
Risk factors Associated with the Development of Internalising Disorders (anxiety and depression) in Young People.
This essay will discuss the risk factors associated with depression and anxiety in young people.
It will also briefly attempt to explain what these disorders are, the symptoms, and any interventions that could benefit young people with either or both disorders. It will also discuss the differences in anxiety and depression in young people compared to adults.
Depression and anxiety are classed as internalising disorders (Shatkin, 2015), as the individual tends to keep their problems to themselves, such as feelings of sadness or guilt. This contrasts with externalising disorders, such as attention-deficit/hyperactivity disorder (ADHD), in which the individual externalises their behaviour, with reactions like hyperactivity or substance misuse. Due to the nature of the internalisation, it is often difficult for parents or teachers to identify any issues a young person has regarding anxiety and depression (Holt, 2016).
Depression and anxiety are at epidemic levels and are the most common mental health difficulties seen in young people (Green et al 2005). These rates dramatically increase during adolescence (Shatkin, 2015). According to some research as many as 1 in 6 young people will experience some sort of anxiety disorder at some point in their lives (Anxiety UK, 2008).
Scientific studies around the world have pointed towards different causes. Some are in our biology, but most are from our environment and caused by the way we are living in the contemporary world. Young people today are faced with many more factors that contribute to such disorders due to societal changes and expectations (Hari, 2018). 
Young people get diagnosed with disorders such as depression and anxiety if they are deemed to have a “functional impairment” which affects their day to day living and the symptoms adhere to the disorder according to the Diagnostic and Statistical Manual of Mental Disorders (DSM) (APA, 2013), or the International Classification of Disease manual (ICD) (WHO, 1992), which are the two manuals used depending on the geography and preference of the assessor. These manuals are essential in the diagnostic process, but critics of these manuals are unhappy that the literature is reliant on symptoms and neither consider the context of these symptoms (Cacciatore, 2012).
[bookmark: _GoBack]Anxiety and depression are separate conditions; however, they have more recently been linked together so regularly, and their symptoms and risk factors are so almost exhaustively similar, that they are no longer being treated as singular disorders by many bodies, as the diagnoses almost always overlap (Hari, 2018). In fact, The National Institutes for Health (NIH) in the US are no longer providing funding for studies that present these two conditions as different diagnoses and are requesting more contemporary results which are more realistic in today’s world (Hari, 2018). For this reason, this essay will sometimes speak about them from a dual-theory perspective.

Generalised anxiety disorder (GAD), more simply known as anxiety, describes a cluster of symptoms which can be normal bodily responses and are used for survival. They start as a feeling of fear or worry. This is considered abnormal if the reaction or feeling is out of proportion to the situation or if the feelings persist and interfere with a person’s life (NHS, 2016).
Symptoms of anxiety can manifest either physically or emotionally. Physical symptoms are similar to stress symptoms and can include increased heart rate, sweating, shaking and hyperventilation or panic attacks. Emotional symptoms are usually persistent feelings of worry or fear. This can then cause young people to change their behaviour as ways of coping with the anxiety, such as avoidance of certain situations, or procrastination (NHS, 2016).
It is not always easy to diagnose an anxiety disorder as symptoms may be mistaken for general worrying and dismissed. However, the DSM has certain criteria all centred around the issue of worrying, of which the assessor must identify, and these symptoms must have lasted for more than six months (APA, 2013).
Depression, which can also be known as major depressive disorder (MDD) or clinical depression, is an extremely common and serious neuropsychiatric disorder, which negatively affects the way we feel. It can cause persistent feelings of sadness and cause an individual to not enjoy activities which they once did. The symptoms of depression are generally the same for young people as well as adults, but a diagnosis in young people is based around the individual exhibiting symptoms clustered around three main factors (IMPACT, 2010), as opposed to eight factors in adults (APA, 2013). These factors need to be involving low mood, lethargy, and loss of interest in things he/she used to enjoy. Other symptoms of depression can include problems with sleep or appetite, difficulties in concentrating, slowed or muddled thinking, and suicidal thoughts (Shatkin, 2015). Depression can cause emotional and even physical problems, such as back pain or stomach upsets, and is diagnosed when it affects one’s everyday life, as it can decrease an individual’s ability to function normally (APA, 2015). A young person must exhibit symptoms for a period of two weeks or more in order to render a diagnosis valid (APA, 2013).
Popular belief, up until recently, was that depression is caused by a chemical imbalance in the brain. It is linked to a deficiency of serotonin, as studies showed that depleted tryptophan, it’s precursor amino acid, can cause depression (Cowen & Browning, 2015), however other studies claim it’s caused by a lack of catecholamines, particularly norepinephrine or noradrenaline (Barchas & Altemus, 1999).
The chemical imbalance theories are refuted by many. British Professor David Healy (2006) says that the idea came about in the 1960s and had almost no empirical evidence to support it. Healy says that drug companies used the ideas of the 1960s, not the evidence, in order to market their drugs more efficiently. Renowned Princeton professor Andrew Scull (2010) even labelled the hypotheses of serotonin deficiency “a simplistic biological reductionism” and said that attributing serotonin to depression was “deeply misleading and unscientific”. 
This has been backed up by research studies which do show a benefit to using antidepressants, however the efficacy compared to the placebo is extremely modest (Cipriani, 2018). It has been found that there was massive publication bias in studies regarding chemical imbalances, as many of them were funded by pharmaceutical companies and many opposing opinions were found in unpublished journals (Kirsch, 2002). Kirsch (2014) also found very little difference in the effect of a placebo and the effect of medication to treat depression and anxiety. He states that “the serotonin theory is as close as any theory in the history of science to having been proved wrong”. He also said that instead of curing depression, popular antidepressants may actually increase the likelihood of a young person becoming depressed in the future.
Due to the overwhelming belief in the hypotheses around biological causes of depression, one of the most widely used interventions is still pharmaceutical medications. To regulate imbalances of serotonin, selective serotonin reuptake inhibitors (SSRIs), such as fluoxetine, are the most commonly prescribed type of antidepressant. This is because they generally have fewer side effects than other antidepressant medications (NHS, 2014) SSRIs are often used alongside psychological therapies in young people, such as cognitive behaviour therapy (CBT). 
SSRIs have been shown to increase the efficacy of CBT in many cases compared to monotherapy. Although both fluoxetine as a monotherapy, and the combined therapy of SSRIs with CBT were shown to reduce depression, combined therapy alone induced remission, achieved functional recovery and reduced suicidal ideation among young people (Vitiello, 2009). However, regarding the medications, a comprehensive systematic review was undertaken, aimed at ranking the fourteen most common antidepressants administered specifically to young people, along with a placebo, in terms of efficacy. The results showed that only one of the drugs (fluoxetine) was significantly more effective in reducing symptoms of depression than the placebo. It was concluded that the thirteen other brands of antidepressant should not be used with young people under 18 years of age, especially due to the increased risk of suicidal ideation (Cipriani et al, 2016). A contradictory study by Cousins & Goodyer (2015) however found that there is no evidence to support the concerns of adverse suicidal side effects occurring in young people with depression who were treated with SSRIs. Kirsch (2002) also found that according to the Hamilton Rating Scale of Depression (HRSD), which is a 17-point questionnaire that aims to provide an indication on the severity of depression and work as a guide to evaluate recovery, none of the 6 most widely used antidepressants were as effective as sleep in terms of elevating depressive symptoms. The medications were only able to raise the rating score by a maximum of 1.8 points.  This is over a third less effective than getting extra sleep. According to Hari (2018), sleeping more efficiently can trigger a leap of up to 6 points on the scale. In support of this being a risk factor, Landgraf (2014) showed that the circadian clock is associated with mood regulation and lack of sleep increases the risk of depression.
Although medication is widely used for depression, psychological interventions are considered the first-line therapy in young people in the western world. The most common psychological intervention in the UK is Cognitive Behavioural Therapy. CBT is a kind of talking theory developed by Dr. Aaron Beck. It is based on the idea that our thoughts (cognition) determine our feelings and in-turn, our behaviour. CBT helps people to identify maladaptive cognitions and their resulting behaviours and enable them to develop new way of thinking (Beck, 2016).
Recent studies have shown that a major risk factor for depression and anxiety, along with a host of other mental and physical health issues is the event of adverse childhood experiences (ACEs). Experiences of poverty, physical abuse, discrimination, and/or absence of a parent for long periods, can cause toxic stress and can affect an individual’s physical, mental, and behavioural health for many years and indeed possibly for their lifetime (Zare, 2018).  Poverty, unemployment and lower socio-economic status are of the most impactful ACEs, with chronic poverty before the age of 5 significantly predicting anxiety, as well as depression later in life. This has been seen to be the case even if the individual is free from poverty in the present. Depression has also been shown to be the result of depressive symptoms being present in the young person’s parents during these important times of development (Shatkin, 2015). 
Prevention is clearly better than cure, so protection from ACEs is a key to reducing the need for later interventions around anxiety and depression. This can be done by Social Services or paediatric nurses who can identify children at risk and support them and their families by introducing parental guidance and resilience-based training or skills work with the young person (Zare, 2018). The knowledge of how risk factors are entwined into one’s childhood or adolescence gives us the chance to focus on these early times in order to try to pre-empt and prevent mental health issues such as anxiety or depression from developing (Shatkin, 2015). Eisenburg & Neighbors (2009) noted that young people with mental health issues constitute massive costs to health care, education, welfare and criminal justice systems. Extra costs are then reflected by the actions of the young person upon society and other people living within it, such as crime, substance misuse, or reduced productivity, so it’s important to prevent the issues happening in order to prevent harm to the young person along with wider society (Tolan & Dodge, 2005). 
The cumulative impact of different types of ACEs is not only highly interrelated to childhood and adolescent depression, but it can cause severe depressive symptoms up to decades after the abuse and throughout life. The number of ACEs an individual is exposed to also has a graded relationship to both lifetime and recent depression (Chapman et al, 2004).
Poverty is not only linked to mental health issues in terms of ACEs. People in poverty usually also have less healthy lives, diets and sleeping patterns, which can contribute to risk factors of anxiety. Inner city poverty especially, causes mental health issues in young people due to overcrowding issues, poor housing or poor air quality. It was specifically noted that this type of environment often caused a lack of daylight, which in-turn produced depressive symptoms (Evans, 2003). The depressive factor of insufficient daylight is corroborated by studies into seasonal affective disorder (SAD), however SAD is more prevalent in adults than children or adolescents (Partonen, 1998).
Diet can also be a major factor in MDD and GAD in terms of risks and interventions. 
Young people today are eating more and more processed and refined foods with less nutritious content. Several studies have shown the importance of Omega-3 fatty acids, which are present in oily fish, nuts and legumes. They form the development and aid in the function of the central nervous system. It has been seen that lack of omega-3s in the diet may contribute to mood disorders. Dietry supplements of omega-3s may help in depression management (Chandola & Tanna, 2014, pp. 163-179).
Very recent studies are starting to show a significant link between our mental wellbeing and spending time in a natural setting. The “awe factor” of wide-open spaces and the beauty of leafy green areas were able to change the way people were feeling in a short time out in nature. This has been nicknamed “The 3 Day Effect” (Williams, 2018). This has been backed up by scientific work using EEG machines by Dr. David L Strayer.
In conclusion, it’s clear that depression and anxiety cannot be attributed to only one cause. It has been previously thought that causes are either biological, psychological or social, but we are now seeing the importance of all three.
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