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ABSTRACT 

Depression is an increasingly common phenomenon among adolescents, and it is a serious mental health problem for 

adolescents. The objective of this study was to systematically review the causes, prevention, and treatment of 

adolescent depression. This study was based on a computerized search of the published articles and made a 

comprehensive literature summary. In particular, this review first summarizes the definition, characteristics, and 

prevalence of adolescent depression. The next part reviewed potential causes of adolescent depression. This part of the 

review focused on on predicting causes of adolescent depression from family factors, stressful negative life events, 

genetic vulnerability, and gender differences. Last, clinical aspects of adolescent depression are reviewed, including 

treatments and prevention of depression in adolescence. In short, effective treatments and prevention have been found 

already in treating adolescent depression. Adolescents suffering from depression become more common with different 

causes. Still, as long as clinicians use early intervention in adolescents with depression, the long-term burden of 

disease could be reduced. 
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1. INTRODUCTION  

Adolescence, or childhood, depression is by 

definition a type of depressive mood disorder shown by 

feeling sad and the loss of interest in activities. That is 

similar to adult major depressive disorder, especially 

when different symptoms teenagers may suffer from 

increased irritability and behavioral dyscontrol instead 

of sadness and hopelessness [1]. Adolescence with 

stress, experiencing a major loss, facing social, 

developmental challenges, or other mental disorders 

(e.g., anxiety disorder, conduct disorder, behavioral 

disorder, etc.) are more susceptible to depression. 

Adolescent depression could involve high levels of 

anxiety and, in severe cases, suicidal intent [2]. 

Meanwhile, according to Eapen and Crncec, 

approximately 8% of children and adolescents suffer 

from adolescent depression [3].  

The characteristics and diagnostic criteria of 

depression are similar and correspond to each other. The 

symptoms of depression can be used as a diagnostic 

criterion for depression. In Depression: A cognitive 

perspective, Beck used internal mental representations 

to show that depression can affect a person's cognition, 

it means depression would affect the mood of the 

sufferer, so the characteristics of depressed people were 

found to be a sense of loss, failure, and worthlessness, 

and the sufferer would have negative emotions and 

opinions about everything [4]. Also, according to the 

diagnostic criteria in the Diagnostic and Statistical 

Manual of Mental Disorders (DSM-5), people with 

depression may experience low mood, decreased 

interest in all activities, slower thinking, and fatigue. 

These symptoms must last for two weeks or more to be 

diagnosed as depression [5].  

MDD (Major depressive disorders) in adolescence 

are common compared to other disorders within their 

age group. For incidence, the number of MDD patients, 

notably in girls, increases sharply after puberty, and by 

the end of adolescence, a one-year prevalence rate 
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exceeds 4% [6]. The burden is highest in low-income 

and middle-income countries [6, 7].  

Since MDD is strongly associated with the 

substantial present, morbidity in the future, and the 

rising suicide risks [7-9]. This problem has become 

traumatic also to society. They give adolescents great 

fear and concern in their aging process, as well-

reviewed psychological and physical risk factors.  

Two examples - psychologically - could be on 

family histories and exposure to psychosocial stress 

[10]. Other side effects can include developmental 

factors, sex hormones, and psychosocial adversity 

interacts to increase risk through hormonal factors and 

many cases, perturbed neural pathways [9-11]. So, 

adolescent treatment, which includes antidepressants, is 

doubtable, and some opinions about clinical 

management differ among individuals [7,8]. In this case, 

prevention strategies targeted at high-risk groups are 

exceptionally promising [8]. Therefore, this current 

research will be devoted to a social solution for 

preventing the disorder and pared with the most 

effective psychological interference/therapy - including 

a discussion and data prove for the ineffectiveness of 

antidepressants. In this passage first, an overview of 

some potential causes of adolescent depression will be 

presented. Next, some treatments that may help 

adolescent depression patients will be concluded. 

2. CAUSES  

2.1. Family factors 

Parental depression and family psychiatric history 

have been confirmed to correlate with children’s risk 

of developing major depressions [1]. Family history of 

depression would also affect adolescents ’  risk of 

depression. While the correlation is not as high and as 

clear as it is for children, biological or hormonal factors 

and social stresses would have a greater contribution to 

the development of depression for adolescents [12]. The 

effects and impacts of family psychiatric history may 

span over three generations, from grandparents to the 

most recent generation [13]. Goodman and Gotlib in 

1999 proposed four mechanisms that would explain the 

transmission of the risk of depression between mother 

and adolescents, 1) heritability of depression; 2) innate 

neuroregulatory dysfunction; 3) exposure to negative 

maternal cognitions, behaviors, and affects, and 4) the 

stressful living environment of the children [14]. 

Although most literature emphasized the effects mothers 

had on their children, paternal factors are equally 

critical. From the research conducted by Sanford et al. 

in 1995, low positive involvement between the father 

and the child and more conflicts with the fathers would 

induce more severe adolescent depression. Meanwhile, 

this research suggests that paternal and maternal 

variables contributed separately to the condition of 

adolescent depression [15].  

Family emotional climate is another causing factor 

for child depression. The disruption and alternation in 

traditional social and family structures, alone with 

family relationships of affectionless control, low 

cohesion, and high discord, would be important 

predictors of child pathology involving child depression 

[16]. Parental depression is a powerful predictive factor 

for child mental disorders of depression and anxiety. 

While affectionless control is strongly suggestive and 

predictive for youth depression with non-depressed 

parents, family discord and low cohesion would be vital 

for other child pathology predictions, yet not for child 

depression [17]. Besides, past study suggests that 

negative family interaction, including low family 

support and family conflict, contributes to the 

development of youth depression; and they are also 

predictors of youth depression [18]. 

2.2. Daily Stress and Stressful Negative Life 

Events 

Depression increases when adolescents experience 

challenges as they grow up. At this stage of 

understanding, we could argue that when teenagers' life 

pressures are higher, the risk of depression will increase. 

Stress is a big factor that leads to depression. In the 

daily life of teenagers, the pressure comes from 

studying. Rodrigo et al.’s research shows that many 

young students have symptoms of anxiety and 

depression, and induced causes of these symptoms are 

mainly caused by study pressure [19]. Meanwhile, it is 

important to note that self-esteem is an important 

psychological factor for adolescents. In the growth of 

adolescents, adolescents often have fragile self-esteem. 

Self-esteem is closely related to research on adolescents. 

From this standpoint, self-esteem also plays an 

important role in social development [20]. There is also 

a relationship between self-esteem and depression in 

adolescence, and many studies have confirmed [21].  

Studying pressure is only one factor of adolescent 

depression. Sokratous et al. suggested that minor events 

in life can also influence depression in adolescence, 

such as dropping out of school, family financial 

difficulties, losing friends, and so on [22]. Not only that, 

but sudden major events in life can also impact mental 

health for adolescents. The reason is that sudden 

negative events also create psychological and physical 

stress for adolescents [23]. Hankin also said, “almost 

all individuals with a depressive disorder will have 

encountered at least one significant negative life event 

in the month before the onset of depression”  [24]. 

Thus, Reinherz et al. found that such negative life 

events as loss of a loved family, parental divorce, and 

suicide are all factors that can lead to depression in 
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adolescents [25]. These stressful negative events can 

build up and eventually lead to depression. But using 

the data of researches on stressful life events and 

adolescent depression, Birmaher et al. found that it is 

difficult to establish a causal relationship between 

negative life events and depression [26]. This is exactly 

with the findings of Hankin, who indicated that stress 

and depression are bidirectional and that they can both 

be a cause or a consequence [24]. 

2.3. Gender and depression 

Compared with the environmental effects and 

biological age maskers, differences between gender 

have also been studied and questioned by socialists and 

psychologists. Gender depression varied significantly 

due to aging factors.  

Before puberty, the possibility of boys developing 

MDD is greater than girls. However, a colossal 

conversion happens when their reach 

puberty/adolescence. There were twice as many females 

developing MDD during their adolescent years 

compared [9,13]. Another data set shows the lifetime 

risk of depressive patients in the United States, 21% in 

females and 13% in males [14]. Depressed females 

typically experience recurrent depression more than 

depressed males, including side effects such as greater 

weight gain, anxiety, and physical manifestations of 

their depressive disorders [9].  

The reason for such an outstanding difference could 

be explained by scientific factors that are special on 

females or males during their puberty/adolescents. One 

factor is the scientific chemical - monoamine tryptophan 

depletion, which is important in decreasing serotonin 

transmission [27, 28]. Also, the PET (positron emission 

tomography) demonstrated decreased serotonin 

synthesis in females compared with males after 

tryptophan was depleted [29]. Elevated levels of 

serotonin, and the serotonin metabolite 5-HIAA, were 

found only in women [28]. This could be strongly tied 

with a larger availability of the serotonin transporter in 

females [30]. Different factors/suggestions of the data 

gap between two genders consist of both cultural and 

biological factors.  

3. TREATMENT 

3.1. Interpersonal psychotherapy 

Interpersonal psychotherapy (IPT) is an evidence-

based, time-limited, specifically focused method in 

treating mood disorders [31]. Interpersonal 

psychotherapy for adolescents (IPT-A) was adapted 

from IPT, as strong evidence suggests its benefits for 

treating adult mood disorder, including bipolar disorder 

and major depressive disorder [32, 33]. IPT-A is a time-

limited and effective individual psychotherapy treatment 

for adolescents with a mood disorder, including 

depressive disorder and major depression [34]. IPT-A, 

as well as IPT, aims at the goals of 1) alleviate 

depressive symptoms; 2) enhance social communication 

and decrease stress in relationships; 3) increase 

awareness of the mood symptoms and their effects on 

interpersonal events [35]. Specific problem areas (s) 

will be identified and focused on during the treatment 

(Grief, Role Transition, Role Dispute, Interpersonal 

Deficits). An Independent study indicates the 

effectiveness of IPT-A. The randomly assigned 

depressed youngsters receiving IPT-A demonstrated 

noticeable improvement in social functioning, compared 

with youth who received ordinary treatment [36]. Other 

studies also signify the usefulness of IPT-A in 

preadolescent depression [37].  

Therapy typically involves 12 sessions, once per 

week, with each session lasting approximately 45 to 60 

minutes. The sessions would be divided into 1) initial 

phase (sessions 1-4); 2) middle phase (sessions 5-9); 3) 

termination phase (sessions 10-12) [35]. In the initial 

phase, the IPT-A psychiatrist would generally perform 

diagnosis, psychoeducation, and explain treatment. In 

the middle phase, the therapist would keep work with 

the adolescent in the identified problem area and help 

the teen with communication skills and problem-solving 

strategies. In the termination phase, the therapist would 

discuss with the teen about the experience and progress 

of the treatment; and the therapist would comment with 

the patient and the patient’s family whether further 

sessions are needed [35]. IPT-A could be conducted in 

hospitals, school-based clinics, community 

psychological clinics, or private clinics; professionals 

with a master's degree in clinical or counseling 

psychology or in social work who received IPT-A 

training. 

3.2. Antidepressants 

Because depressive illnesses during this period are 

associated with negative long-term consequences, 

including suicide, additional psychiatric comorbidity, 

interpersonal relationship problems, it’s exceptionally 

important to find a suitable treatment. There is no clear-

cut evidence to support the concerns of the marked 

suicidal aspect on the effects accruing in depressed 

adolescents being treated with SSRIs [38-40]. It shows 

how clinical benefits we judge and outweigh the risks of 

neurodevelopment and are an important therapeutic 

choice in treating moderate to severe adolescent 

depression [41]. However, in this section, bringing up a 

comparison between the most widely used 

antidepressants and placebos would give suggestions to 

a wider range of patients. 

In recent years a worldwide controversy has begun 

discussing the efficacy of antidepressants on adolescents 

developing depression. It specifically hinges on meta-
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analyses that mostly propose which antidepressants are 

either effective or not on the scale compared with 

placebo. According to a study done by [42], it suggested 

the tolerability of antidepressants is poorly characterized 

in adolescents with depressive and anxiety 

disorders [43]. Among adverse events that affect the 

tolerability of antidepressants in youth is activation. 

Symptoms may include impulsivity, restlessness, and/or 

insomnia [44]. These symptoms have the side effect of 

serotonin and mostly serotonin norepinephrine 

inhibitors (SSRIs and SSNRIs) back in the 1990s. 

Nevertheless, until now, activations such as prevalence, 

risk factors, and pathophysiology are still poorly 

recognized [45].  

3.3. Behavioral Activation 

Behavioral Activation is considered psychotherapy 

for the treatment of depression. Behavioral activation 

has also been used for a long time as a treatment for 

depression. Behavioral activation started the 

development through Lewinsohn's exploration of 

pleasant events scheduling [46.47]. And BA was later 

used by Beck et al. and constituted a cognitive therapy 

[48]. Now, according to a study by Dimidjian et al., BA 

has been shown to be as effective as antidepressants in 

patients with depression [49]. BA is a solution-centered 

intervention, and BA is a simple therapy [50]. Through 

the analysis of Lorie A. Ritschel et al., because patients 

with depression tend to be avoidant, they get fewer 

opportunities for extrinsic rewards [51]. The main role 

of BA happens to be to modify the environmental 

factors that lead to patients' depressive symptoms [52]. 

BA is defined as structured psychotherapy. There 

are three aims, increasing more positive activities that 

make patients have feelings of pleasure, decreasing 

more negative activities that make patients have bad 

ideas, solving limitation of reward. Because depression 

is characterized by behavioral avoidance, the three aims 

of BA can be customized according to the patient's 

situation [53]. To achieve these aims, therapists and 

patients work together to create a system of tasks, task 

assignments, and activities that increases the chances of 

positive rewards and reduces the chances of avoidance 

[54]. Because each patient's needs are different, the 

therapist adjusts tasks and activities accordingly. Instead 

of increasing the amount of activity, the therapist 

discusses with the patient what types of activities are 

beneficial for the patient [55]. And because there is a 

trend in psychology and psychiatry to adopt more 

individualized approaches to more effective treatment 

options for patients [55, 56]. So, BA can be an effective 

treatment for adolescent depression.  

4. CONCLUSION 

This study reviews the causes, prevention, and 

treatment of adolescent depression. 

Depression has a significant negative impact of any 

aspect on adolescents, particularly with a long-term 

burden of disease. There are many potential factors for 

depression in adolescents, but many effective treatments 

have been studied and proven to intervene and prevent 

patients. It is important to note that the earlier starting 

intervention and treatment, the less harmful the 

depression will be to adolescence.  
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