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ABSTRACT: The American College of Pediatricians (ACPeds) recognizes that adolescent depression is a
serious public health concern. The most recent epidemiological data show that nearly 13 percent of youth
will experience at least one episode of major depression by age 17. Depressive episodes are associated
with negative consequences later in adolescence. These include academic difficulties, risky behavior
engagement, self-injury and suicide. The purpose of this paper is to present evidence-based lifestyle
changes that may prevent and/or mitigate depressive episodes among youth.
INTRODUCTION
Adolescence should be a time of optimal health, but high risk behaviors in which adolescents choose to
participate are major factors that endanger their physical, emotional and academic well-being. Many studies
demonstrate the interconnectedness between high risk behaviors and depression.
Major depression is a common mental health diagnosis in America, and one that can seriously impact an
individual’s ability to perform even the basic activities of life. Unfortunately, the prevalence of major
depression has been increasing, especially among adolescents. The most recent U.S. data (published in 2016)
revealed 12.8% of the adolescents between 12 and 17 years of age had experienced one major depressive
episode, with the prevalence higher among adolescent females (19.4%) compared with males (6.4%). 1
This compares with a much lower prevalence of 4 – 5% in 2006. 2
Depression can cause functional impairments in affected individuals, and may negatively impact an
adolescent’s school performance, as well as family and peer relationships. In addition, depression is associated
with an increased risk for suicidal ideation, suicide attempts and completed suicides.
Depression is a treatable condition, but there are some concerns regarding the use of antidepressant medications
in adolescents given the ongoing development of the adolescent brain. In addition, antidepressant use in
adolescents has been associated with an increased risk of developing Type 2 diabetes. One retrospective cohort
study of more than 119,000 patients between 5 and 20 years of age found the risk for type 2 diabetes was nearly
twice as high among those who used the most commonly prescribed antidepressants - SSRI (selective serotonin
reuptake inhibitors)or SNRI (serotonin-norepinephrine reuptake inhibitors). Risk also increased with duration of
use. 3
Because some studies report as many as 50% of patients with depression are not identified by their physicians,
the American Academy of Pediatrics (AAP) and the US Preventive Services Task Force recommend all
adolescents between 12 and 17 years of age be screened for depression. 4
The American College of Pediatricians (ACPeds) agrees with those recommendations, but, in addition,
encourages health care professionals and all healthcare providers of children, adolescents, and their families to
consider primary prevention. While there is a role for medication in moderate to severe depression, there are
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also known risk factors for adolescent depression that may be responsive to prevention. This paper presents
multiple ideas and strategies that parents and guardians should find helpful in the well-being of the adolescent.
While not attempting to be comprehensive, this report will present some of the research documenting the known
protective factors.
FAMILY CONNECTION
The family is the root of a stable society, and scientific research consistently demonstrates that all children and
adolescents experience better health and well-being when they are part of a healthy nuclear family. The
National Longitudinal Study on Adolescent Health followed over 40,000 adolescents, beginning in 1997. One
of the first reports from this study of 12,188 adolescents in grades 7 through 12 evaluated eight outcomes,
including emotional distress and suicidal thoughts and behaviors. The authors concluded, “Parent-family
connectedness and perceived school connectedness were protective against every health risk behavior measured
except history of pregnancy.” In addition, they stated, “Except for parent-family connectedness, no family
context variables significantly protected against adolescent suicidality.” The authors define parent-family
connectedness as “Closeness to mother and/or father, perceived caring by mother and/or father, satisfaction with
relationship to mother and/or father, feeling loved and wanted by family members.”5
Even for adolescents in the most high risk categories, such as those who are minorities living in inner cities,
family connection is protective. In one study of 976 predominantly minority students attending an alternative
high school in Houston, Texas, those students who scored higher on a scale of perceived family connectedness
were less likely to report ever having sex, having unprotected sex, and being involved with a pregnancy. 6
It is crucial, then, that health care professionals acknowledge the importance of the family, incorporate parents
into the care of adolescents whenever possible, and encourage family connectedness as a preventive measure for
optimal adolescent well-being. There are numerous ways to enhance family connectedness, including
participation in family meals, family chores, and volunteer work. Parents who practice supportive or responsive
parenting will be setting the foundation for improved family connection.
FAMILY MEALS
Research demonstrates many benefits of families eating meals together, especially in protecting adolescents
from negative high-risk behaviors and depression.
A large study of over 99,000 adolescents in grades 6 – 12 in 25 states across America found there was a
consistent positive association between the frequency of family dinners and positive developmental assets. The
opposite was also true, in that adolescents who experienced fewer family dinners were more likely to participate
in all high risk behaviors measured, including depression and suicidal thoughts and behaviors. The authors
concluded, “The findings of the present study suggest that the frequency of family dinner is an external
developmental asset or protective factor that may curtail high-risk behaviors among youth.” 7
Another study of over 4000 adolescents in Minnesota also found that participation in family meals was
associated with a lower frequency of high risk behaviors, depressive symptoms and suicide involvement.8
Even when studies have corrected for the possible confounder of parental-adolescent communication, research
still demonstrates the benefits of family meals. The 2010 Canadian Health Behavior of School-aged Children
study evaluated over 26,000 adolescents aged 11 – 15 years and found the frequency of family dinners was
positively correlated with improved emotional well-being and prosocial behavior. 9
Health care professionals can encourage parents to strive for family meals as often as possible, beginning when
the children are infants, to set good habits that will benefit every family member in the long term.
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HEALTHY NUTRITION
Nutrition obviously plays an important role in physical health, but more research is evaluating the role nutrition
plays in mental health. For instance, lower levels of omega-3 fatty acids, as well as deficiencies of folate,
vitamin B12, iron, zinc, and selenium have been noted to be more common in depressed individuals. 10
Folate deficiency, in particular has been noted to play a role in how well patients respond to the antidepressant
selective serotonin re-uptake inhibitors.
A study specifically looking at diets in adolescents with depression found that greater consumption of unhealthy
and processed foods was associated with an increased risk that adolescents would self-report symptomatic
depression, even when adjusting for a number of potential confounding variables.11
A review of 12 epidemiological studies in children and adolescents also found evidence of a relationship
between unhealthy diets and poor mental health, including depression. 12
One of the important ways in which nutrition contributes to mental health relates to the serotonin pathway in the
brain – the connection of brain neurons that contribute to a sense of contentment and happiness. Serotonin, a
neurotransmitter, is essential to the optimal functioning of this system, and serotonin production requires the
amino acid tryptophan. Tryptophan is an amino acid found in protein-based foods in our diet, and is more
available to the brain when an individual consumes meals with high glycemic loads. Tryptophan is also utilized
in other body organs. As individuals seek to decrease high glycemic load meals to decrease risks of diabetes,
tryptophan becomes less available to the brain. However, omega-3 fatty acids help promote the use of
tryptophan in the brain and thereby promote serotonin production.
Several studies have demonstrated the therapeutic benefits of omega-3 fatty acid supplementation in the
treatment of depression. In one study, 48 patients with a diagnosis of a major depressive disorder were
randomized to a treatment with fluoxetine, fluoxetine with omega-3 fatty acid, or omega 3 fatty acid alone.
The researchers found in the 8 week trial that fluoxetine with omega-3 fatty acids was superior to either of the
other treatments. 13
Given this information on the importance of nutrition, health care professionals and parents should encourage a
diet with less processed food, and possible supplementation with a multivitamin containing minerals plus an
omega-3 fatty acid.
SEXUAL ABSTINENCE
Adolescent sexual activity alone has been acknowledged as an independent risk factor for developing low selfesteem, major depression, and attempting suicide. Using the data from Wave 1 of the National Longitudinal
Study of Adolescent Health, researchers analyzed various correlations between behavior patterns and
depression, suicidal thoughts and attempts. They found, “Compared to youth who abstain from risk behaviors,
involvement in any drinking, smoking, and/or sexual activity was associated with significantly increased odds
of depression, suicidal ideation, and suicide attempts.” 14
An early age of onset of sexual activity may be related to increased risk of depression. A study of over 186,000
adolescents in Finland attempted to evaluate risk of depression in relationship to age. For adolescents aged 14 –
15 years, self-reported depression was associated with having experienced intercourse. The association
diminished in older adolescents. 15
Some have questioned whether those adolescents who are experiencing depression might use sexual activity as
a way to ‘self-medicate’, thus confounding the relationship between sexual activity and depression. Hallfors, et
al, utilizing the data from the National Longitudinal Study on Adolescent Health, found that “Engaging in sex
and drug behaviors places adolescents, and especially girls, at risk for future depression.” 16
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Sexual activity can also lead to pregnancy and many adolescent pregnancies are terminated via elective
abortion. It is therefore important to note the link between abortion and depression. 17, 18
The Youth Risk Behavior Surveillance System monitors six categories of health-related behaviors, and the
results for 2017 revealed a significantly decreased incidence of depression, suicidal ideation and attempts in
those teens who were sexually inexperienced as compared to those teens who had sexual contacts. Nationwide
17.2% of youth had considered attempting suicide as did 19.0% of students who had sexual contact only with
the opposite sex, but the rate was 12.4% among those who were abstinent. Similarly, students who were
sexually inexperienced were much less likely to have made a suicide plan and to have attempted suicide. 19
In addition, the use of hormonal contraception is associated with an increased risk for depression. Over one
million Danish women were followed for at least 13 years and the researchers found all forms of hormonal
contraception (combined oral contraceptives, progestin-only pills, norgestromin patch, etonogestrel vaginal ring
and levonorgestrel intrauterine system) were associated with an increased risk of subsequent depression, with
adolescents demonstrating the greatest risk. 20
Parents and health care providers should be educating adolescents regarding their increased risk of developing
depression should they choose to engage in sexual activity.
DECREASED USE OF SOCIAL MEDIA
Several studies demonstrate the relationship between increased use of screen time and depression. One
longitudinal study in Denmark followed a cohort of 435 adolescents into young adulthood and found “each
additional hour/day spent watching television or screen viewing in adolescence was associated with …greater
odds of prevalent depression in young adulthood, and dose-response relationships were indicated.” 21
Another study from Canada evaluated 2482 youth in grades 7 – 12 and concluded, “Video game playing and
computer use but not TV viewing were associated with more severe depressive symptoms…Screen time may
represent a risk factor or marker of anxiety and depression in adolescents.” 22
A Meta-Analysis from the British Journal of Sports Medicine in 2016 suggests that screen time in children and
adolescents is associated with depression risk in a non-linear dose-response manner.23
A new term has even been proposed to describe the relationship between increased use of social media and
depression - “Facebook depression”. Because social acceptance by peers is so important to most adolescents,
viewing others on the internet as having more possessions or being “liked” more by others may contribute to
depressive symptoms. 24
Educating adolescents about the relationship between increased social media exposure and depression may help
adolescents make better choices for leisure activities.
VOLUNTEERING
Volunteering to assist the needy has many potential benefits, including community engagement and improved
emotional well-being. A meta-analysis of 40 papers in 2013 found that “volunteering had favourable effects on
depression, life satisfaction, well-being, but not on physical health.” 25
Volunteering helps adolescents develop a sense of purpose for their lives and gives them a sense of meaning.
The Institute for Volunteering Research published a review of literature in 2014 on youth volunteering and
reported that youth who volunteer develop self confidence, have improved emotional well being, and are 15%
less likely to worry. 26
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Encouraging families to volunteer together will not only improve well-being, but it will also serve to bond and
connect parents and children – which, as noted above, is protective against adolescent depression.
RELIGIOUS ACTIVITIES
There is some evidence that participation in religious activities helps decrease the likelihood the adolescent will
participate in high risk behaviors, suicidal ideation and suicidal attempts. A literature review in 1995 found,
“religiousness is positively associated with prosocial values and behavior, and negatively related to suicide
ideation and attempts, substance abuse, premature sexual involvement and delinquency.” 27
One study reviewed data collected in the Cross-National Adolescence Project that included 9302 adolescents
from nine countries in an attempt to determine whether religious affiliation was protective in various cultures.
Their study confirmed the benefits of religious affiliation and also found that even within groups of adolescence
with religious affiliations, those adolescents who had the strongest religious beliefs had the greatest benefits.
The authors concluded, “Overall, the idea that religiosity influences youth well-being is well-supported in the
present analyses, not just in the west but around the world.” 28
It is important to note that religious affiliation is only protective from depression when the adolescent has had a
positive religious experience. In a study of 744 adolescents, those who had a positive religious experience had
lower levels of depressive symptoms, but those who had a negative experience had higher levels. 29
A Harvard University review of the literature found that although depression lowered religious service
attendance, longitudinal studies that addressed timing of depression versus attendance showed a protective
effect of religious service attendance on depression. 30
ADEQUATE SLEEP
The relationship between poor sleep and depression has been clearly recognized for many years and recent
literature continues to contribute to our understanding of this association.
Sleep is a time when the brain is consolidating the learning experiences of the day, and may also be a time when
the brain clears itself of toxins, such as beta-amyloid through the newly recognized glymphatic system.
Adolescent brains are undergoing rapid growth and change, so sleep becomes even more important during this
time of development. However, adolescents are at high risk for inadequate sleep because of school schedules,
the physiologic delayed onset of melatonin release, as well as environmental stimuli including the use of cell
phones, computers, and televisions in the bedroom.
In an attempt to determine whether sleep problems contribute to adolescent depression or are a reflection of
depression, researchers performed a meta-analysis of 23 studies which showed that “sleep disturbance acts as a
precursor to the development of depression.” 31
The contribution of electronic media is clearly seen in a study of 362 adolescents between 12 and 17 years of
age who were questioned regarding their smartphone and other electronic media ownership and use.
“Electronic media use was negatively related with sleep duration and positively with sleep difficulties, which in
turn were related to depressive symptoms.” 32
Teaching adolescents and parents the importance of adequate sleep (9 hours/night for most adolescents) and
healthy sleep habits, including eliminating electronic media at least one hour prior to bedtime and removing all
electronic media from the bedroom (including cell phones), are important educational factors to decrease the
risk of adolescent depression.
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EXERCISE and OUTDOOR ACTIVITIES (NATURE)
Many people intuitively recognize the benefits of exercise as well as spending time outdoors. Research
confirms that exercise can decrease the symptoms of depression in adolescents.
One meta-analysis of 30 studies evaluating sports participation in children and adolescents found improved selfesteem and social interaction as well as fewer depressive symptoms in team sports participants 33
In a prospective study in East London, exercise was found to help prevent depressive symptoms. Over 2000
students between the ages of 11 and 12 years completed questionnaires initially and again two years later
regarding physical activity time per week and depressive symptoms. Participants were surveyed using a
standardized questionnaire for depression. There was a decrease in the odds of depressive symptoms by
approximately 8% for each additional hour of exercise per week in both males and females. 34
Exercise regimens have also been used in the treatment of adolescent depression. In a study in the United
Kingdom, the cost effectiveness of a preferred intensity exercise program for depressed adolescents between 14
and 17 years of age was evaluated. The adolescents chose their preferred form and level of intensity of aerobic
exercise for 12 sessions over a six week period of time. There were improvements in the participants’
Children’s Depression Inventory-2 for those in the exercise program added to usual treatment as compared to
controls just receiving usual treatment. The improvements seen were also determined to be cost effective. 35
Another study used each adolescent participant as her own control, evaluating females with depression during a
period of 8 weeks of group jogging (50 minute session, 5 days per week) and another 8 weeks of usual daily
activities. About half were randomly assigned to the exercise portion first while the others did the usual
activities first. Participants had significantly lower depression scores after the 8 week period of exercise
compared to no effect after the same period of usual daily activities. Urinary excretion of the stress hormones,
cortisol and epinephrine, was reduced due to the exercise regimen. 36
Since the benefits of exercise for physical health are well known, unless there is a medical contraindication,
health care professionals can encourage exercise as a potential preventive measure for adolescent depression, as
well as part of general health enhancement.
GRATITUDE JOURNALS
Keeping a gratitude journal has been shown to improve mental health. A study of young adults, most of college
age, who were receiving mental health counseling for depression or anxiety were divided into three groups
receiving psychotherapy. Group 1 was asked to write one letter of gratitude to another person every week for
three weeks. The second group wrote about their deepest thoughts and feelings. Group 3 was not given a
writing assignment. After one month those in Group 1 reported significantly better mental health than the other
groups and this result persisted at three months. 37
As part of a therapeutic regimen for the treatment of adolescent depression, health care professionals can
consider encouraging their patients to keep a gratitude journal, writing down one to three things each day for
which they are grateful.
CONCLUSION
There are many holistic interventions that may help prevent the onset of adolescent depression, and many of
these same concepts can also be incorporated into a therapeutic regimen that will mitigate depressive
tendencies.
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