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Description
Depression is a mental illness marked by persistent sadness or irritability, 

as well as a slew of physical and mental signs and symptoms, including fatigue, 
apathy, sleep problems, loss of appetite, disengagement; low self-esteem or 
worthlessness; difficulty concentrating or indecisiveness; or recurrent thoughts 
of death or suicide. Depression in childhood and adolescence is similar to 
adult major depressive illness, except young people may experience increased 
irritability or behavioural dyscontrol rather than the more frequent sad, empty, or 
hopeless feelings that adults experience. Children who are stressed, grieving, 
or who suffer from attention, learning, behavioural, or anxiety difficulties are 
more likely to develop depression. Outside of other mood disorders, childhood 
depression is frequently associated with mental problems, the most common 
of which are anxiety disorder and conduct disorder. 

Depression runs in families as well. Cognitive Behaviour Therapy (CBT), 
third wave CBT, and interpersonal therapy were all included in a Cochrane 
review published in 2016. Aside from other mood disorders, childhood 
depression is commonly linked to mental health issues, [1] the most common 
of which are anxiety and behaviour disorders. Depression is a trait that runs 
through families. A Cochrane review published in 2016 covered Cognitive 
Behaviour Therapy (CBT), third wave CBT, and interpersonal therapy. 
Depression affects approximately 8% of children and adolescents. Anxiety was 
mentioned by 51% of students (teens) who visited a counselling facility in 2016, 
followed by sadness (41%), relationship difficulties (34%), and suicidal ideation 
(34%) (20.5 percent). [2] Many kids said they were dealing with multiple issues 
at the same time. According to research, the incidence of children with Major 
Depressive Disorder among primary school children in Western countries 
ranges from 1.9 percent to 3.4 percent. Up to 9% of teenagers fit the criteria 
for depression at any given time, while roughly 20% experience depression 
at some point during their adolescence. According to studies, there is a 70% 
chance of recurrence in children diagnosed with a depressive episode within 
five years. Furthermore, half of all children with depression will experience a 
recurrence at some point in their adulthood. While there is no gender difference 
in depression rates until the age of 15, after that age, women's rates double 
in comparison to men. However, there is no gender difference in terms of 
recurrence rates or symptom intensity. One idea proposes that preadolescent 
women, on average, have greater risk factors for depression than men, in an 
attempt to explain these findings.

These risk factors interact with the regular stressors and challenges of 
adolescent growth to cause depression to emerge. Children and adolescent 
depression patients are at a greater risk of attempting or committing suicide, 
much like their adult counterparts. Suicide is the third highest cause of mortality 
in teenagers aged 15 to 19. If adolescent boys additionally have a behavioural 
issue, they may be at an even higher risk of suicide behaviour.

The National Institute of Mental Health (NIMH) discovered in the 1990s 
that up to 7% of teenagers with major depressive illness may commit 
suicide as adults. Such numbers highlight the importance of family and 
friend interventions, as well as early identification and treatment by medical 
professionals, in preventing suicide among depressed or at-risk youth. 
However, some data suggested the contrary. Females report the majority of 
depression symptoms, such as sorrow (reported by 85.1 percent of women 
and 54.3 percent of men), and sobbing (reported by 85.1 percent of women 
and 54.3 percent of men) (approximately 63.4 percent of women and 42.9 
percent of men). Women are more likely than men to suffer from depression, 
with prevalence rates of 19.2 percent and 13.5 percent, respectively. Female 
sex, a family history of depression, a personal history of trauma, family 
conflict, minority sexual orientation, or having a chronic medical ailment 
are all risk factors for adolescent depression. Adolescent girls had greater 
prevalence rates and more severe symptoms than adolescent boys, while 
older adolescents have more severe symptoms than younger adolescents. 
This could be linked to hormonal changes that make adolescent women more 
susceptible to depression. 

The fact that female hormone fluctuations, particularly during puberty, are 
linked to an increased prevalence of sadness shows that female hormones 
may be a trigger for depression. Young women's lower levels of positive 
thinking need for approval, and self-focusing negative conditions contribute 
to the gender gap in depression between adolescent men and women. When 
compared to those who were not bullied, frequent victimisation or bullying was 
linked to a higher incidence of depression, ideation, and suicide attempts. [3] 
Nicotine addiction is linked to sadness, anxiety, and poor diets, especially 
among young males. Although the cause-and-effect relationship has yet 
to be demonstrated, any sex or drug use is cause for caution. Patients with 
adolescent- or adult-onset depression are more likely than patients with 
adolescent- or adult-onset depression to have a family history of the condition 
(typically a parent who suffered depression at a young age). Adolescents with 
depression are more likely than children to have a family history of depression, 
albeit the link is not as strong. 

Adolescents are searching for purpose and identity in their life. [4] 
They've also been dubbed a "one-of-a-kind" group that face a wide range 
of obstacles and issues as they make the journey to adulthood. Academic 
pressure, intrapersonal and interpersonal challenges, bereavement, sickness, 
and the loss of relationships have all been identified as significant stressors 
among young people. While it is a normal part of adolescent development to 
experience uncomfortable and disabling emotions, mental illness is becoming 
more common around the world, owing to the disintegration of conventional 
social and family systems. 

Depression is frequently triggered by life events such as marital or financial 
difficulties, physical sickness, bereavement, and so on. Some people can 
become depressed for no apparent reason, and their pain is just as profound 
as that of those who are reacting to life events. [5] Depression vulnerability 
can also be influenced by one's psychological constitution. People with low 
self-esteem, who are continually pessimistic about themselves and the world, 
or who are easily overwhelmed by stress may be more prone to depression. 
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