Depression and Anxiety in children and young people.

It is apparent that depression and anxiety in children and young people is an increasing health problem as cited in (Green et al. 2005, p. 87). 
There are many elements that contribute towards the development of depression and anxiety, such as gender, environmental and biological factors (Claveirole, Gaughan. 2011). 
Depression can also be genetically inherited, for example if parents suffered alcoholism. Aalcoholics tend to have smaller brains than non-alcoholics, this may be because ethanol causes the brain to shrink. A study published online in Biological Psychiatry on 15th February 2007 shows that brain size in alcoholics is also affected by their parents’ drinking, even before the alcoholic’s own addiction begins (Schmidt 2007). Alterations in the size or activity of the prefrontal cortex are associated with depression, schizophrenia and ADHD.
Children who are born with learning disabilities and disorders such as ADHD can be more prone to developing depression.
 A study in the chapter Depression in children and adolesence (Rey, M.J., Bella-Awusah, T.T. Liu, J., 2015)states that An epidemiological study (Costello et al, 2003) showed that in a three-month period, 28% of the young people diagnosed with a depressive disorder also had an anxiety disorder, 7% ADHD, 3% conduct disorder, 3% oppositional defiant disorder, and 1% substance use disorder. 
The link between depression and anxiety is well-known because depressive and anxiety symptoms often coexist and individuals frequently experience depressive and anxiety episodes at different times in their lives. Suffering from a depressive episode not only increases the risk of further depressive episodes (homotypic continuity) but also of anxiety disorders (heterotypic continuity). 
The risk of depression and anxiety taking onset can develop from birth, this is down to a number of factors through cognitive behavioural development.  
As cited in (Julal, S.F.,2018. Holding the Baby) it explains From Birth a child experiences many important windows of development, such as forming relationships and healthy attachment’s with care givers. Babies need their emotions regulated, for example when crying they need to be fed and nursed in order to become soothed.
A baby does not have the mentality to self-regulate their emotions, if a care giver does not meet these crucial early needs it can cause attachment issues later in development, the child being at higher risk of developing a mental health issue due to invalidation and dysregulation of emotions (Bowlby’s 1969 attachment theory)
In the artice Depression in children and young people (Kelvin, R. 2016) it states that depression is triggered by unpleasant feelings such as loss, stress or disappointment. Though these are not the root causes of depression the triggers indicate the relation of the issues to a child's personal life. Common issues of depression can be long term issues at school, family relationship breakdowns and significant events experienced.
Depressive incidents can increase quickly from childhood therefore early intervention is of great importance to prevent secondary effects such as physical health.  
Children are faced with many factors that can trigger anxiety and depression such as their genetics, environment and gender. 
Neurobiological factors (The factor circuit) are common in individuals who are feeling anxious or fearful (Malizia, 2003). 
The Amygdala which is part of the fear circuit seems to become particularly activated among individuals with anxiety disorders. The amygdala is an almond shaped structure in the temporal lobe that send signals to a number of brain structures involved in the fear circuit, the Amygdala's job is to assign emotional importance.
As stated in (Kring et al,.2011) The prefrontal cortex which is where most of our emotional response is controlled also appears to be of importance in regulating Amygdala activity. It is involved in extinguishing fears as well as using emotional regulatory strategies to control emotions (Indovina, Robins, Nenez et al.,2011 p.86)     
As cited in (Kring) some genes may heighten risk of a number of anxiety disorders while others may heighten risk of specific anxiety disorders (Hettema, Prascott, Myers, et al., 2005) p.186).  For example, having a family member with a phobia increases the risk of developing not only a phobia but also other anxiety disorders (Kendler et al.,2001) 
As cited in (Kring et al,.2011) Anxiety is defined as apprehension over an anticipated problem. There are several types of anxiety disorders a child could develop such as generalized anxiety disorder also known as GAD. 
The central feature of this disorder is general worry. Individuals with this type of disorder tend to worry about minor things such as making yes, no decisions to something they may find challenging such as new experiences and being out of their comfort zone. 
The issue is that the worry continues because the individual cannot settle of a solution to the problem. The worries of people with GAD are excessive, uncontrollable and long lasting. Mennin, Heimberg, & Tuck, 2004) state that worry refers to cognitive tendency to chew on a problem being unable to let go of it.
Referring to (Bowlby’s 1969 attachment theory) this type of anxiety may be a cause of early on set attachment issues this being an outcome of emotional dysregulation.     

Another disorder is Social Anxiety disorder also knows as SAD (Kring et al,.2011. P.177) states that it is a persistent, unrealistically intense fear of social situations that might involve being judged by or exposed to unfamiliar people.
Individuals that suffer with SAD may try and avoid these types of situations, children may come across as shy and disengaging of group activities. Although this may be shyness, individuals with SAD will avoid more social situations than others, feel more discomfort socially and will experience these symptoms for longer periods of their life (Turner, Bedel & Townsley, 1990).
Children with SAD may pose challenging behaviour such as lashing out when felt pressured into social situations, they may appear to hide and cry unexpectedly if the feelings on anxiety are built up before a known activity such as break time, or specific lessons like physical education.
As cited in (Nolen- Hoeksema, Abnormal psychology, 2014) Before diagnosing Anxiety and depression the child must be showing at least five symptoms from the DSM-5, these symptoms lasting for at least two weeks and two particularly being depressed mood or loss of interest/stimuli (Claveirole, Gaughan, 2011 p.95).
There are several treatments in managing Depression, GAD and SAD such as cognitive behavioural therapy also known as CBT and Biological treatments. 
For children CBT may be a mix of talking and play therapy, a play therapist will confront issues the child worries about most, challenging their negative castrophising thoughts and help the child develop coping strategies. Through play therapy this may be carried out through role play with toys. (Nolen-Hoeksema,S.2014.p.134) 
There are several drugs that can provide short term relief from anxiety and depressive symptoms such as Benzodiazepine, Xanax and Valium. These drugs are known to balance the chemical imbalances in the prefrontal cortex encouraging a regulation of emotion (Gorman, 2003).
A survey of the mental health of children and young people carried out by the office for national statistics found that, in the UK occurrence rates of depression in children between the ages 5 to 10 was 0.2% and 1.2% for young people between the ages 11-16 (Green et al. 2005, p. 87).
Depression is highly recognised as an ongoing problem among children and young people, (Harrington 2005) argues that children could not become depressed because of a lack of maturation in their personalities. This is due to the belief of children finding great difficulty in distinguishing feelings such as sadness and anger (Banmberg 2011)
Gender is a common factor in depression in young people, there are gender differences in rates of depression. In Pre-pubesent children depression is just as common in boys as it is girls. A study of 5 to 8 year old girls in Pittsburgh found that less that 1% had depressive symptoms, and that in 7 years olds it was more common to have symptoms of depression (Keenan et al, 2004).
During adolescence girls and boys develop differently at different rates due to puberty and hormonal changes. Children from the age of 9-16 are of high risk in developing anxiety and depression due to puberty and the environmental and social factors it can introduce.    
It is argued that during puberty a girl's adolescence is of greater difficulty due to them maturing significantly earlier than boys, their development of the menstrual cycle and how our modern western society impacts on this psychologically, it being seen as unacceptable for open discussion. 
Recent studies from Bristol University’s Institiute of Child Health outline statistics on the rise of early puberty. carrying out tracked development in a number of children from birth and comparing this to previous generations peeking during the 2000’s, the number in girls being greater than boys (Macleod 2017). The phrase “timing is everything” plays a significant factor in puberty being of great impact equally to both girls and boys who are “off time” in pubic development. 
Studies show that girls who develop earlier are more likely to develop mental disorders, issues around depression and anxiety and are more prone to developing bodily health issues such as cancer. 
It is clear that all from birth children require an important balance of cognitive behavioural stimuli to develop crucial attachments with care givers, in order to develop important emotional development and regulation. 
As anxiety and depression is a common issue among children and young people today it is crucial that early intervention is introduced and carried out at an early stage. 
It is paramount professionals recognise key symptoms of depression and anxiety in children and young people considering their environment and biological factors approaching the child's health as a whole, taking into account their physical, nutritional and mental state in order to create positive development.            
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