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Abstract – Youths are the primary risk factors for depression and many other mental illnesses. Sometimes 
these disorders are comorbid and appear to require severe psychosocial functioning. It is therefore 
important to examine data on mental illness, its co-morbidity, related disability, the need and utilization 
of medical care, and concerns surrounding the early detection of mental illness in young people. Mental 
disorders were normal, dysfunctional, highly comorbid, and significantly undertreated in young Finnish 
adults. The research gives more proof that psychological dysfunction is used to distinguish between 
clinically serious and less extreme conditions as additional diagnostic criteria. For both clinical practice 
and study, a thorough assessment of comorbidity is underlined. The findings also allow clinicians to 
make accurate assessments of depression using a comprehensive evaluation technique, rather than 
fast measures. Eventually, the main risk for early adult mental health problems is that of young 
depressive symptoms.  
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INTRODUCTION 

Epidemiology studies the prevalence, need for 
treatment for and functional incapacity of diseases as 
well as factors which influence and/or are associated 
with the occurrence of the disease in the general 
population. Data on the prevalence of disorders and 
their related therapy use (descriptive epidemiology), 
including the successful utilization of available 
therapy resources, are an integral component in 
establishing a public mental health and other 
services strategy. Research data on possible 
disorders context factors (analytical epidemiology), 
on the other hand, provide etiological, pathogenesic 
and disorder risk factors details. No other disorders 
are as common, have a very early onset as mental 
disorders and affect so much of the life cycle. The 
lateness and early adulthood are the life stages that 
are committed towards making important choices in 
multiple life spheres and especially mental disorders 
among young people in their transition to adulthood. 
Depression is one of adolescents and young 
people's most common mental disorders. Two major 
misunderstandings have long plagued 
epidemiological research into youth-depressive 
effects: that young people's adult-like disorders are 
uncommon, or do not exist; and that such disorders 
of mood are natural and self-limiting features for their 
development. Existing data from research show that 
this is not the case. Depression, particularly in late 
adolescents and early adulthood, seems fairly rare 

among younger youth, shows an increasing 
pattern, often continues into adulthood, and 
causes a range of negative psychological and 
psycho-social effects, including mental, social and 
financial costs. The ties between youth depression 
and suicide are also apparent. But only about one-
third of these troubling reporting encounters tend 
to have been significantly under identified and 
undertreated by young people. Prevalence of 
depression data and other mentally illness data, 
the need for and use of treatment due to these 
conditions, and their disparities between young 
adults, and the factors that relate the increased 
risk of such disorders and the evaluation of 
instruments to help the early detection of potential 
psychopathology are of vital concern.  

PSYCHIATRIC TREATMENT SEEKING IN 
MENTAL DISORDERS AMONG YOUTH 

Sometimes chronic existence, early onset, and a 
susceptibility to comorbidity mean that a number 
of young people with mental illnesses continue to 
seek psychiatric care. Nonetheless, studies found 
that most of those affected did not provide 
sufficient assistance. In the transition between 
adolescence and adult life, only a few studies 
have provided data on service use in the general 
population. Of the birth cohort of 25 percent of 21-
year-olds and 17 percent of the mixed adolescent-
adult NCS study, both studies provided 12 month 
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service utilization rates for 12-month DSM-III - R 
conditions for some kind of external patient 
interaction. Almost half of 15-24 years of age with 
any mental disorder had consulted a healthcare 
practitioner in another report, primarily a general 
practitioner, because of their condition. There has 
been little analysis of psychiatric care amongst 
Finnish youth. There seems to be an inverse relation 
between the age at the beginning of the condition 
and the probability of interaction with medication, 
early beginning of the diagnosis with less care and 
long treatment delays. In general, the initial contact is 
delayed considerably in receiving treatment: 
statistics from the adult NCS population showed an 
average delay of 6 to 14 years; only a minority of 
people with mental disorder sought professional 
treatment within one year of initial treatment contact. 
The bulk of adolescent counseling interactions are 
facilitated by parents or their peers. The low 
therapeutic correlation in early-resurrection disorders 
may suggest that parents and other adults do not 
become sufficiently concerned about teen symptoms 
to initiate contact if symptoms are not disruptive; 
disruptive or substance use disorders appear to 
respond to rapid therapeutic relationships, unlike 
depressive or anxiety disorders. It is worth noting 
that even adults are still living at low rates for care of 
subjects with early start types of illness. Such 
individuals may experience their long-standing 
debilitating symptoms as natural as mental health 
has not improved. 

Psychiatric treatment seeking in major 
depression  

Knowledge of the degree of need, support and use 
by young people with depression is significant, as 
depression continues to recur, with negative 
implications for the functioning of the adult population 
as well as its high occurrence in youth. Depression is 
stated to be especially serious and unbiased early 
onset. Evidence has found less than half of suicidal 
teenagers and young adults have approached 
mental services and less than a third have sought 
medical care for depressed individuals. If disability 
requirements are included in the case description, 
care levels are even lower. This is worth noting, that 
only 20-25% has been reported to seek medical care 
for adolescents with major depression and sociality 
or suicidal history. Depression was observed in 
approximately 30-50 percent of patients who sought 
treatment in adolescent clinical samples. Among 
recent samples of birth, there are signs of an 
increased incidence of assistance seeking 
depression. Nonetheless, the inverse association 
between age and interaction with treatment at the 
start of the condition has remained unchanged in all 
cohorts. Also in the younger cohorts fewer than half 
of people with severe depressions in children and 
teenagers appear to have been seeking care by 18 
years of age. Further, in adolescent-acquiring major 
depression, the time gap in seeking medical 
providers is greater relative to late-life depressions, 

and subjects with major depression in adolescence 
tend to have poor care levels later in life as well. 

Increased risk of suicidal young people being 
involved in mental health care includes mothers, 
elderly adults, long-term event, psychosocial illness, 
recurrence of major depressive episodes; history of 
psychological issues with children, history of 
depression, co-occurring psychiatric conditions, low 
academic performance, and other health problems. 
The willingness of parents to recognize depression is 
considered essential in their care, as it has been 
proposed to encourage the use of resources by 
depressed adolescents that improve the readiness of 
parents to recognise signs of depression in their 
offspring. Nevertheless, this challenge is especially 
daunting from parental perspective, as 
disadvantaged adolescents have less signs socially 
viewed than adolescents with externalizing 
conditions and less family load than adolescents. 
The influence of parental depression on the seeking 
of assistance is also complicated: while parents 
with their own history of depression can identify 
common symptoms in their children, other 
aspects of mood disorders like isolation and 
distress can reduce their efficacy in helping.  

DEPRESSIVE DISORDERS IN YOUTH: 
CHARACTERISTICS AND DISTINCTIONS 

In teen years, several changes in the prevalence 
and nature of depressive phänomens, partly 
caused by puberty and partly by the psychosocial 
maturation of the young person, have been 
observed compared to infancy. These include 
increasing the prevalence of depressing feelings, 
increasing the prevalence of depressive 
disorders, changes in sex to the predominance of 
women following puberty, increasing prevalence 
of mania, tendencies to immediately be more 
severe and of a longer time than in childhood 
following the deprivation of adolescence, and an 
increase in suicidal frequency. Research has 
shown that the key symptoms of depression are 
the same as in adults in children and 
adolescents. Depression studies have also 
normally extended adult diagnosis criteria to 
children and teens, with two exceptions: first, 
irritability may be seen as the primary symptom 
of depression in children and adolescents, rather 
than depressed mood, and second, the period 
needed to treat dysthymia in children and 
teenagers is shorter than in adults (1 year). 
Unlike adult depression, called late-come 
depression, early-coming depression is often 
called early-coming depression, which is known 
to occur during childhood or adolescence. 

1. Major depression  

Because the vast majority of young depressive 
illnesses are major depressions, this focuses on 
the trajectory of major depression and its 
associations. Recently there has been a fairly 
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common pattern of teenage major depression in 
adults. By contrast with adult disorders, the key 
distinctions include the propensity to recur by 
adolescent major depression and the rise in the risk 
of severe adolescent depression being bipolar. 

Risk factors  

The adolescent's personal characteristics related to 
major depression are reportedly poor coping abilities, 
internalizing and externalizing symptoms, a 
perceived lack of social skills , academic problems, 
low self-esteem, frequent somatic symptoms and 
diseases, problematic substance use, fear of 
darkness and general fear, past psychopathology, 
especially past episodes of depression. Depression. 
Finally, adolescent serious depression has been 
shown to be related to undesirable life events, 
particularly loss events, and minor and severe stress. 
There is that evidence of family-related factors that 
major depression in adolescents is associated with 
psychopathology of parents, particularly major 
parental depression and drug use disorders. In 
recent times there has even been an increase in the 
probability of major depression among adolescents 
in sub-thresholds that are depressing symptoms in 
families of the first grade. Poor families have also 
been reported as correlation of depressing disorder 
and symptomatology, ranging from a perceived lack 
of closeness to family members to extreme family 
conflicts and violence. Many pre- and perinatal risk 
factors, including pregnancy maternal emotional 
problems, the consequences of maternal depression, 
tension between the mother and the child, and 
childhood physical symptoms have been reported. 
Conclusions about family social status impacts on 
teenage depression are contradictory. Studies show 
that psychosocial stressors may play a larger role in 
the precipitation of the first or second episode, but 
have a less prominent part in latter episodes. 

Age and major depression  

A cohort influence in the incidence of major 
depression has been indicated by large-scale 
epidemiological studies: younger cohorts tend to 
have an earlier age and an increased prevalence of 
illness. Depression is relatively rare before the age of 
13 and affects only 2% or less of the childhood 
population, but is growing at age. In the Dunedin 
study the overall twelve-month prevalence of 
depressions was reported to rise from 1.8% in age 
11 to 4.2% in age 15 and 16.5% in age 18, and 
16.8% in age 21, using a prospective longitudinal 
approach to standardized diagnostic instruments 
administered several times over time from pre-teen 
to adulthood. In this study, the highest rise between 
the ages of 15 and 18 was observed in the two 
average levels of depression and new cases of 
depression. It is now widely established that 
depression has a high prevalence in late 
adolescence and early adulthood. The fact that the 
incidence of depression rises during adolescence is 

not yet clear but is probably due to multiple 
biological, psychological and cognitive factors. In 
clinical samples among young people, early 
development of depression is observed in that, apart 
from adults, almost entirely those with first episodes 
are children and adolescents diagnosed with major 
depression. 

Gender and major depression  

The female predominance in the levels of major 
depression is among the most commonly reported 
but also one of the biggest unanswered problems in 
psychiatric epidemiology. When major depressions 
occur in children at about the same rate between the 
two sexes, women are nearly twice as likely to 
experience depression in their teens as men. 
Several studies have shown that the incidence of 
major depression in women increases significantly 
between 11 and 13 years of age, with the 
prevalence measured at approximately 15 years 
of age relative to 2 : 1 in adults. This gender gap 
has recently been identified by Wade et al . (2002) 
in three national studies, at the age of 14. In the 
Dunedin study the gender difference began to 
emerge at 13-15 years old, but the largest gender 
disparity was at 15-18 years old. The new studies 
have indicated a variety of causes such as 
neurohormonal variations, genetic factors and 
psychosocial factors, such as failures in life and 
psychosocial challenges, as a explanation for 
women's preponderance. Angold et al . (1998) 
have reported that puberty is more critical than the 
age or time of puberty in women as a result of 
their depression. The predominance of women 
appears to continue until the age of about 55. The 
resulting decline in the female sex ratio is 
indicated by the total drop in female prevalence 
and is possibly linked to menopause. 

Recurrence of major depression  

Many healed young people will have a second 
depressive episode fairly long after the first 
episode of their lives. Recurrence rates of 40% in 
the next two years in treated children and early 
teenagers, 40% in the two years and 70% in the 
five years in treating the adolescent intermediate, 
54% in three years in treated children for 7-17 
years and 12% in one year, and 33% in 4 years, 
as described by a new episode in the following 
episode Such rates of recurrence are comparable 
to those in adult clinical studies where about 50% 
of depression has been repeated at least once 
after two years of treatment. Especially with the 
length of any subsequent episode, the risk of 
recurrence appears to increase. Certain predictors 
of episode recurrence include older age at start of 
depression, frequency in index episode, psycho-
social stress, psycho-dynamic dysthymalia or 
other co-morbidity, suicidal behavior, non-
compliance, dispute with parents and family affair. 
Some studies have suggested a higher risk of 
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recurrence for women adolescents than their men, 
although this difference is not consistently reported. 
Overall, adolescent major depression persistent 
levels are equivalent to adults, but about 20 years 
earlier in life. 

OTHER DEPRESSIVE CONDITIONS IN 
YOUTH 

1. Dysthymia  

Dysthyme syndrome usually develops in the 
adolescent or early adulthood and is linked to an 
increasing risk of bipolar disorder (13 percent) and 
drug misuse (15 percent), with a median period of 
around four years and the high risks of 
accompanying major depression. The first episode of 
major depression is tending to occur two to three 
years after the beginning of dysthymia, which shows 
that dysthymia is one of the gates to recurring mood 
disorders. The mechanism of dysthymia tends to be 
identical to other depressed conditions. Dysthyme 
disease is more common among first-level relatives 
of people with high depression than in the general 
population and in the first-level family of people with 
dysthymia both dysthymia and severe depression 
are more common. In particular, children who suffer 
from double depression are more serious than those 
with severe depression and dysthymia alone; they 
are more likely to experience other co-morbid 
disorders; they are more social and have a greater 
social impairment. 

2. Adjustment disorders with depressed 
mood  

There is some confusion about the relationship 
between adjustment disorders with low mood and 
other mood disorders. Lewinsohn and collaborators 
(1999), for predicting possible major depressions and 
non-affective disorders, reported a prognosis of 
deprived-mouthed adjustment disorders not to varies 
from the prognosis of adolescent major depression. 
Previously, Greenberg et. al. (1995) identified more 
social adjustment disorder in teenagers and adults, 
and also more disorders to use drugs in admission 
than in other subjects. Although often comorbid to 
other mental disorders, adjustment disorders are 
usually self-limited and linked to decreased mood 
disorder, fewer symptoms and no recurrence. When 
you begin to follow severe depression guidelines or if 
you undergo a more than 6 months of signs of 
transition, other treatments are used, such as 
dysthymia, for example.  

CONCLUSION 

Because the vast majority of young depressive 
illnesses are major depressions, this focuses on the 
trajectory of major depression and its associations. 
Recently there has been a fairly common pattern of 
teenage major depression in adults. By contrast with 
adult disorders, the key distinctions include the 

propensity to recur by adolescent major depression 
and the rise in the risk of severe adolescent 
depression being bipolar. We concluded that young 
people's risk of depression is partly in their 
environment and partly in their perception of that 
environment. Now that we know how to develop the 
atmosphere at school and teach children at risk 
cognitive skills, we need to prepare how this can be 
applied globally and retain some capacity for 
assessment. Young adults are the primary risk 
factors for depression and many other mental 
illnesses. Sometimes these disorders are comorbid 
and appear to require severe psychosocial 
functioning. It is therefore important to examine data 
on mental illness, its co-morbidity, related disability, 
the need and utilization of medical care, and 
concerns surrounding the early detection of mental 
illness in young people.  

REFERENCES 

American Psychiatric Association (1994). 
Diagnostic and Statistical Manual of 
Mental Disorders, 4th edn (DSM-IV). 
American Psychiatric Association: 

Washington, DC. Birmaher, B., Ryan, N. D., 
Williamson, D. E., Brent, D. A., Kaufman, 
J., Dahl, R. E., Perel, J. & Nelson, B. 
(1996). Childhood and adolescent 
depression: a review of the past 10 
years. Part I. Journal of the American 
Academy of Child and Adolescent 
Psychiatry 35, pp. 1427–1439. 

Blazer, D. G., Kessler, R. C., McGonagle, K. A. & 
Swartz, M. S. (1994). The prevalence 
and distribution of major depression in a 
national community sample: the National 
Comorbidity Survey. American Journal of 
Psychiatry 151, pp. 979–986. 

Feehan, M., McGee, R., Raja, S. N. & Williams, 
S. M. (1994). DSMIII-R disorders in New 
Zealand 18-year-olds. Australian and 
New Zealand Journal of Psychiatry 28, 
pp. 87–99. 

Goldberg, D., Gater, R., Sartorious, N., Ustun, T. 
B., Piccinelli, M., Gureje, O. & Rutter, C. 
(1997). The validity of two versions of the 
GHQ in the WHO study of mental illness 
in general health care. Psychological 
Medicine 27, pp. 191–197. 

Goodyer, I. M. (1995). The epidemiology of 
depression in childhood and 
adolescence. In The Epidemiology of 
Child and Adolescent Psychopathology 
(ed. F. C. Verhulst and H. M. Koot), pp. 
210–226. Oxford University Press: 
Oxford. 



 

 

Yashavati* 

w
w

w
.i
g

n
it

e
d

.i
n

 

1329 
 

 Journal of Advances and Scholarly Researches in Allied Education 
Vol. 16, Issue No. 2, February-2019, ISSN 2230-7540 

 
Grilo, C. M., McGlashan, T. H., Quinlan, D. M., 

Walker, M. L., Greenfeld, D. & Edell, W. S. 
(1998). Frequency of personality disorders in 
two age cohorts of psychiatric inpatients. 
American Journal of Psychiatry 144, pp. 
140–142. 

Hankin, B. L., Abrahamson, L., Moffitt, T. E., Silva, 
P., McGee, R. & Angell, K. E. (1998). 
Development of depression from 
preadolescence to young adulthood: 
emerging gender differences in a 10-year 
longitudinal study. Journal of Abnormal 
Psychology 107, pp. 128–140. 

Katz, R., Stephen, J., Shaw, B. F., Matthew, A., 
Newman, F. & Rosenbluth, M. (1995). The 
East York health needs study. I: Prevalence 
of DSM-III-R psychiatric disorder in a sample 
of Canadian women. British Journal of 
Psychiatry 166, pp. 100–106. 

Kessler, R. C. & Walters, E. W. (1998). Epidemiology 
of DSM-III-R major depression and minor 
depression among adolescents and young 
adults in the National Comorbidity Survey. 
Depression and Anxiety 7, pp. 3–14. 

Kessler, R. C., McGonagle, K. A., Zhao, S., Nelson, 
C. B., Hughes, M., Eshleman, S., Wittchen, 
H.-U. & Kendler, K. S. (1994). Lifetime and 
12-month prevalence of DSM-III-R 
psychiatric disorders in the United States. 
Results from the National Comorbidity 
Survey. Archives of General Psychiatry 51, 
pp. 8–19. 

Newman, D., Moffitt, T. E., Caspi, A., Magdol, L., 
Silva, P. A. & Stanton, W. (1996). Psychiatric 
disorder in a birth cohort of young adults: 
prevalence, comorbidity, clinical significance, 
and new case incidence from ages 11 to 21. 
Journal of Consulting and Clinical 
Psychology 64, pp. 552–562. 

 

Corresponding Author 

Yashavati* 

Student 

yashikayaduvanshi596@gmail.com 

 

mailto:yashikayaduvanshi596@gmail.com

