marital status
Single
Married / living as couple
Separated / divorced / widowed

45 (34.6)
60 (46.2)
25 (19.2)

33 (35.9)
38 (41.3)
21 (22.8)

12 (31.6)
22 (57.9)

4 (10.5)

χ2 = 3.86;
p = 0.15

Occupation
Employed / self-employed
Student
Others‡

62 (47.7)
28 (21.5)
40 (30.8)

41 (44.6)
22 (23.9)
29 (31.5)

21 (55.3)
6 (15.8)

11 (28.9)

χ2 = 1.53;
p = 0.47

Age (years) 43.6 ± 15.7 42.9 ± 15.4 45.2 ± 16.6 t = –0.75;
p = 0.46

Years of education 11.9 ± 5.3 12.14 ± 5.4 11.3 ± 5.3 t = 0.78;
p = 0.44

PHQ-9 total score 16.2 ± 5.2 16.5 ± 5.1 15.5 ± 5.6 t = 1.00;
p = 0.32

Abbreviation: PHQ-9 = 9-item Patient Health Questionnaire.
*	 Data	are	shown	as	No.	(%)	of	subjects	or	mean	±	standard	deviation,	unless	otherwise	specified.
† Chi-square test was used in analysing categorical data, and Student’s t test in analysing continuous data.
‡ Others included housewife, volunteer, retired, and unemployed.
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 This study did not find any gender difference for 
the distress level of depressive symptoms. Although 
hypersomnia appeared to cause higher distress in men  
(p = 0.04), the significant difference was lost after adjustment 
for multiple testing.
 The present findings will help healthcare professionals 
understand the patient’s view of their depressive symptoms. 
To coincide with patients’ concerns, priority of treatment 
should be given to those feeling depressed / hopeless, 
feeling guilty, poor concentration, anhedonia, initial 
insomnia, middle / terminal insomnia, and fatigue. Together 
with other aspects of a patient’s symptoms, e.g. severity, 
functional impairment and resistance to treatment, distress 
related to depression and its symptoms should also be 
considered when managing MDD. The correlation between 
symptom distress and disability suggests that patients 
with functional impairment are also likely to be distressed 
about their depression. Nonetheless, the correlation 
coefficients of ≤ 0.48 suggest that distress and disability 
are not highly correlated. These 2 aspects, therefore, are not 
interchangeable and cannot replace each other. Although 
the PHQ-9 may be able to identify depressed patients with 
functional impairment, due to its lack of distress assessment, 
it may overlook some patients with highly distressing 
depression.
 There are limitations of this study. First, the small 

functional impairment (r = 0.31-0.48, p < 0.001). 
 The ANCOVA analyses, adjusted using the PHQ-9 
scores, found no significant gender difference in the distress 
levels for all symptoms (Table 3).

Discussion

This observational study was carried out in Thai outpatients 
with MDD who currently had moderately severe to 
severe depressive episodes. Highly distressed symptoms 
included feeling depressed / hopeless, feeling guilty, poor 
concentration, anhedonia, initial insomnia, middle / terminal 
insomnia, and fatigue. Feeling depressed / hopeless, feeling 
guilty, poor concentration, anhedonia, fatigue, suicidal 
ideation, and moving / speaking slowly were moderately 
correlated with overall functional impairment. Men and 
women appeared to have similar distress levels for all 
symptoms.
 To the best of our knowledge, this is the first study 
to report the association of depressive symptoms with 
high distress levels. Surprisingly, the 7 symptoms that 
moderately correlated with overall functional impairment 
were the same as the first 7 symptoms related to functional 
impairment reported in a previous study.5 The replication of 
findings further supports the correlations between these 7 
symptoms and functional impairment in depressed patients.

Table 2. Distress levels of depressive symptoms, comparisons between overeating and other depressive symptoms  
(with Cohen’s dz), and correlations between distress level for each symptom and overall functional impairment (with 
Pearson’s r).
Statistically	significant	results	(p	<	0.05)	with	large	effect	sizes	(dz	≥	0.8)	or	moderate-to-high	correlations	(r	≥	0.3)	are	
shown in bold.

Symptom Mean ± SD Significant difference* and 
effect size

Correlation with functional 
impairment

Feeling depressed / hopeless 2.9 ± 0.9 t = 11.90, p < 0.001, dz = 1.0 r = 0.33, p < 0.001
Feeling guilty 2.8 ± 1.2 t = 10.97, p < 0.001, dz = 1.0 r = 0.33, p < 0.001
Poor concentration 2.7 ± 0.9 t = 11.03, p < 0.001, dz = 1.0 r = 0.48, p < 0.001
Anhedonia 2.7 ± 0.9 t = 10.21, p < 0.001, dz = 0.9 r = 0.40, p < 0.001
Initial insomnia 2.7 ± 1.1 t = 10.25, p < 0.001, dz = 0.9 r = 0.02, p = 0.80
Middle / terminal insomnia 2.6 ± 1.0 t = 9.00, p < 0.001, dz = 0.8 r = 0.09, p = 0.31
Fatigue 2.5 ± 1.0 t = 9.26, p < 0.001, dz = 0.8 r = 0.31, p < 0.001
Restlessness 2.0 ± 1.2 t = 5.60, p < 0.001, dz = 0.5 r = 0.22, p = 0.01
Suicidal ideation 2.0 ± 1.5 t = 4.34, p < 0.001, dz = 0.4 r = 0.31, p < 0.001
Moving / speaking slowly 1.9 ± 1.2 t = 4.49, p < 0.001, dz = 0.4 r = 0.39, p < 0.001
Poor appetite 1.8 ± 1.2 t = 3.27, p < 0.0014, dz = 0.3 r = 0.11, p = 0.23
Hypersomnia 1.5 ± 1.4 t = 1.44, p = 0.15, dz = 0.1 r = 0.20, p = 0.02
Overeating 1.3 ± 1.3 N/A r = 0.12, p = 0.19

Abbreviations: N/A = not applicable; SD = standard deviation.
* Paired t test.
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sample size, in particular the male group, may have 
produced false-negative findings in the comparison of 
distressing symptoms between men and women. Although 
this low-powered study appears to discover some true 
effects, e.g. significant differences or correlations, it is 
possible that the estimates of the magnitudes of these effects 
are exaggerated.23 Second, one should be careful in making 
generalisations from the present findings. Patients in other 
ethnic groups, especially those with different cultural 
backgrounds, may perceive or interpret each depressive 
symptom differently. The small number of male participants 
also limits the application of present findings in men with 
MDD. Third, this study examined only the depressive 
symptoms described in the DSM-5 and the PHQ-9. We 
decided to use PHQ-9 because it is a brief questionnaire that 
can assess all 9 symptoms of the DSM-5. Other common 
depressive symptoms, e.g. pessimistic thoughts, somatic 
symptoms that are included in some depression rating 
scales,24 were not considered. Although patients with MDD 
may have high anxiety syndrome,8 none of its symptoms 
were assessed in this study. In addition, without an objective 
rating scale of depression, it is difficult to determine the 
similarities and differences between the present sample 
and those in other studies. Fourth, actual disability was not 
assessed. It is possible that those with high distress were 
more pessimistic and thus tended to report more functional 
impairment. Fifth, physical and psychiatric co-morbidities 
that were not measured in this study might affect the 

study results, in particular the distress levels. By including 
participants with such co-morbidities, the present findings 
would be widely generalised. Lastly, due to the lack of 
aforementioned assessment, many factors that possibly 
confounded the results were not taken into account. 
 In conclusion, depressive symptoms are related to 
different levels of distress. Depressive symptoms related to 
high distress levels and moderately correlated with functional 
impairment included feeling depressed / hopeless, feeling 
guilty, poor concentration, and anhedonia. Distress levels 
related to depressive symptoms did not differ between men 
and women. Distress related to depression and its symptoms 
should be assessed and considered in managing MDD. 
Further studies with a larger sample size and in depressed 
patients with different cultural backgrounds are warranted.
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