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Abstract - This article gives a review of recent literature, current and ongoing research in the field of prevention and
managing depressive symptoms. Major depression is a mood disorder characterized by a sense of inadequacy,
despondency, decreased activity, pessimism, anhedonia and sadness where these symptoms severely disorganized and
adversely affect the person’s life, sometimes to such an extent that suicide is attempted. It highlights the efforts employed
in targeting fenceless and susceptible individuals at higher risk of causing depressive symptoms. Prevention efforts
should target both the specific and non-specific risk factors of depression, increase protective factors, use a developmental
approach, and target selective and/or indicated samples. Overall, it come into view that there is a reason for hope
regarding the role of intercession in preventing depressive symptoms in high-risk groups. It is also important to keep in
mind that the diagnosis is often unclear to patients, especially the elderly, tend to present with only complaints of physical
symptom of depression
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Introduction

Depression is more than just feeling sad or currently happen through a rough patch. It’s a serious mental health condition
that requires understanding of patient mental condition and proper medical care. Left untreated, depression can be devastating
for the people who have it and for their families. Fortunately, with early detection, diagnosis and a treatment plan consisting of
medication, psychotherapy and good lifestyle choices, many people do get better and managing their depressive symptoms [10].

What is depression?

Depression and anxiety disorders are not the same, but people with depression or depressive symptoms also having or receive
nervousness, irritability, and problems in sleeping and concentrating and other symptoms similar to an anxiety disorder. It is not
uncommon for someone with an anxiety disorder to suffer from depressive symptoms and vice versa. Depression is a significant
contributor to the global burden of disease and affects people in all communities across the world. The demand for curbing
depression and other mental health conditions is on the enhance globally [3].

Nearly one-half of those diagnosed with their depressive symptoms are also diagnosed with an anxiety disorder. Depression is
common problem in the population and is repeatedly encountered in the under writing environment. It is state of low mood and
mope that can affect a person’s thoughts, feelings, behaviour and sense of behalf. It is a very serious and incapacitates psychiatric
condition that occasionally leads to suicidal or premature death due to unattended physical and mental problems. The annual
prevalence of major depressive symptoms is 6.6% and the lifetime prevalence of depression is 16.2% are affected by depression

[1].

Worldwide, 804,000 people committed suicide in 2012, making depression one of the leading reason of death in young
adults (15-29 years) second to road traffic accidents. Persons with major depression have a 40% greater chance of dying
prematurely and lead to suicide than the general population [2]. Today, depression is estimated to affect 350 million people. The
world mental health survey in 17 countries found that on average about 1 in 20 people reported having an episode of depression
in the previous year. Depressive disorders often start at a young age; they reduce people’s functioning often are coming back.
For these reasons, depression is the leading cause of disability worldwide in terms of total years lost due to disability [14].

Managing depressive symptoms

Depression is a disorder that can be diagnosed and treated in primary care. As outlined in the WHO mhGAP intervention
guide, preferable treatment options consist of basic psychosocial help combined with antidepressant medication or
psychotherapy, such as cognitive behaviour therapy, interpersonal psychotherapy or problem solving treatment. The intervention
consisted of case management and psychosocial interventions led by a trained lay health counsellor, as well as supervision by a
mental health specialist and medication from primary care physician.

The trial cast that patients in the mediation group were more likely to have recovered at 6 months than patients in the
control groups, and therefore that an intervention by a trained lay counsellor can lead to the betterment in recovery from
depression. Where data is accessible, this is globally fewer than 50%, but fewer than 30% for most regions and even less than
10% in some countries [26].

Risk factors for depression

Before any discussion on risk factors for depression or depressive symptoms, it is necessary to make it clear that there is
a remarkable confusion over what compose a risk factor and how they conduct. Factor to be set up as problem cause, prospective
studies must be done where the risk factors are measured this proof to be difficult, and even when this is established; more
evidence is needed to prove it as a casual risk factor. The matter is even more complex due to the multi —dimensional view of
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depression where these risk factors are not isolated and not passive. There are some risk factors, which are setting factors like
race, culture, age, gender and socioeconomic status, etc. In general, there are biological, cognitive and social factors that increase
the risk of depression. One of the major objectives of mental health and prevent mental disorders. To achieve this, it is necessary
to provide technical support to help countries in selecting, formulating and fulfil evidence-based and cost effective best practices

[2].

World Health Organisation (WHO) produced a pervasive mental action plan. The global target is that by 2020, 80%
of countries will have at least two functioning national multi-sectoral mental health advancement and prevention programs. If
treatment of depression was effective and available to patients, the prevalence of depression should decrease. However, it has
been shown that the impact is not changing and is not becoming an “epidemic”.

1. Biological factors

About a third of depression cases are linked to genetic factors and the rest to non-genetic or environmental factors.
However, evidence of the role of specific genes or specific gene environment associations is not yet established. Even though
early life trauma increases the chance of developing depression, not all individuals develop depression; and those who produce
it, may do so due to the presence of genetic factors.
2. Psychological factors
Exposure to negative parental effects such a critical and condemning parental style during early childhood may give rise to
negative feelings about oneself. The long-term consequences of separation or early loss of the maternal attachment bond are
many, and include depressive condition.
3. Social factors
Distressing social relationship such as familial, marital and parental relationships have been related with the onset of depression.
Domestic and intimate partner violence among women, which is prevalent in India. Of recent importance is the impact of
modernization, urbanization, migration and globalization of family and social support system, leading to social separation.
4. Culture factors
Culture plays a significant role, such as religion, caste, beliefs, attitudes and symptom thresholds, which vary across different
parts of India. People with depression often have features related to various sociocultural contexts and may not fit into the
classical definition of depression as per set up diagnostic categories.

4. Economic factors

People who experienced acute (sudden economic crisis) or chronic (poor income households) economic adversities are
more fenceless to producing depression. Individuals living in conflict zones or at times of natural disasters are also likely to
involvement to a greater extent.
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Fig. 1 Risk factors for depression

Symptoms
Just like with any mental illness, people with depression experience symptoms differently. But for most people, depression
changes how they intend day-to-day. Common symptoms of depression include:

» Changes in sleep
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Changes in appetite
Lack of concentration
Loss of energy

Lack of interest

Low self compliment
Hopelessness

Changes in movement
Physical aches and pains
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Types of depression

1. Major depression

It involves at least five of the symptoms listed below for a two-week period. Such an episode is disabling and will interfere with
the ability to work, study, eat, and sleep. Major depressive episodes may occur once or twice in a lifetime, or they may recur
frequently. They may also take place spontaneously, during or after the death of a loved one, a romantic breakup, a medical
illness, or other life event. Some people with major depression may feel that life is not worth living and some will attempt to
end their lives.

2. Persistent depressive disorder, or PDD

Itis a form of depression that usually continues for at least two years. Although it is less severe than major depression, it involves
the same symptoms; sad mood combined with low energy, poor appetite or overeating, and insomnia or oversleeping. It can
show up stress, irritability, and mild anhedonia, which is the inability to derive pleasure from most activities.

3. Bipolar disorder

Once called manic depression, is characterized by moods that shift from severe highs (mania) or mild highs (hypomania) to
severe lows (depression). The mood episodes associated with the disorder persist from days to week or longer and may be
dramatic. Severe changes in behaviour go along with mood changes.

Causes
Depression does not have a single cause, it is associated with a life crisis, physical illness or other risk.

e Trauma — When people experience trauma at an early age, it can cause long term changes in how their brains respond
to fear and stress. These brain changes may explain why people who have a history of childhood trauma are more likely
to experience depression.

e Genetics — Mood disorders and risk of suicide tend to run in families, but genetic inheritance is only one factor.

e Life circumstances — Marital status, financial standing and where a person lives have an effect on whether a person
develops depression, but it can be a case of “the chicken or the egg”.

e  Brain structure — Imaging studies have shown that the frontal lobe of the brain becomes less active when a person is
depressed. Depressed is also associated with changes in how the pituitary gland and hypothalamus respond to hormone
stimulation.

e Other medical condition — People who have a history of sleep disturbances, medical illness, chronic pain, anxiety and
attention deficit hyperactivity disorder (ADHD) are more likely to develop depression.

e Drug and alcohol abuse — Approximately 30% of people with substance abuse problems also have depression.

Treatments
Many people with a depressive illness never seek treatment. But most, even those with the most severe depression, can get
better with some form of treatment.
e Medication — It including antidepressant, mood stabilizers and antipsychotic medications.
e Psychotherapy — It including cognitive behavioural therapy, family focused therapy and interpersonal therapy.
e Brain stimulation therapies — It including electroconvulsive therapy (ECT) or repetitive transcranial magnetic
stimulation.
Exercise
Alternative therapies — It including acupuncture, medication and nutrition.
Self-management and education
Mind/body/spirit approaches
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Fig. 2 Integration and collective impact
Medications
Symptoms of depressive disorders respond to different classes of medications. Selective serotonin reuptake inhibitor (SSRI) and
serotonin norepinephrine reuptake inhibitor (SNRI) medications are the treatment of choice. SSRIs and SNRIs have fewer side
effects than many of the medications prescribed in the past. These medications must be taken for at least two to four weeks to
experience their full effect, and it may take several weeks to adjust the medications to correct the dosage.

1. Selective serotonin reuptake inhibitors (SSRIs)

Doctors often start by prescribing an SSRI. SSRIs relieve symptoms by blocking the reabsorption, or reuptake, of serotonin by
certain nerve cells in the brain. This leaves more serotonin available, which improves mood. SSRIs (citalopram, fluoxetine,
paroxetine and sertraline) generally produce fewer side effects when compared with tricyclic antidepressants. However, common
side effects include insomnia or sleepiness, sexual dysfunction and weight gain.

2. Serotonin and norepinephrine reuptake inhibitors (SNRISs)

The serotonin-norepinephrine reuptake inhibitor, or SNRI, class (venlafaxine and duloxetine) is notable for a dual mechanism
of action increasing the levels of the neurotransmitters serotonin and norepinephrine by inhibiting their reabsorption into cells
in the brain. As with other medications, side effects may occur, including stomach upset, insomnia, headache, sexual dysfunction
and minor increase in blood pressure.

3. Norepinephrine and dopamine reuptake inhibitors (NDRIS)
In this category is Bupropion, one of the few antidepressants not frequently associated with sexual side effects.

4. Atypical antidepressants

These medications include trazodone and mirtazapine, which are sedating and usually taken in the evening. Tricyclic
antidepressants (amitriptyline, imipramine and nortriptyline) tend to cause more severe side effects than do newer
antidepressants.

5. Monoamine oxidase inhibitors (MAOQISs)

MAUOISs (tranylcypromine and phenelzin) may be prescribed when other medications haven’t worked, but they can serious side
effects. Using MAOQIs requires a strict diet because of dangerous (or even deadly) interactions with foods (certain cheeses,
pickles, draft beer and other aged foods) and some medications including, birth control pills, decongestants, and certain herbal
supplements. A selegiline skin patch at low dose does not cause food interactions. None of these medications can be combined
with SSRIs.

6. Other medications

Other medications may be added to an antidepressant to enhance antidepressant effects. Your doctor may recommend combining
two antidepressants or medications such as mood stabilizers or antipsychotics. Anti-anxiety and stimulant medications might
also be added for short term use.

Conclusion
Depression is a mental disorder that is comprehensive in the world and affects us all. Efficacious and cost-effective treatments
are available to the better health and the lives of the millions of people around the world suffering from depression. On an

IJEDR1903132 | International Journal of Engineering Development and Research (www.ijedr.org) 763



file:///E:/Planet%20Publication/IJEDR/Volume%203/Vol%203%20Issue%202/Published_Paper_V3_I2/www.ijedr.org

© IJEDR 2019 | Volume 7, Issue 3 | ISSN: 2321-9939

individual, community and national level, it is time to educate ourselves about depression and help those who are suffering from
this mental disorder. Pending such research, clinicians should consider both current active pharmacological and psychological
treatments and benefits of protective plans and approaches to overcome barriers to accessing treatment for depressive disorders.
There is also a need to study the course of depressive disorders present in the world so as to determine the need and duration of
continuation treatment. Studies should also evaluate the cost-effective models of treatment which can be easily used in the
primary care setting to successfully treat depression.

Future scope

The evidence is convincing that depression can be prevented. The task is to translate this knowledge into an actual action that
will change the life of many people and will eventually save life and money. More studies are needed to answer the questions
related to other less studied protective measures like food, nutritional supplements and exercise.
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