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Abstract
Promotion of good mental health, prevention, and early intervention before/at the onset of mental disorders improve outcomes.
However, the range and peak ages at onset for mental disorders are not fully established. To provide robust, global epidemiological
estimates of age at onset for mental disorders, we conducted a PRISMA/MOOSE-compliant systematic review with meta-analysis
of birth cohort/cross-sectional/cohort studies, representative of the general population, reporting age at onset for any ICD/DSM-
mental disorders, identified in PubMed/Web of Science (up to 16/05/2020) (PROSPERO:CRD42019143015). Co-primary
outcomes were the proportion of individuals with onset of mental disorders before age 14, 18, 25, and peak age at onset, for any
mental disorder and across International Classification of Diseases 11 diagnostic blocks. Median age at onset of specific disorders
was additionally investigated. Across 192 studies (n= 708,561) included, the proportion of individuals with onset of any mental
disorders before the ages of 14, 18, 25 were 34.6%, 48.4%, 62.5%, and peak age was 14.5 years (k= 14, median= 18, interquartile
range (IQR)= 11–34). For diagnostic blocks, the proportion of individuals with onset of disorder before the age of 14, 18, 25 and
peak age were as follows: neurodevelopmental disorders: 61.5%, 83.2%, 95.8%, 5.5 years (k= 21, median=12, IQR= 7–16),
anxiety/fear-related disorders: 38.1%, 51.8%, 73.3%, 5.5 years (k= 73, median= 17, IQR= 9–25), obsessive-compulsive/related
disorders: 24.6%, 45.1%, 64.0%, 14.5 years (k= 20, median= 19, IQR= 14–29), feeding/eating disorders/problems: 15.8%,
48.1%, 82.4%, 15.5 years (k= 11, median= 18, IQR= 15–23), conditions specifically associated with stress disorders: 16.9%,
27.6%, 43.1%, 15.5 years (k= 16, median= 30, IQR= 17–48), substance use disorders/addictive behaviours: 2.9%, 15.2%,
48.8%, 19.5 years (k= 58, median= 25, IQR= 20–41), schizophrenia-spectrum disorders/primary psychotic states: 3%, 12.3%,
47.8%, 20.5 years (k= 36, median= 25, IQR= 20–34), personality disorders/related traits: 1.9%, 9.6%, 47.7%, 20.5 years (k= 6,
median= 25, IQR= 20–33), and mood disorders: 2.5%, 11.5%, 34.5%, 20.5 years (k= 79, median= 31, IQR= 21–46). No
significant difference emerged by sex, or definition of age of onset. Median age at onset for specific mental disorders mapped on a
time continuum, from phobias/separation anxiety/autism spectrum disorder/attention deficit hyperactivity disorder/social anxiety
(8-13 years) to anorexia nervosa/bulimia nervosa/obsessive-compulsive/binge eating/cannabis use disorders (17-22 years), followed
by schizophrenia, personality, panic and alcohol use disorders (25-27 years), and finally post-traumatic/depressive/generalized
anxiety/bipolar/acute and transient psychotic disorders (30-35 years), with overlap among groups and no significant clustering.
These results inform the timing of good mental health promotion/preventive/early intervention, updating the current mental health
system structured around a child/adult service schism at age 18.

Introduction

Individuals with mental disorders have a decreased life
expectancy of 10–15 years in comparison with the general
population [1–4]. Early interventions at the first onset of
mental disorders can improve several outcomes [5, 6].
Primary indicated prevention in those at clinical high risk
has the potential to alter the course of the disorder and
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seen in adulthood show a peak of onset before age 18, such
a bifurcated mental health system is not evidence-based and
may disadvantage individuals with developmental disorders
from accessing and receiving adequate and continuous care
[62]. Moreover, most psychiatry training programmes fail to
target the transition period from childhood and adolescence
to adult psychiatry [63]. Although many mental health
services have tried to address this discontinuity of care
[63, 64], significant gaps remain. Future mental health
reforms could leverage and refine clinical high-risk services
for young people at risk of psychosis, which typically
accepts referrals aged 14–35 years and therefore provide
essential transitional care to this vulnerable young popula-
tion [15, 17, 58].

This study has several limitations. First, data were too
sparse to calculate country-specific estimates. However, the
database included many countries worldwide, and,

therefore, the estimates provided are largely representative
of the global general population. Second, the 95% con-
fidence interval for some estimates were broad since ana-
lyses for some disorders were based on few studies. Third,
data were heterogeneous, making traditional meta-analytic
techniques unfeasible. We, therefore, applied advanced
meta-analytic techniques, including bootstrap methods that
helped to address this shortcoming and provide unified
outcomes across all mental disorders. Fourth, our quality
assessment was non-standardised because appropriate vali-
dated measures were not available. However, we per-
protocol included the highest-quality studies to study age at
onset according to previous recommendations [30]. Fifth,
the definition of age at disorder onset was heterogeneous;
we addressed this issue via sensitivity analyses. Sixth, we
were not able to account for and differentiate among
comorbid and standalone diagnoses. Sixth, we were not able

Fig. 4 Meta-analytic distribution of age of onset for specific mental disorders blocks. Meta-analytic epidemiological proportion (y-axis) and
peak age at onset (red line) for disorders due to substance use or addictive behaviour, personality, mood, and schizophrenia-spectrum and primary
psychotic disorders (ICD-11 blocks) in the general population, with 95%CIs (pink shadows).
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Peak age at
onset

Onset by 14 
yrs

Onset by 18 
yrs

Onset by 25 
yrs

First 
symptoms

19.5 12.2% 26.1% 51.7%

First 
diagnosis

20.5 2.2% 10.7% 33.3%

Solmi et al. Mol Psychiatry 2022;27:281-95

Meta-analytic distribution of age of onset for mood disorders



Gap fra incidenza e riconoscimento

Ciò	che	accade

• Esordio concentrato tra i 15 e i 25 anni

• Fase di massima transizione scolastica, 
lavorativa e relazionale

• Elevato impatto funzionale già al primo 
episodio

Perché	sfugge

• Caratteristiche cliniche peculiari, distanti 
dal quadro classico

• Confusione con la "crisi tipica 
dell'adolescenza"

• Sintomi attribuiti al carattere o al contesto



La depressione nei giovani adulti: prevalenza e divario di genere

Prevalenza di depressione per età e sesso (%)

26,5%

19,0%

13,8%
10,6%

12,2%
14,3%

7,9%
6,5%

0%

10%

20%

30%

12-19 anni 20-39 anni 40-59 anni 60 anni e oltre

Femmine Maschi

NHANES, agosto 2021 - agosto 2023; depressione rilevata con PHQ-9 ≥ 10

332	milioni
di persone con disturbo depressivo nel mondo nel 2021; il 
60 % sono donne

20-24	anni
la fascia con il picco di prevalenza e di burden del disturbo 
depressivo

2,2	:	1
rapporto femmine/maschi a 12-19 anni (26,5 % vs 12,2 %); 
scende a 1,3 : 1 fra i 20 e i 39 anni

Brody and Hughes. NCHS Data Brief 2025;527:1–11
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Abstract: Adolescent depression is a worldwide public health concern and has contributed to
significant socioeconomic burden. Investigating the association between time spent on social media
(TSSM) and depression may provide guidance toward the prevention and intervention of adolescent
depression. However, related literature reported mixed findings in terms of the relationship between
TSSM and depression in adolescents. Hence, we conducted a comprehensive dose–response meta-
analysis to clarify this issue. We conducted a systematic title/abstract and topic search of the relative
terms in Web of Science, PubMed, PsycINFO databases through 9 January 2022. Odd ratios (ORs)
were used to examine the pooled effect size of the association between TSSM and risk of depression.
Dose–response analysis was evaluated by a generalized least squares trend estimation. Twenty-one
cross-sectional studies and five longitudinal studies including a total of 55,340 participants were
included. Overall, more TSSM was significantly associated with a higher risk of depression symptoms
(OR = 1.60, 95%CI: 1.45 to 1.75) with high heterogeneity (Q(29) = 105.9, p < 0.001; I2 = 72.6%). The
association was stronger for adolescent girls (OR = 1.72, 95%CI: 1.41 to 2.09) than boys (OR = 1.20,
95%CI: 1.05 to 1.37). Five studies with seven reports were included in dose–response analysis. There
was a linear dose–response association of TSSM and risk of depression. The risk of depression
increased by 13% (OR = 1.13, 95%CI: 1.09 to 1.17, p < 0.001) for each hour increase in social media use
in adolescents. TSSM is associated with depression in a linear dose–response and gender-specific
manner, which suggests the need for better monitoring of adolescent social media use. However,
motivation, content, and engagement on and exposure to social media use may also be important
contributing factors, making it necessary to interpret the current findings with caution. Therefore,
further research is required to clarify not only the causal link between TSSM and depression by
randomized control studies but also the influence of other factors, such as active vs. passive social
media use or different types of engagement or environments in which social media is used.

Keywords: social media use; depression; adolescents; meta-analysis; dose–response

1. Introduction
Social media, also known as social networking, are internet-based interactive platforms

where individuals and communities share and communicate [1,2]. In society today, children
and adolescents grow up having both in-person and virtual social connections through
social media (e.g., Facebook, Instagram, and WeChat) [3]. This continually emerging

Int. J. Environ. Res. Public Health 2022, 19, 5164. https://doi.org/10.3390/ijerph19095164 https://www.mdpi.com/journal/ijerph
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cents. For samples in which gender was examined separately, there were linear associa-
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Specifically, the risk of depression increased by 13% (OR = 1.13, 95%CI: 1.08 to 1.16, p < 
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3.5. Dose–Response Association between TSSM and Risk of Depression
Five studies [6,17,19,20,54] (seven reports) were included for the dose–response anal-

ysis. The results showed a total linear association between TSSM and risk of depression
(p = 0.888 for non-linearity, p < 0.001 for linearity; see Figure 4) with high heterogeneity
between studies (Q = 70.33, p < 0.001). The risk of depression increased by 13% (OR = 1.13,
95%CI: 1.09 to 1.17, p < 0.001) for each hour increase in social media use in adolescents. For
samples in which gender was examined separately, there were linear associations between
TSSM and depression for both girls and boys (p = 0.720 for non-linearity). Specifically, the
risk of depression increased by 13% (OR = 1.13, 95%CI: 1.08 to 1.16, p < 0.001) for girls and
by 9% (OR = 1.09, 95%CI: 1.03 to 1.15, p = 0.002) for boys for each hour increase in social
media use in adolescents.
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Figure 4. The generalized least squares trend estimated dose–response of time spent on social media
and risk of depression in adolescents. Time of social media use was modelled with a restricted cubic
spline in a two-stage random-effects dose–response model. The ORs are plotted on the log scale. Dashed
lines represent the 95%CIs for the spline model. No social media use served as the referent category.
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Fattori di rischio

Riduzione dell'efficienza
scolastica
Interruzione di frequenza, esami 
rimandati, perdita di 
progettualità

Inversione del ritmo 
sonno-veglia
Veglia notturna e sonno diurno, 
con isolamento che si 
autoalimenta

Uso eccessivo dello 
smartphone
Unico canale relazionale residuo 
più che causa del ritiro



Disturbi del sonno



Riduzione delle 
performances

Uso di stimolanti

Consumo 
alimenti/bevande 

zuccherini

Aumento di 
peso/obesità

Ansia e 
depressione



Qualità del sonno in base al genere 
nell’adolescenza

https://www.meyer.it/index.php/newsletter/dicembre-2015/613-il-poco-sonno-degli-adolescenti

dati ARS Toscana, 15 dicembre 2015



Sonno notturno e ideazione suicidaria
1402 adolescenti delle scuole superiori, età media 16,2 anni

PSQI: punteggio medio per sottodominio (0-3, valori alti = sonno peggiore)

0,94 0,92 0,91
1,03 1,03

1,24

1,62
1,50

1,13 1,18
1,03

1,23

0

0,5

1

1,5

2

Latenza * Disturbi notturni * Disfunzione
diurna *

Uso di ipnotici * Durata (ns) Qualità soggettiva
(ns)

Senza ideazione suicidaria (n = 1107) Con ideazione suicidaria (n = 295)

* differenza significativa (p ≤ .05, corretta Holm-Bonferroni) · ns = non significativa

21	%
degli adolescenti riferisce ideazione suicidaria 
nell'ultimo mese (295/1402)

83,4	%	vs	66,3	%
cattivi dormitori (PSQI > 5) nel gruppo con vs senza 
ideazione suicidaria (PSQI totale 7,80 vs 6,22)

OR	1,41
per il sottodominio disturbi del sonno notturni (IC 95 % 
1,15-1,77), indipendente dagli altri fattori di rischio

Gesi et al. Sleep Med. 2025;137:106897



Quando la depressione nasconde un esordio bipolare

Esordio precoce

Primo episodio in adolescenza o nella prima 
giovinezza

Caratteristiche atipiche

Ipersonnia, iperfagia, reattività dell'umore, 
labilità

Caratteristiche psicotiche

Deliri o allucinazioni nel contesto 
dell'episodio depressivo

Familiarità positiva

Storia familiare di disturbo bipolare o di 
disturbi affettivi maggiori



Conversione da depressione maggiore a disturbo bipolare

13,80	%
convertito a disturbo bipolare in 11 anni (14.187 su 
130.793; IC 95 % 13,54-14,06)

Kung et al. Eur Child Adolesc Psychiatry 2024;33:3625-3635

3630 European Child & Adolescent Psychiatry (2024) 33:3625–3635

the observation period (11 years), which is almost double 
that reported in a previous nationwide study in Korea [24]. 
However, the age range of our sample was broader (includ-
ing adolescents) than that of the Korean study, which only 
included young adults. In addition, the average follow-up 
period of the Korean study was 3.26 years. Previous studies 
have concluded that the risk of BD conversion has a linear 
relationship with time [1, 10, 14]. However, these studies 
had relatively small sample sizes (ranging from 74 to 309 
individuals). We used a nationwide dataset and found that 
the risk was highest in the first year after MDD diagnosis 
and decreased in subsequent years, representing a quadratic 
(rather than linear) relationship.

For adolescents and young adults diagnosed with MDD, 
the BD conversion rate was the highest in the first year and 
declined with time. In addition to intensive follow-up and 

greater participant retention [36], we considered that age 
and treatment resistance may contributed to this finding, 
while the potential mechanisms are complex. A systematic 
review reported that younger age of onset is a risk factor 
of treatment-resistance [34]. Therefore, our study popula-
tion may be more vulnerable to treatment resistance than the 
adult population. This also explained the decreasing trend of 
diagnostic conversion with time. Besides, Danish [33] and 
Korean [23] nationwide cohort studies reported that the con-
version rate plummeted between the first and second years, 
and then decreased to a lesser extent in subsequent years. 
Our cumulative conversion rate is higher than the Danish 
data, probably because we focused on adolescents and young 
adults; these ages represent the times of peak conversion. 
Interestingly, another national cohort study in England found 
a conversion rate that followed a linear function with age in 

Table 2  Conversion rate from MDD to BD

MDD major depressive disorder, BD bipolar disorder, CI confidence interval

Time from baseline 
(years)

Estimated conversion rate (%, 
95% CI)

Difference in annual conversion 
rate (%)

Cumulative number of con-
verters (%)

Difference in 
annual convert-
ers (%)

1 4.50 (4.39–4.61) 4.50 5885 (41.48%) –
2 6.31 (6.18–6.45) 1.81 8186 (57.70%) 2301 (16.22%)
3 7.74 (7.59–7.88) 1.43 9859 (9.49%) 1673 (11.79%)
4 8.86 (8.70–9.02) 1.12 11,083 (78.12%) 1224 (8.63%)
5 9.81 (9.64–9.98) 0.95 12,029 (84.79%) 946 (6.67%)
6 10.68 (10.51–10.86) 0.87 12,795 (90.19%) 766 (5.40%)
7 11.39 (11.21–11.58) 0.71 13,315 (93.85%) 520 (3.67%)
8 12.12 (11.92–12.31) 0.73 13,725 (96.74%) 410 (2.89%)
9 12.74 (12.53–12.95) 0.62 13,974 (98.50%) 249 (1.76%)
10 13.37 (13.14–13.61) 0.63 14,137 (99.65%) 163 (1.15%)
≥ 10 13.80 (13.54–14.06) 0.43 14,187 (100.00%) 50 (0.35%)

• Età precoce alla diagnosi
• Storia familiare di disturbo bipolare
• Resistenza agli antidepressivi
• Personalità di cluster B

Predittori di bipolarità



Cosa indagare attivamente in anamnesi

Periodi, anche brevi, di elevazione del tono dell'umore

Episodi ipomaniacali sotto-soglia, spesso non riferiti spontaneamente perché vissuti come benessere

Oscillazioni cicliche del quadro

Andamento ricorrente, stagionalità, viraggi in corso di trattamento antidepressivo

Caratteristiche temperamentali specifiche

Temperamento ipertimico, ciclotimico o irritabile come substrato di base



Famiglia Scuola

Trattamento 
psicologico e/o 
farmacologico

Trattamento integrato



Focus Action Responsibility 

Moderate to 
severe 
depression (5- to 
11-year-olds) 

Family-based IPT, family therapy (family-focused 
treatment for childhood depression and systems 
integrative family therapy), psychodynamic 
psychotherapy, or individual CBT 

With or without fluoxetine 

Tier 2 or 3 

Moderate to 
severe 
depression (12- 
to 18-year-olds) 

Individual CBT 

With or without fluoxetine 

If shared decision making based on full assessment 
(including maturity and developmental level) 
indicates needs not met, IPT-A, family therapy 
(attachment-based or systemic), brief psychosocial 
intervention or psychodynamic psychotherapy 

With or without fluoxetine 

Tier 2 or 3 

Depression 
unresponsive to 
treatment/
recurrent 
depression/
psychotic 
depression 

Intensive psychological therapy 

With or without fluoxetine, sertraline, citalopram, 
augmentation with an antipsychotic 

Tier 3 or 4 

Abbreviations: CBT, cognitive–behavioural therapy; IPT, interpersonal psychotherapy; IPT 
A, IPT for adolescents; NDST, non-directive supportive therapy. 

June 2019 – terminology is under revision and may change in the future in line with NHS 
England's Future in Mind and the Care Quality Commission's report Are we listening. We 
have retained the tiers terminology and will revise this when we update the 2005 
recommendations. 

The guidance follows these 5 steps: 

1. Detection and recognition of depression and risk profiling in primary care and community 
settings. 

2. Recognition of depression in children and young people referred to Children and Young 
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services. [2005] 

1.1.34 A child or young person with depression should be offered advice on the 
benefits of regular exercise and encouraged to consider following a 
structured and supervised exercise programme of typically up to 
3 sessions per week of moderate duration (45 minutes to 1 hour) for 
between 10 and 12 weeks. [2005] 

1.1.35 A child or young person with depression should be offered advice about 
sleep hygiene and anxiety management. [2005] 

1.1.36 A child or young person with depression should be offered advice about 
nutrition and the benefits of a balanced diet. [2005] 

1.2 Stepped care 
The stepped-care model of depression draws attention to the different needs of children 
and young people with depression – depending on the characteristics of their depression 
and their personal and social circumstances – and the responses that are required from 
services. It provides a framework in which to organise the provision of services that 
support both healthcare professionals and patients and their parents or carers in 
identifying and accessing the most effective interventions (see table 1). 

Table 1 The stepped-care model 

Focus Action Responsibility 

Detection Risk profiling Tier 1 

Recognition Identification in presenting children or young people Tiers 2 to 4 

Mild depression 
(including 
dysthymia) 

Watchful waiting 

Digital CBT, group CBT, group IPT or group NDST 

If shared decision making based on full assessment 
(including maturity and developmental level) 
indicates needs not met, individual CBT or 
attachment-based family therapy 

Tier 1 

Tier 1 or 2 

Depression in children and young people: identification and management (NG134)
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iCBT erogata da AI o da psicoterapeuta: efficacia

PHQ-9: punteggio medio (0-27) nei tre gruppi

9,37

7,00 7,13

9,78

7,37

5,07

11,17
10,40 10,40

4

6

8

10

12

Baseline 2 settimane 4 settimane

AI (chatbot) Counselor umano Controllo (lista d'attesa)

Wu et al. BMC Psychiatry 2026;26:239

Riduzione della severità dei sintomi depressivi nel tempo



facilità di accesso scarsa empatia

anonimato e tutela della privacy ridotta comprensione emozioni  
dell'utente

ridotto senso di vergogna rigidità

iCBT erogata da AI: impressioni post-intervento

Wu et al. BMC Psychiatry 2026;26:239
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