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Abstract
With the recent increase in awareness regarding mental health and mental illnesses, depression has received attention due to its prevalence, especially among adolescents and the elderly. While adolescents mainly face challenges associated with increased self-awareness and additional responsibilities while trying to determine the direction of their adult lives, the elderly are often neglected, which could contribute to the incidence of depression among these two groups of the population. Therefore, it is important to evaluate the prevalence of depression in these groups to identify how it can be controlled. This research entails the administration of an instrument aimed at assessing depression in these two age groups. The 16-item instrument, which drew mainly from pre-existing instruments such as the Geriatric Depression Scale (GDS), was administered to a total of 22 participants, with 13 of them being adolescents between 13-18 years of age, and the remaining 9 being elderly individuals above 65 years of age. Apart from the instrument, the participants were involved in interviews and their medical records were accessed to cross-check the data that they had provided. The instrument uses a ratio scale with no negative values to adequately capture depressive episodes in a participant based on the common primary and secondary symptoms of depression. Nonetheless, the overlap in symptoms that appear in depression and other illnesses presents a weakness of the instrument, as well as the fact that the data is self-reported and can be manipulated (Thorndike & Thorndike-White, 2009). These weaknesses can be improved by asking more specific questions targeting the existence of depression among adolescents and the elderly and including more data from verified medical records. The research acknowledged ethical considerations surrounding privacy and informed consent. However, it did not provide information about depression in other age groups and employed a small sample group.

Proposal on an Instrument for Measuring Depression Among Adolescents and the Elderly
Rationale/Problem Statement
Depression has become a serious issue among adolescents and the elderly in society. This is because of the pressures of life and worry of adulthood and the responsibilities that come with it well as sadness caused by neglect in the late stages of life. For adolescents, the additional responsibilities that come with taking charge of the major decisions in their lives often leave them overwhelmed. Moreover, the increased self-awareness as they approach adulthood forces them to make major choices about the directions of their lives, which are often contradictory to societal expectations. Consequently, most adolescents feel misunderstood by society and their families, which often makes them feel like they are unwanted by the people around them. Naturally, most adolescents isolate themselves from the people around them in a bid to gain more self-awareness, which may worsen the feeling of being alone whenever they are stuck with life challenges. These factors and many others may account for the increasing incidence of depression among adolescents, which implies that imminent action is needed to protect this age group from depression and the negative outcomes that may be associated with depression, such as suicide.
Most of the elderly in our society are neglected, which could contribute to the incidence of depressive episodes in this population. Due to the declining physical and mental capabilities that accompany the normal aging process, senior individuals are often perceived as less important in society. Their relatives often leave them in nursing homes or by themselves while trying to pursue their normal lives. Furthermore, most elderly individuals suffer from neurodegenerative conditions such as Alzheimer’s and Dementia, which may not only make them difficult to handle but also worsen their depressive symptoms. Such conditions hamper the ability of the elderly to express themselves, which impairs the effective diagnosis and management of depression in this population. In a bid to avoid being a burden to their families, most senior individuals also opt to remain silent through their suffering. Even worse, some are physically, mentally, and spiritually abused by their family members. All these factors point to the inadequacy of social support towards the elderly in our society, which contributes to the occurrence of depression in this population.
The inadequate understanding of depression and its presentation in society has further complicated efforts aimed at diagnosing and identifying the prevalence and incidence of depression among adolescents and the elderly. More precisely, some individuals suffer from depression and dismiss their symptoms as normal reactions to adverse life events. As such, they rarely seek help, even though depression may significantly affect their lives since they become especially avoidant and cannot function normally at work or in their relationships with individuals around them. Furthermore, mental illnesses are still perceived by many in society as trivial conditions, and many therefore neglect symptoms that reflect worsening mental states such as depression. Therefore, there is a need to determine the factors behind depression episodes among adolescents and the elderly in society to help develop measures that address the problem of depression from the root cause. 
Understanding the factors that precipitate depression in these groups will be crucial for the field of psychology since varying severities of depression negatively impact the psychological states of individuals to varying degrees. Furthermore, it will assist in the development of effective psychological therapeutic approaches that specifically target adolescents and older individuals who suffer from depression. Accordingly, it will be important to assess the prevalence of depression among the two groups in the population, together with the factors contributing to the prevalence. This will require the utilization of valid and reliable instruments that assess the presence and severity of depression among the respondents (Thorndike, & Thorndike-Christ, 2009). Similarly, it will be important to assess for both physical and psychological manifestations of depression such as increased sleep and feeding disturbances, reduced pleasure in life activities, mood fluctuations, cognition changes such as reduced alertness, and suicidal ideations. In order to enhance the accuracy, uncommon symptoms of depression will also be assessed to provide a comprehensive picture of all the characteristics of depression. 
Research Question
Owing to the urgent need to understand what fuels depression among the elderly and adolescents, the main research question will be: Which factors contribute to the prevalence of depression among adolescents and the elderly in the United States? This research question appropriately covers the aim of the instrument being developed in this project, which seeks to uncover the root of depression and therefore provide a template for deciding the guidelines for eliminating depression in these two groups of individuals. This research question also addresses the prevalence of depression among the elderly and adolescents in the United States, which can be used in comparative studies to assess the progress being made in the fight against mental illnesses in the United States and worldwide generally. More precisely, the research question focuses on the two groups of populations being assessed by this instrument, which implies that the instrument will prioritize these two groups due to the perceived increase in the incidence of depression among them.
Literature Review
The Geriatric Depression Scale
The depression Scale has for a long time been a basis for the measurement of depressed individuals. In essence, the score has been used to reveal how engrained the state of the affected patient is. Scoring high only on depressed individuals has always laid it out as one of the more effective measurements available (Thorndike, 2014). The Geriatric Depression Scale (GDS) is one such scale. It measures the depressive symptoms. Normally, it is applied in adults, older, to measure depression through a report of oneself. The American Psychological Association (2020) illustrates how historically, it had 30 items but later had to be shortened to 15 items, GDS-S, to illustrate that it was the shortened term. The basis of the decision to have the 15 items was because they entailed a large relation with the symptoms that patients with depression had, based on the studies of validation by then.
The GDS is a reliable measurement tool as it has been found to have good properties in terms of its psychometric information. In a study that involved 17,018 participants, researchers found that its internal consistency is high (Krishnamoorthy et al., 2020). The test-retest it possesses is very reliable for the measurement of depressive symptoms. Detectability of minimal change further improves its reliability and validity. An advantage of the GDS is that for a population with many depressed patients is that it does not concentrate on the somatic symptoms that depression has, and thus, the total score of the result is keen to not inflate the findings to symptoms of other medical illnesses. Another group of scientists compared the GDS in older adults and found that the burden (medical) and age of the patient do not influence its accuracy thus increase its reliability (Zhang et al, 2019). Despite having such a reliable system, it is to be noted that, whereas it has broad items to base its results on, it might underestimate the scope of the patient’s state because it omits the somatic concerns.
The Beck Depression Inventory (BDI) Scale
The Beck Depression Inventory (BDI) Scale also measures the depressive symptoms in patients. In addition to that, it also measures the attitudes that are characteristically known for certain groupings. Unlike the GDS-15, it has 21 items as the basis for the measurement. It is a questionnaire that evaluates how sere depression is in populations with normal and psychiatric people. This report essentially consists of written texts that require that the one being diagnosed be able to read and write, that is, should at least possess the basic literacy levels required. The Beck Depression Inventory (BDI) Scale has variant forms. The card form is short and entails about 13 items, whereas the BDI- II is the other form. Notably, the American Psychological Association (2020) indicates that the BDI has an internal consistency that is relatively higher than that of other scales where the alpha coefficients range between 0.81 for populations with non-psychiatric compatibility and 0.86 for those with psychiatric alienation.
The reliability of the scale as a tool of measurement is positive. The replacements and the use of other simpler words in a bid to improve the questionnaire in use has improved its effectiveness and thus has adequately expressed the DSM- IV criteria that is usually applied to the major depressive disorders that exist.  Williams, Everaet, & Gotham (2020), in their research concerning autistic adults, realized that the concurrent validities that have been measured on other depression measures were higher on this scale. In a previous coronary study, this scale was a much better tool for measuring mood disorders, making its validity more appreciated (Frasure-Smith & Lesperance, 2008). This scale holds the advantage that it is much easier to use and that it allows an application to a wider range of the population in terms of the age differences it gets subjected to, currently at age 13 years and older. Its reading level is also lower favoring a majority of the patients. It is also a well-researched measurement that has led to its improvements over time. Despite this, it possesses its drawbacks. It has a factorial validity that has been seen as controversial and the score tends to be unstable over time intervals.
The Hamilton Depression Rating Scale
The Hamilton Depression Scale is also known as the Ham-D. Clinicians around the globe use it widely to administer an assessment scale for depression. Its original version had 17 items and was essential in depression symptoms that had been witnessed in the previous week. In the current market, they have been improvements and there also exist semi-structured guides that are used for the interviews of the patients. It has its emphasis on the symptoms (melancholic and physical) because its original application was with inpatients. Over time the 21-item HDRS21 was developed so that it could be able to categorize the subtype of depression, a more accurate diagnosis. In turn and with continued application, it ended up also be included in scales used to measure the rated severity of the case at hand.
In a study on Lebanese depressed patients, the validation of HDRS was found to be based on socioeconomic factors (Obeid et al., 2018). It is noted that the psychometric properties that it possesses look promising concerning other existing measurement tools. It exhibits good levels of internal consistency and positivity reliability in its test-retest. In another review by psychology scholars, it was identified that a major drawback of the use of HDMR is that it does not assess the depression symptoms that are categorized as atypical such as hyperphagia and hypersomnia (Bagby, Ryder, Schuller, & Marshall, 2019). In turn, despite the convergent and discriminant validity being seen to be adequate. Though its structure includes various items that are informative in depression patients, it has a poor replication and thus views it as slightly flawed.
The Scale for Depression in Dementia (CSDD)
The CSDD method of screening depression symptoms is mostly applied in patients suffering from Dementia. What sets it apart from the other measurement styles is that it also includes some additional signs that at times might be difficult for the person to communicate. Patients with Vascular Dementia, Alzheimer’s disease, and other forms of diseases that affect cognition have their communication abilities affected and cognitive impairment is common (Vida et al, 2020). CSDD, thus, offers a better measurement tool for approaching such cases. It bases its emphasis on the physical signs that are observable and that are known to indicate depression. In administering the test, the questions are presented to a close family member, friend, or nurse (caregiver). Mahmoudi (2021) argues that closeness to the patient is important because it requires one who knows them well. Notably, the symptoms that are present in the affected ought to be used in the CSDD method only if they are not tied to an existing disease such as the slurred speech in those with Parkinson’s disease.
The accuracy of this method is effective in identifying people who are experiencing depression. In a study on Korean ethnic people (Heerema, 2019), the reliability and validity of the Cornell scale were demonstrated in that the researchers were able to effectively test for depression among the ethnic people. In comparing this scale with GDS, Korner and his team of researchers built up their theory and concluded that the Cornell scale stood as an impactful tool that can be easily applied in identifying the signs of depression, keenly and of important consideration in those people who might find it difficult to express themselves (Korner et al., 2006). Despite this, interpretation of results might offer problems, especially in scenes where the questioned is identified to be close to the patient but not having an understanding of the emotions the person experiences.
The Center for Epidemiologic Studies Depression Scale (CES-D)
	The Center for Epidemiologic Studies Depression Scale (CES-D) is a 20-item self-report measure of depression that is usually used in healthcare settings to evaluate the severity of depression among individuals with neoplastic conditions such as cancer (Saracino et al., 2020). The instrument asks participants to rate how they have felt during the past week on a four-point Likert scale, with 0 = Rarely) or none of the time (less than one day) and 3 = Most or all of the time (5–7 days), with four “positive affect” items (i.e., 4, 8, 12, and 16) being reverse-scored (Saracino et al., 2020). Higher scores are indicative of more severe depressive symptoms (range = 0–60) (Saracino et al., 2020). The instrument is especially appropriate for patients in healthcare settings since it is not excessively dependent on the existence of physical signs and symptoms that can be confused with those of cancer and the adverse effects of cancer management (Saracino et al., 2020). Conversely, the instrument contains additional affective and cognitive symptoms beyond those that comprise the Diagnostic and Statistical Manual (DSM) criteria for a major depressive episode, such as loneliness, fearfulness, crying, and interpersonal perceptions (Saracino et al., 2020). As such, the test adequately assesses the severity of depression among cancer patients. However, its utility outside healthcare settings is inadequate.
	CES-D evaluates depressive symptoms using four factors: depressed affect (DA), positive affect (PA), somatic complaints (SC), and interpersonal problems (IP) (Saracino et al., 2020). The instrument has been to be valid and reliable, especially for older cancer participants, although its reliability among the younger is questionable (Saracino et al., 2020). Since there is a greater probability of the physical symptoms of depression, cancer, and old age overlapping, the instrument needs to be refined to differentiate these three groups’ symptoms (Saracino et al., 2020). One of the biggest strengths of CES-D is that the researchers and clinicians can safely interpret CES-D factor scores without having to adjust for age-related differences, and thus, comparisons between younger and older adults can generally be considered reliable and meaningful (Saracino et al, 2020).
The WHO, Well Being Index (WHO-5)
This measurement method is a report of the measure of the current state of the mental wellbeing of an individual. The Regional Office (in Europe) of the WHO was where it was introduced in 1998. It is not charged, and thus specialists can use it for free without applying for any permission requests. It is widely used and entails a questionnaire that is subjective to the psychological state of an individual. Its wide applications have led to its translation into over 30 languages, this proving how entrenched it is in the medical scenes that entail depression and such issues (Mahmoodi et al., 2021). It contains the positively phrased items. In its test, the respondent rates how well the statements apply to their lives with a major consideration on the previous two weeks. This method has been important in the fields of Suicidology. It has been further used extensively in people with alcohol and substance disorders. It is to be noted that all these have a direct relation to the construct at hand, depression.
The construct validity of WHO-5 has been validated through the analysis with the item response theory model that Rasch formulated (Mahmoodi et al., 2021). Thus, the model reaffirms that the 5-items in the method are unidimensional. It is nted that when using the WHO-5 in clinical trials, it is best to use the mean score of the general population. For instance, that of the Danish population stands at a WHO-5 score of 70. In terms of its strength in its predictive validity, an investigation in the study of cardiac disease patients over six years found that there were significantly higher mortality rates (Mahmoodi et al., 2021). It is a suitable instrument in being the first step when measuring depression. The major limitations of this instrument are that some questions may not appeal to the interests of the patient and that there is no clear framework for establishing whether the presentations and answers are factual.  It also lacks personalization and the generalization might not bring out the best from the patient who might have specialized symptoms.
A Gap in the Tests that I Will Seek to Fill
A keen look at the assessments and tests that are currently being used to assess depression reveals a gap in finding the causes of factors that lead to depression. Most assessments delve into the depression symptoms and manifestations and also the effects that it has on those affected. Even though there is a consideration for the source of the depression, not enough seems to be assed regarding the core sources of depression. However, I believe that in understanding the construct of depression. There is a great need in understanding how people become depressed and what factors in their lives lead to depression. This being the case, my proposed assessment of the construct of depression will focus on the question of; which factors contribute to the prevalence of depression among adolescents and the elderly in the United States? This will ensure that I explore in detail the factors behind depressed individuals in society. This will be key in revealing issues that need to be addressed to alleviate depression among people. This way, my contribution will be significant regarding this construct.
Methodology
Participant Selection
	A total of 22 participants were selected for this research. Nine of the participants were older than 65 years old, while the remaining thirteen were adolescents between 13 and 18 years of age. Out of the nine elderly participants, five were from a local nursing home and the remaining four were from my neighbourhood. I found the nursing home by searching online for local nursing homes within my district, after which I obtained their phone number and called to speak to the manager. I introduced myself, explained the purpose of my research, and asked for permission to visit the nursing home to interact with some of their patients. On visiting the nursing home premises, I liaised with one of the nurses who assisted me to identify seven elderly patients who were literate and well enough to talk. Out of the seven, only five were willing to take part in my research after I explained to them the purpose of the project. Out of these five elderly individuals, three were male, and two were female. They were all above 65 years of age, with the three male participants being 67, 69, and 72 years of age, and the female participants 68 and 66 years of age. I cross-checked their identity records at the nursing home to confirm their age after asking for their permission and that of the manager of the nursing home.
Out of the remaining four elderly participants, three were females aged 67, 68, and 72 who were living with their families, and one was a 65-year-old male living alone. They were all from my area code, and I randomly selected them after asking people from my community if they knew of any healthy and literate elderly individuals above 65 years of age. Afterwards, I approached these individuals at their places of residence, explained the purpose of my research to each of them before asking them if they were willing to participate. Subsequently, I asked them to sign the consent form which I presented to them, and retained a copy of the form. I also explained that they could withdraw from the research at any point if they wanted to. To confirm their ages, I asked them to provide their identity cards.
To find the adolescent participants, I contacted three high schools within my area, explained the purpose of my research, and asked if each of them could provide me with the email addresses of any random ten students who were adolescents. One of the schools declined, and the remaining two forwarded me a total of 14 emails. I emailed each of these addresses with a brief message introducing myself, explaining the purpose of the research and their involvement, and asking them to respond if they were interested. Out of the 14, 10 students responded, after which I asked each of them to meet me at a time of their convenience to discuss additional details of the research, sign the consent form, and complete the form. 1 out of the 10 students declined to meet up. The other nine adolescent participants agreed to meet at different locations of their convenience, where I explained to them more about the research, gave them the consent forms to sign, and administered the instrument.
For the remaining four adolescent participants, I approached them through a local online support group for individuals who had been diagnosed with depression. I identified the support group through Facebook, from where I obtained the group’s contacts and asked for permission to join the group. After being accepted into the online group, I sent messages to six of the members who identified as adolescents, but only four of them responded. These four individuals were aged 14, 15, 17, and 18 years of age, and had been diagnosed with depression within the previous year, and were currently on various forms of medical management of depression such as psychotherapy, group therapy, or medication such as mood stabilizers or antidepressants. They were all female apart from the 14-year-old participant. For these individuals, I also asked for medical records to cross-check and confirm the diagnosis of depression. I specifically included individuals who had been diagnosed with depression to assess whether the instrument could confirm the presence of depressive episodes in these individuals.
Measures
This instrument used in this research measures depression and specifically measures the symptoms and levels of depression and seeks to find out the factors behind manifestations of those depression episodes among adolescents and the elderly in society. It is important to collect information regarding factors that seem to cause depression so that appropriate methods and approaches can be devised to address the problem from the core. The instrument was constructed based on various existing instruments such as the Geriatric Depression Scale (GDS) and the World Health Organization (WHO) Wellbeing Index. More precisely, the depressive symptoms included in the 16 items across the instrument were similar to the symptoms evaluated in these two instruments. The open-ended questions were included to provide more in-depth information about the participant’s experience of their symptoms. As suggested by Diem (2002), an appropriate test instrument should limit the open-ended questions because they overwhelm the participants and make them feel that it is like an exam. As such, this test has 16 items distributed over four segments, starting with an introductory 6-item segment where the participant provides their demographic details, confirms the presence of any medical comorbidities and drug use. This segment also asks the participants to rate their sadness on a scale of one to ten, and confirm whether they experience a lack of sleep, fatigue, and low energy. 
The next two segments utilize multiple-choice questions, with one “true or false” segment, and another segment asking the extent to which the respondent agrees or disagrees with a set of 4 statements. In the “true or false” section, the respondent confirms whether they experience spontaneous mood changes, whether they have lost interest in any pleasurable activities that they previously enjoyed, and whether they have suicidal ideations. In the section questioning the extent to which the respondent agrees to certain statements, they can select “strongly disagree”, “disagree”, “neutral”, “agree”, and “strongly agree” to feeling like a failure, feeling neglected, and feeling overwhelmed by pressures of adulthood and education programs. The last section contains three open-ended questions regarding the factors that make the respondent sad or hamper their peace of mind, their thoughts on the origin of depression, as well as feedback regarding whether the instrument contained adequate questions to evaluate depression in an individual. 
The instrument uses a ratio scale with no negative values to predict the presence of depression in a subject based on the common primary and secondary symptoms associated with depression. Furthermore, the open-ended responses provide data regarding the factors contributing to depression in the respondent. Consequently, the instrument measures the existence of depression in a particular respondent as well as the factors that result in depressive symptoms in the respondents. In the “true” or “false” segment, each “true” response is awarded 1 point, while a “false” response is awarded 0 points. In the segment asking about whether the respondent agrees with the provided statements, each “disagree” and “strongly disagree” response is awarded 0 points, neutral awarded 0.5 points, “agree” awarded 1 point, and “strongly agree” awarded 2 points. These points are added, with the total score predicting the presence of depressive episodes in a respondent. The responses from the open-ended questions reflect the factors contributing to depression in a particular respondent. Regarding the scale, a score of above 2 in the “true or false” segment, together with a score of above 4 in the “agree or disagree” segment, coupled with lack of sleep, fatigue, and low energy, and a rating of above 7 on the sadness scale strongly indicate the presence of depression in a respondent. 
Data Collection 
To collect data from the five elderly participants in the nursing home, I visited the nursing home one day before the day of test administration and confirmed the time during which they would be willing to take the test the following day. On the scheduled day, I met with each of the elderly participants at a time of their convenience and first provided them with the consent form followed by the test instrument. After providing explicit instructions for answering the instrument questions, I provided them with thirty minutes to fill the instrument but provided additional time in case they were not done. Additionally, I asked for their medical records from the nursing home manager. After taking a short break, I engaged each participant in a recorded 15-minute interview in which I asked about their feedback regarding the instrument, their thoughts on how depression can be minimized, and whether they were satisfied with most of their life outcomes. 
For the remaining four elderly participants who were from my area code, I collected the data from their homes during the weekend after confirming that they would be available during these days. Similarly, I visited their residences a day before the day of test administration to confirm the time during which they could conveniently fill the instrument. On the agreed-upon day, I arrived several minutes before the scheduled time and provided each participant with the consent forms and the test instrument forms. Like the other groups of participants, I provided them with thirty minutes to fill the instrument after giving clear instructions on how to answer the test instrument questions, after which we took a short break then embarked on a recorded 15-minute interview. I also asked for any relevant medical records as well as personal information to cross-check the data that they had provided me.
For the nine adolescent participants from local high schools who agreed to meet, data was collected at a location and time of their convenience. Before meeting up with each of them, I made a phone call to discuss details about the specific time and place where we would meet. Subsequently, I arrived at the agreed-upon location several minutes earlier to ensure that I was comfortable enough by the time of their arrival. While I met with four of them at the local park, the remaining five agreed to meet me at a local shopping mall. When each of the participants arrived, I expressed my gratitude for their participation in the research and ensured they were comfortable and well aware of all the relevant details of the research before offering them the consent form. After they signed, I provided them with thirty minutes to complete filling the instrument to the best of their knowledge after providing clear instructions on how to answer the questions. After the thirty-minute duration, I allowed an additional five minutes for those participants who had not completed the test within half an hour. Subsequently, I engaged them in a recorded 15-minute interview in which I asked about their feedback regarding the instrument, their thoughts on how depression can be minimized, and whether they were satisfied with most of their life outcomes. 
For the four adolescent participants who I approached online, I emailed them a copy of the consent form and a separate document providing details about the instrument being used in the research and their involvement in the research. Additionally, I asked for their phone numbers and made separate 30-minute phone calls to each of them to provide additional details about the research and enquire whether they were willing to participate in the research. Subsequently, I provided them with thirty minutes within which they were supposed to fill the instrument online and email me the document containing their responses, which I downloaded and printed. Similarly, I asked them to email me a copy of the consent form which they had signed, which I downloaded and printed. For these individuals, I also requested them to send any available copies of medical records that could confirm their diagnosis of depression. 
Discussion
Strengths and Weaknesses
The instrument adequately includes major signs and symptoms of depression, such as sleep and mood disturbances. Furthermore, the instrument includes the duration during which the respondent experiences these symptoms, which is crucial for the diagnosis of depression. According to the 5th edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-5), a definitive diagnosis of a depressive episode necessitates at least five symptoms for at least two weeks among a group of symptoms ranging from a low mood (DM) and anhedonia (loss of interest or pleasure) to secondary symptoms such as appetite or weight changes, sleep difficulties, psychomotor agitation or retardation, fatigue or loss of energy, diminished ability to think or concentrate (C), feelings of worthlessness or excessive guilt, and suicidality in an all or none (0 or 1) fashion (Tolentino & Schmidt, 2018). This instrument adequately includes these symptoms and the duration within which the respondent has experienced them, which is important for diagnosis. Furthermore, the instrument employs clear and appropriate response choices in the multiple-choice questions. Additionally, the open-ended questions enabled further elaboration from the respondents.
Nonetheless, some of the symptoms of depression can be vague since they typically present in other psychotic conditions such as schizoaffective disorder, as well as other mood disorders such as cyclothymia and dysthymia. This underlines the major weaknesses of the instrument, such as the fact that there are no other clinical confirmatory tests done to confirm the diagnosis of depression in these individuals. Although the diagnosis of depression is mainly based on the presenting signs and symptoms, confirmatory tests such as neuroimaging techniques and blood analysis are often useful in uncovering the cause of depression among individuals. Since this instrument does not account for any clinical tests done to confirm the diagnosis of depression among the respondents, it may be inaccurate in identifying all the individuals who are suffering from the condition. Furthermore, the instrument inadequately assesses the progression of depression among the subjects since the symptoms alone cannot definitively reflect worsening mental states among individuals suffering from depression. Assessing the severity of depression typically requires consistent monitoring of an individual over time, preferably by a medical professional who understands the predicted course of depression among individuals. This may also necessitate clinical tests and interventions, which are not adequately reflected by this instrument.
However, the instrument captures cases of depression due to underlying medical comorbidities in the patients that may contribute to their symptoms or other abnormalities that affect the balance of neurotransmitters in their central nervous system. While some of these conditions can be genetically transferred, some are acquired by individuals suffering from depression throughout their lives. This instrument will help assess whether the underlying cause of depression is one of these medical comorbidities. Similarly, the instrument evaluates whether the underlying depression is due to drug use or medication, which has been associated with increased incidences of mental illnesses such as depression. Consequently, while the instrument can predict the existence of medical comorbidities that could fuel the occurrence of depressive episodes in a patient, it does not separate depression from other conditions with similar symptoms.
The instrument uses a ratio scale with no negative values to predict the presence of depression in a subject based on the common primary and secondary symptoms associated with depression. Furthermore, the open-ended responses provide data regarding the factors contributing to depression in the respondent. Consequently, the instrument measures the existence of depression in a particular respondent as well as the factors that result in depressive symptoms in the respondents. Nonetheless, the validity of the instrument can be improved by using closed questions that specifically target the factors predisposing adolescents and the elderly to depression. Furthermore, correspondence with hospital records from respondents will improve the validity of the data, as well as information on non-verbal features such as the body language of the respondents, which are important in identifying depression in an individual. Peer review will also provide crucial information about the validity of the scale. Scrutiny of experts on the scales used to assess depression will be valuable in identifying the weak points of the instrument as well as its strengths, and how it can be improved. Peer review will also provide support to the findings of the research, challenge the assumptions, methods, and interpretations made while using the instrument, and provide advice regarding better methodologies that could be employed (Brunson, 2017).
Ethical Considerations
During the research, the main ethical considerations mainly centred on informed consent and any physical or emotional harm that could have been encountered by the respondents. Regarding consent, the respondents provided both verbal and written consent after being fully enlightened on all the aspects of the research, such as its purpose and their involvement, as well as any harm that they may encounter by taking part in the research. Before consenting to the research, the respondents were also allowed to ask any questions, which will I answered appropriately. Although no physical harm could be experienced by taking part in the research, the subjects may have experienced emotional harm when describing their depression since they may have been forced to relive unpleasant experiences in their lives. Accordingly, respondents who opted to avoid answering some questions were allowed to skip those questions to avoid unpleasant outcomes due to emotional harm. The respondents were also allowed to stop taking part in the research at any point if they felt that the research would have caused any harm or was not helpful to them. As the researcher, I was liable for any harm that could have been experienced by the respondents.
After the instrument was administered, it was crucial to conceal identity information about the respondents due to the sensitivity of the data collected during the research. The information obtained by this research is primarily personal, which implies that the respondents will be concerned with such data being exposed. As such, the data from the interview recordings was stored in a folder that was encrypted to avoid any unauthorized individuals from accessing personal information about the respondents. The gadgets used in recording the data were also protected using passwords which will be accessible only to individuals used in interpreting the data and other individuals involved in the research. These gadgets were safely stored to avoid being accessed by unauthorized individuals. Likewise, the hard copy documents containing the filled instruments from the participants and the consent forms were stored in a secure locker at a location that was inaccessible to any unauthorized individuals.
Limitations
This research does not identify the differences in the prevalence of depression among other age groups or different genders in society. Since depression is preponderant among female individuals, it would be important to identify which factors contribute to this state of affairs. The research does not evaluate this difference in the prevalence of depression among different genders, which is a major limitation since understanding the cause of this disparity in the occurrence of depression could help determine whether the protective factors that shield a particular gender from depression can be applied to another gender to reduce depression. Likewise, assessing depression among other age groups could be important in evaluating how the prevalence of depression among adolescents and the elderly correlates with the occurrence of this condition among other age groups. In this sense, the utility of this research for future research is undermined by its inability to provide a definitive comparative analysis of the prevalence of depression among all the age groups in society.
The research also includes a small number of participants since the available resources could not allow for a larger population sample. This could be limiting since it implies that the findings from the research cannot adequately reflect the state of depression in the larger segments of the population and other areas of the United States. Furthermore, the research was done within a limited period and therefore only provides a snapshot of the prevalence of depression among the respondents and the factors contributing to it. Another major limitation of the research is that the information was self-reported, which implies that the data obtained cannot be completely verified by the researcher (Brunson, 2017). Moreover, self-reported information can be manipulated by respondents, which indicates the possibility of biased responses especially in the open-ended questions (Brunson, 2017). Similarly, some respondents may use vague language when responding to the questions, which could complicate the interpretation process.
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Appendix
The Instrument
Please fill in the answers to the following questions with correct information.
1. How old are you? …………………. Years.
2. Are you currently studying? ………………….?
3. Do you have any health complications that you are dealing with? …………….
4. On a scale of 1-10, please rate your level of sadness in life. …………
5. Are you currently using any medication or drugs that affect your mood?....
6. Do you experience a lack of sleep, fatigue and low energy? ……………..
Please select either True or False for the following questions.
7. You always experience mood changes in life without a specific reason.
True
False
8. You feel that you have lost interest and pleasure in activities and hobbies you previously enjoyed.
True
False
9. Sometimes you have thoughts of death and suicide attempts as a solution in life for you.
True
False
Please state your level of agreement or disagreement to the following things that you have observed in your life in the last two one week by striking through the letter that corresponds to the correct answer.
10. You are worried about how you will go about handling your adulthood and the responsibilities that come with it.
a. Strongly agree
b. Agree
c. Neutral
d. Disagree
e. Strongly disagree
11. You are sad because you feel neglected and lack people to be close to you all the time as it was previously in your life when you were a young adult.
a. Strongly agree
b. Agree
c. Neutral
d. Disagree
e. Strongly disagree
12. The demands of the education program you are currently undertaking is putting you under pressure and limiting your happiness in life.
a. Strongly agree
b. Agree
c. Neutral
d. Disagree
e. Strongly Disagree
13. You feel that everything that you have done has been a total failure.
a. Strongly agree
b. Agree
c. Neutral
d. Disagree
e. Strongly Disagree
Please answer the following question by filling in the spaces provided below each question to the best of your knowledge and how you deem it fit.
14. Which factors in your life do you think are making you sad and denying you peace of mind? ………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………….

15. Do you think this questionnaire has asked enough questions regarding depression? Please elaborate.
………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

16. Would you please share any thoughts regarding the origins of depression among adolescents and the elderly in society?
…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

