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Part 1 – Essay (1,000 words)

This essay will explore one childhood mental health disorder, and this is childhood depression. Depression has been defined by the World Health Organisation (2012) as a mental disorder that is commonly linked with depressed mood, poor concentration and decreased energy. Depression is one of the main causes of disability and illness in the world, it is characterised by an extremely high risk of suicide and it effects over 300 million people of all ages, all over the world. [World Health Organisation (WHO), 2017]. The World Health Organisation have stated that between 76% and 85% of individuals do not receive any treatment for their disorders. If left untreated, depression can lead to suicide where the rate of suicide in adolescents is 14.46%. The characteristics of this disorder has been stated in the Diagnostic and Statistical Manual of Mental Disorders (DSM-5, 2013) and these are if an individual is feeling tense, unusually restless, feeling as though they may lose control of themselves, difficulty concentrating and a constant fear that something bad may happen. When it comes to depression in children, their depressive mood will be noted by observation of their peers, parents or teachers. An example of this may be a depressed mood most of the day, where the child would be irritative and sensitive to situations that would not normally affect them (DSM-5, 2013). More symptoms from the National Health Service (NHS, 2018) include not being interested in things they used to enjoy, not much confidence, indecisiveness, feeling empty or worthless, self-harm or suicidal thoughts. However, this can be hard to determine due to these behaviour factors can actually be down to ‘normal’ teenage behaviour. 
As seen in the DSM-5 (2013), two causes that are prominent in child depression is significant weight loss or weight gain and in children this may be failure to reach expected weight for age/height. This may be due to a source of control and the child can decide what they can put into their body. Depending on the symptoms, there are a variation of depression that children can suffer from. According to the WHO, (2013) a depressive episode in children involves symptoms such as an increase in fatigue, loss of interest and enjoyment and lack of interaction with other children.  
There are two main risk factors for child and adolescent depressive disorders and these are biomedical and psychosocial factors. Biomedical factors can include the hormonal change females during puberty. In a study by G. Lewis (2018), he had found that there is a correlation between puberty and depression, more so in females than males. They tested that the stage of breast development in females is controlled by a hormone called estradiol and this is linked to depression. They also compared results to pubic hair development in males and females that is controlled by adrenal androgens, resulting in an insignificant relationship with depression. Another biomedical factor is parental depression or family history of depression. A study by J.K Hancock, F. Mitrou and M. Shipley (2013), that there was an increase in depressive scores from children when either their mother or father had elevated psychological distress. This study has stated a clear correlation between depression and parents. One psychosocial factor of depression may be childhood neglect or abuse. A study by M. De Bellis (2019) that stated that children who have been maltreated have greater rates of depression, posttraumatic stress disorder (PTSD), suicidal thoughts, self-injury and behavioural problems than children who have not been maltreated.  It has been stated that adults who have a history of being maltreated, that the forms of abuse and neglect increased the odds ratio of having depression (L. Mandelli, 2015). 
The biomedical and psychosocial factors have high prevalence and a direct impact on childhood depressive disorders. 
In addition, another study of psychosocial factors by Eugene Kinyanda (2013) took place in 4 disadvantaged districts of north-eastern Uganda where they assessed 1587 children using a structured questionnaire used by trained psychiatric nurses to collect relevant data. It was stated by researchers that African children are having to grow up under extremely harsh psychosocial conditions that have been shaped by war, poverty, child abuse and neglect. Most of the individuals taking part in this study were children from poor backgrounds with little formal education and were taken in the time where war was taking place in their country. The results of study showed prevalence of childhood depressive syndromes at 8.6%. This result is much higher than the result of 1% in both rural and urban Ethiopia (S. Nicodimos, 2010). A study by R. Mojtabai (2016) examined national trends in 12-months of major depressive episodes in adolescents and young adults. He also investigated trends in depression treatment between 2005 and 2014. Data had been drawn from National Surveys on Drug Use and Health for 2005 to 2014 over the whole US general population and there were 172, 495 individuals from the age 12 to 17 included in the study. Results of this study shows a 12-month prevalence of major depressive episodes in adolescents that had increased from 8.7% in 2005 to 11.3% in 2014. However, the specialised mental health providers increased in adolescents and young adults. The use of prescription medications and patients being admitted to hospital or psychiatric unit had increased massively in adolescents. 
In conclusion, it is evident that the rate of depression is at an increase in children and adolescents. The rate of depression in adolescents has increased in the recent years, in both eastern and western countries. Although there is a significant increase in demand, there is not the funding or ability as of yet for an increase in supply of mental health services. The findings above state a need for government bodies to expand the service capacity to best meet the mental health care needs of this age group.





















Part 2 – Essay (1,000 words)

This essay will now explore the appropriate interventions and treatments for childhood depression. Depression in children is not only hard to diagnose, but it is also hard to find the right treatment for each child. In general, there is a significant amount of stigma attached to depression and even more so in regard to child and adolescent depression.  (National Institute for Health and Care Excellence [NICE], 2019).  There are many types of therapies that are in place to help combat depression in children and adolescents. However, there are two types of treatment mentioned in this essay that are used to treat child depression and these are psychotherapy and the most common therapy is cognitive behavioural therapy, and pharmacotherapy. 
Cognitive behavioural therapy (CBT) is a talking therapy. It is a method that tries to focus on reducing psychological distress by addressing the individual’s thoughts, feelings and behaviours that are present when talking or thinking of a certain situation. As stated by the British Association for Behavioural & Cognitive Psychotherapies (2011) that those who practise CBT provide a service based on concepts and principles that have come from psychological models of human emotion and behaviour. CBT normally consists of teaching an individual how to increase coping skills, solve problems, improve communication and peer relationships, how to cope with negative emotions and how to regulate emotions. 
In one study by A. Spirito (2011), 107 adolescents from 13 to 18 years old that have been diagnosed with major depressive disorder had been set into random treatment groups, with one group emphasising in cognitive behavioural therapy. Treatment lasted for 12 to 16 sessions over 12 to 16 weeks. Results showed that participants in the cognitive behavioural therapy group showed a lower rate of major depressive disorder compared to those in the different treatment groups. Cognitive behavioural therapy gives an individual the ability to find the root cause of their disorder and skills to be able to address this. This study also showed that 88 of the adolescents had depressed parents. 
Although CBT tries to find the root cause of any mental health disorder, CBT does not have much of an impact on the symptoms of child depression. The use of pharmacotherapy is one of the main treatments that practitioners will give to children who have been diagnosed with depression. With this therapy, initiating antidepressant medications will begin depending on the severity and history of the individual. In a study by GJ Emslie (2011), that adolescents who were taking part of a placebo-controlled trial and those taking part were receiving a drug called Fluoxetine. The group receiving this drug had shown that they were significantly less likely to have a repeat of depressive symptoms. However, the decision to continue the treatment for months after this study would be based on the recurrence of the depressive symptoms, their current psychological state and their individual social stressors. It was stated in this study that if children under the age of 11 are suffering with chronic depression, other psychiatric disorders, thoughts on planning self-harm or suicide or lack of parental engagement should be referred to a psychiatrist. 
However, medication can cause negative side effects in regard to children. This type of treatment includes both physical and emotional / behavioural side effects. Physical side effects included headaches, gastric distress, insomnia and hypersomnia (Elbe, Bezchlibnyk-Butler, Virani & Procyshyn, 2014). The emotional and behavioural effects include hyperactivity, hostility, self-harm, irritability and disinhibition. Results from this study show that these adverse side effects, both physical and emotional, occur in approximately 10 – 25% of youth. 
In a following study that compared using cognitive behavioural therapy and the use of selective serotonin reuptake inhibitors (SSRI) by I. Goodyer (2011), they had 208 depressed adolescents from the age of 11 to 17 and were put into random groups that received 12 weeks of CBT and SSRI and compared those who had only cognitive behavioural therapy and only had medication treatment.  Suicidality was checked at 6, 12, and 28 weeks. All had a follow-up point once the investigation had finished to measure how frequent their symptoms are. The results of this study showed a significant positive difference of those who had both cognitive behavioural therapy and medication in comparison to those who only had CBT and only had medication. 
Although medication is one of the main sources of treatments for child depression, medication will only treat the symptoms of depression and not tackle the root cause of the disorder. In regard to children, the treatment of medication may not be the best. Medication given to children may not be correctly measured or accurate as their neural pathways may not be fully developed at the time of initiating the medication. 

In conclusion, it has been clearly stated above that psychotherapy and pharmacotherapy would have to work side by side in order to treat a child with a mental disorder like depression. Cognitive behavioural therapy is the favourable talking therapy that would need to be put in place for the child in order to get to the root cause of why this child is suffering from the disorder. Medication is also common in treating depression in children however, due to the strength of the selective serotonin reuptake inhibitors (SSRI) regardless of the dose, it is unable to determine if the child will suffer in a neurological way. Therefore, it is suggested that when diagnosing a child with depression, that both treatments must work together to reduce symptoms and come to the root cause of the disorder. 
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