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Abstract
This thesis examines the well established finding that women are more likely to be
diagnosed with depression than are men. The finding of a gender difference in
depression has challenged many researchers and produced a range of biological,
psychological and sociological explanations. The research presented here examines
the gender difference in depression in a way that locates individuals in their
interpersonal context.

The thesis begins with an exploration of the historical and theoretical context in which
gender differences are located. A series of three studies is then presented that identify
and explore an understanding of context, moving from a broad perspective to a very
detailed focus on specific experiences. In the first study, multidimensional scaling
analyses identified gaps concerned with contextual understandings of depression and
lead to a discussion of the impact of the dominant individualistic medical model. It is
proposed that whilst the medical model has lead to considerable advances in the
understanding and treatment of depression one of the disadvantages of this model is
that it takes an intrapsychic perspective on illness. The intrapsychic perspective
deflects attention from the broader life situation of the depressed person. The social
and interpersonal contexts in which depressive symptoms occur have received limited
recognition and acknowledgment in research and treatment.

From this broad perspective, the second study focused more specifically on variables
associated with the interpersonal context. The third study focused more directly by
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examining in detail the lived experience of a small group of couples, each with one
depressed partner.

Through the development of the three studies, gaps in theorising are highlighted and
variables that may contribute to a more systemic understanding of gender difference
are identified. The thesis includes an exploration of the perspective of depressed
individuals and their partners who contribute their lived experience to the evolving
knowledge. The accumulative findings of the three studies have resulted in the
development and presentation of a new interpersonal model of causality and
maintenance that offers a meaningful, contemporary explanation of gender differences
in depression.
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Chapter 1
Thinking about Depression: “it’s a serious illness”

“When it really hits you’re just…you’re not yourself, you
don’t want to do anything” (Research participant, AM, 2010)

1.1. Introduction

The finding that women are more likely than men to be diagnosed with depression has
challenged many researchers and produced a range of biological, psychological and
sociological explanations. A frequently cited, definitive epidemiological study
documenting the higher prevalence of depression in women in community and clinical
samples was published more than thirty years ago (Weissman & Klerman, 1977). This
thesis aims to explore the body of knowledge that has evolved to understand this well
established finding. The aim is then to clarify the current understanding of the gender
difference and to explore what is missing in current thinking. This thesis argues that the
interpersonal context receives limited attention in current research agendas. Through
the development of a series of three research studies, gaps in theorising are identified
and variables that may contribute to a more systemic understanding are considered.
The thesis includes an exploration of the perspective of depressed individuals and their
partners who contribute their lived experience to the evolving knowledge. The
contribution of the findings of these three studies to the development of an interpersonal
model of depression is explored.
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In order to understand the challenge of the gender difference, it is necessary to look at
the meaning of the term ‘depression’. ‘Depression’ is a word that exists both in popular
culture and in the medical language of illness. ‘Clinical depression’ describes
‘depression’ that meets psychiatric criteria (see section 1.2). For the purpose of this
thesis the word ‘depression’ will be used to refer to ‘clinical depression’. Clinical
depression is one of the most common of all mental health problems. It is so prevalent
that it has been referred to as the “common cold” of mental illness (Turnbull, 1991).
Clinical depression, more formally, is described as a state in which persistent low mood
or loss of interest occurs in conjunction with other physical signs such as difficulties
sleeping, poor appetite, impaired concentration, and feelings of hopelessness and
worthlessness. Major depressive disorder affects approximately 121 million people
world wide (World Health Organisation, 2006). It has a serious impact on lost
productivity in the workplace with estimates in excess of $36 billion annually for salary
equivalent costs (Kessler et al., 2006). A recent World Health Organisation projection
for the year 2020 estimates that, of all diseases, depression will impose the secondlargest burden of ill health worldwide (Murray & Lopez, 1996).

The current understanding of depression recognises that it is typically a recurrent
condition characterised by intermittent symptoms as well as full-blown relapses (Judd,
et al., 1998). 75% of people who experience depression have more than one episode
(Boland & Keller, 2009). Once depressed individuals enter treatment, they are likely to
spend 20% of their lives depressed (Angst, 1986). Most people experience their first
episode before their late 20s with a third experiencing episode onset before the age of
21 (Weissman, Bruce, Leaf, Florio, & Holzer, 1991; Judd, 1997). This early age of
onset would be expected to shape the trajectory of early adult transitions and the
resolution of developmental tasks (Coyne & Benazon, 2001). Despite the volume of
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research currently available on depression, the difference in prevalence between men
and women is far from being understood (Johansson, Bengs, Danielsson, Lehti,
Hammarstrom, 2009).

One of the most challenging unexplained facts is the finding that women are diagnosed
with depression more frequently than men. The finding that women are twice as likely
as men to experience a lifetime episode of major depression has been described as the
most robust in all of psychiatric epidemiology (Cyranowski, Frank, Young, & Shear,
2000). It has also been described as “one of the major unsolved problems” (Bebbington
et al., 1998, p9). Whilst some researchers have devoted a significant part of their
careers to this apparent mystery, others have dismissed it as reflecting different forms of
expression in men and women of the same underlying problem. Despite the lack of a
satisfactory explanation for this well established finding, the nature of the gender
difference has been well documented. This gender difference begins in adolescence,
persists through adulthood, and occurs across many countries and cultures (Hankin &
Abramson, 2001). The implications of this gender difference are significant, with
unipolar major depression being the leading source of disability for females aged five
years and older worldwide (Murray & Lopez, 1996). Since the onset of depression
typically precedes the choice of a partner and childbearing, the mental health of entire
families is significantly at risk (Blehar & Keita, 2003).

1.2. Conceptualising Depression

A challenge for research on depression is that the meaning of the term varies according
to the context in which it is used. In psychiatry, the term is used as a diagnostic label to
describe a mental disorder or illness. In this usage, it has a categorical meaning,
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describing a condition that is either present or absent. The word “depression” is also
often used to describe low mood, dysphoria or psychological distress. The term has
also become part of everyday usage, with individuals describing themselves as “feeling
depressed”. As stated, this thesis will focus on clinical depression. Most research
studies in the area adopt a medical definition. This understanding involves psychiatric
classification systems such as DSM IV-R (WHO, 2000) and ICD 10 (WHO, 1992)
which specify criteria for disorders that have a disturbance in mood such as major
depression and dysthymia. The DSM-IV-TR classifications of depression and the
criteria for major depression are outlined in the following tables.

Table 1
DSM-IV-R Classification of Depression
Classification by symptoms:
Major depressive disorder (major depression)
Dysthymia
Depressive disorder not otherwise specified
Classification by aetiology:
Depressive disorder due to a general physical condition
Substance-induced depressive disorder

Table 2
DSM-IV-R Criteria for Major Depression
Five or more of the following symptoms, one of which should be depressed mood or
anhedonia must be present for at least two weeks
depressed mood
loss of pleasure in usual activities (anhedonia)
feelings of worthlessness or inappropriate guilt
inability to concentrate
fatigue or loss of energy
insomnia or hypersomnia
psychomotor agitation or retardation
significant weight loss or gain
recurrent thoughts of death or suicide
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There have been many criticisms of these classification systems associated with
attempts to categorise disorders on the basis of consensus of expert opinion. The
current diagnostic categories have been criticised as being more concerned with issues
related to reliability and validity of diagnostic categories of depression than with the
subjective meaning of depression (Brownhill, Wilhelm, Barclay, & Schnied, 2005). For
example, the diagnosis of major depression has been described as a nonspecific
classification comprising numerous depressive conditions which are differentially
responsive to varying treatment modalities (Baumeister & Parker, 2011). The criteria
used to define depression are focused on the individual symptoms of the person
diagnosed, independent of the relational or social context in which the depressed person
exists. Despite these criticisms, the use of these classification systems underpins
current practice in psychiatry. Classification and broader issues associated with the
current understanding of the term “depression” will be explored in detail in Chapter 2.

The medical construction is just one narrative or story about the experience of
depression but it is currently dominant and prioritised over others. It has been argued
that the medical narrative has master status in the modern period (Frank, 1995).
Acceptance of this model has positive and negative implications. The medical narrative
can be helpful to those seeking meaning for their suffering. It legitimises their
experiences as ‘real’, may reduce stigma, and provides options for change in the form of
medication or behavioural treatment methods. The biomedical explanatory model is
reinforced by the popular media and readily embraced to the extent that it may obscure
consideration of other relevant influences (Schrieber & Hartrick, 2002). While the
adoption of the biomedical model has some advantages, it is also associated with
significant problems. It can, at the same time, individualise, decontextualise, and
depoliticise experiences (McKenzie-Mohr & Lafrance, 2011). It shifts ownership of the
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problem away from the individual to the medical practitioner and focuses on somatic
symptoms rather than the holistic experience (including problematic life experiences).
This focus excludes the possibility of understanding depression as a relational
phenomenon (Schreiber & Hartrick, 2002). In this way, the dominant model shapes the
perception of depression and influences what is included and what is omitted in our
understanding.

The medical construction positions depression within the individual. It conceptualises
depression as a clinical problem contained within a person experiencing a mental
illness. Recently, psychology has offered an alternative perspective to the biomedical
model, emphasising a cognitive-behavioural explanation and treatment for what are
conceptualised as maladaptive cognitions within the individual. One result of the
dominance of medical and cognitive behavioural theories has been that the social
context in which depressive symptoms occur has received limited acknowledgment.
These approaches have been criticised by feminist researchers who argue that both
biomedical and psychological theories decontextualise what is often a social problem,
“simply acting to legitimise expert intervention, whilst negating the political, economic
and discursive aspects of women’s experience” (Ussher, 2010, p15). A similar criticism
has been offered by interpersonal theorists (Coyne, 1999).

Missing or peripheral to these theories is the role of partners or other family members.
Even when the role of ‘significant other’ is acknowledged, the role is often reduced to
that of contributing to the depressed person’s distress or being adversely affected by the
depressed person’s behaviour.
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Research in this area is embedded in a positivist approach, privileging quantitative
research design. There has been little consideration of what individuals themselves
experience as depression or of the meaning those experiences have for them (Brownhill,
et al., 2005).

1.3. Depression in Context

This thesis argues that the dominant medical model decontextualises depression. It
omits or minimises consideration of the environment and close relationships in which
the depressed person is situated. When attention is given to the context it is primarily in
terms of identifying causal influences or the impact of depression on others. The
majority of theories put forward to explain the gender difference in depression
acknowledge contextual influences in this limited way. This neglect of a detailed
analysis of context leads to the omission of information and skews our theorising about
depression and the documented gender difference.

The argument for a different way of thinking about psychopathology involving the need
for a more interactional perspective has been strongly made by researchers with an
interpersonal perspective (Coyne, 1999). Such an approach requires that researchers
and clinicians move beyond a focus on experienced symptoms and behavioural
manifestations of depression in isolation to look at how they might be understood when
the interpersonal environment is taken into account (Coyne, 1999).
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1.4. Locating Significant Others in Depression

Depression has an impact on the social and emotional functioning of people who live
with a depressed person (Coyne, et al., 1987). Studies have focused on variables such
as burden and psychological distress with 40% of partners meeting criteria for needing
psychological intervention (Coyne et al, 1987). Our current medicalised understanding
of depression defines the roles available to significant others in the lives of depressed
individuals in a very restricted way. At this point in time, the dominant role is that of
carer. There are now multiple resources in the field of health care including, carer
consultants, carer support groups and carer directed literature. Most of these resources
are directed towards helping “carers” (partners, parents, other family members, or
friends) to cope better with the depressed person’s illness and to provide more effective
support. Whilst the primary articulated rationale is to be family inclusive and develop
partnerships for treatment, arguably, a powerful driving force is to augment the under
resourced health care system. The concept of carer has been embraced by family
members, in part because it acknowledges the demands placed on them by the impact of
living with someone diagnosed with depression. This is a positive progression from the
notion of a family member as “depressogenic”, i.e. causal to the experience of
depression. However, this dominance of the carer model for family members distracts
from exploring other possibilities.

There are numerous proponents of an interpersonal perspective who argue that
consideration of the interpersonal context in which depression occurs is fundamental to
our understanding. It is suggested that the interpersonal context affects whether a
person becomes depressed, the person’s subjective experience while depressed, and the
behavioural manifestations and resolution of the disorder. At another level again is the
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awareness that the interpersonal context involves an interaction between the depressed
person and significant others in a way that exerts reciprocal influences on one another
(Davila, 2001). ‘An interactional perspective not only addresses the interpersonal
impact of depressed persons but also calls for an exploration of the mutually causative,
reciprocal processes occurring between depressed persons and others’ (Joiner, Coyne, &
Blalock, 1999, p5).

1.5. Explaining the Gender Difference in Depression

The popular ‘carer’ label given to significant others would also be expected to have an
impact on theorising about the gender difference in depression. Numerous theories
have been proposed to explain the gender difference in depression. Biological
explanations remain popular, along with a variety of psychological variables and social
influences. As the majority of theories derive from a medical understanding of
depression this would be expected to influence what is included and what is omitted.

1.6. Understanding Gender

Just as the meaning of depression is often assumed, so the meaning of gender is rarely
questionned. In most research developed within the positivist scientific method, gender
is defined solely in terms of the individual’s sex of assignment, as either male or female.
It is an implicit synonym for sex differences (Addis, 2008). It will be primarily used in
that way in this thesis as this is consistent with most of the research being explored. It
is, however, important to acknowledge that there are other ways of thinking about
gender. From a social constructionist perspective, this conceptualisation of gender often
obscures dimensions which are important, for example, from a feminist perspective
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(Stoppard, 2000). When gender is conceptualised only as an individual characteristic,
social-cultural differences in the everyday experiences of men and women, and the
impact of language and cultural understandings, are not acknowledged. It is important
to recognise that the positivist construction of gender has implications for what is
included and what is omitted in research agendas.

1.7. Thesis Aims

This thesis looks at the question of why it has been so difficult to develop a satisfactory
explanation for the consistent finding of a gender difference in depression. It argues
that in order to understand this “unsolved problem”, it is necessary to overt and clarify
some of the concepts and assumptions involved. It explores current understandings of
depression and the implications for how researchers attempt to explain the documented
gender difference in depression.

More specifically, this thesis aims to

1. look at the current understanding of the gender difference in depression;
2. explore the historical and theoretical contexts that have contributed to the
current dominant model;
3. examine the ways in which this model shapes professional understanding;
4. consider theories of the gender difference which derive from the current
dominant model of depression;
5. ask whether the model which dominates current research and practice results in
gaps in this knowledge;
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6. explore what is missing in current research and lay thinking in terms of the
consideration of the social context and relationships;
7. propose a model which contributes to a better understanding of the gender
difference in depression.

These aims will be achieved by an intensive review of the relevant literature and three
related research studies. The first study explores gaps in the existing theories of the
gender difference in depression. The second identifies variables which contribute to an
interpersonal understanding of depression. The third study directly addresses the
experience of couples living with depression. This thesis will use the term “couples” to
refer to heterosexual partners living in a committed relationship.

1.8. An Overview of the Thesis

In the next chapter, Chapter 2, the need to understand the proposed gender difference in
the context of a broader understanding of depression is highlighted. It outlines what is
currently known about the gender difference in depression and places this knowledge in
its historical and theoretical contexts. Depression has been a documented aspect of
human experience for centuries but accounts over time have varied significantly. Even
in recent times when depression has been defined by psychiatric classification systems
it will be argued that it has not been a stable concept, rather it has varied considerably
with each classification revision. Theories of the gender difference in depression would
be expected to be influenced by the dominant construction of depression at the time.
Despite this variability, depression continues to be primarily situated in a
medical/psychiatric model, defined as an illness concept focused on a feeling state of
the individual, with limited acknowledgement of the interpersonal or social context.
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The thesis moves, in Chapter 3, to outline and examine a range of current theories
proposed to explain the gender difference in depression. These theories were sourced
through an intensive review of the literature and popular psychological and medical data
bases. The focus is primarily on psychological and social theories although a brief
overview of other physiological theories is presented. Whilst acknowledging the
importance of physiological factors the decision was made to explore in detail the
impact of other influences, particularly contextual factors, as one of the aims of the
research was to determine the extent to which such factors are included in theory.

This summary of the theories of the gender difference in depression is followed by
Chapter 4 which reports on Study 1, a multidimensional scaling study. This study looks
at the relationships between the theories outlined in Chapter 2. It describes a research
approach aimed at achieving an integration of the available theoretical explanations of
the gender difference in depression which allows for a more systematic form of
classification and the identification of gaps in theorising.

Subsequently, Chapter 5 focuses on the theoretical gaps identified in Chapter 4. Most
significantly, it focuses on the way in which the interpersonal context is considered in
theories of depression, particularly on what is known about gender issues. It reviews
the way in which a range of theories with an interpersonal focus have examined the
impact of the depressed individual’s behaviour on significant others and the way in
which interpersonal stress has been seen to have an effect on the depressed person. An
interactional perspective is proposed suggesting that the locus of a disorder may be
within the relationship rather than within the individual. The concept of interpersonal
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vulnerability, looking at the variables which may contribute to disorder within a
relationship, is explored.

In Chapter 6 an argument is made for the importance of several variables which are
relevant to an interpersonal understanding of depression. This chapter reports on Study
2 which looks at differences between men and women diagnosed with major depression
and comparison control groups of men and women who have not been diagnosed with
depression. Differences between the groups in attachment style and cognitive schema
variables are examined as factors which may contribute to an interpersonal theory of the
gender difference in depression.

Chapter 7 looks at the association between depression and the couple relationship. The
marital relationship is arguably the most significant interpersonal context for many
people. The association between marital distress and depression is examined. A shift is
proposed from positioning partners in terms of how they contribute to or are influenced
by the impact of depression to being part of the experience of depression. From this
perspective, depression is proposed to be located in the relationship rather than in the
individual.

Chapter 8 reports the results of Study 3, a qualitative study, using thematic analysis, of
depression as it is experienced in the couple relationship. This study interviews a
number of couples in depth. It focuses on couples in their naturalistic context and looks
at the meaning they make of depression in order to achieve a better understanding of the
role of depression in their relationships.
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Chapter 9, the concluding chapter, summarises and integrates the findings of the
research. The need to establish an interpersonal theory of the gender difference in
depression is discussed and a possible model is proposed based on the research
described in this thesis.
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Chapter 2

The Psychiatric Disorder of Major Depression: Mapping the Gender
Difference in Depression

“I’m not sure whether the grumpy reactions are part of that. I
mean, I feel that they are probably not depression but they may
be. They are probably linked with it….I thought with
depression, you sort of were quieter and not doing anything, not
wanting to do anything”. (Research participant Dm, 2010)

2.1. Introduction

The previous chapter introduced the challenge of the gender difference in depression
and the current understanding of depression. This chapter looks at what is known about
the gender difference in depression derived from research evidence on individuals given
the psychiatric diagnosis of depression, with a particular focus on major depression.
This diagnosis was defined in Chapter 1 of this thesis. This chapter begins by looking
at what is currently known about the gender difference in depression, looking at
epidemiology, prevalence, the effect of age and cultural variability. The next section
looks at the context of the current understanding of depression. It is argued that this is
firmly situated in the medical model as the dominant construction. The context of this
construction is explored in the next section, identifying the impact of historical
developments and changes in the way in which depression is defined, classified,
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measured, and socially accepted. This section begins by looking at the historical
development of the understanding of depression in western culture. Following this, the
impact of psychiatric diagnostic criteria and developments in treatment are examined.
In the next section, the impact of measurement techniques and research design is
considered. The contribution of social acceptance and ‘common knowledge’ is then
explored. Finally, it is proposed that the gender difference in depression needs to be
understood in the context in which it is embedded. Theories generated to explain this
difference are shaped by this context. The need to hold the context in mind is
discussed.

2.2. Current Descriptions of the Gender Difference in Depression

2.2.1. Epidemiology. The World Health Organisation estimates that 73 million
women world wide experience a major depressive episode each year (WHO, 2009). It
is well documented that women are consistently more likely to be diagnosed with
depression than are men (e.g. Kessler et al., 2005; Parker & Brotchie, 2010). The World
Health Organisation’s Global Burden of Disease (GBD) Study estimates that major
depression is the primary cause of disease related disability among women in the world
today (Murray & Lopez, 1996). A wide range of values for the proportion of the adult
population with the disorder have been reported. The lifetime risk for Major Depressive
Disorder in community samples has varied from 10% to 25% for women and from 5%
to 12% for men (APA, 2000). The point prevalence for Major Depressive Disorder in
adults in community samples has varied from 5% to 9% for women and from 2% to 3%
for men. The rates obtained for women in large scale studies vary from a low of 8%
lifetime prevalence of major depression in the Epidemiological Catchment Area Study
(ECA) to over 20% in the National Comorbidity Survey (Kessler, McGonagle, Swartz,
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Blazer, & Nelson, 1993). The research on differences between men and women for
bipolar affective disorder has produced some variability in results, but generally
supports the conclusion that there is very little gender difference (Kessing, 2004).

When studies of dysthymia, minor depression or brief recurrent depression are
considered, women continue to outnumber men with prevalence ratios around 2:1
(Kessler, McGonagle, Zhao, & Nelson, 1994; Kessler, Zhao, Blazer, & Swartz, 1997;
Angst & Merikangas, 1997; Van de Velde, Bracke, Levecque, & Meuleman, 2010).
There is some variability in this ratio across different types of depressive disorders with
women being up to four times more likely than men to develop recurrent unipolar
depression, seasonal pattern depression, and atypical depression (Perugi et al., 1990).

These statistics on rates of depression in men and women are derived from two sources
of data. These two sources are records of persons treated for diagnosed affective
disorders and surveys of the general population. Community surveys, which reduce the
problems involved in rates derived from treatment seeking which may be biased by
women’s established tendency to admit to and seek help for emotional problems,
confirm that “the excess of women meeting criteria for depressive disorders is readily
apparent and has remained fairly stable for years” (Hammen, 1997).

Whilst the finding that women are more likely than men to be diagnosed with major
depression is well established, the question of whether or not the number of people
diagnosed with depression at any point in time is increasing continues to be debated.
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2.2.2. Prevalence. Prevalence is defined as the amount of disease in a
population at a given point in time. There is a widely held view that the prevalence of
depression is increasing, particularly amongst younger age groups, leading to the
conclusion that this is an “age of youthful melancholia” (Klerman, 1988). Several
studies based on birth cohort analyses of cross-sectional data indicate that those born in
the period between World War II and about 1965 have higher probabilities of suffering
depressive symptoms with the first occurrence at younger ages when compared with
older birth cohorts (Klerman, 1989; Bland, 1997). However, recent large scale studies
support the conclusion that the prevalence of depression has remained constant
(Mattisson, Bogren, Nettelbladt, Munk-Jorgensen, & Bhugra, 2005; Murphy, Laird,
Monson, Sobol, & Leighton, 2000). A study using South Australian data for the period
1998 to 2004 found no significant increase in the proportion of cases classified with
major depression during that time (Hawthorne, Goldney, & Taylor, 2008).

Whilst some writers have suggested that the gender difference is declining (Srole &
Fischer, 1980), recent cohort studies do not reveal much change (Wolk & Weissman,
1995). Blazer, Kessler, McGonagle, & Swartz (1994), reporting the National
Comorbidity Study, showed a ratio of 1.7:1 of women compared to men, indicating a
higher relative rate of depressive disorders for men than previously reported. The rates
of depression for men between the ages of 20 and 30 were higher than in women in two
recent large scale studies, the National Comorbidity Study and the NIMH, D/ART
Programme (Culbertson, 1997).

The lack of clarity on this question may be explained by the numerous problems
associated with the conceptualisation of depression and the way in which it is measured.
These issues will be addressed in detail in sections 2.3.2 and 2.3.3. of this chapter.
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The question of whether the gender difference is more likely to be evident in specific
age groups has been the focus of considerable research.

2.2.3. The effect of age.

2.2.3.1. Childhood and adolescence. In a meta-analysis of epidemiological
studies, age distribution differences were noted (Jorm, 1987). The prevalence of
depression was noted to rise sharply from childhood to adulthood before tending to
decline in older age. The epidemiology of depression varies with age. There is general
agreement that gender differences in depression are absent in childhood. If anything,
there is a male predominance in pre-pubertal children (Bebbington, 1998). The precise
age range for the onset of the sex difference varies somewhat across studies. Some
researchers have identified the onset of the sex difference as occurring around puberty
with the greatest increase in gender difference occurring between 15 and 19 years
(Hankin, et al., 1998; Nolen-Hoeksema & Girgus, 1994). A recent Australian study
found that the finding that females were significantly more likely to be classified as
suffering depression when compared with males was confined to those aged 15-29 years
(Hawthorne, et al., 2008). An earlier study, the NIMH Epidemiologic Catchment Area
study (ECA: Robins & Regier, 1991) found that the predominance of females occurred
in the age range 25-44 years (Myers, et al., 1984). However, the National Comorbidity
Survey (NCS: Kessler et al., 1993) supported by two longitudinal studies (Anderson,
Williams, McGee, & Silva, 1987; Cohen, et al., 1993), reported that the female
preponderance emerged earlier, between 10 and 14 years of age. Evidence to support
the finding of an increase in depression for early adolescent girls has been obtained
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from longitudinal and cross-sectional studies examining both depressed mood and
clinical depression (Hankin & Abramson, 2001).

Whilst the primary focus of research attention has been on the increased incidence of
depression in girls from early adolescence, the question of whether the risk for boys
remains stable or in fact decreases has received little research attention (Parker &
Brotchie, 2004).

What accounts for this onset of depression in adolescent girls has been the subject of
considerable speculation. It has been suggested that pubertal development (measured
by Tanner Stages) may be a better predictor than chronological age alone, with girls
reporting increased rates of depressive disorders after Tanner Stage III (Angold,
Costello, & Worthman, 1998). Whilst these researchers initially focused on changes in
body morphology as the variable of significance, subsequent analyses that statistically
controlled for changes in sex hormones eliminated the effects of body morphology.
These findings were interpreted as resulting from biology rather than to societal
reactions to physical maturation (Angold et al., 1998). Timing of puberty relative to
peers may be significant, with early maturing girls experiencing more symptoms of
anxiety and depression compared with on-time or later maturing girls (Ge, Conger, &
Elder, 1996). However, there is some evidence to suggest that the effect is exacerbated
by having mixed-sex rather than same-sex friends (Ge et al., 1996). These findings
support the hypothesis that environmental stresses related to sex roles potentiate the
effects of sex hormones (Kessler, 2003). Dissatisfaction with body image has also
emerged as a possible explanatory variable. Whilst early maturation is correlated with
higher depressed mood across a range of ethnic groups (Siegel, Aneshensel, Taub,
Cantwell, & Driscoll, 1998), the available evidence suggests that Caucasian girls may
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experience more mood difficulties around menarche due to dissatisfaction with physical
appearance and body image (Hankin & Abramson, 2001). Another variable of interest
is emotional control with evidence from a large scale international study supporting the
proposal that depression may derive from a mismatch between heightened emotional
reactions at puberty and the capacity in a younger adolescent to deal with these
emotions. This was found to occur for adolescent girls but not for boys (Patton, et al.,
2008).

Whilst the increase for girls is well documented, there is also some evidence to suggest
that depression rates for boys decline between 10 and 16 years of age (Angold, Costello,
Erkanli, & Worthman, 1999). This has been causally related to the processes of
adrenarche, which progress from mid childhood. The observation that a number of
anxious, shy prepubescent boys become more assertive, engage in risk behaviours, and,
consequently, increase their resilience to depression, has been linked to these hormonal
changes (Parker & Brotchie, 2004). However, the impact of variables such as body
image related to changes in body morphology and the role of adolescent male group
dynamics and socialisation cannot be ignored. Rosenfield (2000) reported that, in a
sample in which there were no gender differences at age 12, the clear gender difference
obtained at age 15 was a function solely of a decrease in levels of depressive symptoms
for boys. Rosenfield (2000) further reported that this change occurred in conjunction
with the boys’ increase in independence, self-confidence, superiority, and self-esteem,
and “decline in extreme levels of other-salience for males” (p33). Whilst this proposal
of increased personality resilience driven by hormonal changes has merit, alternative
explanations are possible. It may be that depression for adolescent boys has in fact not
decreased but is being expressed differently, for example, through acting out behaviour.
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The majority of researchers currently propose some form of diathesis-stress model to
explain the onset of the gender difference at puberty (Cyranowski et al., 2000; Hankin,
& Abramson, 2001). Sex hormone changes at puberty have been postulated to have an
effect on limbic system hyperactivity, predisposing women to potentially higher rates of
specific anxiety and depressive disorders, subject to socialisation and sex role factors
(Parker & Brotchie, 2004). These later investigators acknowledge that “anatomy is not
necessarily destiny”, with hormonal factors activating a diathesis which is subject to
socialisation and sex role factors for activation (Parker & Brotchie, 2004, p 215).

2.2.3.2. Middle and old age. There is considerable disagreement about the
persistence of the gender difference into older age. It was initially believed that the
preponderance of female sufferers does not persist beyond age 55. This proposition was
linked by some researchers to the hormonal changes of menopause (Bebbington et al.,
1998). Psychosocial explanations for the proposed lessening of the disparity in rates of
depression in older age have also been suggested (Sprock & Yoder, 1997). However,
recent research has provided evidence for the persistence of the gender difference
beyond menopause (Cairney & Wade, 2002), and beyond 85 years of age (Bergdahl et
al, 2007). A study of an older age group found the prevalence of depression to be
substantially higher among women than men at each of five time points (Barry, Allore,
Guo, Bruce, & Gill, 2008). Other studies have reported similar rates for older men and
women (Barefoot, 2001) or lower rates in women than in men (Akhtar-Danesh &
Landeen, 2007).

Discrepant findings across studies may be explained by issues of research design. In
brief, research data based on prevalence statistics have been challenged (Parker, 1987).
Whilst lifetime prevalence for depression would be expected to increase with age, most
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epidemiological studies which analyse separate age groups have, in fact, reported lower
prevalence in older age groups (Weissman & Myer, 1978). As this finding occurs in a
number of studies up to two decades apart it has been argued that it is more likely to be
a function of a recall or non-immediacy effect rather than a period or cohort effect
(Parker, 1987). It may be that older people are less likely to recall or report earlier
episodes of depression. Inconsistent findings may depend on the way in which
depression is assessed as depression increases in the elderly are associated with
instruments that assess symptoms (older people report more symptoms) but not when
assessments rely on clinical classifications (Klerman, 1988).

Another possible explanation for the apparent lower rate of depression in older people is
that the pattern of depression in this group is different, leading to an underestimation
when conventional measuring instruments are used. Newman, Engel, & Jensen (1991)
report findings to indicate that there were two different depressive syndrome patterns in
their aging sample. The pattern in the younger or early aged cohort was labelled
depressive syndrome whilst the pattern in the older aged cohorts was labelled depletion
syndrome. It was suggested that this form of depression was somewhat different from
that which is normally recognised in a mental health setting (Culbertson, 1997).

2.2.4. Cultural differences. Gender differences in depression have been
documented across a range of cultures, with less evidence for differences in developing
nations. The sex ratio is found in all Western and most Non-Western societies
(Bebbington et al., 1998). However, within these societies, subgroups have been
identified in which the difference does not occur. The populations in which sex
differences in depression have not been consistently found include university students,
the bereaved, the elderly, the Old Order Amish, and residents of some rural, traditional
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cultures (Nolen-Hoeksema, 1987). Married women are at lower risk of disorder in
societies such as British Orthodox Jews, rural New Zealand, and Mediterranean
countries, which accord a high value to the home-making role (Bebbington et al., 1998).
The narrowing of the difference between men and women in some cultures has been
attributed to social prohibitions against alcohol, drug use or sociopathy, or the low use
of alcohol or suicide as escape routes from depression (Brownhill et al., 2005).

The way in which depression is experienced and expressed may vary across cultures in
ways which make depression difficult to identify using western psychiatric
classifications. The concept of depression is a construction that has evolved over time
and across cultures in response to a wide range of influences (Parker, Gladstone, &
Chee, 2001). In their article on depression in China, these authors suggested that there
is often insufficient appreciation of the extent to which cultural influences challenge the
definition and diagnosis of psychiatric disorders. They explore the documented lower
prevalence rates of depression in China, suggesting that distress is more likely to be
expressed somatically as a result of influences such as stigma leading to a lower level of
reporting, differing language of emotions, diagnostic variation and coping factors. They
comment on how rapidly the definition and meaning of depression have evolved over
the last few decades. Whilst the Chinese may be prone to deny or minimise the
expression of depression, Western cultures may excessively pathologise aspects of
human experience (Parker et al., 2001). Given these differences, cross-cultural
statistical comparisons are difficult to achieve and of questionable validity.

2.2.5. Summarising what is currently known about the gender difference in
depression. Major depression, as defined by the commonly used psychiatric
classification system, DSM-IV-R, is a significant health problem that affects up to 25%
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of women and 12% of men. This gender difference becomes evident in early
adolescence and there is some evidence to suggest that this increase now occurs at an
earlier age than in previous generations and persists across the life span. It seems likely
that this prevalence has been relatively stable in western societies although the gender
difference is not evident in some community subgroups and cultures.

This knowledge about depression is widely accepted and reproduced in the literature
(e.g. Kessler, 2003, Parker & Brotchie, 2010). What is often not acknowledged is that
this knowledge is situated in a context that significantly influences its construction. The
following section attempts to situate the existing understanding of the gender difference
in depression in its historical, conceptual and operational context.

2.3. Placing the Gender Difference in Context

2.3.1. The historical context. Our understanding of low mood has changed
significantly over time. From earliest times, humoral theories focusing on black bile
and astrological explanations linked to the planet Saturn have been linked to feelings of
melancholy. Until the end of the nineteenth century, the term melancholy included
fleeting moods, mental disorders ranging from severe to very mild, normal reactions,
and long-term character traits (Radden, 2000). While theorists agree that the
“melancholic states of past eras bear no simple relation to today’s clinical depression”
(Radden, 2000, p. 49), by the second half of the nineteenth century descriptions of
melancholia appear to be close to current notions of depression. Most theorists have
argued that there is enough communality between past conceptualisations of
melancholy and current definitions of depression “to permit the conceptualisation of a
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‘history of depression’ as if it had been a single, continuous category” (Rousseau, 2000,
p74).

Whilst descriptions of negative mood states recur throughout recorded history,
“depression” is a relatively recent term, coming into use in English in the seventeenth
century, and used in relationship to melancholy by Samuel Johnson in the 1750s to
describe low spirits (Jackson, 1986; Rousseau, 2000). The extent to which descriptions
of melancholia referred to in earlier times can confidently be equated with twentieth
century accounts of depression is questionable. Melancholia has been described as ‘a
rag-bag of insanity states’ which included delusions (Berrios, 1996). During the
eighteenth century sadness and low affect were more likely to be classified as
‘neuroses’ or ‘nervous disorders’ (Berrios, 1996). This shift from a relatively
encompassing view of melancholy has lead to a distinction between the despondent
moods and temperamental differences of normal experience and the clinical disorder
which has become known as clinical depression (Radden, 2000).

There is some debate over whether women were seen as less susceptible to melancholy
than men in earlier times. Radden (2000, p. 18) argues for “an emerging ‘gendering’ of
melancholia during the last decades of the nineteenth century and the first decade of the
twentieth century”. In parallel, Freud’s “Mourning and Melancholia” equated
melancholia with loss, changing our understanding of depression. Earlier accounts
emphasised fear and sorrow. Freud’s emphasis was innovative in that it emphasised
cognitive attitudes towards the self (Radden, 2000). For Freud, almost any kind of
disappointment may rekindle the infantile experience of loss of the mother which marks
melancholia (Radden, in Levine, 2000). This concept of loss was later broadened to
include the notion of “lack”, for example, in the theorising of Seligman and Beck
(Radden, in Levine, 2000). Thus, the way in which depression came to be
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conceptualised in the twentieth century was different in significant ways from the earlier
understanding of melancholia. Whilst there are some exceptions, (Rousseau, 2000, a
historian arguing from a tradition of European literature), the majority of writers support
the conclusion that, prior to the twentieth century, melancholia, the earlier
understanding of depression, was primarily associated with the experience of men. This
was because, in earlier times, melancholy was linked to genius and creativity. Others
have argued that the gender difference is much more recent, occurring in the period
following the second world war (Klerman, 1988).
In summary, historically, the available evidence suggests that our understanding of low
mood has changed over time. Claims for a gender difference in low mood have varied
as the understanding of depression has changed.

2.3.2. Conceptualising depression: The impact of psychiatry and medical
dominance

2.3.2.1. Changes in diagnostic decision making. It is extremely difficult to
make reliable and valid comparisons between populations over time when the accepted
understanding and measurement of depression varies during the period. This has
certainly been the situation since the original diagnostic work of Kraepelin (1899;1990)
when the concept of affective disorder ‘can be said to be at its most overinclusive’
(Berrios, 1996). The criteria for the diagnosis of depression has evolved with the
various revisions of the American Psychiatric Association’s Diagnostic and Statistical
manual, beginning with DSM I in 1952, DSM II in 1968, to the major development of
the classification system with DSM III in 1980. During this period there were
significant changes in accepted models of mental illness which were reflected in major
variations in the diagnosis of depression. Murphy et al. (2000) discuss the point that
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when attention was being drawn to gender differences in the late 1970s, the
nomenclature used to describe these differences was in a transitional phase. There was
a significant shift in diagnostic thinking away from a division into psychotic or neurotic
disorders to an awareness of the need to recognise a separate group of affective
disorders.

One of the problems prior to the 1980s was the confounding of depression and anxiety.
It has been suggested that, as women are more likely to experience mixed depression
and anxiety than are men, this confounding accounts for the gender difference in
depression. Some of the epidemiological studies reviewed by Weissman and Klerman,
(1977) showed women having higher rates in categories for mixed depression and
anxiety, and one study was included for its evidence that ‘more women were nervous,
helpless, anxious’ (p. 101). The Stirling findings about 1952 indicated that women were
dominant in rates of ‘psychoneurosis’ when that terminology was used (Leighton,
Harding, Macklin, Hughes, & Leighton, 1963).

When the focus was exclusively on

signs of depression there was very little difference in incidence and prevalence between
men and women in the early years of the study (Leighton et al., 1963).

With the arrival of DSM III in 1980, the major classification division between psychotic
and neurotic conditions was abandoned and a separate category for affective disorders
was created (Klerman, 1988).

In summary, the evolution of DSM over time has been associated with significant
changes to the criteria and diagnostic classifications of depression. This significantly
impacts on the research using the criteria of the time. This makes it difficult to compare
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current studies with earlier research as the criteria for the diagnosis of depression has
changed significantly.

2.3.2.2. The impact of treatment availability. It has been suggested that the
availability of treatment influences the frequency of a particular diagnosis. In the
1960s, while there were no acceptable antidepressants, the minor tranquillisers Valium
and Librium were readily available, resulting in people being labelled as nervous.
Reliable antidepressants became available in the 1980s, resulting in more people being
labelled as having a mood disorder (Healy, 2004). “As often happens in medicine, the
availability of a treatment leads to an increase in recognition of the disorder that might
benefit from that treatment” (Healy, 2004). In other words, the availability of
acceptable treatment resulted in an increase in the diagnosis of depression. Change over
time in the identification of a disorder is a complex issue with a number of other
variables likely to have an impact on this increased recognition. Social awareness,
consumer demand, response to drug advertising and greater recognition by health care
professionals may all play a part.

2.3.2.3. Social changes.

2.3.2.3.1. Common usage: everyday understandings of depression. If the
diagnosis of depression varies with changes in classification systems and availability of
suitable medications, it is also responsive to social changes and the common usage of
the term. As modern western society becomes more familiar with the concept of
depression, it appears that individuals become more willing to apply the term to their
own experience. Sadness and grief come to be included under the umbrella of
depression and experiences that in the past may have been seen as a normal variation of
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experience becomes medicalised as clinical depression. Parker (2003) suggests that the
definitions of depression currently being used are too broad, and more and more other
illnesses are being added to that definition. This risks both a pathologising of everyday
life and trivialising of the devastating experience of major depression. Whilst
recognising the importance of this, it is necessary to acknowledge the possibility that
the experiences of everyday life do in fact take a significant toll on the well being of
many people.

In part, this broadening of the definition of depression may be a function of semantics.
The way in which the term “depression” is currently used to describe a range of
different experiences may create problems. Being depressed is not the same as having a
major depressive disorder. In the English language the same word is used to describe a
feeling state, a reaction to what is going on, and an illness state.

A number of conclusions can be drawn from a consideration of changes in
nomenclature over time. Over time, depression has become more clearly differentiated
and separated from its earlier links with psychosis and anxiety. The post-war evolution
of depression has been tied to the psychiatric classifications of DSM and ICD. With the
development of these classifications, significant changes have been made to the criteria
for depression.

This has resulted in a broadening of the definition of depression to a

point where critics have argued that it is becoming overinclusive (Parker, 2003). It
would seem that the attempt to separate depression from the earlier confounding with
anxiety and psychosis has been followed by a subsequent expansion of the definition of
depression. On the one hand, depression has increasingly come to be owned and
defined by the medical specialty of psychiatry. In parallel, it has become part of the
way in which society has come to label certain negative aspects of individual
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experience. For psychiatry, depression has become defined by the extent to which the
individual’s account of his or her own experience fits independently defined diagnostic
criteria.

2.3.2.3.2. Change in professional attitudes. Over time, professionals may have
become more likely to diagnose depression, particularly in younger people. This may
be a function of a number of variables, including changes in attitudes to children,
increased social pressures, and the greater availability of psychological care. Prior to
the 1970s children were primarily “seen and not heard” with their needs attended to
within the family. With a more democratic attitude to child rearing, children have been
encouraged to be more articulate about their needs. At the same time, with the dominant
role of television, pressures to conform to preconceived images of what is acceptable
have increased. This, in conjunction with the increased pressure for academic
achievement, has resulted in an increased pressure on children and adolescents in recent
times. Coincident with these changes, the number of health professionals involved with
their psychological well being has increased significantly since the 1970s.

Changes over time in the dominant models of personality and therapy have also
influenced the focus of health care. After WWII, psychoanalytic thinking was a
significant influence. Depression and anxiety may have been more likely to be
described in terms of psychoanalytic conflicts and dynamics rather than as problems in
their own right. Depression may have been normalised in younger people by describing
it as “adolescent turmoil” (Klerman, 1988).
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This greater openness and destigmatisation may have resulted in health professionals
being more willing to make a diagnosis of depression. In this way, destigmatising
definitions of depression may lead to overdiagnosis.

2.3.2.3.3. Stigma and the social acceptability of depression. There has been a
change in the cultural or societal meaning of depression for sufferers over time. It may
be that people born before WWII would be less likely to admit to depression. Social
attitudes to depression and self harm have been quite judgemental, with suicide being
illegal in some states of Australia up until 1958 (Victoria: Victorian Crimes Act). In
some religions, suicide was regarded as a mortal sin. Recent initiatives, such as Beyond
Blue, which have aimed to destigmatise depression have resulted in greater community
acceptance and awareness by health professionals.

It seems that depression has moved

beyond destigmatisation to become more socially acceptable over time. It is possible to
argue that the change in fact goes beyond an acceptance of depression to reduced
tolerance of any emotional discomfort. There has been a shift in social expectations
over time to the extent that now people expect to feel happy and relaxed or something is
wrong. The broad based acceptability of the antidepressant SSRI Prozac facilitated the
reconstruction of a range of human difficulties as depression and helped psychiatric
conditions begin to seem acceptable (Shorter, 1997). “The result was that a scientific
discipline such as psychiatry nurtured a popular culture of pharmacological hedonism,
as millions of people who otherwise did not have a psychiatric disorder craved the new
compound because it lightened the burden of self-consciousness while making it
possible for them to stay slim” (Shorter, 1997, p. 324).

In summary, the psychiatric conceptualisation of depression has been an evolving
process, with a tendency towards a more inclusive definition as awareness about low
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mood and its social acceptability has increased. This contributes to the difficulty of
making conclusions about gender differences over time.

2.3.3. Operationalising depression: measurement and research.

2.3.3.1. The impact of measurement. The extent to which the diagnosis of
depression fits an individual is determined by scores on observational scales, structured
interviews or the clinical judgement of a trained observer. Whilst an attempt is
sometimes made to assess the subjective experience of the person using self report
scales, the domain of experience evaluated is limited to the questions specified by the
scale. Increasingly, the individual experience of the depressed person receives little
attention if it does not conform to pre-existing criteria. In other words, data on
depression depends on what is attended to, what is left out, and what is recorded. It is
important to consider the question of whether there is any evidence to suggest that
current diagnostic classifications and scales privilege the experience of women,
resulting in the apparent increased prevalence of depression for women.

The medicalisation of depression arguably dates from the work of Kraepelin
(1899/1990). Once depression became part of a psychiatric classification system it
became constructed within the constraints of this system. In parallel, the urge to
measure depression resulted in a shift so that regardless of how depression was
conceptualised, pragmatically it became what was assessed by a formal assessment
measure. Virtually all research findings which create what is known about depression
are underpinned by an understanding of depression that is measure specific. In practice,
this is most commonly either a history-taking schedule such as the Diagnostic Interview
Schedule (DIS: Robins, Helzer, Croughan, & Ratcliff, 1981) or the Structured Clinical
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Interview for DSM- IV (SCID; First, Spitzer, Gibbon, & Williams, 2002). Prior to the
recent popularity of structured interview schedules, the Hamilton Depression Rating
Scale (HDRS: Hamilton, 1960, 1967), which involves scoring of data based on
interview by a clinician, was the most frequently used measure in research on
depression. The Beck Depression Inventory (BDI-II: Beck, Steer & Brown, 1996), a
questionnaire completed by the individual being assessed, remains the most utilised self
report measure. The parallel between the apparent emergence of the gender difference
in depression in recent cohorts (Murphy et al., 2000) and the use of formal schedules or
scales to define depression raises the possibility that the use of these measures has
influenced the findings

Reliability estimates for the diagnosis of depression using history-taking schedules has
been questioned (Parker, 1987).

The Hamilton Rating Scale has been described as the instrument of first choice in the
majority of studies when a researcher-administered depression scale is used in the study
(Snaith, 1993). Most research finds no significant difference between males and
females in absolute score on this test. However, Hamilton (1967) acknowledges that
there is some evidence that the pattern of symptoms of depression “differ between the
sexes, though this is rarely mentioned in textbooks” (p. 294). His conclusion, that “A
rating scale such as this provides an opportunity to examine the differences in
symptoms (between men and women) by means of the refinements of statistical
techniques, and the results so obtained show clearly that such differences can by no
means be ignored” (p. 295) has in fact been largely ignored by users of the rating scale.
Whilst Hamilton (1967) found that the total score on the scale was almost equal for the
two groups, men rated higher on items (7) inability to work and loss of interest, (4)
initial insomnia (very highly significant), and (8) retardation (significant). For eight
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items, the women have a greater variance than the men, and less for nine items. The
variances for total scores are almost exactly equal (as are the means). Thus it is clear
that whilst total scores on this commonly used depression rating scale are comparable
for men and for women, there are significant differences between the sexes in the
composition of this score. Despite Hamilton’s (1967) clearly documented evidence, this
gender difference has been ignored and the overall score on the scale used to draw a
wide variety of conclusions about depression, thus masking any obtained gender
differences.

Similarly, Hammen and Padesky (1977), using another frequently utilised scale, the
Beck Depression Inventory (BDI-II: Beck et al., 1996), found that the BDI scores of
men and women in their research sample did not differ significantly, and the
distributions of scores were quite similar. “However, statistically distinct patterns of
depressive responses characterised the most depressed samples of men and women” (p.
612). Thus the finding that total scores mask gender based variations in the factors
contributing to this total score is not specific to a particular depression scale.

In a recent comparison of two depression screening instruments, the Beck Depression
Inventory (BDI-II: Beck et al., 1996) and the Depression Scale (DEPS) (Salokangas,
Poutanen, & Stengard, 1995), subscales showing a consistent difference between
genders were identified. These BDI items, crying and loss of interest in sex, were
described as gender related role behaviour more prevalent in women. This may lead to
an over-estimation of depression in women (Salokangas, Vaahtera, Pacriev, Sohlman, &
Lehtinen, 2002). In a group of outpatients with unipolar depression, women scored
higher than men on the BDI item of unattractiveness (Scheibe, Preuschhof, Cristi, &
Bagby, 2003). It has been reported that women presented as more severely depressed
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than men on the BDI, while this difference was absent on the clinician-rated HRSD
(Frank, Carpenter, & Kupfer, 1988; Kornstein, et al., 2000; Scheibe et al., 2003).

There are a number of possible conclusions that can be drawn from this research on
gender differences on depression measures. Studies that utilise self report measures are
more likely to demonstrate a gender difference in depression, possible due in part to the
greater preparedness of women to report (or perhaps recognise) their depression.
However, the finding that self report scores are higher than those on clinician-rated
scales suggests that there may be characteristics of women’s experiences of depression
that are not recognised or acknowledged by others. It is also possible, as suggested by
Salokangas et al. (2002), that female gender role behaviour, such as crying and loss of
interest in sex, is rated as pathological. Male gender role behaviours (involvement in
instrumental behaviour, anger, substance use are possibilities) are not generally
attributed to depression in the same way. In addition, it is possible that existing
measures of depression do not adequately recognise the male experience of depression.
There is some evidence to suggest that male depression may be more likely to be
characterised by acting out behaviour, avoidance or numbing, variables that are not
normally recognised as associated with depression and are not typically measured on
depression scales (Brownhill et al., 2005).

2.3.3.2. Research design. Just as the diagnostic criteria for depression have
changed over time, so also has the sophistication of research.
2.3.3.2.1. Epidemiological Research. The type of large scale research required
to answer questions about the epidemiology of depression has been difficult to achieve.
It is expensive and involves extensive resources. The infrastructure required to support
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large scale prospective studies is costly and requires sophisticated computer technology
which has only relatively recently become available. The research has improved over
time with the large epidemiological samples now possible in multi-centre studies that
were not achievable 40 to 50 years ago (Paykel, 2000).

The available evidence consists of several large scale studies. The most frequently
quoted are surveys which have been referred to as second and third generation
psychiatric epidemiology studies (Regier et al., 1984). Second generation studies
include those in which the diagnosis of depression is made by a psychiatrist on the basis
of a clinical interview. Examples of second generation studies include the Swedish
Lundby study (Hagnell, Lanke, Rorsman, & Ojesjo, 1982) and the Stirling County
Study (Murphy et al., 2000). Third generation studies are typically larger in scale with
depression defined in terms of structured diagnostic scales administered by trained
raters. In these studies “case-finding techniques are used with pre-defined operational
criteria to delineate discrete depressive disorders” (Parker, 1987). Examples of third
generation studies include the NIMH Epidemiologic Catchment Area Study (ECA:
Robins & Regier, 1991) and the National Comorbidity Survey (NCS: Kessler et al.,
1993).

Epidemiological research can take the form of birth cohort analysis of cross sectional
data, longitudinal re-interviewing or repeated cross sectional surveys. These differences
may account for the variation in outcomes, for example, on the question of whether the
prevalence of depression is increasing (Hawthorne et al., 2008).

2.3.3.2.2. Research on clinical and community populations. It is difficult to
confidently compare the findings of studies that investigate significantly different
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populations. Some studies have investigated community samples of individuals with
sub-threshold clinical depression (e.g., Angst & Dobler-Mikola, 1984) whilst other
studies have included depressed patients meeting full diagnostic criteria (e.g.,
Silverstein, 1999). Whether these diverse populations are comparable has been
debated. Coyne (1994) has argued strongly that individuals in community samples
reporting transient episodes of dysphoric mood are not comparable to clinical
populations with a diagnosis of major depression. Some studies mix diverse groups, for
example, include both unipolar and bipolar depressed individuals (Frank et al., 1988;
Perugi et al., 1990). This would be expected to contribute to inconsistent findings.

2.3.3.2.3. Varying definitions of ‘caseness’. Comparisons across research
studies are made more difficult by the use of different measures of depression. The
wide range of diagnostic instruments and classifications in current usage suggest that
there are a range of different criteria for making a valid diagnosis of depression. It may
be measured by formal rating scales or by reference to criteria associated with clinical
diagnostic manuals. There may be poor agreement between the various diagnostic
measures (Wilhelm & Parker, 1994). For example, Erdman et al. (1987) suggested that
as the Diagnostic Interview Schedule (DIS: Endicott & Spitzer, 1978) generated
diagnoses had consistently poor agreement with clinical diagnoses, the findings of this
scale should be combined with other information to arrive at a diagnosis.

2.3.3.2.1. Recall failure and reluctance to admit depression. A large proportion
of the research is dependent on self-reports by study participants of the presence or
absence of depression in the past. Recall failure has been proposed to be a major
problem in the majority of studies which rely on retrospective reports (e.g. Patten,
Gordon-Brown, & Meadows, 2010; Wells & Horwood, 2004). The available
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epidemiological results are derived primarily from cross-sectional surveys that use
retrospective age-of-onset reports. With age, there may be an increase in both recall
failure and reluctance to admit depression due to the greater stigma associated with the
disorder in the past. This would lead to the inaccurate conclusion that the prevalence of
depression has increased in recent cohorts. Prevalence instability is well documented,
with significant variations in recall of depressive episodes reported over relatively brief
periods of time (Bromet, Dunn, Connell, Dew, & Schulberg, 1986; Wilhelm & Parker,
1994). When longitudinal data is available for comparison, lifetime prevalence
estimated from recall is substantially lower than that obtained from longitudinal reports
(Wells & Horwood, 2004). Research on global and specific autobiographical memory
has demonstrated that depression is associated with difficulties in certain types of recall.
This may have an impact on recall of past depression. The curvilinear (rather than the
expected increased) nature of the lifetime prevalence data when examined by age in the
ECA study is consistent with a recall deficit effect rather than a cohort effect (Parker,
1987). However, other evidence derived from long-term prospective epidemiological
surveys (Hagnell et al., 1982; Kessler & McRae, 1981) appears to be consistent with a
cohort effect (Kessler, 2003).

In summary, there is wide variability in the way in which depression is measured and
researched. The context in which the concept is operationalised would be expected to
contribute to significant variability across research studies but is rarely acknowledged
when findings are reviewed.
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2.4. Conclusion

This chapter has summarised what is known about aspects of the gender difference in
major depression as it is currently defined by the medical model in which it is
embedded. It has looked at the context in which our understanding of depression and
the documented gender difference has evolved. Far from being a stable concept, it has
changed over time, is influenced by a variety of social factors, and is dependent on the
many ways in which it is operationally measured. Inevitably, theories of the gender
difference in depression will be influenced by this variability with theorising reflecting
the dominant construction of depression at the time and the assumptions associated with
this construction. Despite the variability that has been documented, depression
continues to be primarily situated in a medical/psychiatric model, defined as an illness
concept focused on a feeling state of the individual, independent of the interpersonal or
social context. This focus on the experience of the individual allows little
acknowledgement of the context in which it is situated.

This thesis argues that the dominance of the medical construction of depression has lead
to a loss of awareness of context and hence to a loss of information about depression.
Chapter 2 has examined the development of the construct of depression over time in an
attempt to resituate the concept in its context. It has examined the implications of this
contextualising of depression for our understanding the gender difference in depression.

Numerous theories have been proposed to explain the gender difference in depression.
It is anticipated that the majority of these theories will reflect the dominant medical
construction of depression. The following two chapters of this thesis aim to examine
whether the current range of proposed explanations includes theories inclusive of
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context or whether current theorising reflects gaps in our knowledge. In the next
chapter, Chapter 3, a range of theories which have evolved to explain the gender
difference in depression is presented. Each of these theories is underpinned by an
explicit or implicit understanding of the nature of depression. This will lead, in Chapter
4, to the description of a study that looks at the way in which these various suggested
theories relate to one another and what this says about the current understanding of
depression and the context in which it occurs.
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Chapter 3
Theories of the Gender Difference in Depression: An Integrated
Review 1
“Well, I think it’s her as opposed to the other people and how she’s coping
with things. But how much of it is depression or other things I don’t know.
You can’t just compartmentalise it.” (Research participant Dm, 2011)
3.1. Introduction
It is probably not surprising, given the large amount of research and clinical interest in
depression, that there have been numerous attempts to explain the gender difference in
depression. This chapter aims to summarise a range of social and psychological theories
exploring gender differences in the aetiology and maintenance of depression. To aid
clarity, theories are discussed using headings that are consistent with categorisations
commonly used in the literature. At the end of each subsection, the theories relevant to
that section are summarised in table format. Each theory is randomly numbered, with
the identifying number preceding each theory in the table. A total of 65 theories are
identified (for a complete list, see Appendix A, p291). This system of numbering the
theories was utilised in the research described in the following chapter. The reference
provided indicates a source that either proposes the theory and/or discusses it in depth.

A diverse range of theories, prioritising physiological, psychological or social factors or
integrating these influences, have emerged to attempt to explain the gender difference in
depression. Some of these theories are well supported by research, others are primarily

1

A version of the contents of this chapter was published as Boughton and Street (2007). Integrated review
of the social and psychological gender differences in depression. Australian Psychologist, 42(3),
187-197. See Appendix H, pp 300-311.
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theoretical in nature. For the purpose of this research, the literature on gender
differences in depression was extensively reviewed and a range of theories were
identified. This thesis focuses primarily on psychological and social theories although a
brief overview of other physiological theories is presented. The decision to adopt this
position does not negate the importance of physiological factors but represents a choice
to explore in detail the impact of social and psychological influences.

3.2. Physiological Explanations
Hormonal changes associated with puberty, pregnancy and menopause have been
traditionally used to explain the gender difference in depression. While this explanation
continues to have its proponents, more recent findings, such as the continuation of the
gender difference into old age (Cairney & Wade, 2002; Bergdahl, Allard, Alex,
Ludman, & Gustafson, 2007), have challenged a simplistic understanding of the
relationship between hormonal changes and depression. Recently, theories have
focused on the emergence of the gender difference in adolescence and this association
with maturation of specific brain regions or the impact of hormonal activity on specific
brain systems. For example, a primary postpubertal effect of gonadal hormones on
limbic system hyperactivity has been linked to anxiety and, consequently, to depression
(Parker & Brotchie, 2004). In an extensive review, Hyde, Mezulis, & Abramson (2008)
concluded that while hormones such as adrenal androgens, estrogen, and/or testosterone
might be involved in the increase in girls’ depression in early adolescence, they are not
the sole cause. A second example of a neurobiological explanation involves the
proposed maturation of specific brain regions and stress exposure during windows of
vulnerability (Andersen & Teicher, 2008). With the increasing capacity to measure
brain functioning, these explanations are likely to become more sophisticated.
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Developments such as the Human Genome Project have opened up enormous
possibilities for research into biological factors which may contribute to the gender
difference in depression. However, few researchers would propose that these theories
provide the sole explanation for the gender difference in depression. The dominant
medical model privileges physiological explanations and positions psychological and
sociological variables as peripheral. The choice in this thesis to focus on psychological
and sociological variables reflects a specific interest in these theories and a desire to
include explanations that place depression in context. It does not, in any way, reflect an
intention to deny or negate the significance and contribution of biological variables.

3.3. Psychological Explanations
3.3.1. Intrapsychic variables: Personality traits. Given the current focus on
individual experience in the classification and measurement of depression, it is perhaps
not surprising that there is a predominance of theories derived from intrapsychic
variables. The term “intrapsychic” refers to the internal psychological processes of the
individual. A variety of explanations for the gender difference in depression has been
proposed based on these intrapsychic factors such as personality traits, cognitive
vulnerability and coping strategies. In the following discussion, a range of theories are
discussed under these subheadings. It is recognised that, in a number of instances, the
allocation of a particular theory to a category is somewhat arbitrary. For example,
“resilience” could be seen as a personality trait or a coping style.
Differences between males and females in self concept, embracing the correlated
concepts of self esteem, self worth, and competence, have all been recognised in a range
of theoretical orientations (Beck, 1987). It has been proposed that females are more at
risk for a negative view of self and associated depression than are males (Sakamoto,
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2000). When group differences are studied, by adolescence, girls, as compared to boys,
demonstrate lower self-competence and perceived attractiveness (McCauley
Ohannessian, Lerner, Lerner, & von Eye, 1999). However, these findings do not appear
to be independent of the social context. Whilst there is some variability across cultures,
for Caucasian girls, self worth is highly related to perceptions of physical appearance
(Ben Hamida, Mineka, & Bailey, 1998). These findings suggest that at least some
apparently intrapsychic explanations may in fact be context dependent. Girls who
mature early in a social context of mixed-sex rather than same-sex friends seem most
vulnerable (Ge, et al., 1996). Girls who associate self-worth with physical appearance
report low self-esteem and high levels of depressive affect (Hankin & Abramson, 2001).
Due to greater reinforcement for relationship oriented behaviours in childhood, girls
have a more relational concept of self than boys (Seidlitz & Diener, 1998). This finding
has been central to many feminist theories of depression. Miller (1984), for example,
has proposed that if a woman’s sense of self-worth is grounded in her connection with
others, she is more likely than a man to experience a sense of failure of the self leading
to depression when relational needs are threatened. Decreased self esteem related to
body image and self in relationships may provide some understanding of the emergence
of gender differences in adolescent depression.

Conceptually related to the finding that women are more likely to have a relational self
concept is the finding that women are more likely than men to have personality styles
that place greater value on relationships (Cyranowski et al., 2000). The role of anger in
relationships has been central to several psychodynamic theories of the gender
difference in depression. Psychoanalytic theorists have suggested that women are more
likely than men to turn anger away from the object world and toward the self, resulting
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in depression (Abraham, 1927; Freud, 1956) and to internalise the matricidal drive
(anger towards the mother) stemming from early loss (Kristeva, 1989).

Another variable that recurs in the literature is the trait of dependency. It has also been
seen as a significant vulnerability factor for depression, particularly within the
psychodynamic tradition (Arieti & Bemporad, 1980). It has been argued that different
developmental pressures on women and men lead to different vulnerabilities to
depression, with women demonstrating greater dependency (Blatt & Maroudas, 1992).
A second type of depression-prone individual has been proposed who is concerned with
achievement and is self critical in response to failure. These personality types have also
been identified by cognitive theorists (e.g. Beck, 1987), resulting in considerable
research associated with two types of personal vulnerability to depression – sociotropic
or dependent and autonomous or self-critical. There has been little research attention
relating these variables to gender differences in depression. A focus on the dominant,
intrapersonal conceptualisation may obscure an alternative perspective. It has been
suggested that “the reduction of relatedness to a pathogenic personality trait” deflects
attention from the individual’s experience of what may be an insecure and
undependable relationship (Coyne & Whiffen, 1995, p368). This shift from a focus on
the apparent internal experience of the individual to a consideration of the broader
social context leads to a very different way of thinking about an experience which has
previously been labelled as a personality trait.
Another trait that receives considerable support as a predictor of the gender difference
in depression is neuroticism (Widiger & Anderson, 2003; Parker & Brotchie, 2004).
Neuroticism, involving heightened sensitivity, worry and negative emotions, is more
common in women (Roberts & Gotlib, 1997). Previously dysphoric individuals
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reported higher levels of neuroticism than did never dysphoric subjects (Roberts,
Gilboa, & Gotlib 1998). Neuroticism has been shown to be a predictor of first episodes
of depression (Hirschfeld, et al., 1989).
The trait of masculinity/femininity has also been considered, with masculine genderrole orientation associated with lower levels of depression than feminine gender-role
orientation (Sanfilipo, 1994). Endorsement of feminine-typed traits on the Bem Sex
Role Inventory is a predictor of depressive symptom levels in adolescents and seems to
account for a substantial amount of the observed gender differences in depression
(Allgood-Merton, Lewinsohn, & Hops, 1990).

3.3.1.1. Contextual issues. While it may appear that there is a diversity of
personality traits identified, the evidence suggests that these traits share common
features. In practice, most of the traits identified are correlated with neuroticism. The
conceptualisation of these variables as personality traits locates the search for difference
within the individual, resulting in a loss of information about context.
Table 3.1.
Theories of the Gender Difference in Depression associated with Intrapsychic
Variables: Personality Traits.
2.
6.
38.
40.
48.

51.
52.
60.
63.
64.
65.

Body dissatisfaction associated with the biological changes of adolescence occurs more frequently in girls than boys
(Ben Hamida, et al., 1998; Hankin & Abramson, 2001).
The matricidal drive (anger towards the mother) stemming from early loss is internalised in women but not in men.
(Kristeva, 1989)
Fears of abandonment and longing for love resulting in anaclitic or dependent depression are more common in women
than in men (Blatt et al.,1993)
Adolescent girls have lower perceived self-competence than adolescent boys (McCauley Ohannessian, Lerner, Lerner,
& von Eye, 1999).
Women are more negative in cognitive propositions about the self than men. They experience lower self-esteem, more
negative evaluation about the self, and/or may be higher in self-consciousness or self-preoccupation (Sakamoto,
2000).
Masculine gender-role orientation is associated with lower levels of depression than feminine gender-role orientation
(Allgood-Merton et al., 1990; Sanfilipo, 1994).
Developmental demands on women make them more likely than men to gain their sense of worth through others
(Seidlitz & Diener, 1998).
Thwarted relational needs have a greater impact on the self worth of women than of men (Miller, 1984).
Anger is turned away from the object world and towards the self more often by women than by men.
(Abraham, 1927; Freud, 1956)
Neuroticism, involving heightened sensitivity, worry and negative emotions, is more common in women than men
(Widiger & Anderson, 2003; Parker & Brotchie, 2004).
Unresolved early loss, resulting in self-loathing and self-criticism, is more common in women than in men (Freud,
1956).
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3.3.2. Intrapsychic variables: Coping strategies. In addition to the research
attention given to personality traits, differences in coping styles have also been
considered. It has been suggested that differences in the way in which men and women
cope with life stress account for at least some of the variance in the gender difference in
depression (Nolen-Hoeksema & Girgus, 1994; Hanninen & Aro, 1996). Coping refers
to an individual’s efforts to come to terms with problems, frustrations, threats and
challenging opportunities. Coping implies a marshalling of both conscious and
unconscious resources to meet stresses and challenges. One of the most widely
researched coping strategies is rumination. Rumination refers to “behaviours and
thoughts that focus one’s attention on one’s depressive symptoms and on the
implications of these symptoms” (Nolen-Hoeksema, 1991, p569). Rumination is
demonstrated to be more common in women than in men and results in longer, more
severe episodes of depression (Nolen-Hoeksema, Morrow, & Fredrickson, 1993). In
support of this view, males are more likely than females to actively distract themselves
from their negative moods (Nolen-Hoeksema, 1987; Nolen-Hoeksema et al., 1993), and
their coping strategies are more action focused or instrumental than are those of women
(Nolen-Hoeksema & Girgus, 1994).

Proposed differences between men and women in the processing of affect are central to
a range of theories. Women’s superior recall of affectively valenced life events reflects
a greater tendency for women, relative to men, to have intense emotional experiences.
It has been proposed that greater affect intensity contributes to women’s relatively
greater risk for depression (Fujita, Diener, & Sandvik, 1991; Seidlitz & Diener, 1998).
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Coping styles with a primary focus on emotion are more common in women while
problem-focused coping styles are more common in men. Hanninen & Aro (1996)
argue that the greater tendency of women to be more depressed might be due partly to
their less effective, emotion based, coping such as making unhealthy blaming
attributions towards themselves, or venting anger on others. The gender difference in
depression was eliminated when (dysfunctional) coping was controlled for, suggesting
that the greater chance of women becoming depressed essentially reflected their less
effective coping strategies. Another coping style that has been correlated with
depression is cognitive avoidance coping, involving denying and minimising stressors.
Cognitive avoidance coping is associated with increases in depression in women, but
not in men (Blalock & Joiner, 2000). Not only do women appear to cope less
effectively than men with negative life events they also have been found to be less
resilient. The capacity to manage negative life events well is often referred to as
resilience. Hanninen & Aro (1996) found that women scored lower than men on a
resilience scale, and that low resilience was associated with dysfunctional coping.
3.3.2.1. Contextual issues. This focus on coping deflects awareness away from
the kinds of experiences with which individuals have to cope. Such recognition of the
context raises the interesting possibility that these apparently intrapyschic styles are a
function of the nature of the difficulties these individuals are confronting. What happens
to rumination, for example, if more open communication is available in a relationship?
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Table 3.2.
Theories of the Gender Difference in Depression associated with Intrapsychic
Variables: Coping Strategies.

1.
3.
18.
20.
24.
26.
34.
36.
57.

Rumination, involving the focusing of attention on depressive symptoms and their implications, is more common in women
than in men (Nolen-Hoeksema, 1991).
Instrumentality (i.e. a personality style focused on action) is more common in men than women (Nolen-Hoeksema & Girgus,
1994).
Cognitive avoidance coping, involving denying and minimising stressors, is associated with increases in depression in women,
but not in men (Blalock & Joiner, 2000).
Coping styles with a primary focus on problem solving are more common in men than women (Hanninen & Aro, 1996).
Resilience (an individual’s personal style that facilitates effective coping with difficulties) is more common in men than women
(Hanninen & Aro, 1996).
Women have a greater tendency to recall intense emotional experiences than men do (Fujita, et al., 1991; Seidlitz
& Diener, 1998).
Women have a greater tendency to have intense emotional experiences than men do (Fujita, et al., 1991; Seidlitz
& Diener, 1998).
Distracting behaviours are more commonly utilised by men than by women (Nolen-Hoeksema, 1987; Nolen-Hoeksema et al.,
1993).
Coping styles with a primary focus on emotion are more common in women than in men (Hanninen & Aro, 1996).

3.3.3. Intrapsychic variables: Cognitive vulnerability. Cognitive
vulnerability refers to attributional styles or styles of thinking, attitudes and beliefs
which are negatively biased or dysfunctional (Abramson, Metalsky, & Alloy, 1989).
Women are more likely than men to make complex attributions in the construction of
causality. A person who tends to use complex attributions might hypothesise about and
investigate a variety of dimensions when considering a problem. Women and people
who are depressed have more complex attributions than men. Greater complexity in
attributions does not imply greater accuracy, as considerable bias and self-reflection
may be involved (Sprock & Yoder, 1997).

A tendency to internal, as opposed to external, attributional style or locus of control has
been found to be more common in men than in women (Nolen-Hoeksema, Larson, &
Grayson, 1999; Huckert & Krampen, 2010). People who attribute failure to more
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‘internal global states’ are especially vulnerable to depression (Abramson & Andrews,
1982). A perception of lack of control over their environment leads people to develop a
generalised expectation that they cannot control events. This situation then leads to the
symptoms of depression - lowered motivation, passivity, self-esteem loss, and the
inability to see opportunities to control the environment. Because some women do not
believe that they have control over their lives, they may not be able to utilise the control
they do have, leading to more negative life events (Nolen-Hoeksema et al., 1999).
Learned helplessness, resulting from the expectation that the outcome of events will be
uncontrollable, is more likely to be experienced by women than by men (NolenHoeksema, 1987). Previous experiences of victimisation, restricted opportunities and
more passive social roles result in women being less equipped to manage negative life
events and more vulnerable to hopelessness and depression (Zlotnick, Shea, Pilkonis,
Elkin, & Ryan, 1996).

Table 3.3.
Theories of the Gender Difference in Depression associated with Intrapsychic
Variables: Cognitive Vulnerability.

4.

Differences in relative activation between the left and right hemispheres of the brain resulting in a
neuropsychological vulnerability towards depression is more common in women than in men (Heller, 1993).
5. Men are more likely than women to exhibit internal rather than external locus of control (Nolen-Hoeksema, et al.,
1999).
42. Learned helplessness, resulting from the expectation that the outcome of events will be uncontrollable, is more
likely to be experienced by women than by men (Nolen-Hoeksema, 1987).
58. Failure is attributed by women, but not men, to internal, global factors (Abramson & Andrews, 1982).
62. Attributional complexity in the construction of causality is more common in women than men (Sprock & Yoder,
1997).

In summary, a range of theories has been proposed to describe differences between men
and women in the way in which they perceive and process their experiences. In
particular, women demonstrate a greater tendency to rely on affective coping styles and
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to make internal attributions for negative life events. Both of these factors appear to
make a significant contribution to depression vulnerability.
3.3.3.1. Contextual issues. A fundamental problem with the intrapsychic model
is the loss of information associated with the lack of context. What is frequently omitted
in these theories is the interpersonal environment in which personality, coping strategies
and vulnerability are embedded. For example, coping strategies may be less effective,
not because of their style but because of what they are required to manage. It may be
that many women interact in contexts that allow them to have little control over their
lives. A focus on intrapsychic processes may lead to a neglect of contextual factors and
a loss of significant information. In this way, systemic issues may be incorrectly
labelled as qualities of the individual.
While intrapsychic variables have attracted a great deal of research attention, social
variables have been seen as important in a range of theories, as will be outlined in the
following section.

3.4. Social Explanations.
3.4.1. Problematic relationships. The social context of depression has been
seen as significant in a range of theories. Whilst these theories shift the focus from the
individual to the impact of social variables, particularly relationships, rarely do these
theories focus on the interaction between individual and environment. The explicit or
implicit assumption is that these variables are significant because of their impact on
intrapsychic variables. The stress/vulnerability model, which is extremely influential in
many areas of mental health, is consistent with this thinking. The assumption is that life
stressors act on a vulnerable individual, leading to mental illness. The possibility of an
interaction between the individual and the environment is rarely made explicit.
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Interpersonal explanations have focused on poor early parenting, problematic
relationships and marital quality (e.g. Coyne & Whiffen, 1995; Bebbington et al., 1998).
The available evidence suggests that women may be more vulnerable to problematic
interpersonal relationships than men across the life span (Hammen, 1999).
The discrepancy begins in early childhood. The experience of being poorly parented as
a child is more likely to be manifested in depressive symptoms for women than for men
(Cummings, DeArth-Pendley, Du Rocher Schudlich, & Smith, 2001). Girls exposed to
poor mothering qualities may be particularly liable to develop insecure attachments
giving rise to low self-esteem and poor relational skills; they may have less in the way
of academic aspirations and will seek a solution in early partnering (Sadowski, Ugarte,
Kolvin, Kaplan & Barnes, 1999). Females tend to show a stronger affiliative style than
males, resulting in adolescent girls being more vulnerable than boys to relationship
stressors. Positive parental relationships act as a buffer against the negative effects of
transitional stressors (Cyranowski et al., 2000).
Negative, conflictual relationships may be more stressful for women because women
experience greater interpersonal connectedness (Seidlitz & Diener, 1998). The
tendency to have more intensive and extensive emotional involvement in relationships
makes women more vulnerable to negative, conflictual relationships than men (Turner,
1994). This focus on women’s needs for support may equally be seen in terms of the
threat women perceive to be present in their male partners. This threat is conveyed in
the following belief about men: “unless one hovers close by, worries about offending,
and tries to please them, they will no longer be available” (Coyne & Whiffen, 1995,
p368). Women may be both more vulnerable to experiencing this threat and less likely
to pose such a threat for their male partners because of their more relational sense of self
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and style of interacting (Jordon, Kaplan, Miller, Stiver, & Surrey, 1991; Koerner,
Prince, & Jacobson, 1994).
Early research findings suggested that married women have higher rates of mental
illness than do unmarried women and married men (Gove, 1972; Radloff, 1975).
Weissman (1987) reports data showing that the gender-related difference in 6-month
prevalence rates for major depression was more pronounced for married than for
separated/divorced or single men and women.

However, more recent studies have

demonstrated that married men and women in fact have a lower risk for major
depression compared to separated, divorced or single individuals (Aseltine & Kessler,
1993; Coryell, Endicott, & Keller, 1992). Poor marital quality, rather than marriage per
se, appears to be the key risk factor for increased depressive symptoms (O’Leary &
Cano, 2001). There are many possible pathways to poor marital quality but most
involve an interaction between the behaviour and expectations of the individuals
involved. In other words, poor marital quality is a function of social interaction rather
than linked to specific qualities of the individuals involved.
Emotional support of marital partners may be less available for women and thus marital
conflict is more likely to have an impact on women’s emotional wellbeing. Support and
conflict within the marital relationship may function differently for men and women,
with husbands contributing to conflict but not being sought as a confidante. However,
men may be less influenced by marital conflict, and are more likely to seek their wives
as confidantes (Turner, 1994). This is consistent with findings of the greater
significance of affective coping for women.
3.4.1.1. Contextual issues. Whilst the theories related to problematic
relationships are useful in that they focus on the impact of interpersonal relationships on
individuals, they rarely examine the interactive nature of the relationship. For example,
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a contextual perspective needs to include an understanding of how interaction patterns
contribute to a deteriorating relationship.
Table 3.4.
Theories of the Gender Difference in Depression associated with Social
Explanations: Problematic Relationships.

28. Marital conflict is more likely to have an impact on women’s emotional wellbeing than on men’s. Psychological support of
marital partners is often less available for women than for men (Turner, 1994).
37. The experience of being poorly parented as a child is more likely to be manifested in depressive symptoms for women than
for men (Cummings, et al., 2001).
55. Negative, conflictual relationships are more stressful for women than men because women experience greater interpersonal
connectedness (Seidlitz & Diener, 1998).

3.4.2. Caring for others. The observed greater importance of relationships to
women’s wellbeing results in a number of behaviours that increase the risk of
depression for women. Kessler and McLeod (1984) and Turner and Avison (1989)
developed the ‘cost of caring’ hypothesis which proposes that women care more for
others and are more affected by events effecting others rather than themselves. They
found that women were equally vulnerable to self-focused events, but more so than men
to events affecting others. A recent large scale twin study using data from individual
interviews produced findings inconsistent with the “cost of caring” hypothesis (Kendler,
Thornton, & Prescott, 2001). Maintaining a large support network may be helpful for
women with more personal resources whereas low resource women have more
problems trying to respond to the needs of others and are more likely to be distressed by
their difficulties (Riley & Echenrode, 1986). Veiel (1993) found that family support
networks had a negative effect on recovery from major depressive episodes for women
who were homemakers, but not for men or working women. Homemakers may be
overloaded by the demands of others but lack the positive feedback from others that is
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more available in the work context. Alternatively, supportive families may inadvertently
reinforce behaviours associated with depressive symptoms (Sprock & Yoder, 1997).
This tendency of women to put the needs of others before their own has lead to several
theories relevant to the gender difference in depression. “Silencing the self” (silencing
one’s own desires and feelings in order to nurture and meet the needs of a partner) is
proposed to be more common in women, placing them at greater risk for depression
(Jack, 1991). According to Jack’s model, the factors that increase women’s
vulnerability to depression include women silencing their own desires and feelings in
order to nurture and meet the needs of their partners.
It has been suggested that caring for others is a part of the experience of self for many
women. Because women have learned to define themselves in terms of others they are
more likely to bear the stress of problems in a relationship; disruption in relationships is
for women a disruption in the experience of self. Braverman (1986) proposes that “it is
extremely difficult for women to design and participate in activities for their own
development and enhancement without causing themselves psychic and physical pain”
(p95). Her “sociocultural legacy” of giving priority to others may conflict with a
woman’s own needs, resulting in the “unfortunate solution” of depression.
3.4.2.1. Contextual issues. Whilst research on caring has focused on a woman’s
tendency to prioritise the needs of others, it has neglected to examine the contextual
demands, including social expectations, economic considerations, and the demands of
others, that put pressure on women.
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Table 3.5.
Theories of the Gender Difference in Depression associated with Social
Explanations: Caring for others.

16. Silencing the self” (silencing one’s own desires and feelings in order to nurture and meet the needs of a partner) is
more common in women than in men (Jack,1991).
45. Social networks may be more demanding than supportive for women than for men with limited personal resources
(Riley & Echenrode, 1986).
50. Women but not men have a “sociocultural legacy” of giving priority to others. This may conflict with a woman’s own
needs, resulting in the “unfortunate solution” of depression (Braverman, 1986).
53. The “cost of caring” (being personally affected by events affecting others) is greater for women than for men
(Kendler, et al., 2001).

3.4.3. Social support. Providing care and social support to others may be
problematic for women as the demands of others may place pressure on their limited
time and resources. The process of receiving support from others appears to function
differently for men and women. Social support appears to buffer the impact of negative
events but have little impact under low stress for men, whilst low social support may
itself be depressogenic for women (Barnett & Gotlib, 1990). The support of marital
partners is often less available (at a desired level or in a desired form – eg emotionally
rather than practically) for women and low social support has a greater negative impact
on coping for women.
Brugha, et al. (1990) found that recovery from depression was associated with different
aspects, or possibly, with different perceptions of the social network in male and female
patients. For women, the significant predictors of recovery appeared to be the
availability of close supports and their satisfaction with support. For men, predictors
included living in a marital relationship, absence of negative social interactions and
number of friends or acquaintances. There is some evidence to suggest that ruminative
coping style, which was discussed previously, is correlated with response to social
support. Individuals with a ruminative coping style, who are more likely to be women,
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tend to focus excessively on their own emotional reactions. They seek and benefit more
from social support but report receiving less than those without a ruminative coping
style (Nolen-Hoeksema & Davis, 1999). It is believed that maintaining social networks
may be more demanding than supportive for women who have fewer personal
resources.
3.4.3.1. Contextual issues. Research in the area of social support would benefit
from an examination of the interpersonal context; for example, why some partners are
unresponsive to expressions of need for support.
Table 3.6.
Theories of the Gender Difference in Depression associated with Social
Explanations: Social Support.

7. Low social support has a greater negative impact on coping for women than for men (Brugha, et al., 1990).
47. Low social support is more likely to be a threat to self worth for women than for men (Barnett & Gotlib, 1990).

3.4.4. Social roles. Role-related behaviour has frequently been linked to
depression, with the restrictions, conflicts, overload, stresses and devaluation of the role
of women being emphasised (e.g. Braverman, 1986; Bebbington, 1998). Beginning in
adolescence, girls may face increased expectations to conform to a more restrictive
social role than males, deemed appropriate for females, and such expectations may
contribute to their tendencies toward depression (Nolen-Hoeksema & Girgus, 1994).
For women who are homemakers, depression has been linked to the increasing
devaluation of this traditional female role in comparison to the elevation of the
traditional male role of bread winner (Schwartz, 1991). In societies such as orthodox
Jewish communities in which the homemaker role is valued, the gender difference in
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depression has not been demonstrated (Loewenthal, Goldblatt, Gorton, Lubitsch,
Bicknell, et al., 1995). Traditional female roles are seen as resulting in greater stress
and fewer coping resources than traditional male roles. This may result in low self
worth and links to the earlier discussion of the relationship between low self esteem and
depression for women. More recent research refutes earlier findings that married women
have a higher degree of depression than single women and men (Aseltine & Kessler,
1993; Coryell, Endicott, & Keller, 1992). This change in research outcomes over time
correlates with increased female workforce participation. This may have positive or
negative implications for women. Some workers have suggested that the conflict
between work and familial roles coupled with sex discrimination resulted in higher rates
of depression for women (Greenglass, 1985). Employed women are more likely to
experience depression than employed men because they have primary responsibility for
household chores and childcare in addition to paid employment, resulting in work and
role overload (Gove & Tudor, 1973; Schwartz, 1991). Other research suggests that
multiple roles may insulate women from depression by moderating family stresses
(Nolen-Hoeksema, 1990; Sprock & Yoder, 1997). Women with employment outside
the home have been found to be less depressed than women who are fulltime
homemakers (Radloff, 1975). There are a number of possible explanations for this
finding. Employment outside the home may provide a wider range of roles from which
to obtain reinforcement. These roles may also encourage a practical focus rather than
the emotional focus characteristic of the homemaker/carer role.
3.4.4.1. Contextual issues. Variations across social groups suggest that it is
important to examine the social and interpersonal context in which roles are embedded.
For example, it is important to examine the extent to which partners, significant others,
social pressures, economic factors and messages from the media support or invalidate
roles associated with work/family balance.
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Table 3.7.
Theories of the Gender Difference in Depression associated with Social
Explanations: Social Roles.
9.
22.
27.

33.
41.
43.
59.

Marriage and homemaking are more costly and less beneficial to women than to men (Aseltine & Kessler, 1993;
Coryell, Endicott, & Keller, 1991).
Traditional female roles result in greater stress and fewer coping resources than traditional male roles (Gove, 1972).
Depression is more common in women than in men because it evolves in relation to the process of social competition
as an unconscious, involuntary losing strategy enabling the acceptance of defeat and low social rank. This losing
strategy is pertinent to women rather than to men (Price, Sloman, Gardner, Gilbert, & Rohde, 1994).
Conflict between work and family roles is more salient for women than for men (Greenglass, 1985).
The traditional female role of homemaker is devalued whilst the traditional male role of bread winner is affirmed
(Schwartz, 1991).
Conformity to a restrictive social role is expected of women but not of men (Nolen-Hoeksema & Girgus,1994).
Role overload is more common in employed women than in employed men due to their traditional primary
responsibility for household and childcare duties (Gove and Tudor, 1973; Schwartz, 1991).

3.4.5. Negative life events. Not only do women appear to have personality
traits, coping strategies and cognitive styles which may increase their vulnerability to
negative events, they may in fact be exposed to a greater incidence of stressful
experiences. The proposal that, overall, women are subject to more, or more upsetting,
life events than men is seen as contentious by some researchers (Weissman & Klerman,
1977; Bebbington, 1998). A well designed, large scale study found that there was no
difference in the rates of reported stressful life events between men and women
(Kendler et al., 2001). However, numerous reviewers, summarising the research, have
concluded that negative life events are reported more frequently by women (e.g.
Cyranowski et al., 2000; Hyde, Mezulis, & Abramson, 2008).

Irrespective of whether

or not there is a gender difference in the level of negative life events, it has been
suggested that gender moderates the effect of negative life events on depression (Hankin
& Abramson, 2001). In other words, this research suggests that it is the experience of
the event, or the coping strategies employed, rather than the event per se that contributes
to depression. This is consistent with the theories of styles of thinking and coping
described earlier.
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In addition to the proposed difference in frequency, there are variations in the nature of
the traumatic events experienced by men and women. One highly significant negative
life event that is more common in females than males is childhood sexual abuse.
Nolen-Hoeksema and Girgus (1994) review evidence to suggest that “up to 35% of the
differences in rates of depressive disorders in adult women and men might be
attributable to the higher rate of sexual abuse before age 18, and subsequent depression,
in women” (p. 436). Sexual abuse in childhood leads to depression, low self-esteem,
hopelessness, and external locus of control (Brewin, Hunter, Carroll, & Tata, 1996).
This well documented greater risk of experiencing sexual abuse for women may
contribute to the increase in stressful life events, low self esteem and less effective
coping strategies attributed to women. Behavioural and feminist theories of women’s
greater vulnerability to depressive symptoms compared with that of men generally
attribute this vulnerability to the negative consequences of women’s lower social status
and economic power in a patriarchal society (Nolen-Hoeksema et al., 1999). Women
are seen as being in a less powerful position than men, which leads them to develop
styles of coping previously discussed. These styles are already akin to depression, such
as compliance, passivity and helplessness (Loewenthal et al., 1995).
3.4.5.1. Contextual issues. These theories focus on aspects of the negative
context of individuals, highlighting a range of social pressures that impact on the
individual’s experience. There is some indication that, with the focus on an earlier age
of onset than previously documented, the emphasis has moved from pressures
associated with caring for others to adolescent issues such as body image. However,
these theories remain primarily hypotheses about the impact of social variables on the
individual’s experience. The possibility that there may be an interaction between social
variables and the individual has received limited attention.
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Table 3.8.
Theories of the Gender Difference in Depression associated with Social
Explanations: Negative Life Events.

15. Teenage pregnancy is more common for women than men (Troutman & Cutrona, 1990).
17. Single parent status is more common for women than men (Weissman, et al., 1987).
19. Chronic strain involving ongoing environmental and interpersonal pressures is more common for women than for men
(Nolen-Hoeksema, Larson & Grayson, 1999).
31. In a patriarchal society, women have less social and economic power than men (Nolen-Hoeksema, et al.,1999).
35. Negative life events are reported more frequently by women (Cyranowski et al., 2000).
39. Childhood sexual abuse is more common in women than in men (Hankin & Abramson, 1999).
54. Economic dependency is more common for women than men (Sprock & Yoder, 1997).
56. Poverty is more common for women than men (Belle, 1990; Bruce, Takeuchi, & Leaf, 1991).
61. Acclaim and reward are more available to men (Hammen, 1997).

More recently, there has been an increase in theories attempting to integrate a number of
variables which have received good experimental support to produce a more
comprehensive theoretical understanding. Examples of this approach are discussed in
the next section.
3.5. Multifactorial Theories
The available evidence suggests that no single variable accounts for a significant
amount of the variance in the relationship between gender and depression. It is likely
that the relationship between gender and depression is multifactorial. Indeed, there are
probably multiple pathways to depression. A number of multifactorial theories have
been developed, proposing an interaction between intrapsychic factors and interpersonal
stresses. Many of these diathesis/stress theories aim to explain one of the most
important aspects of the gender difference - its onset in early adolescence. Women are
more likely than men to experience the onset of depression in adolescence (NolenHoeksema, 1990; Hankin & Abramson, 2001). The impact of this age of onset is far
reaching. Initial high levels of adolescent depression in girls create a vulnerability to
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subsequent negative thoughts and negative life experiences in adult women (NolenHoeksema & Girgus, 1994).
Nolen-Hoeksema and Girgus (1994) propose a broad vulnerability-stress framework,
suggesting that, in early adolescence, “pre-existing gender differences interact with
increased challenges and changes in the conditions of girls’ lives to yield the gender
differences in depression that emerge at that time.” (p. 439).
For Cyranowski et al. (2000) the pubertal timing of adolescent transition coincides with
biologically and socially mediated increases in affiliative need for adolescent females.
Insecure attachments to parents, an anxious-inhibited temperament, and low
instrumental coping skills independently (and interactively) contribute to placing certain
females at risk for a difficult adolescent transition. These workers propose a model of
“correlated consequences”, in which intensified affiliative need experienced in
combination with adolescent transition difficulty may create an increased likelihood that
negative life events trigger the onset of depressive episodes.
Hankin and Abramson (2001) present an elaborated cognitive vulnerability transactional stress theory to explain the emergence of gender differences in depression
during adolescence. This model proposes that adolescent girls are more likely than
boys to experience negative life events, leading to increases in initial negative affect.
They are more cognitively vulnerable than boys and are more likely to demonstrate preexisting vulnerabilities in personality traits such as neuroticism and environmental
adversity.
The key role of neuroticism as a vulnerability factor is also posited in the work of
Parker and Brotchie (2004). They hypothesise a primary post-pubertal effect of gonadal
hormones on limbic system hyperactivity, predisposing women to potentially higher
rates of certain anxiety and depressive disorders. These hormonal influences activate a
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diathesis that interacts with socialisation and sex role factors to generate the increased
likelihood that women will experience depression.
In the hopelessness model of depression (Abramson et al., 1989) the interaction of an
attributional style characterised by the tendency to make stable and global attributions
(depressive diathesis) with negative interpersonal events more commonly leads to
hopelessness in women than in men. Women are at greater risk than men to experience
hopelessness depression, particularly when the depressive diathesis interacts with
interpersonal stress.
Whilst most of these multifactorial theories link individual differences to relevant
stressors, retaining a focus on the experience of the individual, the work of Hammen
(1999) proposed an interpersonal model of depression based on stress generation. This
theory argues that many individuals contribute to the occurrence of stressful events
through their behaviours, characteristics, attitudes, and levels of competencies. These
factors contribute to both the recurrence of depression and the intergenerational
transmission of depression in families. Women may be at greater risk for depression
than men as they have more vulnerability factors and are more responsive to
interpersonal negative life events (Hammen, 1999).
Although multifactorial theories vary in the emphasis they place on biological factors,
they consistently postulate an association between external pressures and psychological
coping styles. Neuroticism, with its biological basis and links to variables such as
dependency and rumination, is frequently proposed as a vulnerability factor (Hankin &
Abramson, 2001; Widiger & Anderson, 2003; Parker & Brotchie, 2004). The greater
likelihood of past and current adversity, particularly in the context of relationships, is
also a recurring feature (Hammen, 1999; Hankin & Abramson, 2001; Parker &
Brotchie, 2004). With the exception of Hammen’s (1999) work, the dominant trend in
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theorising has been to propose internal vulnerabilities that are triggered by relevant
external pressures. This trend is continued in a recent proposed model to account for
the gender difference in depression that integrates affective (emotional reactivity),
biological (genetic vulnerability, pubertal hormones, pubertal timing and development)
and cognitive (cognitive style, objectified body consciousness, rumination) factors as
vulnerabilities that, in interaction with negative life events, heighten girls’ rates of
depression beginning in adolescence (Hyde et al., 2008).

Table 3.9.
Theories of the Gender Difference in Depression: Multifactorial Theories.

8. The interaction of more vulnerability factors with greater responsiveness to negative interpersonal events places women at
greater risk of depression than it does men (Hammen, 1999; Hankin & Abramson, 2001).
25. Initial high levels of adolescent depression in girls creates a vulnerability to subsequent negative thoughts and negative life
experiences in adult women (Nolen-Hoeksema & Girgus, 1994).
29. The interaction of greater need for attachment relationships with higher likelihood of adolescent transition difficulties
places women at greater risk for depression than men (Cyranowski et al., 2000).
44. The interaction of stable and global attributions with negative interpersonal events more commonly leads to hopelessness
in women than in men (Abramson, et al., 1989).

In addition to the psychological and social variables discussed, a number of other
possible explanations related to the way in which depression is expressed and assessed
have been proposed. These explanations have been labelled ‘artefact theories’.
3.6. Artefact Theories
The concept of ‘artefact theories’ refers to the suggestion that the sex difference in
depression is an artefact of differences in the ways in which men and women
demonstrate the common symptoms of depression (Sprock & Yoder, 1993; Loewenthal
et al., 1995). As previously discussed, the sex difference may also be a function of the
questions asked in assessing depression. For example, these questions may reflect too
narrow a definition of depression that fails to include symptoms associated with
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depression in men (Wilhelm & Parker, 1993). Depressive spectrum disorder may
manifest itself as excessive alcohol use or acting-out and anti-social behaviours in men
(Schwartz, 1991; Sprock & Yoder, 1997). Certainly, one well supported finding is that
depression is both under-diagnosed in men and over-diagnosed in women (Wrobel,
1993; Wilhelm & Parker, 1993). This may be due to the expectations of clinicians but
may also reflect the finding that men are judged more harshly and seen as more
impaired than depressed women for displaying the same behaviours (Hammen & Peters,
1977). These findings suggest that it is difficult to make a diagnosis of depression that is
independent of context and social expectations. It has been suggested that the sex
difference might also be due to higher likelihood of comorbid disorders in women.
Comorbid disorders such as anxiety, eating disorders, somatisation disorder,
agoraphobia, panic disorder, and borderline personality disorder can increase
vulnerability to depression (Ochoa, Beck & Steer, 1992). This, along with other
theories allocated to this section, reflects the proposal that the gender difference is not a
function of depression itself but rather of the correlates or context of the disorder.
Women seem to respond differently to their experiences, resulting in depression being
recognised and labelled more readily amongst women than amongst men (Gotlib &
Whiffen, 1989; Yoder, Shute & Tryban, 1990). Women are also more likely to report
depressive symptoms than are depressed men, even when they have been judged equally
depressed, raising the possibility that self-report assessments of depression may
overestimate depression for women and/or underestimate depression for men (Spock &
Yoder, 1997).
Less well supported is the proposal that men are more reluctant to seek help for
depression, require greater severity of symptomatology before seeking help, and are
more likely to report that they would never seek psychotherapy for depression
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(Hammen & Padesky, 1977). Studies of actual help-seeking behaviour, however, have
found that men and women with similar levels of self-reported depressive symptoms
were equally likely to seek help and to be diagnosed as depressed in a clinical interview
(Nolen-Hoeksema, 1990; Zlotnick, et al., 1996). This apparent discrepancy may be
explained in a number of ways. It may be a function of the difference between
verbalised intentions and actual behaviour. It is also possible that it represents a shift in
attitudes over time in the years between 1977 and 1996.
The suggestion that the response to treatment interventions for depression is poorer in
women, resulting in more sustained disability and greater vulnerability to relapse in
women than in men, has not been supported by the research (Zlotnick et al., 1996).
Similarly, the hypothesis that females who have been depressed at least once are more
likely than once-depressed males to have recurrences of depression has not been
substantiated (Kessler et al., 1993; Simpson, Nee, & Endicott, 1997; Hankin et al.,
1998).
Other hypotheses, such as the consequences of suicide are more lethal in men, resulting
in a female majority of survivors, are unable to account for the size of the gender
discrepancy (Loewenthal, et al., 1995).
Table 3.10.
Theories of the Gender Difference in Depression: Artefact Theories.
10. Accepted classifications of depression relate to women’s presenting symptoms, not to men’s (Schwartz, 1991; Sprock & Yoder,
1997).
11. Response to interventions for depression is poorer in women than in men (Zlotnick et al., 1996).
12. Suicide occurs as a consequence of depression in men more than in women, resulting in a female majority of depression
survivors (Loewenthal,et al., 1995).
13. Reporting of depressive symptoms occurs more commonly amongst women than amongst men (Spock & Yoder, 1997).
14. Clinical expectations result in a bias towards diagnosing depression in women rather than in men (Wrobel, 1993; Wilhelm &
Parker, 1993).
21. Poorer treatment outcomes for depression result in more sustained disability and greater vulnerability to relapse in women than in
men (Zlotnick et al., 1996).
23. Help seeking for depression is more prevalent amongst women than amongst men (Hammen & Padesky, 1977).
30. Recognition of depressive symptoms is more common amongst women than amongst men (Yoder et al., 1990).
32. Expression of depressive symptoms has more negative social consequences for men than for women (Hammen & Peters,1977).
46. Psychiatric disorders associated with depression are more common in women than in men, increasing their vulnerability to
depressive disorder (Ochoa, Beck & Steer, 1992).
49. Relapse rates for depression are higher in women than in men (Kessler et al., 1993; Simpson et al., 1997; Hankin et
al., 1998).
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3.7. Summary
In summary, there appear to be a number of gender differences in the way in which
depression is perceived, expressed, and recognised by others. These theories are often
grouped together and classified as artefact theories because they focus on differences in
measurement or behavioural expression rather than what are regarded as “real” gender
differences in the experience of depression.
Current thinking about depression has placed these theories on the periphery of the
dominant view, relegating them to the status of artefacts of measurement. If the context
of depression is restored these theories may come to have a different meaning. The
classification of theories into psychological, social, multifactorial and artefactual is
arbitrary and derives from the dominant construction of depression. Another, more
objective way of integrating the available theories may facilitate a different way of
thinking about these theories.
3.8. Conclusion
This chapter has outlined a wide range of theories, referred to in the published literature,
to explain the gender difference in depression. These theories have been grouped in a
fairly arbitrary manner, based on classifications used in the existing literature.
The next chapter, Chapter Four, describes a research approach aimed at achieving an
integration of the available theoretical explanations of the gender difference in
depression which allows for a more systematic form of classification and the
identification of unaddressed or under explored issues.
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Chapter 4.
Explaining the Gender Difference in Depression: Bringing Theories
Together
“I try to tell him that you’ve got to remember that depression is a
sickness. If I had diabetes you wouldn’t tell me off if my blood sugar is
high.” (Reseach participant, CF, 2010).

In Chapter 3, a range of theories to explain the gender difference in depression were
outlined. These theories have appeared across a variety of disciplines. This outline
was achieved by summarising information from a wide range of theorists and
researchers who have published in this area. Biological, sociological, and
intrapsychic factors have all been identified, with relationships between these
variables leading to more integrated theoretical models (Nolen-Hoeksema et al.,
1999; Cyranowski et al., 2000; Hankin & Abramson, 2001; Hyde et al., 2008). In
addition, several major review articles have appeared (McGrath, Keita, Strickland,
& Russo, 1990; Nolen-Hoeksema, 1990; Sprock & Yoder, 1997). A variety of
categories for integrating the numerous theories have been utilised (Sprock &
Yoder, 1997; Bebbington, 1998). These classifications have been based, somewhat
arbitrarily, on theory or common features. It has proven difficult to summarise the
diverse range of theories available in a way that is consistent across studies.
A model which brings together the range of theories is needed to provide clarity and
direction for future research. The aim of the present study is to empirically integrate
a comprehensive range of theories proposed to explain the gender difference in
depression.
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4.1. The Need for a Comprehensive Integration of Theories

The overview of theories in Chapter 3 included proposals from a wide range of
disciplines. Some are clearly delineated and empirically supported. For example,
rumination, involving the focusing of attention on depressive symptoms and their
implications, is more common in women than in men (Nolen-Hoeksema & Girgus,
1994; Nolen-Hoeksema, et al., 1999). Others are derived from sociological
observations, clinical experience, or a philosophical orientation. For example, the
matricidal drive (anger towards the mother) is internalised in women but not in men
(Kristeva, 1989). No single overall theory encompasses the wide range of variables
that have been associated with the gender difference in depression.

One of the goals of attempting to integrate theories is to identify conceptual gaps.
Thus, a mechanism for integrating available explanations should allow for the
identification of unaddressed or underexplored issues. This would facilitate an
awareness of what is left out of existing theory and allow for the development of a
more comprehensive theory. The aim of the present study is to utilise an established
research method to construct an integrated framework derived from the opinion of a
range of researchers who have worked in the area of gender differences in
depression. The consideration of multiple expert opinions is expected to enhance
the validity of any conceptual grouping of theories identified.
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4.2. An Empirical Approach to Integration

Street, Sheeran, and Orbell (1999, 2001) conducted a multidimensional scaling
(mds) analysis using a card sort task to produce an integrated framework of concepts
derived from major psychological theories of depression. This methodology is
appropriate for the current study. Theories explaining the gender difference in
depression can be sorted into groups by researchers working in the area and the
resulting data integrated using mds. This permits the production of a framework
consisting of meaning dimensions describing researchers’ categorisations of theories
of the gender difference in depression. It also allows for consideration of the
relationships between these conceptual areas and allows for the identification of
possible gaps in theory. The aim is to provide an empirical classification of the
significant concepts that underpin the range of psycho-social theories.

4.3. Method.

The process of data collection involved an initial phase of theory identification and a
subsequent card sort phase. Each phase was designed to ensure that the final
solution was empirically derived and was inclusive of the range of current theories
of the gender difference in depression.

4.3.1. Phase One: Identification of theories of gender difference in
depression. Sixty five distinct psychological theories of gender differences in
depression were identified from the literature for inclusion in the study. As the aim
of the study was to develop a comprehensive model of existing theories, the data
bases of Medline, PsycInfo, and Sociology were searched for references to the
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gender differences in depression. A list of theory statements (see Chapter 3 and
Appendix A) was produced. The numbers which appear in brackets throughout the
Results section of this chapter refer to the theories as numbered in Chapter 3 and
Appendix A. The same numbering system for the theories occurs on the graphic
representations. Whilst every effort was made to include the range of current
theories, it is accepted that the list is not exhaustive. However, it is not believed to
be necessary to include a complete list of theories in order to generate a
comprehensive conceptual framework. Any additional theories can be integrated
into the framework produced.

4.3.2. Phase Two: The Card Sort Task.

4.3.2.1. Participants. Researchers working in the area of gender difference in
depression were identified from their published articles. A sample of forty
researchers were contacted. Many of the approached theorists were unable to find
enough time to participate, overall a total of nine completed the study. This number
was acceptable for mds as mds depends on the number of stimuli rather than the
number of participants. Small numbers of participants (i.e. fewer than ten) are
typically involved in this type of analysis (Schiffman, Reynolds, & Young, 1981).
MDS is most effective with data sets with a large number of stimuli (greater than
ten) and so is an appropriate process for the current research with a data set of 65
stimuli. A sample size of nine participants provides a good range of matrices to
contribute to the dimensional solution created. Note the findings are not necessarily
representative of all professional opinion in this area but allow for the construction
of a comprehensive solution.
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4.3.2.2. Procedure. The main tenet of each theory was briefly stated in one or
two sentences on an individual card. Statements of theories were taken directly from
their published sources, as far as possible. If a theoretical explanation was
considered to be too lengthy to be put as written, a simplified or summary statement
was produced in order to state a theory concisely. The theories were numbered on a
random basis and each theory was printed onto a card. There were a total of 65
cards, each representing a documented theory of the gender difference in depression.

Each of the researchers was contacted by mail. Each was sent a letter outlining the
study, 65 psychological theories of depression printed on individual cards, an
information sheet, a consent form, a return envelope, small plain envelopes for
sorting the cards, and task instructions. Participants were asked to sort the cards
into groups on the basis of their conceptual similarity. They were then asked to
place each group into a separate envelope and to provide a descriptive title for each
of the card groups to indicate the basis chosen for group membership. No time limit
was given for the task although pilot testing suggested that the task would take
approximately 45 minutes. Participants were asked to return their entire card
groupings and category descriptions on completion of the task. Participant
anonymity and confidentiality was assured.

4.4. Results

4.4.1. Statistical Analysis. The nine participants produced a mean of nine
groups each (minimum, six; maximum, eleven). The groups of categorical data
formed by each of the nine participants were translated into separate binary

74
matrices. A total of nine, 65 x 65 symmetrical matrices were created. A zero placed
in a matrix cell indicated that a participant had believed specified factors to be
similar and had placed them in the same card grouping. A one placed in a matrix
cell indicated that the participant had believed that no relationship existed between
two specified factors.

The data was analysed using a three-way non-metric mds analysis. This
incorporates the data from each individual’s matrix within the final dimensional
space created. It allows for the investigation of individual differences between
participants as well as production of a final integrated solution (Kruskal & Wish,
1978; Schiffman et al., 1981).

The three-way mds was carried out across the nine matrices using ALSCAL in
SPSS. A standard Euclidean distance model was used and the data was treated as
untied (continuous). Two-, three- and four-dimensional solutions were generated.
ALSCAL provides two statistics that evaluate the goodness of fit of the data to the
geometric solutions created. The stress coefficient measures the level of noise
within the mathematical solution and so a low figure obtained across solutions
shows that a high percentage of variance has been accounted for (Kruskal & Wish,
1978). In addition, the r-squared correlation coefficient (RSQ) represents the fit of
the data from each individual’s matrix data to the specified solution. A high value
indicates a high percentage fit to the solution (Forgas, 1975; Schiffman et al., 1981).

The two-dimensional (2D) solution was chosen for semantic analysis. Use of the
ALSCAL multidimensional scaling program allowed for interpretation of each
meaning dimension along the two co-ordinate axes. The three-dimensional (3D)
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solution (RSQ = 95.6%; stress value, 0.09) and four-dimensional (4D) solution
(RSQ = 95.81%; stress value, 0.08) were not chosen for interpretation because they
had not improved upon the 2D solution. The 2D solution presented four different
dimension poles and allowed for clear and unambiguous interpretation of the data
(Forgas, 1975; Schiffman et al., 1981; Oltman, Stricker, & Barrows, 1990). In
addition, the stress and RSQ were at acceptable levels (stress, 0.11; RSQ = 95.35%).

4.4.2. Individual Participant Weights. Individual participant stress values
were all low, ranging between .072 and .150 (mean = .106). This indicates that a
high percentage of each participant’s variance has been accounted for within the
overall solution. Similarly, the mean RSQ values ranged between 91 and 98%
(mean, 95%) showing that every individual matrix had an acceptable fit to the final
solution obtained.

Weirdness values were also calculated for each participant’s data. A weirdness
value gives an indication of the importance of each of the four dimensions to each
participant’s matrix data. Values range between zero and one. A zero value
indicates that the participant’s data has fitted onto only one of the dimensions. The
weirdness values for all 9 participants were low (values ranged between 0.01 and
0.61) showing that the data for all participants was evenly distributed across the two
dimensions. The weirdness values indicate that the solution has provided a valid
representation of individual understandings of social and psychological theories of
the gender difference in depression.
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The mean participant weights for each dimension showed that the two dimensions
varied slightly in their degree of representation of the data. Dimension one was the
most important, i.e., it accounted for the largest proportion of variance (mean
participant weighting, 0.54). Dimension two was less important (mean participant
weighting, 0.41).

4.4.3. Semantic analysis of the two-dimensional solution.

4.4.3.1. Graphic representations. A graphic representation of the relationship
between the various theories of gender difference is shown in Figure 4.1. (see page
78). The horizontal axis shows the spatial location of each of the theories along
dimension one. The vertical axis shows the spatial location of each of the theories
along dimension two. Figures 4.2. to 4.5. (see section 4.4.3.4.) contain more
detailed representations of each of the graph quadrants, including identification of
the individual theories.

The clusters of theories at each of the dimension poles were examined and
compared. This allowed for an interpretation of the meaning of each dimension that
was reinforced by an examination of theories positioned along that dimension. An
examination of the category labels given by the participants to their individual
theory groupings further substantiated the meaning of each dimension pole. Each of
the dimension pole meanings derived is described in detail below.
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4.4.3.2. Dimension one: Interpersonal influences (social constraints) versus
intrapersonal influences (individual vulnerability). This dimension reflects the
range of causal explanations for the gender difference in depression. These range
from locating the cause in differences in interpersonal influences or social
constraints impacting on the individual to proposing that qualities within the
individual cause women to be more vulnerable than men.

Interpersonal influences (social constraints) may be broadly categorised as those
associated with social pressures such as the limitations imposed by a patriarchal
society and traditional gender roles. Also defining this pole are role conflicts and
inequitable socio-economic circumstances. These theories propose that women are
more likely to be diagnosed with depression than men because of disadvantages and
pressures associated with their roles and positions in society. These theories were
grouped into two clusters associated with the social pressures on women in Western
societies. One cluster reflects the stresses inherent in traditional roles. These
theories stress the limited social and economic power of women in a patriarchal
society (gender difference theory number 31, see Appendix A). These theories also
emphasise the disadvantages associated with the traditional roles of women in
marriage, homemaking and childcare.

79

GENDER DIFFERENCES IN DEPRESSION

Figure 4.1. The relationship between the various theories of gender difference.
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The homemaker role is described as devalued, personally costly, and stressful
(41,9,22). Other theories postulate that the homemaker role is associated with overload,
restriction, chronic strain, and conflict (59,43,19,33). A second cluster of theories
reflects the more limited access of women to social resources. Women are seen as more
likely to be economically dependent (54), poor (56), a single parent (17), or expecting a
baby during teenage years (15) than are men. Acclaim and reward (61) are seen as less
available and social networks more demanding (45) for women.

Positioned towards the centre of this dimension, but still closer to the social constraint
pole, are theories that reflect the impact of interactions with others. Women are
postulated to have greater need for attachment relationships and to be more vulnerable
to relationship stresses than are men. This results in decreased self worth and decreased
coping in response to low social support or “thwarted relational needs”
(47,7,60,52,55,29). Women are more likely to look after others, put the needs of others
first and adopt a losing strategy in social competition (53,50,27).

Research participants were asked to provide a label to indicate the basis for grouping
these theories together. All of the participants provided labels in line with the
interpretation of this dimension pole. They include, “social role”, “societal/social
expectations”, “gender role”, “current social deprivation”, “men’s sex-roles are praised
and valued by society. Women’s are not”.

The opposing pole of dimension one is a cluster of theories associated with
intrapersonal influences (individual vulnerability). This cluster reflects the view that
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intrapsychic variables including differences in personality traits and coping styles
explain the gender difference in depression. Numerous traits, coping strategies,
cognitive styles and other personal qualities are delineated, reflecting the number of
theories that postulate internal factors as fundamental to the gender difference.

Variables at this pole emphasise women’s coping styles, such as emotion and cognitive
avoidance rather than problem solving (57,18,20). Factors emphasising the tendency of
women to ruminate, attribute failure to internal, global factors, and experience lower
self-esteem also occur at this pole (1,58,48). Other characteristics, correlated with
depression and more frequently demonstrated by women, are learned helplessness and
attributional complexity in the construction of causality (42,26). Men are described as
more likely to exhibit internal rather than external locus of control, to utilise distracting
behaviours, show resilience, and demonstrate instrumentality (5,36,24,3) than are
women.

All of the participants provided labels in line with the interpretation of this dimension
pole. Frequently chosen titles were ‘coping style’ and ‘personality vulnerability’.

4.4.3.3. Dimension two: Individual versus social construction. Dimension
two appears to reflect differences in the way in which the concept of depression is
understood or constructed.

One pole of this dimension represents the construction of depression in terms of the
individual’s perspective or processing of his or her experience. When depression is
understood in these terms, it is located within the individual and is a product of the
individual’s evaluation or judgement of his or her own experience. It represents the
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attributions the individual makes about what is happening. It is known to others
through the account or behaviours of the individual who is experiencing it. This pole of
dimension two appears to reflect the position that the individual’s construction of his or
her experience is associated with negative feelings understood as depression. Factors at
the extreme of this pole suggest that the individual’s experience of dealing with the
environment is more likely to be associated with feelings interpreted as depression for
women than for men. Women experience control as external, failure as internal and
global, and have negative beliefs about themselves (5,58,48). Other factors emphasise
the experience of women as influenced by a greater likelihood of hopelessness and
learned helplessness than the experience of men (44,42). This style of thinking is
associated with an affective state labelled by the individual as depression. Related
factors at this dimension pole support this interpretation by suggesting that the
experience of men is more likely to be filtered by greater resilience, instrumentality,
problem solving, and use of distraction than the experience of women (24,3,20,36).
This style of thinking is less often associated with a negative affective state. Related
clusters reflect the differences between men and women in their experience of
relationships. For example, stressors such as developmental demands, conflictual
relationships and thwarted relational needs have been suggested to have a greater
negative impact for women (52,55,60), which is experienced as depression.

Seven of the nine participants provided labels in line with the interpretation of this
dimension pole. Frequently chosen titles were “cognitive and attributional biases” and
“cognitive factors”.

The other pole appears to refer to society’s judgement or labelling of behaviour or
phenomena as depression. At this pole, behaviours that include help seeking and open
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communication of symptoms of distress are accepted as indicative of what is socially
defined as depression. These behaviours are likely to be classified or labelled by
observers as indicative of depression. This cluster of theories appears to reflect the
perspective that the reported gender difference in depression is a function of differences
in the way in which the experience of men and women is socially constructed, described
and interpreted. Behaviours such as help seeking, symptom reporting, poorer
responsiveness to intervention (23,13,11), which are more common in women, may be
interpreted by our society as indicative of depression. The individual perspective of the
depressed person may lead to a very different construction of the experience of
depression from the social perspective (the view point of those who observe and
evaluate behaviour). From a social perspective, differences between men and women
may be about the goodness of fit to standard classification systems (10) or clinical
expectations resulting in diagnostic bias (14). Poorer treatment outcomes resulting in
more sustained disability and greater vulnerability to relapse in women than in men (21,
49) may also be socially constructed as indicative of gender differences in depression.
Participants provided a variety of labels relevant to this dimension pole. These include
“behavioural responses to depression”, “clinician/diagnostic bias”, “depressive
symptoms are more easily reported, recognised and accepted in women than in men”,
and “clinical features of depression”.

4.4.3.4. Distribution of theories across the two dimensions. Figure 4.1. (see
page 78) shows that the majority of theories are positioned along dimension one and
towards the “individual perspective” pole of dimension two (i.e. in the upper half of the
obtained graph).
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These theories reflect the individual’s experience of social roles and pressures, through
significant relationship experiences, to personal style and coping.

In the following figures, Figure 4.1. is presented in four quadrants. Quadrant One
(Figure 4.2., below) contains a range of theories focusing on the individual’s experience
of social and interpersonal stressors. This quadrant reflects the individual’s construction
of his or her interpersonal context.

Figure 4.2. Quadrant One: Individual Construction versus Interpersonal Influences
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Figure 4.3. Quadrant Two: Individual Construction versus Intrapersonal Influences

Quadrant Two (Figure 4.3., above) reflects the individual’s experience of personal
vulnerabilities, cognitive style, and personality traits.

Significantly fewer theories are located in the lower section of the graph, the lower two
quadrants (Figures 4.4. and 4.5.). Theories on the lower right hand side of the graph
(Quadrant 3, Figure 4.4.) reflect the social interpretation or meaning attributed to a
range of individual behaviours. For example, the greater likelihood of women than men
to recognise and report symptoms, to seek help and to fit standard classification systems
for depression is socially interpreted as women being more likely to be depressed or to
be more intrinsically vulnerable than men (30, 13, 23, 14, 10).
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Figure 4.4. Quadrant Three: Social Construction versus Intrapersonal Influences

Figure 5. Quadrant Four: Social Construction versus Interpersonal Influences
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The lower left hand side of the graph (Quadrant 4, Figure 4.5. above) contains the
smallest number of theories. This quadrant represents the social meaning attributed to
social and interpersonal experiences. The theory that the expression of depressive
symptoms has more negative social consequences, i.e. that society constructs the social
expression of depression more negatively for men than for women (32) is positioned
here. The greater reporting of life stress by women (35) is socially constructed as
reflecting depression. The other theories in this lower left hand side are positioned in
the area adjacent to the upper half of the graph, suggesting that there is a measure of
agreement between the individual experience and the social interpretation of these
issues. A range of social role theories, for example, the social role of women is
devalued, restrictive, less beneficial and more stressful than the role of men (41, 43, 9,
22) resulting in less power and overload (31, 59), are positioned at the midpoint of this
dimension (i.e. at the interface of the upper left hand quadrant and the lower left hand
quadrant). Similarly, teenage pregnancy, single parent status, poverty, and the
associated chronic strains (17, 15, 56, 19) also occur adjacent to quadrant 1 theories
reflecting social demands and conflicts. Childhood sexual abuse (39) is positioned in
relation to quadrant 1 theories of low support and poor early developmental
experiences. These findings suggest a consensus between the individual and the social
construction of these experiences. Both the individual and society view the experience
of role restriction and devaluation as both fundamental to depression and as primarily
the experience of women.

Of particular interest is the relative lack of theories positioned in the lower left hand
section of the graph. This study clearly demonstrates a relative paucity of theorising on
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the way in which a social construction of role and relationship issues impact on the
gender difference in depression.

4.5. Discussion

The results of this study suggest that empirical techniques may be used to investigate
the interrelationships between theories of the gender difference in depression. The
combined perspectives of 9 expert researchers encourages confidence that the card
groupings reflect a range of opinion in the area. The two-way multidimensional scaling
analysis demonstrated a good fit to the data and a low stress value. The good fit of
matrices from individual researchers to the overall solution demonstrates that it is
possible to empirically derive an integrated framework for understanding theories of the
gender difference in depression from a pooled perspective.

The two dimensional solution obtained offers a useful means of integrating the range of
theories of the gender difference in depression. Dimension one, which located the cause
of the difference, linked the pole of external social constraints to the pole of individual
vulnerability. This dimension positioned theories from those that propose that the
difference between men and women is related to the social disadvantages of women
associated with roles, power and poverty, through the impact of relationship variables
such as support and attachment, to theories that emphasise individual vulnerability
factors including personality traits, coping skills and cognitive style. Dimension two
refers to the way in which the concept of depression is constructed. It links the pole of
individual experience, reflecting the tendency of depression to be constructed as an
individual experience, to the pole of social interpretation, representing the social
understanding or construction of observed behaviour and assumed experience. This
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dimension is meaningful at a conceptual level. The perspective that depression is
located within the individual may lead to a very different construction of the experience
of depression from the social perspective that sees it as a process of interaction with the
environment.

The ease of interpretation and goodness of fit of the two dimensional solution highlights
the redundancy evident in the diverse array of theories in the area. The essential
elements are adequately expressed in terms of four general areas of conceptualisation or
two dimensions. The use of multidimensional scaling analysis allows for the
consideration of similarity and differences between theories. This facilitates the
identification of key features across theories which are fundamental to an understanding
of the gender difference in depression.

The distribution of the theories across the two dimensions is consistent with existing
knowledge but also serves to emphasise gaps in both conceptualisation and theory. This
study demonstrates that the majority of theories of the gender difference in depression
conceptualise this difference in terms of some dimension of individual experience. This
is not surprising, given the way in which our understanding of depression is embedded
within the medical model. Theories have spanned the range of social, interpersonal and
intrapersonal variables from social roles, social support, attachment and parenting to
personality and coping styles. The impact on the individual of a wide variety of internal
and external influences has been central to these theories. Whilst this conceptualisation
includes a number of theories which position the individual in a social or relationship
context, these theories are based on the depressed person’s perception of his or her
experience.
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One of the contributions of the two dimensional solution is that it draws attention to the
theories which fall outside a construction of depression based on individual experience.
These theories have taken a more social construction of the gender difference,
attributing it to variations in the way in which society constructs or makes a judgement
about differences in the experience and expression of depression between men and
women. Many of these theories have been previously considered artefact theories
because they refer to gender bias in the diagnosis and classification of depression
(Weissman & Klerman, 1977; Wilhelm & Parker, 1994). This notion implies that the
variables identified are not “real” differences between men and women, but represent
bias in the way in which depression is defined or measured. For example, the findings
that women are more likely to recognise depressive feelings, report symptoms, and seek
help (30, 13, 23) are typically viewed as measurement issues rather than as central to
our understanding of the gender difference in depression (Piccinelli & Wilkinson,
2000). The current analysis suggests a very different understanding of these theories. It
situates these theories as social constructions of the individual’s experience.

The model obtained highlights the inadequacy of current theorising once it moves
beyond the notion of individual dysfunction. The traditional view of depression, based
on psychiatric classification systems, is that it is an internal emotional disorder. The
two dimensional model suggests the way forward towards a more truly interactional or
systemic conceptualisation of the gender difference in depression.

The two dimensional solution draws attention to the dominance of theorising around an
individual dysfunction construction of depression. The focus on the individual
construction of experience is a fundamental aspect of the traditional model that suggests
that depression is a disorder of the individual, whether of biochemistry or of irrational
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thinking. The gender difference in depression in these theories has been attributed to a
range of differences in the ways in which men and women construct their experiences.
The second dimension of individual verses social construction draws our attention to
theories that lie outside this dominant theoretical framework. The two dimensional
solution suggests a different way of understanding “artefact” theories in relation to
theories in the dominant framework. In this model, these theories represent a social
construction of experience, drawing attention to the need to attend to a systemic or
interactional perspective. The distribution of theories across the two dimensional
solution identifies a paucity of theorising related to the social construction of
depression.

One of the most obvious deficits in theorising is associated with the social construction
of the depressed individual in relationships. The individual construction pole of this
dimension included theorising around the impact of social support, conflictual
relationships, attachment, thwarted relationships and sense of self in relationships. A
social construction of depression as the process of interaction of two or more people in a
close relationship is a challenging and largely unexplored conceptualisation. However,
there is an increasing awareness of the possibility of viewing what has previously been
understood as a quality of the individual from a more systemic perspective. For
example, “Men and women may differ in what they seek from relationships, but they
may also differ in what they provide to each other” (Coyne & Whiffen, 1995, p. 368).
The impact of undependable, generally male, partners on individuals, generally women,
described as dependent is a perspective neglected by current research. It has been
suggested that “the personality traits of the women’s partners might be as important in
predicting the relationship instability and the women’s eventual depression as the
personality traits of the women themselves” (Widiger & Anderson, 2003).
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Disentangling the effects of personality from the effects of unstable relationships has
been conceptualised as “a methodological issue of particular importance” (Widiger &
Anderson, 2003, p 63).

The limited amount of theorising may be a function of a real difficulty in generating this
kind of theory. This work is acknowledged to be difficult, particularly as it involves
either trying to reconstruct from perhaps one period of observation or from the narrative
of the people involved what has been going on in a relationship over an extended period
of time. These issues suggest the possibility that “it may be much more difficult to
develop, refine, and test interactional models of depression in enduring relationships
than was first assumed” (Coyne, 1999, p367).

In this study, the use of multidimensional scaling analysis has allowed for the
identification of two dominant dimensions that successfully integrated a diverse array of
theories aiming to explain the gender difference in depression. These dimensions of
social constraints vs individual vulnerability and individual experience vs social
construction were clearly interpretable. They allowed for the identification of
consistencies with existing knowledge but also drew attention to gaps in theory.

This study, Study 1, has empirically demonstrated the paucity of theorising associated
with interactional models of depression. The difficulty of developing interactional
models of depression has been acknowledged by influential researchers in the field
(Coyne, 1999). Having made a contribution to the development of theory by identifying
gaps in existing knowledge, this thesis will continue this process by focusing on three
major tasks. Firstly, it will attempt to identify interpersonal variables which may be
relevant to a systemic theory of the gender difference in depression. In the following
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two chapters, variables that may be of significance to an interactional theory of
depression studies will be delineated (in Chapter 5) and their relevance to the gender
difference in depression will be assessed, in Study 2, using a quantitative research
design (Chapter 6). Secondly, this research will confront the challenge of investigating
what depression means systemically by focusing on the context of couple relationships.
Chapter 7 will look at what is currently known about depression in established
heterosexual couple relationships. In Chapter 8, a qualitative approach to examining the
couple experience of depression will be described and the findings will be reported in
detail (Study 3). Thirdly, Chapter 9 will draw together the findings and discuss their
contribution to an interactional model of the gender difference in depression.
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Chapter 5

The Interpersonal Context of Depression: Locating the Other

“there is a limitless terrain to explore to understand the effects of depression
on interpersonal behaviour and the effects of interpersonal behaviour on
depression” (Hammen, in Joiner & Coyne, 1999, p 31).
“I’d talk to her about things and I’d swear black and blue that she didn’t
even talk to me about them. I wouldn’t even know she was there
sometimes.” (Research participant AM, 2010)

5.1. Introduction
The previous chapter described research which identified a gap in theorising involving
the social construction of interpersonal aspects of depression. This research
demonstrated that the majority of theories of the gender difference in depression focus
on variables within the individual. This conceptualisation is influenced by the
psychiatric definition of depression and leads to a primary focus on the individual in
clinical practice. The DSM-IV-R definition of depression (see Table 1.2., Chapter 1) is
associated with a focus on physical symptoms such as sleep, appetite, weight change,
concentration and energy, providing a strong message that the problem is internal to the
depressed individual and essentially physiological in nature (APA, 2000). The frequent
prescription of medication in the treatment of depression reinforces this internalisation
of depression. As the training of psychiatrists and other primary care physicians
reinforces this model, the message provided to their patients is that depression is an
illness located within the individual (e.g. Bloch & Singh, 2007).
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Health care providers powerfully influence the construction of their patients’
understanding of depression. Their beliefs as experts are communicated either
explicitly or implicitly through the questions asked and the choice of management.
Through their power as experts and the support of the medical model, health care
providers contribute significantly to shaping a narrative that is focused on the
individual.
Beyond this intrapersonal focus, Study 1 (see Chapters 3 and 4) located a number of
theories which acknowledge the impact of interpersonal and social variables in some
way. These include such theories as, for example, that the restrictions, conflicts,
overload, stresses and devaluation of their roles place women at greater risk for
depression (Braverman, 1986; Bebbington, 1998). (Other related theories are outlined
in Chapter 3, Section 3.4). Theories such as these have taken the focus beyond the
internal functioning of the individual to acknowledge social influences on the depressed
person. These models place the individual’s experience in the context of his or her
relationships and social experience. However, the emphasis in most of these theories
continues to be on the individual’s processing of these external influences: for example,
the proposal that negative, conflictual relationships may be more stressful for women
because women experience greater interpersonal connectedness (Seidlitz & Diener,
1998) (see Chapter 3, Section 3.4.1). In other words, whilst the nature of the external
stressor is addressed in these theories, the emphasis is still primarily on the internalised
experience of the individual. As has been argued in the previous chapter, there is a
significant gap in theorising about the way in which individuals interact with their
environments to generate reciprocal influences. A systemic model that reflects the
ongoing interaction between the diagnosed individual, significant others, and the
environment remains elusive.
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This chapter outlines the way in which the interpersonal context is considered in
theories of depression, focusing on what is known about gender issues. The first section
looks at the way in which a range of theories with an interpersonal focus have examined
the impact of the depressed individual’s behaviour on significant others. The next
section looks at the way in which interpersonal stress has an effect on the depressed
person. The final section reviews more interactional perspectives. This review leads to
a suggestion that the locus of a disorder may be within the relationship rather than
within the individual. Finally, the concept of interpersonal vulnerability is explored.
Interpersonal vulnerability looks at the variables which may contribute to disorder
within a relationship.

5.2. Depression and Interpersonal Behaviour
Individuals who are depressed often appear to experience significant problems in their
relationships with others (e.g. Rehman, Gollan, & Mortimer, 2008). The question of the
causal direction of this effect has preoccupied researchers. Does depression have a
negative impact on relationships or do problematic relationships cause depression?
Certainly, depressed individuals are likely to be viewed in a negatively biased way
(Sacco, 1999), experience rejection from others (Segrin & Abramson, 1994) and be
criticised by others (Hooley & Teasdale, 1989). In addition, growing up with a
depressed parent, particularly a depressed mother, or living with an unsupportive
partner increases the likelihood that an individual will experience depression. The
relationship between depression and interpersonal behaviour is explored in the
following sections.
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5.2.1. The effect of depression on interpersonal behaviour. Depression may
be difficult for others to deal with and consequently has been conceptualised as causing
interpersonal problems. It may be seen as burdensome and, therefore, may elicit
rejection from others (Gotlib & Hammen, 1992; Joiner & Coyne, 1999; Hammen,
2003).
Depressed individuals demonstrate a number of processes which may contribute to the
dysfunctional nature of their relationships. These include demanding support in a
hostile manner (Rehman, Ginting, Karimiha, & Goodnight, 2009), reduced tendency to
smile (Rehman et al, 2008) and repetitive reassurance seeking (e.g. Pettit & Joiner,
2006). Through these behaviours, depressed individuals generate interpersonal
difficulties which have an adverse effect on their relationships and exacerbate
depression. This tendency for some individuals to contribute to difficulties in their lives
has been described as “stress generation” (Hammen, 1999, 2006). This occurs through
experiences such as increased exposure to difficult situations, behaviour that makes
stress more likely or exacerbates existing stress, and ineffective coping strategies. The
type of stress which is most frequently generated involves negative interpersonal life
events which put increased pressure on relationships (Shih, Eberhart, Hammen,
Brennan, 2006). More recently, the scope of stress generation research has been
broadened to recognise the creation of stressful contexts or selection into life
circumstances that have a high likelihood of continuing or intermittent stressors, i.e.
they involve ongoing relationships with others that exceed the individual’s capacity to
cope (Hammen, Brennan, & Le Brocque, 2011). This conceptualisation of stress
generation encompasses a second process demonstrated by depressed individuals which
contributes to dysfunctional relationships. This is the increased tendency to choose a
partner who has diagnosable difficulties which may have an impact on his or her ability
to cope effectively with life stress (e.g. Mathews & Reus, 2001; Daley & Hammen,
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2002). A third possible process which may contribute to dysfunction in relationships
involves the recognition of vulnerabilities within the individual which lead to reduced
capacity for effective relationships. The identification of these characteristics of the
individual has lead to the development of several diathesis-stress models (e.g., Possel &
Knopf, 2011). These models propose that vulnerability to depression in some
individuals is influenced by maladaptive interpersonal skills and cognitive
representations of the self and others in relationships, i.e. these variables are diatheses
(e.g. Hammen, 2003). When negative interpersonal life events occur, interpersonal
vulnerability factors may predispose some individuals to be at greater risk of developing
depression (e.g. Shih et al., 2006). It has been suggested that women experience
greater interpersonal vulnerability than men leading to greater risk for the development
of depression because women are more vulnerable to stressors in the social domain
(Cyranowski et al., 2000; Hammen, 2003). For example, in general, women are more
likely to ruminate and express distress over conflict with a friend or family member than
are men. A range of maladaptive interpersonal skills and cognitive representations of
the self and others have been suggested as possible vulnerability factors. These include
impaired interpersonal skills and dysfunctional cognitions that reflect poor interpersonal
problem solving (Hammen, 2003). The tendency to seek reassurance, to confirm
negative self views and to demonstrate maladaptive attachment behaviours are among a
range of diatheses proposed. These variables will be discussed in greater detail in the
following sections of this chapter.
5.2.1.1 Negative behaviours that impact on interpersonal functioning.
Reassurance seeking, involving seeking support and feedback from others to alleviate
doubt about self worth and about whether others truly care, is common in depressed
individuals (Joiner & Metalsky, 2001; Joiner, Metalsky, Gencoz, & Gencoz, 2001).
Whilst relatives and friends may attempt to be supportive, repetitive reassurance seeking
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is likely to become burdensome to others. Even when reassurance is consistently
provided, the depressed person may doubt its genuineness and the level of reassurance
seeking may escalate. Rather than being a generalised behaviour, reassurance seeking is
likely to focus on issues which are particularly salient to the individual. It has been
suggested that individuals who excessively seek reassurance are simply more likely to
perceive rejection but are perhaps only slightly more likely to be rejected. This may
reflect an intrapersonal process such as rejection sensitivity (Starr & Davila, 2008). The
significance of excessive reassurance seeking has been questioned, with criticism
focused on the lack of research on clinical depression and commentators suggesting that
it may be a peripheral construct, a feature of personality disorder or proxy variable (e.g.
Davila, 1999; Greenberg,1999). Reassurance seeking may be better conceptualised as a
facet of insecure attachment. Attachment anxiety has been demonstrated to mediate the
relationship between reassurance seeking and concurrent depressive symptoms in a
college student sample (Shaver, Schachner, & Mikulincer, 2005).
Self-verification is another interpersonal behaviour which is associated with depression.
Self-verification theory proposes that people are motivated to seek confirmation of their
self views even when these are negative (North & Swann, 2009). This means that
depressed people appear to behave and think in ways that suggest that they desire
unfavourable feedback from others (Giesler & Swann, 1999). This theory proposes that
depressed individuals are drawn to relationships where others view them negatively
(Swann, Pelham, & Krull, 1989). For example, if a woman believes that she is not
physically attractive she will seek confirmation of this from her partner. Support for
this belief from her partner, while negative on one level, is reassuring on another. The
security of feeling certain that she knows herself is supported by the affirming feedback
from her partner that he “really knows her”. Self-verification theory suggests that the
desire for confirming feedback explains why depressed people seek negative feedback,
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reject positive feedback, and interpret evaluative information in ways that confirm their
relatively negative self-views (Giesler & Swann, 1999). However, the feedback seeking
behaviour of depressed individuals leads to partners’ evaluations becoming more
negative and increases the likelihood of rejection. Depressed people can verify their
negative self views by choosing companions who see them negatively or by evoking
hostility and rejection by behaving negatively (Giesler & Swann, 1999). They may also
self-disclose inappropriately, provoking rejection (Segrin & Abramson, 1994). Thus,
self-verification provides a way of understanding why at least some depressed
individuals seek and maintain seemingly negative and destructive relationships.
Whilst usually independent of one another, reassurance seeking and self-verification in
the form of negative feedback seeking have been demonstrated to co-occur for
depressed individuals. This occurs because reassurance satisfies the emotional need for
interpersonal soothing while negative feedback satisfies the cognitive need through
reinforcement of the negative self-concept (Joiner, 2001). It is important to emphasise
that self-verification is a process of seeking feedback that provides confirmation of
negative self-views, not negative appraisals per se.
5.2.1.2. The impact of depression on interpersonal functioning across the life
span. Depression impacts on the capacity to relate effectively to others across the life
span, disrupting the normal resolution of developmental tasks, and resulting in increased
interpersonal dysfunction (Zisook et al., 2007). For many individuals depression starts
early, in childhood or early adolescence and is linked to early experiences of
dysfunctional parenting (see Section 5.2.2). Subsequent interpersonal difficulties are
likely to have complex antecedents, including the impact of early parenting (Hammen et
al., 2011). This early experience of depression has significant adverse effects on
psychosocial functioning as it impacts on coping, sense of self, and interpersonal

GENDER DIFFERENCES IN DEPRESSION

100

relationships. These variables have such a significant and wide ranging impact on
functioning that individuals who experience early onset of depression are at substantial
risk of developing a style of functioning that predisposes them to a lifetime of recurring
depression (Davila, 2001). Dealing with depression interferes with opportunities to
develop normal coping skills and to deal with developmental tasks in effective ways.
For example, depression adversely affects academic performance and consequently
reduces employment opportunities (Kessler & Wang, 2009). This has a negative effect
on the adolescent tasks of development of a sense of identity and of independence.
These deficits associated with early onset of depression reduce the capacity to develop
effective social problem solving skills. Research has demonstrated that depressed
children and adolescents show poor social problem-solving skills (e.g., Rudolph,
Hammen, & Burge, 1994) and perceive themselves to be poor social problem solvers
(Sacco & Graves, 1984). Poor problem solving in the interpersonal domain is related to
stress generation and interpersonal conflict which, in turn, has a negative effect on
relationships (Klein et al., 2011).
Depressed adolescents go on to demonstrate higher levels of social, family, and
romantic dysfunction in adulthood (Garber, Kriss, Koch, & Lindholm, 1988; Kessler &
Wang, 2009). Young women with a previous history of depression by age 15 have
higher rates of early child rearing compared to young women who have never been
depressed (Hammen et al., 2011). Depression appears to influence choice of a life
partner and the course of that relationship (Hammen, Rudolph, Weisz, Rao, & Burge,
1999). Being depressed increases the likelihood of early marriage for young women
(Kessler, Story, & Gotlib, 1996) and of subsequent marital dysfunction (Gotlib,
Lewinsohn, & Seeley, 1998; Keenan-Miller, Hammen, & Brennan, 2007). Among men,
depression in adolescence was associated with high levels of marital disagreements
(Gotlib et al. 1998). Depression has an impact at both the level of who is chosen as a
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partner and on the capacity to sustain a relationship (Hammen et al., 1999). Being
depressed may lead to dysfunctional mate selection as the depressed individual may
lack the social skills or sense of personal self worth to make healthy relationship
choices. This may result in bonding with a “damaged” partner, i.e. someone who also
has significant pathology or poor interpersonal skills (Hammen, 1999). Depressed
women are more likely than other women to be married to men with histories of
problems such as depression, substance abuse, and personality disorders (Merikangas &
Spiker, 1984). The recognition that diagnosable problems in both depressed individuals
and their partners tend to have emerged before their marriage suggests the phenomenon
of assortative mating based on factors such as perceived limited choices due to poor
self-concept, familiarity, re-enactment of dysfunctional family patterns or
complementarity seeking (Coyne & Fechner-Bates, 1992; Hammen, 1999; Mathews &
Reus, 2001). As a consequence of these factors, depressed individuals have an
increased risk of divorce, marital disharmony and negative partner interactions (Gotlib
& Hammen, 1992; Rao, Hammen, & Daley, 1999).
5.2.1.3. The persistence of interpersonal difficulties after the resolution of a
depressive episode. A challenging finding is that many of these problems in
relationships seem to be consistent across time, regardless of whether the individual is
experiencing an episode of depression or is in remission (Weissman & Paykel, 1974;
Hammen & Brennan, 2002; Hammen, 2003). Thus, it seems that interpersonal
functioning is not mood dependent, i.e., it does not change as mood recovers but
remains at a lower level than for individuals without a history of depression. Poor
interpersonal functioning has been shown to be independent of depressed mood with
enduring dysfunctions in relational skills and cognitive representations of relationships
being demonstrated in formerly depressed women (Hammen & Brennan, 2002). This is
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consistent with a developmental psychopathology model suggesting that earlier deficits
in relational functioning may leave individuals unprepared to successfully negotiate
later interpersonal situations (Davila, 2001). It is also consistent with the notion of
“scarring” (Burcusa & Iacono, 2007; Wichers, Geschwind, van Os, & Peeters, 2010).
“Scarring” refers to the observation that the experience of depression as a recurrent
illness undermines self-confidence, changes the way in which vulnerable individuals see
themselves and causes them to modify their expectations for the future. Individuals
who have experienced depression may come to see themselves as less valuable or
successful in interpersonal relationships. This may be expected to impact on partner
selection and how the individual functions in a relationship. Recurring interpersonal
difficulties may demoralise the depressed person, resulting in more negative attributions
and heightened vulnerability to relapse (Joiner, 2001).

The persistence of interpersonal difficulties after the resolution of a depressive episode
represents a challenge to a simplistic causal model (Lyons-Ruth, 1995). Research on
the way in which sad moods reactivate vulnerable attitudes and beliefs in formerly
depressed individuals may be relevant here (Segal, Williams, & Teasdale, 2002). This
research suggests that small increases in sadness for individuals who have been
depressed in the past lead to a reactivation of the dysfunctional thinking patterns which
they experienced when depressed. This is consistent with the more biological notion of
episode sensitisation and kindling in recurrent depression (Post, 2007; Segal et al.,
2002). If these dysfunctional thinking patterns are interpersonally relevant then they
would be expected to have a negative impact on relationships. It may be that repeated
recurrences of this pattern, particularly in the context of a partner who has significant
vulnerabilities, instigates pathological systemic change.
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The implications of the observation that depressed individuals experience ongoing
interpersonal problems are broad ranging, both for the individual and for those with
whom he or she has a close relationship. The risk of relationship breakdown when one
partner is diagnosed with depression is significantly increased. The relationships which
do survive may operate in a dysfunctional manner, involving a heavy cost for both
partners. In addition, the children of these relationships are at significant risk of being
adversely affected by or repeating the pathological patterns of their parents (Hammen et
al., 2011).

5.2.2. The effect of interpersonal behaviour on depression. If depression is
causally related to a range of interpersonal difficulties, there is also considerable
evidence to suggest that interpersonal factors may cause depression. There are a wide
range of possible mechanisms through which this may occur. It may be that interactions
with caregivers shape early beliefs about relationships or interpersonally relevant
schemas (Schmidt, Schmidt, & Young, 1999). The relationship with the primary care
giver, typically the mother, has a significant impact on the development of these beliefs.
When a mother is depressed, the normal mother-child relationship is disrupted
(Cummings, et al., 2001). Research indicates that having a depressed mother is a
significant predictor of depression in children and adolescents (Gershon, et al., 2011;
Goodman & Tully, 2006; Hammen, et al., 1990).
5.2.2.1. Depression and family relationships. The interaction of depressed
mothers with their children is often found to be dysfunctional, possibly contributing to
the intergenerational transmission of depression (Downey & Coyne, 1990; Hammen et
al., 2011). Children of depressed parents are two to five times more likely to develop
psychopathology, including depression, than children of non-depressed parents
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(Beardslee, Bemporad, Keller, & Klerman, 1983; Hammen & Brennan, 2003).
Moreover, the degree of risk is directly related to the severity and chronicity of parental
depression (Campbell, Cohn, & Meyers, 1995). The traditional model, that children are
affected by family functioning only as a result of parent-child interaction has been
replaced by a broader systems view of family influence on children. A systems view
suggests that family processes may impact on children in a range of ways. Adjustment
may be influenced by exposure to parental depressive symptoms, exposure to marital
distress and conflict, parenting practices, parent-child attachment, and children’s
characteristics. Emotional security has been proposed as a mediator of the relationship
between parental depression and family functioning on the one hand and child
adjustment on the other (Cummings & Davies, 1999; Cummings et al., 2001). Gender
differences are related to developmental level. Boys appear to exhibit greater
susceptibility than girls to depressive family environments in childhood but this trend
reverses in adolescence (Cummings & Davies, 1999). Maternal depressive symptoms
are strongly correlated with subsequent depressive symptoms in adolescent daughters
but not in adolescent sons (Fergusson, Horwood, & Lynskey, 1995). Recent research
suggests that the impact of maternal depression may be largely apparent by age 15 for
both male and female adolescents, although the mechanisms may be different. For
boys, maternal depression predicted depression in later adolescence through the
mediation of early age of onset. For girls, the relationship was mediated by early
interpersonal dysfuntion and this social impairment persists, even when the individual is
not in episode (Hammen, Brennan, Keenan-Miller, & Herr, 2008).
5.2.2.2. Attachment. Emotional security in a relationship is strongly linked to
the interactional styles of the individuals in that relationship (Anderson, Beach, &
Kaslow, 1999). The concept of emotional security may be conceptualised in a range of
different ways, one of which is attachment style. Attachment style refers to a
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behavioural style or pattern of responses activated in response to the threatened loss of
primary caregiving or emotionally significant relationships. The original work in this
area was developed in the context of studying the mother-child relationship by Bowlby
(1978, 1982). In his classic work, Bowlby (1978, 1982) proposed that infants
responded to separation from caregivers with a predictable sequence of emotions:
protest, despair and detachment. As a result of their experiences of separation, infants
will develop specific styles of attachment. Three styles of attachment have been
demonstrated in children: secure, anxious-ambivalent, and avoidant. Children with
secure attachment use the caregiver as a source of support during stress; children with
avoidant attachment do not use the caregiver as a source of support during stress; and
children with anxious-ambivalent attachment make inconsistent attempts to use the
caregiver as a source of support (Ainsworth, Blehar, Walters, & Wall, 1978).

Whilst there is considerable debate about whether there is continuity between infant and
adult attachment (Baldwin & Fehr, 1995), there is growing evidence to suggest that
attachment processes operate in adulthood (Hazan & Shaver, 1994; Anderson, et al.,
1999). However, the stability of attachment representations from childhood to
adulthood has been questioned (Fraley, 2002). There is evidence that attachment
representations developed in childhood persist into adulthood (Waters, Merrick,
Treboux, Crowell, & Albersheim, 2000). There is also evidence that significant
difficulties in close relationships (Rothbard, Shaver, Sperling, & Berman, 1994), or,
alternatively, very supportive later relationships (Pearson, Cohn, Cowan, & Cowan,
1994) may serve to revise an individual’s working model of relationships. In other
words, adult attachment orientation tends to reflect both early relationships and later
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interpersonal experiences (Fraley, 2002; Mikulincer & Shaver, 2007). There may also
be variation from relationship to relationship (Ross & Spinner, 2001).
Several models of adult attachment styles have been developed. Perhaps the most
commonly used typology of attachment style based on internal working models of self
and others has been proposed by Bartholomew and Horowitz (1991). Internal working
models of self reflect the extent to which people view themselves as lovable. Internal
working models of others reflect the degree to which others are seen as being
dependable and providing what is needed (Anderson et al., 1999). Four styles of
attachment are proposed based on the positivity or negativity of the model of self with
the positivity or negativity of the model of others. These attachment styles are secure
(positive self, positive others), dismissive (positive self, negative others), preoccupied
(anxious-ambivalent; negative self, positive others), and fearful (negative self, negative
others).
Similar responses to those observed in children have been noted in adults in response to
separation from romantic partners (Anderson et al., 1999). When individuals
experience problematic attachments, particularly in early relationships, subsequent
relationship functioning can be adversely effected. Problematic attachment histories
can lead to distorted perceptions about interpersonal relationships leading to poor
partner choice and stress generation in adult relationships (Ingram et al, 1998; Davila,
2001). Even when early attachment has not been problematic, the stress caused by
living in a relationship that includes a depressed person may lead to problems in
attachment in that relationship (Whiffen, Kallos-Lilly, & MacDonald, 2001). In a study
of heterosexual couples with a depressed wife, both partners reported less attachment
security than did couples in a normative sample (Whiffen et al., 2001). In other words,
they were less likely to believe that their partner would be consistently able to meet

GENDER DIFFERENCES IN DEPRESSION

107

their needs. This work needs to be replicated with depressed men to determine whether
problems in attachment security are also characteristic of relationships with a depressed
husband (Whiffen et al., 2001). Overall, this research suggests that cognitive
vulnerability in the depressed person interacts with pre-existing or relationship
generated vulnerability in the non-depressed partner to produce an interaction that
maintains the process of depression.
5.2.2.3. Social support. Considerable research evidence indicates that
perceiving oneself to be supported by others protects against depression (Barry, Bunde,
Brock, & Lawrence, 2009; Dehle, Larsen, & Landers, 2001). In particular, the loss of
support in close relationships has been shown to be related to depression for women
(Brown & Harris, 1978). Social support appears to provide a buffer against depression
by fostering healthy attributions (Joiner, 2001). For example, supportive partners will
provide feedback that reinforces coping behaviours and a positive sense of self. Support
from partners is a protective factor in the development of depression (Stice, Ragan, &
Randall, 2004; Panzarella, Alloy, & Whitehouse, 2006), a buffer against marital stress
following depression (Davila, Bradbury, Cohan, & Tochluk, 1997) and is associated
with better outcomes after a depressive episode (Lara, Leader, & Klein, 1997). In
situations of high stress, social support appears to be valuable to both men and women.
However, there is some evidence to suggest that there may be gender differences under
conditions of low stress. When stress is low, social support has little impact for men.
However, the experience of low social support may be depressogenic for women
(Barnett & Gotlib, 1990). Whilst social support generally plays a positive role, there
appear to be circumstances under which it may reinforce unhealthy attributions, leading
to the development or maintenance of depression (Ibarra-Rovillard & Kuiper, 2011).
For example, individuals with low self esteem may gravitate toward others who are
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likely to accede to requests for negative appraisal or self verification, leading to
depression (Giesler & Swann, 1999).
5.2.2.4. Expressed emotion. Specific features of interpersonal communications
have been examined in relation to depression. For example, expressed emotion (EE),
defined as a quantitative measure of the amount of emotion displayed, typically in a
family setting, usually by a family or care takers, is a strong predictor of depression
relapse (Hooley & Teasdale, 1989). Expressed emotion frequently involves expressed
or perceived criticism on the part of significant others. Over a nine-month follow-up
period, 59% of high-EE spouses relapsed, although no patients with low-EE spouses did
(Hooley, Orley, & Teasdale, 1986). While these researchers concluded that the results
replicate the association found by Vaughn & Leff (1976) between EE and
schizophrenia, there were interesting differences, including the finding that depressed
patients tend to relapse at lower rates of criticism (i.e. fewer or less intense expressions
of critical comments) than do people suffering from schizophrenia. They suggest that
this may be a function of the fact that the majority of depressed patients are living with
a spouse while a large proportion of people with schizophrenia are living with a parent.
Thus the crucial issue may be associated with the source of the criticism with criticism
from a spouse being more salient and more distressing than criticism from a parent,
possibly because of the greater probability of termination of the relationship. They
suggest that the overall quality of the marital relationship and the extent of the patient’s
dependence on the relationship may be important determinants of the impact of
perceived criticism. Despite their overall finding that sex differences did not predict
relapse, they note that seven of the nine patients who did not relapse despite living with
high-EE spouses were men. The authors offered an interpretation of the results in terms
of the greater financial dependence of women compared to men. “Since the costs of
ending a relationship, although significant for men, are still likely to be lower than for
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women (many of whom have no alternative source of financial support or marketable
job-skills), it is possible that this may in some way offer them some protection against
the influence of a high-EE wife (Hooley et al., 1986, p646). An alternative explanation
might be that women’s greater relational needs make EE more salient than it is for men.
The finding in this study that the two women who had very high-EE spouses but
nonetheless remained well were also relatively uncommitted to their marriages is
consistent with both possible interpretations.
5.2.3. Interpersonal behaviours and depression: A reciprocal relationship.
In conclusion, the available evidence suggests that an interactive relationship exists
between a number of features of interpersonal behaviour and depression. We know that
depressed individuals elicit negative responses from others through their reassurance
seeking and need for self-verification. In addition, their less effective skills in areas such
as problem solving contribute to interpersonal stress. In other words, depressed
individuals behave in ways that contribute to interpersonal stress. We also know that a
range of interpersonal factors can contribute to depression. These factors include
depression in caregivers, attachment difficulties in relationships, lack of support, and
expressed emotion. It can be concluded that there is a reciprocal relationship between
interpersonal behaviours and depression.
5.2.3.1. Gender differences. The question of whether there is a gender
difference in the relationship between interpersonal factors and depression is difficult to
answer as much of the research has focused specifically on women. Despite the relative
lack of research comparing depressed men and women, it has generally been concluded
that women are more vulnerable to stressors in the interpersonal domain than are men.
Social support appears to be less significant when the level of stress is relatively low for
men than for women. Moreover, gender differences appear to vary across
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developmental stages. In childhood, boys are more susceptible to depression in the
home than are girls. By adolescence, a mother’s depression has a greater impact on
daughters than on sons (Fergusson et al., 1995). Depression is more likely to be
associated with early marriage for women and with marital conflict for men. When
women are depressed, both they and their husbands report less attachment security.
Whether or not the same finding occurs when the depressed partner is male is unknown.
Living with a partner who demonstrates a high level of expressed emotion appears to
have a greater impact on women than on men. There is some suggestion that depression
is more likely to be associated with marital problems when the depressed person is
female.

5.3. An Interactional Perspective
An interactional perspective goes beyond consideration of the interpersonal impact on
depressed persons. It is concerned with the systemic context in which the depressed
individual and others are involved in mutually causative, reciprocal processes (Joiner et
al., 1999). For example, if one member of a family is depressed, others are likely to be
depressed as well (Downey & Coyne, 1990; Hammen, 1999). Much of the research
demonstrating that depression in children and adolescents is associated with both family
and peer dysfunction has looked at the reciprocal contributions made by each of the
individuals in the relationship. For example, depressed children and adolescents have
been found to exhibit insecure attachments to their parents (Armsden, McCauley,
Greenberg, Burke, & Mitchell, 1990; Rosenstein & Horowitz, 1996; Shaw, Keenan,
Vondra, Delliquadri, & Giovanelli, 1997). At the same time, a range of inappropriate
behaviours are attributed to their parents. These include reinforcing depressive
behaviour (Sheeber, Hops, Andrews, Alpert, & Davis, 1998) and inappropriately high
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levels of emotional involvement (Asarnow, Ben-Meir, Goldstein, & Haylweg,1987).
The interaction of children with their depressed mothers has been characterised by
negativity, criticism and poor problem solving. Characteristics of both the child and the
mother contribute to these dysfunctional interactions and have negative effects on the
child’s functioning (Hammen, 1991a). The relationship between parental depression
and child functioning is reciprocal (Hammen, Burge & Stansbury, 1990; Haines,
Metalsky, & Cardamone, 1999). Similarly, the difficulties that depressed children
demonstrate in peer relationships frequently appear to be a function of the interaction
between their behaviours and reciprocal negative behaviours by others. For example,
depressed children demonstrate difficulties regulating their feelings and problems with
conflict negotiation during interactions with peers. Their interactions are rated by
observers as being less adaptive, and their interaction partners behave more negatively
(Rudolph et al., 1994).
Awareness of the reciprocal nature of the interactions of depressed individuals in close
relationships has lead to the suggestion that depressive symptoms may be “contagious”
(Joiner, 2001). The concept of contagion in this context refers to the observation that
one individual’s attributions about another may influence the emotional reactions of
both (Joiner & Wagner, 1996). For example, if one spouse is reluctant to go to a social
event, the other spouse may make a negative attribution about that behaviour. This may
add to other related negative attributions, resulting in marital distress, leading to
depressive symptoms. This distress and depression may influence the other spouse’s
attributions that their partner is always depressed and complaining. These attributions,
in turn, precipitate lowered mood. In this way, both partners become distressed and
depressed as a function of negative attributions regarding one another’s behaviour,
including being distressed or depressed (Joiner, 2001). Research on marital and parentchild attributions suggest that these apparently intrapsychic phenomena may be
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generated interpersonally, i.e. the shared, collaborative attribution produces the final
attribution. If one collaborator is depressed, then he or she may influence the attribution
negatively (Joiner, 2001).
Many interactional perspectives are diathesis-stress models, exploring the link between
intrapersonal vulnerability factors and interpersonal stressors. The relationship between
life stress and depression for women has been developed in the context of the diathesisstress hypothesis (Hammen, 1999b). This research has developed beyond studying the
individual in context to demonstrating the transactions between the person and the
environment (Hammen, 1999). Negative life events in the interpersonal domain were
found to be more likely to elicit depressive reactions than were equally negative but
noninterpersonal events (Hammen, 1999). Many individuals generate stress, i.e. they
contribute to the occurrence of stressful events through their behaviours, characteristics,
attitudes, and levels of competencies (Hammen, 1999). Unipolar depressed women are
more likely than nondepressed women to have elevated rates of “dependent” events (as
opposed to events that are independent of the person, or “fateful” events). Dependent
stressful events are those in which the individual’s own actions, attitudes, and
characteristics make a significant contribution. Fateful events are those occurring
primarily by chance or that are independent of the characteristics of the individual. An
example of a dependent event is a car accident caused by alcohol usage whilst loss of
farming stock caused by drought is an example of a fateful event. Interpersonal events,
the largest category of dependent events, were especially elevated for unipolar
depressed women (Hammen, 1991b; Hammen, 1999). In summary, it seems that many
depressed women grow up in families which expose them to a range of interpersonal
difficulties and fail to teach effective interpersonal skills. They have an increased
chance of choosing a partner whose functioning is similar to that which they
experienced in their family of origin. This will contribute to an increased probability of
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interpersonal difficulties. In addition, these women will bring to their relationships
maladaptive beliefs and less functional coping strategies which will contribute to the
generation of life stressors and a poorer capacity to sustain a satisfying relationship.

5.3.1 “Relational pathology”. The research reviewed has focused primarily on
the mother-child relationship and on women and their male partners. As has been
argued, the traditional view places pathology within an individual. However, an
interpersonal perspective suggests the possibility that the locus of pathology may lie
within a relationship rather than within the individuals who form that relationship.
Indeed, “pathology” may be a quality of the relationship, not of the individuals who
constitute that relationship. The term “relational pathology” was proposed in the
context of considering the impact of a depressed mother on her child (Lyons-Ruth,
1995). This term may be equally relevant in the context of any close relationship in
which one individual is diagnosed with depression. It may be possible to identify
vulnerability factors which are likely to have the greatest impact on relational
pathology. The existing research gives some guidelines about vulnerability factors
which may be significant for depressed women. Limited information is available as to
whether the same issues are important for depressed men.

5.3.2. The role of interpersonal vulnerability. It is helpful to clarify the
functioning of interpersonal vulnerability factors as there is some suggestion that they
sensitise individuals to stress in the interpersonal arena. Research on cognitive
diathesis/stress theories of depression may be relevant here. Cognitive diathesis-stress
theories of depression have focused on the cognitive processing of the individual.
These theories look at the interaction between cognitive vulnerability factors and
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relevant stressful life events. They propose that individuals with a cognitive diathesis
for depression are more likely to detect a relevant stressor as well as to interpret that
stressor in a negative manner consistent with their negative schema. For example, a
mother may interpret the unacceptable behaviour of her child as evidence that she is an
ineffective parent, consistent with her belief that she is not good enough. In a healthy
environment, feedback from her partner would challenge such beliefs and reinforce a
more positive view of herself. If, however, her partner habitually responds in a way that
reinforces her negative view of her self then the relationship will function in an
unhealthy way. By this process, certain relationships may function in ways that
consistently foster the interaction of cognitive diatheses and relevant stressors. Indeed,
some relationships may function as ongoing negative cognitive diathesis relevant
stressors. This happens because the depressed individual’s partner behaves in ways that
consistently reinforce the vulnerabilities of the depressed individual. For example, the
father of the child with unacceptable behaviour may fail to provide effective parenting
support but be critical of the mother’s abilities to manage the behaviour. This
effectively reinforces her existing beliefs about not being good enough. In other words,
some relationships may function in ways that provide consistent reinforcement of
factors within both the depressed individual and his or her partner which reduce their
capacity to contribute to the development of a healthy relationship.
There is considerable current research on cognitive vulnerability (Ingram, 2003), and on
differences in cognitive vulnerability between the various types of depression (Riso et
al., 2003). Research on gender differences in cognitive vulnerability is available for
some variables including rumination and attributional style. Women have been shown
to be more likely than men to arrive at depression via a cognitive diathesis-stress
pathway (i.e., through the interaction between a cognitive diathesis and a domaincongruent negative event) (Spangler, Simons, Monroe, & Thase, 1996). It is important
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to identify vulnerability factors which are particularly salient to the interpersonal
domain.

5.3.3. Searching for variables related to interpersonal vulnerability. The
identification of variables related to interpersonal vulnerability is a useful first step in
thinking about which interactional processes to monitor when exploring relational
pathology. Some cognitive variables may be expected to be particularly salient to
interpersonal situations. These include sociotropy-dependency and autonomy-selfcriticism, attachment style, and cognitive schema. Each of these variables has been
linked to developmental experiences. The early parent-child relationship results in
internal representations of the self, others, and relationships that have an ongoing impact
on interpersonal relationships. Early deficits in relational functioning may lead to
problems in negotiating later relationships (Davila, 2001). All of these variables have
been linked to depression, particularly chronic depression (Roberts, Gotlib, & Kassel,
1996; Riso et al., 2003).
It is useful to examine these variables in greater detail to explore their potential as
indicators of interpersonal vulnerability.
5.3.3.1. Sociotropy-Dependency and Autonomy-Self-Criticism. The variables
sociotropy-dependency (SOC-DEP) and autonomy-self-criticism (AUT-SC) have
attracted considerable research attention (Coyne & Whiffen, 1995; Widiger &
Anderson, 2003). They would seem to be relevant to interpersonal functioning as SOCDEP individuals are susceptible to social losses whilst AUT-SC individuals are
concerned with failure to control their environment or achieve their goals. These
variables were derived from both the psychoanalytic tradition (Arieti & Bemporad,
1980; Blatt, et al., 1982) and cognitive behavioural theory (Beck, 1983). Sociotropic or
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dependent individuals are said to be invested in relationships with others whilst
autonomous or self-critical individuals are concerned with the achievement of
internalised standards and goals.

Several studies have reported significant main effects

of sociotropy and autonomy on concurrent self-reported depression (e.g. Frewen &
Dozois, 2006; Robins, Ladd, Welkowitz, & Blaney, 1994). Women consistently score
higher than men on objective measures of sociotropy (Corbitt & Widiger, 1995;
Bornstein, 1996).
5.3.3.2. Attachment Style. The concept of attachment style was discussed
earlier in this chapter in section 5.2.2.2. It has become increasingly popular as a
potential marker of interpersonal vulnerability (e.g. Heene, Buysse, & Van Oost, 2007).
There is some evidence of complementary mating with regard to attachment style
(Carnelley, Pietromonaco, & Jaffe, 1994). For example, individuals with a preoccupied
attachment style are likely to be coupled with individuals with a dismissive attachment
style. In this situation, the preoccupied individual might seek support during difficult
times, only to find the other unresponsive. This experience confirms the preoccupied
person’s belief that he or she is not worthy of love but needs to work consistently to
obtain affection. Knowledge of attachment styles for depressed individuals and their
partners would be a useful contribution to understanding vulnerability to depression.
5.3.3.3. Cognitive Schema. Schemas are proposed to be enduring cognitive
structures, derived from early learning, which serve to create cognitive generalisations
about the self as well as about social experience (Schmidt et al., 1999; Eberhart,
Auerbach, Bigda-Peyton, & Abela, 2011). Maladaptive schemas may develop as a
result of exposure to adverse developmental experiences. Significant risk factors for the
development of maladaptive schemas include exposure to significant parental
depression, dysfunctional parenting, abuse, and early onset of puberty (Hammen, 2003).
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Many of these factors have been demonstrated to impair self and interpersonal schemas
and predispose people to depression. The schema construct plays a central role in most
cognitive models of depression (Beck, 1967; Beck, Rush, Shaw, & Emery, 1979). It
has been suggested that the self-schema construct can substantially enrich interpersonal
formulations of depression (Schmidt et al., 1999). In line with diathesis-stress models,
individuals with depressogenic schemas should demonstrate attentional biases toward
environmental stimuli that are relevant to the schema. For example, an individual with
dependency schema would be expected to seek feedback and reassurance from others
about being cared for and not being abandoned. If this individual lives with a partner
who is unreliable and inconsistently available then the relationship may be viewed as
pathological. Similarly, an individual with defectiveness schema would be expected to
focus on feedback about being good enough. In the context of a partner who is critical
and disparaging, this schema contributes to an unhealthy interactional pattern. Schemas
contribute to ongoing stress generation (Eberhart et al., 2011).
Studies using the Young Schema Questionnaire, designed to assess 15 early
maladaptive beliefs, with depressed individuals have pooled data from men and women
(Riso et al., 2003). The possibility that there are gender differences between schema
clusters has not been directly addressed. It may be that schema differences occur
between men and women, resulting in different responses to stressful life events.
Particular schemas may be associated with greater vulnerability in relationships because
of the greater likelihood of the occurrence of schema relevant stress. Some interactions
generate stressors to which an individual attaches particular significance with respect to
self worth and competence (Hammen, 1999). Hammen (1999) showed that for women,
negative life events in the interpersonal domain were more likely to elicit depressive
reactions than were equally negative but non-interpersonal events. Research in this area
has either been conducted with depressed women or has pooled data for men and
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women. The possibility of a gender difference in factors which may contribute to an
interactional understanding of depression needs to be explored.

5.3.4. Links between interpersonal vulnerability variables. While the
variables discussed have developed independently with considerable research support,
the possible links between them have attracted increasing attention. For example, there
are clear parallels between cognitive schemas and attachment representations (Platts,
Tyson, & Mason, 2002). Attachment representations can be conceptualised as cognitive
schema for relationships which drive attachment behaviours such as reassurance seeking
or avoidance of relationships (Wearden, Peters, Berry, Barrowclough, & Liversidge,
2008).

5.3.5. Gender differences in interpersonal vulnerability. The predominance
of women amongst those diagnosed with depression has resulted in a focus on the risk
factors associated with being female. Unfortunately, this has resulted in some
difficulties clarifying gender differences as a lot of available research has only been
done with depressed women and not with depressed men. There are exceptions to this
finding. For example, in research on sociotropy-dependency, sociotropy predicted
higher levels of dependent interpersonal stress in women but not in men (Shih, 2006).
There has been limited research on gender differences in other interpersonally relevant
variables such as schema and attachment style. Questions have been raised about the
way in which any assessed differences might be interpreted. The possibility that they
might indicate more about the unreliability of partners and the inherent insecurity of the
relationship rather than vulnerability traits in the individual diagnosed with depression
needs to be considered (Coyne & Whiffen, 1995)
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5.3.6. Interpreting interpersonal vulnerability. In the context of the dominant
models of depression, variables linked to interpersonal vulnerability have been
generally assumed to measure stable, trait-like dispositions. Alternative
conceptualisations are frequently overlooked. The possibility that high scores on
relevant measures may reflect difficult life circumstances currently faced by the
individual has rarely been considered (Coyne & Whiffen, 1995). Similarly, the
involvement of partners in provoking and perpetuating life difficulties for the depressed
person has rarely been acknowledged (Coyne & Fechner-Bates, 1992). Whilst
depressed women’s complaints about their partners have often been interpreted in terms
of the negative thinking associated with depression, the possibility that partners actively
contribute to the development and maintenance of interpersonal stress has yet to be fully
explored. If the locus of the problem of depression is shifted from the individual to the
relationship then this changes the way that interpersonal vulnerability may be
understood. Interpersonal vulnerability then becomes both an aspect of the individual
and a quality of the relationship. Moreover, when the locus of depression is shifted
from the individual to the relationship, the behaviour and attitudes of partners become
an intrinsic element of interpersonal vulnerability.

5.4. Conclusion

This chapter has examined the ways in which the interpersonal context has been
considered in relation to depression. It has been argued that the dominant models of
depression are intrapersonal, often acknowledging the interpersonal or social context of
the individual, but conceptualising the individual as the locus of the problem. A

GENDER DIFFERENCES IN DEPRESSION

120

systemic construction would require a substantial shift in conceptualisation, locating the
locus of depression in the relationship rather than in the individual. The dynamic
interaction between the individual, significant others, and the environment then
constitutes the locus of an interpersonal construction of depression. In this context, an
exploration of interpersonal vulnerability remains meaningful. However, the meaning
of assessed vulnerability may be understood differently from its conceptualisation in
models which construct depression as a disorder of the individual. Assessed
vulnerability may be a more broadly inclusive concept that acknowledges qualities that
the depressed individual brings to the relationship but encompasses aspects of the wider
system. These include the contribution of significant others and the impact of these
interactions on the individual. The next chapter describes a study aimed at exploring
differences in interpersonal vulnerability between depressed men and women.
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Chapter 6
Study 2: STYLES OF THINKING.
Cognitive Interpersonal Vulnerability to Depression: Is there a
Difference between Men and Women on Cognitive Variables
associated with Interpersonal Functioning?

“men and women obviously think differently, physiologically you’re
different, you’re wired differently. So you see things differently, and men
often don’t know how to help a woman.” (Research participant CF, 2010)

6.1. Introduction
An important focus in the attempt to develop an interpersonal theory of the gender
difference in depression has been the search for contributing vulnerability factors.
Cognitive diathesis-stress theories of depression have focused on the cognitive
processing of the individual. They propose that individuals with a cognitive diathesis
for depression are more likely to detect a relevant stressor as well as to interpret that
stressor in a negative manner in line with their negative schema. The previous chapter,
Chapter 5, outlined a number of these vulnerability factors. Certain relationships may
function in ways that relatively consistently foster the interaction of cognitive diatheses
and relevant stressors. Indeed, some relationships may function as ongoing cognitive
diathesis relevant stressors. This may happen because the depressed individual’s
partner behaves in ways that consistently reinforce vulnerabilities. Rather than indicate
vulnerability in an individual, scores on measures of vulnerability may indicate a
dysfunctional relationship. They can be thought of as ‘relational schemas’ that describe
real life interpersonal relationships (Baldwin, 1992; Whiffen, 2005). Regardless of the
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way in which such measures are interpreted, they can be useful indicators of
vulnerability. This chapter begins by briefly reviewing variables which may be
associated with interpersonal vulnerability. Variables which may be particularly
relevant to the gender difference in depression are identified. Specific hypotheses
associated with these variables are proposed and an experimental study to test these
hypotheses is described. The chapter concludes with a discussion of the relevant
findings.
6.1.1. Interpersonal vulnerability. There is considerable research interest in
cognitive vulnerability (e.g., Ingram, 2003) and on differences in cognitive
vulnerability between the various types of depression (Riso et al., 2003). Research on
gender differences in cognitive vulnerability is available for some variables including
rumination and attributional style. Women have been shown to be more likely than
men to arrive at depression via a cognitive diathesis-stress pathway, i.e., through the
interaction between a cognitive diathesis and a domain-congruent negative event
(Spangler, Simons, Monroe, & Thase, 1996). This suggests that cognitive vulnerability
may have a greater impact on risk of depression for women than for men. Some
cognitive variables may be expected to be particularly salient to interpersonal
situations. Attachment security and core cognitive beliefs (cognitive schema) are
cognitive vulnerability variables which have significant relevance to relationship
functioning. These beliefs are formed in the context of early parent-child relationships
and result in internal representations of the self, others, and relationships that have an
ongoing interaction with interpersonal functioning. There are parallels between core
cognitive beliefs and attachment theory (Platts, Tyson, & Mason, 2002; Wearden et al.,
2008). Both focus on the interaction between experiences of early parenting behaviour
and subsequent emotional and cognitive functioning in adulthood. Individual
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differences in attachment may be understood as being a function of differences in the
beliefs that people hold about themselves and others.
Whilst attachment is generally considered to be an individual characteristic, people may
have differing levels of security both within a specific relationship and attachment
security may change due to experiences within a relationship (Davila, Karney, &
Bradbury, 1999; Fuller & Fincham, 1995). Attachment security refers to the degree to
which individuals hold positive views of themselves and others, or to which they see
themselves as worthy of other’s love and affection, feel comfortable with intimacy, are
able to depend on others and see others as accepting and willing to offer help and
support when needed (Cobb & Bradbury, 2003). Attachment orientation has been
measured in a range of different ways. Some studies have used dimensional measures
while others have used categorical. Bartholomew and Horowitz (1991) suggested that
there are four styles of attachment that could be described along two dimensions. The
two dimensions underlying the four styles are the positivity of the person’s self image
(model of self) and the positivity of the person’s image of others (model of other). The
models of ‘self’ and ‘other’ are also referred to as dimensions of anxiety (about
abandonment) and avoidance (of intimacy and emotional expression). The intersection
of these two dimensions, models of self and other, yield four prototypes of attachment
(Bartholomew & Horowitz, 1991). The secure style describes individuals who have a
positive model of self and others. They are comfortable being close to others and
relying on them for help and support, and generally see themselves as worthy of others’
love, expecting to be treated well in close relationships. Insecure attachment has been
defined as including fearful, preoccupied and dismissive attachment. Fearful
individuals have negative models of self and others. They want closeness with others,
but are afraid to seek it for fear of rejection. They see themselves as unworthy of love
and affection, and expect others to be distant and or rejecting. Preoccupied individuals
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have a positive model of others, but a negative model of self. They desire attention and
closeness, and may be seen as clingy and intrusive in close relationships. However,
they generally feel that others are more important to them than they are to others.
Dismissing individuals have a positive model of self and a negative model of others.
They do not seek or feel that they need intimacy in relationships and they generally
avoid relying on others for emotional support. There are other methods of measuring
attachment, including the Adult Attachment Interview and the Experiences in Close
Relationships- Revised (ECL-R) Questionnaire (Hesse, 1999; Fraley, Waller, &
Brennan, 2000). Unfortunately, different conceptualisations of attachment styles are
not directly comparable and make comparison of findings across studies difficult
(Platts, Tyson, & Mason, 2002).
Early deficits in relational functioning may lead to problems in negotiating later
relationships (Davila, 2001). Both attachment security and cognitive schema have been
linked to depression, particularly chronic depression (Roberts, Gotlib, & Kassel, 1996;
Riso et al., 2003). A reciprocal relationship exists between attachment difficulties and
stress in relationships. On the one hand, problematic attachment histories can lead to
distorted perceptions about interpersonal relationships, leading to poor partner choice
and stress generation in adult relationships (Ingram et al, 1998; Davila, 2001).
Similarly, stress caused by living in a relationship that includes a depressed person may
lead to problems in attachment (Whiffen, Kallos-Lilly, & MacDonald, 2001). Insecure
adult attachment styles have been shown to be associated with depression in
community, student and clinical samples in both cross-sectional and longitudinal
studies (Hammen, Burge, Daley, Davila, Paley & Rudolph, 1995; Reinecke & Rogers,
2001). There has been some disagreement about which insecure attachment style is
most strongly associated with depression. Whilst both the fearful and preoccupied
insecure attachment styles have been shown to be associated with depression in non-
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clinical samples, severe depression in clinical samples appears to be more strongly
associated with a fearful rather than preoccupied attachment style (e.g. Roberts, Gotlib,
& Kassel, 1996; Carnelley, Pietromonaco, & Jaffe, 1994; Whiffen, Kallos-Lilly,
MacDonald, 2001; Reis & Grenyer, 2004). These studies are summarised in Table 6.1.
There has been limited research comparing males and females who are clinically
depressed. In an Australian study, when a group of females diagnosed with major
depression was compared to a similar group of males, fearful attachment was
significantly related to severity of depression for women but not for men. There was no
significant relationship between preoccupied or dismissive attachment and depression
for either group (Reis & Grenyer, 2004). In a study of hospitalised depressed patients,
both insecure attachment styles (avoidant and anxious) were associated with depression,
with female depressed patients equally anxiously attached but more avoidantly attached
than male depressed patients (Lemmens, Buysse, Heene, Eisler, & Demyttenaere,
2007).

As the different types of insecure attachment styles would be expected to have different
effects on relationship functioning it is important to establish more clarity around the
possible gender differences.
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Table 6.1.
Research Studies looking at the Relationship between Attachment Style and Depression
Study

Participants

Carnelley,

Study 1: 204

Pietromonaco,

Univ. females

Gender

Depression

Findings

comparison Measure

Measure

No

Composite: RQ,

BDI: mild

Brennan &Shaver,

depression/non- fearful styles

Collin & Read

depressed

& Jaffe (1994)
Study 2: 25

Attachment

No

BDI

Greater preoccupied and

Fearful, but not more

married women,

preoccupied; i.e. clinical

recovering from

depression specifically

depression, 23 contro

linked to fearful avoidance

Roberts, Gotlib

N =486 Univ.males

& Kassel,

& females

Yes

(1996)

Scott & Cordova

91 married

(2002)

Yes

Hazan & Shaver,

IDD: Inventory t Found relationship between

ratings of 3 styles,

Diagnose

plus Collins &

Depression: low depression moderated by

Read, 18 item.

levels of

dysfunctional attitudes

depression.

related to self-esteem.

adult attachment and

Hazan & Shaver,

BDI – very mild Attachment style moderated

couples, community

ratings of 3 styles

depression

sample

(Adult

dysfunction and depression

Attachment Q)

Wives – anxious ambivalen

relationship between marita

husbands – avoidant.
Reiss & Grenyer

Study 1: 43

(2004)

females, 28 males,

Yes

RQ

BDI – moderatel Females – fearful attachmen
depressed

related to depression severit

depressed outpatients

Males – no significant

Study 2: 186 females

relationship.

59 males, Univ. pop
Whiffen, Kallos-

52 depressed wives, No

Lilly, &

47 husbands; 60

RQ

BDI – mildly to Depressed women – more
moderately

MacDonald (2001 control wives &

fearful style

depressed

husbands.

Haaga,Yarmus,
Hubbard,Brody,
Solomon, Kirk,
& Chamberlain
(2002)

Study 1: 9
un/grads
91% female.
Study 2: 25
recovered
depressed
Depressed, 25 contro
75% female

No

RQ

BDI - <9; not
depressed

Study 1 – depressive
symptoms associated
with preoccupied and
fearful attachment.
.Study 2 – recovered
depressed higher on
preoccupied & fearful
attachment.
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Individual differences in attachment anxiety and avoidance reflect both a person’s
internal working models and the ways in which he or she typically deals with stress and
distress (Mikulincer & Shaver, 2003, 2007). One of the ways in which attachment may
impact on relationships is through emotion regulation strategies. Individuals high on
attachment anxiety are more likely to use strategies that hyperactivate the attachment
system, i.e. they actively attempt to obtain greater proximity, support and love but lack
confidence that they will be provided. High scores on avoidant attachment are
associated with deactivating strategies which involve inhibition of proximity seeking
while attempting to handle stress and distress oneself (Ein-Dor, Mikulincer, & Shaver,
2011). It has been proposed that, under situations of high stress, people who are high
on attachment anxiety are likely to be vigilant in monitoring the environment for threats
and to be vocal about detecting threats and be eager to have other people’s help in
averting them. Individuals with a fearful attachment style are likely to lack confidence
in the availability of others to provide support. Avoidant people are accustomed to
looking after their own interests and taking care of themselves, even if it sometimes
occurs at the expense of others (Ein-Dor et al., 2011). These different strategies for
managing stress and distress would be expected to impact significantly on relationships.
Research has also looked at attachment patterns within relationships. In a study of
heterosexual couples with a depressed wife, both partners reported less attachment
security than did couples in a normative sample (Whiffen et al., 2001). This work needs
to be replicated with depressed men to determine whether problems in attachment
security are also characteristic of relationships with a depressed husband (Whiffen et
al., 2001). This type of research suggests that the role of partners in relation to
attachment behaviours is an important factor. The cognitive vulnerability of the
depressed person may interact with pre-existing or relationship generated vulnerability
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in the non-depressed partner to produce an interaction that maintains the process of
depression.
Significant risk factors for depression include exposure to significant parental
depression, dysfunctional parenting, abuse, and early onset of puberty (Hammen, 2003).
Many of these factors impair self and interpersonal schemas (Young, Klosko, &
Weishaar, 2003). Past research on cognitive vulnerability has found evidence that
maladaptive schemas are associated with higher levels of depressive symptoms (e.g.
Glaser, Campbell, Calhoun, Bates, & Petrocelli, 2002; Harris & Curtin, 2002).
Schemas are proposed to be enduring cognitive structures, derived from early learning,
which serve to create cognitive generalisations about the self as well as about social
experience (Schmidt, Schmidt, & Young, 1999).

Studies of both clinical and

university samples have provided evidence that maladaptive schemas in all five
domains identified by Young are associated with higher levels of depressive symptoms
(Eberhart, Auerbach, Bigda-Peyton, & Abela, 2011). It has been suggested that the
self-schema construct can substantially enrich interpersonal formulations of depression
(Schmidt, Schmidt, & Young, 1999). Studies using the Young Schema Questionnaire
with depressed individuals have pooled data from men and women (e.g. Riso et al.,
2003). Only one study was found which looked at the possibility that there may be
gender differences associated with schema clusters. The study found no evidence of to
suggest a gender difference (Tilden, Gude, Hoffart, & Sexton, 2010). If schema
differences occur between men and women, they may result in differing responses to
stressful life events. A number of findings suggest the possibility that relationships are
more important to women than to men, particularly with respect to the self concept.
Particular schemas may be associated with greater vulnerability in relationships because
of the greater likelihood of the occurrence of schema relevant stress. Some interactions
generate stressors to which an individual attaches particular significance with respect to
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self worth and competence (Hammen, 1999). Hammen (1999) showed that, for
women, negative life events in the interpersonal domain were more likely to elicit
depressive reactions than were equally negative but non-interpersonal events.
Research in this area has either been conducted with depressed women or has pooled
data for men and women. The possibility of a gender difference in factors which may
contribute to an interactional understanding of depression needs to be further explored.
The present study was designed to look at differences between men and women in
factors associated with interpersonal vulnerability to depression. Specifically, it
focused on adding to the research in the area by clarifying the findings on the gender
difference in attachment styles. In addition, it aimed to determine whether gender
difference in self-schema exists for depressed women and men.
6.1.2. Objective of the current study. The objective of the present study is to
explore possible differences in adult attachment and self-schema between men and
women diagnosed with clinical depression who met DSM-IV-R criteria for depression
in the past year.
Hypotheses:
1. Depressed women are more likely to be classified as having a fearful attachment
style (i.e. to have negative working models of both self and others) than are
depressed men or normative men and women.
2. Depressed women are more likely to score negatively on relationship oriented
self-schema than are depressed men or normative men and women.

GENDER DIFFERENCES IN DEPRESSION

130

6.2. Method
6.2.1 Participants. The sample included 30 female and 14 male adults
diagnosed with major depression. They were recruited in two ways. Initially,
inpatients admitted to an acute psychiatric unit at a large teaching hospital in Perth,
Australia were approached to participate. Subsequently, in order to obtain sufficient
participants within the time frame, individuals were recruited through two internet
websites. In addition, 34 female and 18 male adults who were not depressed were
recruited for a control group from an outpatient orthopaedic clinic and various staff
facilities at the same hospital. Patients who met criteria for Major Depression as
specified in the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-R:
American Psychiatric Association, 2000) were included in the Major Depression group
of the study.

Exclusion criteria were similar to those used in other studies of

depression: specific additional psychiatric disorders, two or more schizotypal features,
history of schizophrenia, organic brain syndrome, mental retardation, or presence of
specific physical illness (Elkin, Shea, Watkins, & Imber, 1989; Teichman, Bar-El, Shor,
& Elizur, 2003). Participants were included in the control group if they reported no
past history of Major Depression on the MINI and scored less than 10 on the BDI-II.
6.2.2. Measures
6.2.2.1. The Beck Depression Inventory (BDI-II). The Beck Depression
Inventory (BDI-II: Beck, Steer, & Brown, 1996) is a 21-item self-report scale that
assesses mood, cognitive and somatic aspects of depression. It is the most frequently
used self-report instrument for assessing depression severity and has been shown to
exhibit good psychometric properties. Estimates of internal consistency and test-retest
reliability are high, the measure appears sensitive to severity across a broad range of
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community and clinical populations, and gender bias across populations is low
(Norman, Miller, & Klee, 1983: Rush, et al., 1986; Santor, Ramsay, & Zuroff, 1994).
6.2.2.2. Relationships Questionnaire (RQ) (Attachment). The RQ
(Bartholomew & Horowitz, 1991) is a frequently used self-report measure of adult
attachment, validated across a range of cultures. First, participants read four paragraphs
which describe secure, preoccupied, anxious, and dismissive attachment and choose the
paragraph that best describes how they typically feel in “close relationships.” Next they
use 7-point scales, from 1 (not at all like me) to 7 (exactly like me), to rate the extent to
which each description of relationship styles is characteristic. The RQ has been used
extensively in adult attachment research, typically with the forced-choice method. RQ
self-reports show moderate convergence with interview-based ratings of attachment
(Griffin & Bartholomew, 1994) and are related in theoretically predicted directions with
variables such as interpersonal behaviour (Bartholomew & Horowitz, 1991). In
addition, the RQ produced results very similar to those found with another dimensional
measure (Brennan, Clark, & Shaver, 1998).
6.2.2.3. Young Schema Questionnaire (Short Form). The short version of the
Young Questionnaire (YSQ-S) (Young, 1998) is a 75-item questionnaire that was
designed to assess 15 early maladaptive cognitive schema. Each scale has 5 items. The
scales are emotional deprivation, abandonment, mistrust/abuse, social alienation,
defectiveness, incompetence, dependency, vulnerability to harm, enmeshment,
subjugation of needs, self-sacrifice, emotional inhibition, unrelenting standards,
entitlement and insufficient control. Each of the 75 items of the YSQ-S is rated on a 6point scale (1 =completely untrue of me; 2 = mostly untrue of me; 3 = slightly more true
than untrue; 4 = moderately true of me; 5 = mostly true of me; 6 = describes me
perfectly). Higher scores indicate a greater presence of unhealthy maladaptive core
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beliefs for the respondent. The internal consistency and discriminative validity of the
short 75-item version have been established and are comparable to those of the long
version (Waller, Meyer, & Ohanian, 2001) and has been demonstrated to have good
clinical and empirical reliability and validity (Cecero, Nelson, & Gillie, 2004; Stopa,
Thorne, Waters, & Preston, 2001; Welburn, Coristine, Dagg, Pontefract, & Jordan,
2002), with empirical support for the hypothesized factors (see, e.g., Cecero et al.,
2004). In addition to showing good construct validity in its ability to predict
psychopathological and psychiatric symptoms (Stopa et al., 2001; Welburn et al.,
2002), the YSQ-S is also suitable for use in non-clinical groups (Cecero et al., 2004;
Waller et al., 2001). The five themes (domains) under which the core beliefs are
clustered are described below (from Young, 1999). 1. Disconnection and rejection.
Emotional deprivation: an expectation that others will not give adequate emotional
support. Abandonment: a perception that significant others are unreliable or unstable.
Mistrust/abuse: a perception that others will hurt, abuse or exploit one. Social isolation:
feelings of alienation, not being or feeling part of any group or community.
Defectiveness/shame: feelings of inferiority and defectiveness, feeling unlovable. 2.
Impaired autonomy and performance. Failure to achieve: perceived or expected
failure in areas of achievement, feeling fundamentally inadequate.
Dependence/incompetence: perceived inability to handle responsibilities competently
and independently, helplessness. Vulnerability to harm: exaggerated fear of imminent
catastrophe (medical, emotional or external). Enmeshment: excessive emotional
involvement with significant other, insufficient individual identity. 3. Otherdirectedness. Subjugation: of needs or emotions, surrendering of control to others due
to feelings of coercion. Self-sacrifice: excessive focus on others’ needs at expense of
self. 4. Overvigilance and inhibition. Emotional inhibition: excessive inhibition of
spontaneity in acts, emotions or communication. Unrelenting standards: high
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internalized standards must be achieved to avoid criticism; perfectionism, rigid rules
and preoccupation with time and efficiency. 5. Impaired limits. Entitlement: a belief in
one’s own superiority and rights to special privileges, a need for power and control.
Insufficient self-control: problems with exercising self-control or tolerance of
frustration. An individual schema score is obtained by averaging the scores on the five
items of each schema. A schema domain score is obtained by averaging the scores of
the schemas for each domain.

A basic tenant of schema theory is that early maladaptive schemas originate in
interaction with attachment figures (Bosmans, Braet, & Van Vlierberghe (2010).
Measures of attachment and cognitive schemas should be correlated with one another.
Disconnection/Rejection and Other Directedness have been linked to attachment
anxiety whilst Disconnection/Rejection and Impaired Autonomy were linked to
attachment avoidance (Bosmans et al., 2010).

6.2.3. Procedure. Inpatients on the psychiatric unit diagnosed with major
depression by their treating psychiatrist were approached to take part in the study. The
diagnosis of depression was confirmed by the Mini-Mental State (MINI: Folstein,
Folstein, & McHugh, 1975). Patients attending an outpatient general medical clinic and
a range of hospital employees were approached to participate in the study as part of a
normal control group of individuals who had never been diagnosed with major
depression. All individuals who met criteria for inclusion in either the depressed group
or the control group were asked to participate in the study and arrangements were made
for them to complete the questionnaires. Informed consent was obtained using an
information sheet explaining the study and a signed consent form which had been

GENDER DIFFERENCES IN DEPRESSION

134

reviewed by the Ethics committees of both the University of Western Australia and the
Health Region in which the study took place (see Appendices B & C). Each control
group participant was offered $10 to cover travel expenses. Any person with a BDI of
greater than 10 was eliminated from the control group.
In order to access more individuals with major depression, an electronic version of the
questionnaire was created and advertisements placed in the current research/volunteers
wanted sections of the Websites of Beyond Blue and the University Intranet (see
Appendices D & E). Individuals interested in participating were asked to make contact
by email. Once an email address was provided, participants were given access to a
detailed description of the study, including a detailed description of how the data they
provided would be handled to ensure confidentiality. Participants were given a study
number so that their identifying data was kept separate from their questionnaire
responses. Completion of the questionnaire was accepted as indicating informed
consent to participate. When the questionnaires were completed, the participant clicked
on the ‘submit’ button, which sent the data to a secure server for downloading.
Volunteers who stated that they were experiencing major depression and responded to
symptom relevant questions were included in the clinical sample. The email addresses
of individuals who completed the study were entered into a draw for one of three $100
shopping vouchers.

6.3. Results
6.3.1. Statistical Analyses. The statistical analyses were performed with SPSS Version
14 for Windows (SPSS Inc, Chicago, IL, USA).
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6.3.2. Participant Characteristics. Of the 96 participants who completed the
study questionnaires, 12 women and 6 men were inpatients in a public hospital
psychiatric unit, admitted with a diagnosis of major depression. A further 18
community based women and 8 community based men identified themselves as having
a current or previous diagnosis of major depression in response to a request for study
participants. 34 women and 18 men with no reported history of clinical depression
were included in the study as control groups.

6.3.3. Comparison of the inpatient and community groups on depression.
An independent samples t-test was conducted to compare the mean BDI scores (see
Table 6.2) for the inpatient depressed women and the community depressed women.
There was a statistically significant difference in scores with inpatient women (M =
39.25, SD = 6.07) scoring more highly on self-reported depression than the community
depressed women (M = 21.06, SD =10.07; t (28) = 5.60, p < 0.001 two-tailed). There
was no statistically significant differences in BDI scores for inpatient men (M = 35.0,
SD = 9.90) and community depressed men (M = 29.0, SD = 13.74; t (12) = 0.90, p =.38,
two-tailed). The means and standard deviations for the BDI self-report depression scale
are presented in Table 6.2.
As a result of the significant difference in self-reported depression, the results for
inpatient depressed women and community depressed women were treated separately in
subsequent analyses. As there was no significant difference in BDI scores for inpatient
and community depressed men, the results for both groups were combined as depressed
men.
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6.3.4. Comparison of the samples on demographic variables. The means and
standard deviations for the demographic variables are presented in Table 6.2.
Table 6.2.
Means and Standard Deviations for the Demographic and BDI Variables in the
Depressed and Normative Samples.
Depressed Sample
Women

Women

Inpatient

Community

Normative Sample
Men

Women

Men

(n = 18)

(n = 14)

(n = 34)

(n = 18)

_________

_________

_________

_________

_________

M

M

M

M

(n = 12)
(SD)

(SD)

M

(SD)

(SD)

(SD)

Demographic variables
Age
Education

39.10 (15.19) 31.61 (13.81) 34.85 (8.49) 37.97 (13.81) 40.11 (15.35)
3.78

(2.82)

2.00

(1.50)

2.20 (1.55) 2.48

(1.75)

2.20

(1.60)

(6.07) 21.06 (10.07) 31.57 (12.21) 3.79

(3.26)

3.61

(3.18)

Clinical Variable
BDI

39.25

Comparison of the five groups (depressed inpatient women, depressed community
women, depressed men, non-depressed women, and non-depressed men) with ANOVA
revealed no significant demographic differences on age (F (4,87) = 1.11, p = .36) or
education level (measured by the Australian Bureau of Statistics 2001, Australian
Standard Classification of Education where 1 is a university degree or higher) (F (4,83)
= 1.62, p = .18).
The groups were also compared on BDI scores (see Table 6.2). There was a significant
difference between the groups on the BDI (F (4,91) = 89.96, p < 0.001). Post hoc
comparisons using the Dunnett T3 test indicated that the mean score for both inpatient
depressed women (M = 39.25, SD = 6.07) and community depressed women (M =
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21.06, SD = 10.07) were significantly different from the control sample of nondepressed women (M = 3.79, SD = 3.26). The mean score for depressed men (M =
31.57, SD = 12.21) was significantly different from the mean score for the control
sample of non-depressed men (M = 3.61, SD = 3.18), i.e. depressed men and women
scored significantly higher on the BDI than the control men and women.

6.3.5. Attachment in the Normative and Depressed Samples. The first goal of the
study was to compare attachment in each of the five groups. When asked to choose
among the four attachment prototypes, both the women and the men in the normative
sample were most likely to choose the secure type (see Table 6.3). A Chi-square test
for independence (Pearson) indicated a significant association between group and
attachment style (χ2 (12, n = 96) = 50.43, p < .001). Both groups of depressed women,
inpatient and community, were most likely to choose the fearful prototype and the
depressed men were most likely to choose the dismissive prototype.

Table 6.3.
Percentages of Participants Selecting the Four Attachment
Prototypes
________________________________________________________________
Secure

Dismissive

Preoccupied

Fearful

Inpatient Women

25

17

8

50

Community Women

11

6

33

50

7

43

21

29

Women

73

6

18

3

Men

61

22

11

5

Depressed Sample

Men
Normative Sample
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Next the ratings of each prototype (see Table 6.4) were analysed.

Table 6.4.
Means and Standard Deviations for the RQ Scale Variables for the Depressed and
Normative Samples.
Depressed Sample
Women

Women

Inpatient

Community

(n = 8)

Normative Sample
Men

Women

Men

(n =18)

(n = 14)

(n =31)

(n = 18)

_________

_________

_________

_________

M

(SD)

M

2.75

(1.49) 3.33

(1.57) 3.86

Dismissing 4.50

(1.31) 2.94

Preoccupied 4.25
Fearful

(SD)

M

(SD)

M

(SD)

_________
M

(SD)

(2.18) 5.29 (1.37)

5.22

(1.40)

(1.47) 4.07

(2.06) 3.10 (1.54)

3.28

(1.64)

(1.49) 4.61

(1.85) 4.50

(2.35) 2.77 (1.89)

2.39

(1.42)

(2.00) 4.56

(2.06)

4.43 (2.14) 1.84 (1.04)

1.94

(1.31)

RQ subscales
Secure

5.50

A one-way between-groups multivariate analysis of variance (MANOVA) was
performed to investigate differences in attachment styles between the five groups. The
four dependent variables used were secure, dismissing, preoccupied and fearful
attachment styles. The independent variable was group membership (depressed
inpatient women, depressed community women, depressed men, non-depressed women
and non-depressed men). 4 of the 12 women in the inpatient depressed group and 3 of
the 34 women in the nondepressed sample failed to complete the RQ individual
attachment ratings adequately, resulting in reduced group sizes of 8 and 31.
Preliminary assumption testing indicated that the assumption of equality of error
variances was violated for preoccupied and fearful attachment styles, indicating the

GENDER DIFFERENCES IN DEPRESSION

139

need for a more conservative alpha level to determine the significance of those
variables in the univariate F-test. There was a statistically significant difference
between the five groups on the combined dependent attachment variables, F (16,336) =
3.77. Due to problems with small and unequal samples sizes, the more robust Pillai’s
trace was considered as a measure of significance. Pillai’s trace = .61; partial eta square
= .15. When the results for the four independent variables (the four attachment scales)
were considered separately, only dismissive attachment failed to reach statistical
significance, using a Bonferroni adjusted alpha level of .0125. Significant differences
were found for secure attachment, F (4,84) = 8.36, p < .001, partial eta square = .28;
preoccupied attachment, F (4,84) = 5.80, p < .001, partial eta square = .216; fearful
attachment, F (4, 84) = 17.30, p < .001, partial eta square = .45. Dismissive attachment
was not significant (F (4,84) = 2.18, p = 0.79, partial eta square = .094). Post-hoc
comparisons, using Dunnett’s C (to account for unequal variances) demonstrate
statistically significant differences between the depressed and control groups for secure,
anxious and fearful attachment but no significant differences between the depressed
groups themselves on these three dependent variables. An inspection of the mean
scores indicated that depressed men and women reported lower mean scores on
attachment security and higher mean scores on preoccupied and fearful attachment than
the non-depressed control groups. Whilst the score on fearful attachment for the
impatient depressed women was higher than for out-patient depressed women and for
depressed men it was not statistically significant on post-hoc testing. Depressed men
and community depressed women were more preoccupied than control men and women
but the inpatient depressed women were not significantly different on preoccupied
attachment than the community control groups. Differences between all five groups on
dismissive attachment were not statistically significant.
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6.3.6. Analysis of the Schema Questionnaire.
Table 6.5.
Means and Standard Deviations for the YSQ Domain Variables for the Depressed and
Normative Samples.
Depressed Sample
Women

Women

Inpatient

Community

Normative Sample
Men

Women

Men

(n =18)

(n = 14)

(n =34)

(n = 18)

_________

_________

_________

_________

M

M

(n = 12)
(SD)

(SD)

M

(SD)

M

(SD)

_________
M

(SD)

YSQ Domain Scales
Disconnection/
Rejection

3.95

(1.21) 2.98

(0.83) 3.68 (1.21) 1.50

(0.69) 1.59

(0.49)

autonomy 3.26

(1.25) 2.26

(0.60) 2.49 (0.81) 1.41

(0.45)

1.32

(0.28)

(1.14) 3.22

(0.71) 3.27 (0.90) 2.20

(0.79)

2.01

(0.59)

(1.30) 3.42

(0.99) 3.85 (1.22) 2.15

(0.91)

2.64

(0.90)

(0.89) 2.59

(0.93) 3.29 (0.85) 1.95

(0.82)

2.01

(0.60)

Impaired
Other directedness

4.18

Overvigilance/
Inhibition 4.01
impaired
limits

2.90

A one-way between groups multivariate analysis of variance was performed to
investigate group differences between the five YSQ domains of disconnection/rejection,
impaired autonomy/performance, other-directedness, overvigilance/inhibition, and
impaired limits. There was a statistically significant difference between the five groups
on the combined dependent variables, F (20,360) = 5.35, p <.001; Pillai’s Trace
(utilised because of small and unequal sample sizes) = 0.92; partial eta squared = 0.23.
When the results for the dependent variables were considered separately, there was a
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statistically significant difference across the five groups for each of the five YSQ
domains (using a Bonferroni adjusted alpha level of 0.01).
As previous research with the YSQ and with other personality inventories indicates that
depressed mood state substantially influences reporting on the YSQ (Halvorsen, Wang,
Richter, Myrland, Pedersen, Eisemann, & Waterloo, 2009), the analysis of the schema
variables was conducted using MANCOVA with depression severity (BDI) as a
covariate. The aim was to examine schema differences between groups, taking into
account the depressive symptom level.
Table 6.6.
Means and Standard Deviations for the YSQ Domain Variables Adjusted for
Depression Severity for the Depressed and Normative Samples.

Women

Women

Men

Women

Inpatients

Community

(n = 12)

(n =18)

(n = 14)

(n = 34)

_________

_________

_________

_________

M

M

(SD)

(SD)

Men

M

(SD)

M

(n = 18)
_________

(SD)

M

(SD)

YSQ Domain Scales
Disconnection/
Rejection

2.98

(0.37) 2.75

(0.20) 3.03

(0.29) 1.98

(0.20)

2.08

(0.24)

autonomy 2.68

(0.29) 2.13

(0.16) 2.10 (0.23) 1.70

(0.16)

1.61

(0.19)

(0.35) 3.02

(0.19) 2.69 (0.28) 2.62 (0.19)

2.44

(0.23)

(0.46) 3.25

(0.25) 3.37 (0.36) 2.50 (0.25)

3.00

(0.30)

(0.37) 2.45

(0.20) 2.86 (0.29) 2.26 (0.20)

2.32

(0.24)

Impaired
Other directedness

3.33

Overvigilance/
Inhibition 3.30
Impaired
limits

2.27

GENDER DIFFERENCES IN DEPRESSION

142

A one-way between groups multivariate analysis of covariance was performed, using
BDI scores as covariate, to investigate group differences between the five YSQ
domains of disconnection/rejection, impaired autonomy/performance, otherdirectedness, overvigilance/inhibition, and impaired limits, controlling for current level
of depressed mood. The obtained difference between the five groups on the combined
dependent variables was statistically significant, (F (20,356) = 1.91, p = .011; Pillai’s
Trace = 0.39; partial eta squared = 0.097). When the results for the dependent variables
were considered separately, differences between the five groups on the five YSQ
domains (using a Bonferroni adjusted alpha level of 0.01) did not reach statistical
significance at this stringent alpha level. (Disconnection/rejection, F (4, 90) = 1.88, p =
.077; impaired autonomy/performance, F (4, 90) = 2.01, p =.082; other-directedness, F
(4, 90) = 1.57, p = .065; overvigilance/inhibition, F (4, 90) = 1.40, p = .059; and
impaired limits, F (4, 90) = 1.18, p = .05).

6.4. Discussion
The findings of the study indicate that when depressed women are asked to choose the
attachment style that is most like them they are more likely to choose fearful
attachment. This attachment style indicates a negative view of both self and others.
Women who score highly on fearful attachment want closeness with others, but are
afraid to seek it for fear of rejection. They see themselves as unworthy of love and
affection, and expect others to be distant and or rejecting. When depressed men are
asked to choose the attachment style that is most like them they are more likely to
choose dismissive attachment. Men who have a dismissive attachment style
demonstrate a positive view of self but a negative view of others. In other words, they
do not seek or feel that they need intimacy in relationships and they generally avoid
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relying on others for emotional support. These findings for depressed women are
consistent with those of comparable studies of depressed women who were found to be
less securely and more fearfully attached than a comparison normative sample
(Whiffen, 2001; Reiss & Grenyer , 2004; Haaga, et al., 2002). The only other study to
directly compare depressed women with depressed men to look at the possibility of a
gender difference with a clinical sample found no differences in the relationship
between depression severity and attachment style for depressed men (Reiss & Grenyer,
2004). When the ratings of each of the four prototypes were analysed, the three
depressed groups scored significantly higher on fearful and anxious attachment and
lower on secure attachment than the two control groups. There was no significant
difference between the groups on dismissive attachment. The failure to replicate the
findings obtained by the chi square comparison of chosen prototypes appears due to the
relatively small sample sizes for the depressed group (particularly as only 8 of the 12
inpatient depressed women completed this task) and the relatively large variances
within the groups. In conclusion, when the association between depression and selfreported “most like self” attachment style is examined, depressed women are more
likely to describe themselves as fearful and depressed men to describe themselves as
dismissive. When asked to self-rate on each of the four attachment styles, both
depressed men and depressed women rate themselves as more fearful and anxious,
consistent with seeing themselves as unlovable, in comparison to both men and women
who have not been depressed. Both depressed men and depressed women rate
themselves as less secure than both men and women who have not been depressed. As
the depressed participants tended to rate themselves highly across the three insecure
attachment styles, a much larger sample than was utilised in the present study would be
required to obtain a statistically significant difference between the insecure attachment
styles for the depressed groups.
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With respect to the Young Schema Questionnaire, the findings of this study confirm
previous findings that depressed mood state substantially influences reporting on the
YSQ (Halvorsen et al., 2009). This is also consistent with previous research on the
relationship between depressed mood and responses to personality inventories (Akiskal,
Hirschfeld, & Yerevanian, 1983; Hirschfeld, et al., 1983; Klein, Wonderlich, & Shea,
1993). Inspection of the mean scores on each of the YSQ domains, adjusted for
depression, indicated that the three depressed groups had higher scores than the two
control groups, suggesting more maladaptive schemas (see Table 6.6). After
controlling for depression, the obtained difference on schemas was not statistically
significant given the stringent criteria for significance utilised (a Bonferroni adjusted
alpha level of 0.01), although the results approached significance. Inspection of the
standard deviations suggests some variability within the depressed groups. This, in
conjunction with the small sample sizes would be expected to contribute to the lack of
statistical significance. Previous research has indicated that the domains of
disconnection and impaired autonomy may be most strongly related to depressive
symptomatology, reflecting the significant impact of early relationship difficulties on
later depression. (Halvoren et al., 2009; Hoffart, Sexton, Hedley, Wang, Holthe,
Haugum, et al. 2005)
The relatively large within group variability (heterogeneity of variance) in the scores of
the three depressed groups adjusted for depression on the YSQ is not unexpected when
taking into account the broad diagnostic criteria for major depression (DSM-IV-R;
APA, 2000, see Chapter 1, Table 1.2.). The diagnosis of major depression covers a
diversity of depressive symptomatology and hence imposes heterogeneity in the sample
(Halvorsen et al. 2009).
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The findings of the study provide evidence that depressed men and women score more
highly on measures of insecure attachment than men and women who report no history
of depression, in line with previous findings (e.g. Reis & Grenyer, 2003). In addition,
depressed women are more likely to describe themselves as fearfully attached and
depressed men to describe themselves as dismissive in attachment style. These
differences in attachment style would be expected to have significant implications for
the way in which men and women function in relationships, e.g. individuals with
problematic attachment difficulties would be likely to perceive ambiguous relationship
experiences in ways that are consistent with their negative working models (Whiffen et
al. 2001). There is some evidence to suggest that romantic relationships may be more
important to women and that women put more effort into maintaining romantic
relationships than men do (Huston, Surra, Fitzgerald, & Cate, 1981). If women have a
more fearful attachment style they would be expected to have negative models of self
and others. They are likely to see themselves as unworthy of love and affection, and
expect others to be distant and or rejecting. They are more likely to use strategies that
hyperactivate the attachment system, i.e. they actively attempt to obtain greater
proximity, support and love but lack confidence that they will be provided.

If men are

more likely to have a dismissing attachment style, they will have a positive model of
self and a negative model of others. This style means that they do not seek or feel that
they need intimacy in relationships and they generally avoid relying on others for
emotional support. Affect is managed using deactivating strategies which involve
inhibition of proximity seeking while attempting to handle stress and distress oneself.
These behaviours may be a function of predisposing difficulties, may reflect a reaction
to unsupportive partners, or may represent a pattern of interaction, developed over time
and influenced by both of these factors. These different styles of functioning would be
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expected to impact on relationships and be influenced by relationships, in different
ways.
The suggestion that depressed men and women tend to report more maladaptive
schemas indicates the presence of vulnerability factors derived from early childhood
experiences. An interpersonal model of depression needs to accommodate this
evidence of predisposing factors and consider the extent to which they also function as
perpetuating factors.
One of the important issues for work on adult attachment and maladaptive schemas is
the extent to which they reflect aspects of personal style which the individual acquired
from early experiences or whether they are a function of, or at least influenced by, the
individual’s current adult relationship. The present study’s cross-sectional design
precludes any causal interpretation of the findings. It may be, for example, that
depressed women and men are more likely to have lifelong attachment difficulties
which would be expected to cause problems in adult relationships. Both depressed men
and depressed women may have early maladaptive schemas that impact on current
interpersonal functioning. Equally, the obtained findings could represent scar effects of
having experienced depressive episodes (Wichers et al. 2010). It is also possible that
being involved in an unsatisfying relationship leads to attachment concerns and
triggering of maladaptive beliefs resulting in ongoing depression.
6.5. Limitations
The results of the study need to be treated with a degree of caution due to the small
sample size, particularly for males, and risk of type I error. However, the statistically
significant results that were obtained with a relatively small sample size suggest that the
observed effects are relatively robust. The most comparable other study utilised a
slightly larger, but not dissimilar, sample size (Reiss & Grenyer, 2004). The study is
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cross-sectional in design; therefore it is not possible to determine a causal relationship
between depression and the other variables involved. Another methodological
shortcoming is that this study has been based, with the exception of the diagnosis of
inpatient clinical participants, on self-report, with the possible biasing effect of the
current mood on all measures.
As attachment is frequently based on self report, it has been suggested that reports of
insecure attachment may be merely a by-product of a depressive tendency to respond in
a negative manner. The current finding that the overall obtained difference between
depressed men and women and non-depressed men and women on maladaptive
schemas persisted when level of depression was controlled for statistically, is
inconsistent with the hypothesis of a negative response tendency. Other studies have
provided evidence against this hypothesis (Haaga et al., 2002).
The choice of the Bartholomew and Horowitz (1991) measure allows for both a simple
overall typing of attachment style and an assessment of an individual a particular
continuum. The RQ has produced results very similar to those found with dimensional
measures (Brennan, Clark, & Shaver, 1998). Typological models have been criticised
as failing to reflect the essence of a quantitatively distributed variable (Fraley & Waller,
1998). The differences in findings between the categorical measure of attachment and
the dimensional findings may explain the failure to find differences between groups
when the dimensional measure was used.
The use of two different methods of data collection, direct contact in an inpatient unit
and internet advertising, to obtain participants for the clinical sample is potentially
problematic. However, when the inpatient female group was compared to the internet
female group, there were no significant differences on attachment security or schemas.
The obtained difference in BDI scores reflects the fact that whilst the inpatient group
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was fairly homogenous with respect to depression, the community depressed group was
a mix of women who were currently depressed and those whose depression was in
remission. The finding of no differences in attachment style or schema is consistent
with published research that indicates that deficits in these areas occur in depressed
participants regardless of whether there are currently experiencing an episode of
depression or are in remission (e.g. Halvorsen et al., 2009; Hoffart et al., 2005).
6.6. Conclusion
This study makes a contribution to the existing research by differentiating between the
various attachment styles for depressed and non-depressed participants. Most of the
existing research compares secure and insecure (incorporating fearful, preoccupied and
dismissive styles). This study looked at differences between these insecure styles as it
was anticipated that these styles would impact differently on relationships.
This chapter has identified the importance of attachment and early maladaptive schemas
as significant interpersonal vulnerability variables. These findings are significant for
the couple context of depression as they suggest that the functioning of depressed men
and women differs in the context of their relationships. Differences in attachment style
may be pre-existing or a function of the relationship, but as couples relate over time a
self-perpetuating, interactive process would be expected to develop that influences the
ongoing experience of depression. The next chapter, Chapter 7, focuses on the primary
attachment relationship for many adults, the heterosexual couple or marital relationship.
An association between problems in the couple relationship and depression underpins a
number of popular theories proposed to explain the gender difference in depression.
This review of the existing research leads, in Chapter 8, to an in-depth exploration of
the couple experience of depression.
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Chapter 7
The Couple Relationship and Depression
‘I think well, it’s not just happening to you, it’s happening to me as well,
but I choose not to be in that ‘oh my god it’s still happening’ stage, and
that’s really important”. (Research participant Bf, 2010)
“Even if theorists and scientists sometimes forget, depressed people will
tell you that their involvement in interpersonal relationships matters”.
(Joiner & Coyne, 1999, p xiii)

The previous chapters have focused on understanding the interpersonal variables which
may be relevant to a systemic model of depression. The importance of attachment and
early maladaptive schemas as significant interpersonal vulnerability variables were
identified and explored experimentally. Study 2, described in Chapter 6, found a gender
difference, with depressed men and women describing less secure attachment than nondepressed women and men. Depressed women as a group were more likely to describe
themselves as fearful in their attachment style while depressed men were more likely to
describe themselves as dismissive in their attachment style. In addition, depressed men
and women demonstrated a tendency to report more maladaptive schemas associated
with negative early experiences than normal controls. The implications of these
findings for the couple context of depression were discussed. This chapter focuses on
the primary attachment relationship for many adults: the heterosexual couple or marital
relationship. An association between problems in the couple relationship and
depression underpins a number of popular theories proposed to explain the gender
difference in depression. Depression has been demonstrated to have interpersonal
causes, to be interpersonally mediated, and interpersonal factors have been linked to
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depression relapse (Joiner, Gotlib, & Hammer, 2002; Rehman et al., 2008). Whilst
there are likely to be many pathways to depression, some investigators have explicitly
argued that the marital relationship plays an important role in at least some depressions
(Schmaling & Jacobson, 1990). This chapter looks at what is currently known about
depression and the couple relationship.

7.1. Conceptualising the interaction between the couple relationship and
depression

A range of studies have provided empirical evidence for an association between marital
distress and depression (Whisman, Weinstock, & Tolejko, 2006). Individuals in
unhappy marriages appear more prone to depression than those who express satisfaction
with their relationships. For example, in a large scale interview study, Weissman
(1987) reported a 25-fold increase in the relative risk of major depression for people in
unhappy marriages. A self-report questionnaire study of newly married couples found a
ten-fold increase in the relative risk for depression among discordant relative to nondiscordant spouses (O’Leary, Christian & Mendell, 1994). One study documented the
divorce rate for couples with a formerly depressed spouse as nine times greater than the
rate for the general population at a one- to three-year follow-up (Merikangas, 1984). In
a study of couples interested in marital therapy, a greater proportion of discordant wives
met diagnostic criteria for depression than non-discordant wives (Cascardi, O’Leary,
Lawrence & Schlee, 1995). A meta-analysis across 10 studies involving 336 depressed
participants concluded that the level of marital dissatisfaction accounts for
approximately 44% of the variance between depressed and non-depressed individuals
(Whisman, 2001). It seems that the marriages of depressed individuals are more at risk
than those of non-depressed individuals. This finding remains even after controlling for
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lifetime and family histories. Being in an unhappy marriage is associated with slower
recovery from a depressive episode (e.g., McLean, Ogston, & Grauer, 1973) and a
relapse of depressive symptoms is more likely (O’Leary et al., 1994).
There are a number of ways in which depression and the marital relationship might
interact. The dominant premise of much of the research in this area is that marital
problems are either the cause or the result of depression. The direction of this
relationship has been investigated in a range of studies. A second, more recent,
perspective is that depression and marital functioning may be conceptualised as
relatively parallel courses which exert reciprocal influences on one another through both
intrapersonal experiences and interpersonal interactions (Davila, 2001). A third
approach to the link between depression and marital functioning is derived primarily
from work on strategies of therapy with couples in which one member is depressed.
This involves the proposal that strengthening the couple relationship when one partner
is depressed is useful as this promotes collaboration against depression (Cordova &
Gee, 2001). A fourth possible interaction which has received limited attention is that a
relationship may be seen as positive by the individuals involved but may function in a
pathological manner. It may be perceived as satisfying or acceptable by those in the
relationship but they may interact in ways that reinforce negative processes, leading to
depression in one or both members. This is a concept that underpins the research
previously discussed on negative verification (Giesler & Swann, 1999; Joiner, 2001).
Negative verification refers to the partner’s agreement with the negative self-beliefs of
the depressed individual. This type of couple interaction may not be perceived or
reported to be negative, but none-the-less may function in a way that promotes
depression.
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These proposed interactions between depression and marital interaction will be explored
in detail in the following sections.

7.1.1. A Reciprocal Causal Interaction between Marital Problems and
Depression?

7.1.1.1. Do unsatisfactory marriages predict increased vulnerability to
depression? Research has focused on variables such as lack of support, negative marital
events, and marital satisfaction. The often quoted study by Brown and Harris (1978)
was one of the first to suggest that the lack of a confiding, intimate relationship
predicted vulnerability to depression. This finding has been supported by subsequent
research (Jacobson, Fruzzetti, Dobson, Whisman, & Hops, 1993; Monroe, Bromet,
Connell, & Steiner, 1986).
Negative marital interactions such as arguing, strain, violence, coldness, and infidelity
predict greater vulnerability to depression (Christian-Herman, O’Leary, & Avery-Leaf,
2001). In research looking at the relative contributions of genetics and life stressors,
serious marital problems and divorce were found to each independently increase the risk
of experiencing depression more than 10-fold, controlling for genetic factors (Kendler,
Walter, Neale, & Kessler, 1995). The belief that unsatisfying relationships, at least for
women, cause depression is popular. For example, in a sample of women diagnosed
with depression, 70% of depressed and maritally discordant women expressed the view
that their marital discord preceded their depression (O’Leary, Riso, & Beach, 1990).
Overall, there is good support for the argument that marital dysfunction is a precursor of
depression, although there is less support for the proposition that it is a good predictor
of first onset of depression. Whilst one group of investigators in a large scale study
over a six year period found that marital discord was one of the primary predictors of
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onset of a first episode of depression (Coryell et al., 1992), more recent researchers have
been less impressed about its impact on first episode (e.g. Davila, 2001). This
discrepancy may, at least in part, be explained by the apparent changes over time in age
of onset of depression and age of first marriage. While the evidence suggests that age
of onset of depression has become younger, marital age has increased resulting in a
decreased likelihood of an individual being married at the time of onset of depression.

There appears to be greater support for the proposal that the quality of the marital
relationship is a good predictor of relapse (Hooley et al., 1986).

Gender differences have been noted in the association between low marital satisfaction
and depression. A national random probability sample of women working full-time (N
= 577) found a significant effect of marital satisfaction on depressive symptomatology
one year later (Beach et al., 1996). When the relationship between marital satisfaction
and depression at the initial interview was controlled for, women who endorsed low
levels of marital satisfaction showed greater future depressive symptoms. The
relationship, however, was different for men. When data for men was analysed
separately, controlling for initial depressive symptoms reduced the prospective effect of
marital satisfaction on depression to non-significance. This finding suggests that
marital dissatisfaction predicts depression for women but not for men. A second study
supported this suggestion that the flow of causality from marital satisfaction to
depression may be more pronounced when it is the wife rather than the husband who is
depressed. Fincham, Beach, Harold, and Osborne (1997) examined a series of
complimentary causal models in a sample of 150 newlywed couples. Couples were
assessed at two time points separated by an 18 month interval. For husbands, a causal
effect going from earlier depressive symptoms to later marital satisfaction was obtained.
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For wives, marital satisfaction affected later depressive symptoms, but depressive
symptoms did not exert a significant effect on later marital satisfaction. Both these
studies utilise community samples with depressive symptoms. The question of whether
a similar outcome would be obtained with a clinical population of individuals
experiencing major depression is uncertain.

These results suggest that, at least for women, marital problems predict increased
depressive symptoms or greater maintenance of depressive symptoms. More research is
needed to clarify the nature of this relationship between marital discord and depression
for men.

As previously discussed, in Chapter 5, in the review of expressed emotion, partner
criticism has a negative effect on depression and predicts relapse (Hooley et al., 1986).
Criticism and negative interaction with partners appear common in couples with a
depressed partner and depressed people are particularly vulnerable to these interactions
(Vaughn & Leff, 1976). It is uncertain whether the effect of spousal criticism is
mediated through its effect on satisfaction, through its effect on self-view, or through
some other mechanism (Beach, Fincham, & Katz, 1998). The evidence suggests that
women are more vulnerable than men to partner criticism.

The belief that marriage might be more emotionally and practically costly for women
than for men is the basis of a range of theories of the gender difference in depression,
particularly in research influenced by a feminist perspective. Many commentators have
referred to the finding that married women have higher rates of mental illness than do
unmarried women and men. Gove (1972) concluded that marriage as an institution
protects the mental health of men, but as Bernard (1973, p. 53) asserted, marriage,
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particularly the role of being a housewife, “makes women sick”. Radloff (1975)
confirmed Gove’s findings, showing that married women are significantly more
depressed than unmarried women; single women, however, are significantly less
depressed than never married or widowed men.

The finding that marriage is a risk factor for women has been supported by large scale
studies. For example, data from the NIMH Epidemiologic Catchment Area (ECA:
Robins & Regier, 1991) study showing that the gender-related difference in 6 month
prevalence rates for major depression was more pronounced for married than for
separated/divorced or single men and women. In unhappy marriages, women were
three times as likely as men to be depressed, and almost half of all women in unhappy
marriages were depressed. In happy marriages the incidence of depression was much
lower, but women were almost five times as likely as men in such marriages to
experience depression (Weissman, 1987). Responsibility for young children,
adolescents, and elderly parents also increases the risk of depression (McGrath et al.,
1990). Employment outside the home has been found to be a protective factor by some
researchers (Radloff, 1975; Aneshensel, 1986) although others note the potential for
stress involved in balancing multiple roles (Campione, 2008).

There have been numerous attempts to explain this greater vulnerability to depression
observed in married women. Theorists arguing from a feminist perspective have seen
depression as a response to the demands of the marital role for women. For Braverman
(1986) a wife’s depression may serve a number of functions in the marital relationship.
“First, the symptoms can protect the marriage by diverting attention from unresolved
marital issues and directing it toward the wife’s difficulties with mood and functioning.
At the same time, the symptoms establish a distance between wife and husband, thus
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becoming a covert way for the wife to say ‘no’ to her sociocultural legacy. To ignore
the conflict between a woman’s need to be independent and her inability to satisfy the
need without denying her legacy is to miss one of the primary reasons that women
suffer from depression” (p. 95). This theory suggests that depression serves the
function of maintaining a marriage that generates psychological conflict for a woman.

Jack (1991) proposed the “silencing the self” theory to explain the factors that put
women at particular risk for developing depression. According to Jack’s model, the
factors that increase women’s vulnerability to depression include women silencing their
own desires and feelings in order to nurture and meet the needs of their partners.

In a

similar vein, Kaslow and Carter (1991) describe a theory of depression based on the
notion of power and intimacy in couple relationships. They argue that culture-wide
gender prescriptions may reinforce inequitable power distributions in the family,
contributing to a higher incidence of depression in women. An intimate relationship is a
strong buffer against depression; however, the marriages of depressed women may be
lacking in support, comfort, and other aspects of intimacy. Thus these women are more
vulnerable to continuing and recurrent depressive experiences (Haas, Clarkin & Glick,
1988).

7.1.1.2. Can depression cause marital discord? Living with a depressed partner
might be expected to have a negative impact on a marriage. In fact, evidence from
longitudinal research has indicated that depressive symptoms lead to lower levels of
marital satisfaction (e.g. Beach & O’Leary, 1993; Davila et al., 1997; Fincham et al.,
1997). In a recent study of the interaction patterns of couples with a depressed partner,
maritally distressed groups displayed the highest level of negative behaviours for
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depressed wives and the lowest level of positive behaviours for depressed husbands
(Gabriel, Beach, & Bodenmann, 2010).

Depression may exert an influence on a relationship in a number of ways. One possible
mechanism of reduced marital satisfaction is through the process of stress generation
(Hammen & Shih, 2008; Liu & Alloy, 2010). It has been suggested that depressed
individuals generate additional stressors in their environment, particularly their
interpersonal environment, which subsequently exacerbate depressive symptomatology
(Hammen, 1991a; Hammen, 2006; Hammen et al., 2011). The earlier discussion of
interpersonal vulnerability factors indicated that depressed individuals may behave in
ways that lead others to reject them (Coyne, 1976a), resulting in marital dysfunction.
Depressed persons may be perceived to be a burden by their spouses (Coyne, Kahn, &
Gotlib, 1987). They are less effective at providing or eliciting support, leading to
marital stress (Davila et al., 1999). Depressed individuals are likely to respond
negatively towards their partner, irrespective of level of marital satisfaction (Schmaling
& Jacobson, 1990). Depression also interferes with the performance of work or family
roles. This is apparent to both self and others and may constitute an important source of
stress-generation in marriage (Beach et al., 1998).

Another factor that contributes to stress generation is poor marital problem solving.
Among couples who were experiencing problems in their relationship, depression has
been found to be associated with poorer self-reported problem-solving skills (Christian,
O’Leary, & Vivian, 1994). Depressive behaviour may serve a coercive function in that
partners are less likely to respond with verbal aggression in conflictual discussions.
Depressive behaviour may consequently supplant more adaptive problem-focused
coping behaviour (Beach et al., 1998). Depressogenic thinking patterns may generate

GENDER DIFFERENCES IN DEPRESSION

158

stress by producing negative expectations about the partner or the future of the
relationship.

The marital relationships of depressed people have been found to be characterised by
negative feelings and behaviour such as criticism, aggression and hostility (Gotlib &
Whiffen, 1989; Hooley & Teasdale, 1989). Depressed women have been found to
display such feelings and behaviour more often than depressed men (Gotlib & Whiffen,
1989; Johnson & Jacob, 1997; Schmaling & Jacobson, 1990). In a study of outpatient
couples, Teichman et al. (2003) suggested that the effect of spouse hostility differs
depending on the gender of the depressed partner. When husbands are depressed, their
perception of hostility in their wives is associated with level of depression for both
partners. They conclude that husband depressed couples may be more vulnerable to
spouse hostility, creating a depression maintaining mechanism. There may be greater
tolerance for hostility in marital relationships of depressed women than of depressed
men.

Depressed persons often induce negative affect in others and are rejected by others
(Segrin & Dillard, 1992). Demands for feedback by depressed individuals include
reassurance and support (Coyne, 1976a, 1976b; Coyne et al., 1987) and negative feedback seeking (Joiner & Metalsky, 1995). The possibility has been proposed that
excessive reassurance seeking and negative feedback seeking co-occur among
depressed individuals in a sequential, self-sustaining way, with one leading to the other
in a self perpetuating manner (Joiner, 2001). Katz and Beach (1997) found that men
were most likely to report relationship dissatisfaction when their partners reported
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elevated depressive symptoms in conjunction with elevated levels of reassuranceseeking and negative feedback seeking.

7.1.2. The overlapping courses of depression and marital dysfunction.
Attempts to determine whether marital dysfunction is a better predictor of depression or
vice versa have been criticised as reflecting a limited view of the problem (Davila,
2001). It has been suggested that a more useful conceptualisation is to see depression
and marital functioning as following relatively parallel courses and exerting reciprocal
influences on one another (Davila, 2001).

In the stress generation model, it is proposed that depressed spouses contribute to
stressful marital circumstances, leading to the maintenance or increase of depression in
the depressed spouse (Hammen, 1991; Hammen, 2006). In an initial test of this model,
social support was proposed to be one mechanism of marital stress generation.
Depressed partners were hypothesised to have negative cognitions about support in the
relationship and would also lack the ability to both seek and provide support to their
partner. Both these processes would contribute to increased levels of relationship stress
and an increase in depressive symptomatology. Because low social support is known to
be independently related to both these processes, it was seen as having the potential to
be one link in the overlapping courses of depression and marital dysfunction (Davila,
2001). Following a sample of newlywed couples, the marital stress generation process
was supported for wives but not for husbands.

Depression is both a cause and a consequence of marital dysfunction in this model
(Davila, 2001). Similarly, the marital and family discord models proposed by Beach,
Sandeen and O’Leary (1990) and Gotlib and Beach (1995) suggest that discord,
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demonstrated by decreases in various types of adaptive behaviours and increases in
negative behaviours, leads to subsequent depression. This results in the manifestation
of further maladaptive types of interpersonal behaviours and consequently, increased
marital and family discord. Some individuals may be more at risk for this link between
depression and marital dysfunction than others, with variables such as personality style
and early onset of depression contributing to greater risk (Davila, 2001).

7.1.3. Marital therapy for depression. Evidence such as the finding that
supportiveness of a spouse decreases the incidence of depression following stressful life
events and marital distress increases the incidence rate of depression has lead to the
hypothesis that treating depression in couples therapy, irrespective of whether or not
relationship distress is present, may be useful. The aim has been to hasten recovery
rates and reduce relapse rates by fostering and maintaining a supportive marital
relationship that responds to symptoms of depression in an effective way (Cordova &
Gee, 2001). The assumption underpinning this approach is that the interaction within
the couple system impacts on depression. There are two possible rationales for marital
therapy as a treatment approach. The first is to treat marital discord and hence reduce
relationship stress which may be precipitating or maintaining depression. The second is
to strengthen the primary supportive relationship so that self esteem and effective
coping in the depressed individual is reinforced by an involved and competent partner.

The view that having a positive relationship with a supportive partner counteracts the
risk produced by early adversity has many adherents (Parker & Hadzi-Pavlovic, 1984;
Quinton, Rutter, & Liddle, 1984). In this view, childhood adversity leads to depression
but the effect is moderated by the quality of the individual’s relationship with his or her
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partner. A good relationship can compensate for the impact of early adversity. In the
same way, an uncaring partner can negate the protective impact of growing up with
caring parents (Parker & Hadzi-Pavlovic, 1984). It has been argued that this is a
somewhat simplistic conceptualisation as the risk factors of childhood adversity, past
depression and mate selection are significantly correlated. From this perspective,
relationship quality may be a marker for the accumulative effects of vulnerability to
depression rather than a resiliency factor (Coyne & Benazon, 2001).

7.1.4. The relationship is perceived as positive but functions pathologically.
As discussed in detail in Chapter 5, self-verification theory proposes that people are
motivated to seek confirmation of their self-views even when these are negative. This
means that at least some depressed people appear to behave and think in ways that
suggest that they desire unfavourable feedback from others (Giesler & Swann, 1999).
This theory proposes that depressed individuals seem to be drawn to relationships where
others view them negatively (Swann, Pelham, & Krull, 1998). This desire for
confirming feedback explains why depressed people seek negative feedback, reject
positive feedback, and interpret evaluative information in ways that confirm their
relatively negative self-views (Giesler & Swann, 1999). Depressed people may choose
companions who see them negatively or are hostile and rejecting by behaving
negatively. This allows them to verify their negative self views (Giesler & Swann,
1999). Self-verification suggests a way of understanding why at least some depressed
individuals seek and maintain seemingly negative and destructive relationships.
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7.2. How does Attachment Security Influence Marital Functioning?

Studies examining the effect of a person’s attachment style on his or her partner’s
reports of relationship satisfaction and quality demonstrate that secure attachment is
related to feeling satisfied with the relationship. When at least one of the partners
scored high on attachment anxiety or avoidance, both partners reported relationship
dissatisfaction (Mikulincer, Florian, Cowan, & Cowan, 2002). In a study relating
attachment style classification to observers’ ratings of couple interactions, husbands
classified as secure showed more positive and harmonious interactions with their wives
than husbands classified as insecure. Though wives’ attachment classification was not
directly related to the quality of marital interaction, the authors concluded that the
potential detrimental effect of wives’ attachment insecurity was buffered by husband’s
attachment security Insecurely attached women married to securely attached men had
more harmonious interactions than did insecure women married to insecure men (Cohn,
Silver, Cowan, Cowan, & Pearson, 1992).

7.3. Gender Differences in the Association between Depression and Marital
Functioning

The vast majority of published studies have been conducted with female participants,
making it difficult to determine how gender influences the relationship between
depression and marital interaction (Johnson & Jacob, 1997).
The possibility that different causal patterns link depression and marital interaction for
men versus women has received some support. In a reanalysis of the association
between marital dissatisfaction and major depressive disorder in the NCS, Whisman
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(1999) found that marital dissatisfaction was significantly associated with major
depressive disorder for women but not for men (although there was a significant
difference in dissatisfaction for married men with and without dysthymia). Using a
meta-analysis across 26 studies involving more than 3,700 women and 2,700 men, the
correlation between depressive symptoms and marital dissatisfaction was significantly
greater for women than for men (Whisman, 2001). Recent results suggest that the flow
of causality from marital dissatisfaction to depression may be more significant when it
is the wife rather than the husband who is depressed. For wives, marital satisfaction
affected later depressive symptoms, but depressive symptoms did not exert a significant
effect on later marital satisfaction (Fincham et al., 1997).
In cross sectional, community based studies of couples with depressive symptoms, a
stronger link has been reported between marital adjustment and depression for wives
than for husbands (Heene, Buysse, & Van Oost, 2005, 2007; Whisman, 2001).
However, typically no difference is found for husbands and wives longitudinally
(Beach, Katz, Kim, & Brody, 2003; Whisman & Uebelacker, 2009). Attempts to
explain any apparent gender difference are speculative. These explanations centre
around the differing roles of men and women in relationships. The impact of a
depressed husband may take longer to have a negative impact on a marriage than that of
a depressed wife. One possible explanation is that women have a greater responsibility
for the emotional tone of the relationship than men (Vogel & Karney, 2002). Couples
with a depressed wife have been found to demonstrate less positive communication than
couples with a depressed husband (Johnson & Jacob, 1997). As wives have been shown
to typically express more affect-laden communication in a marriage, it has been
suggested that depressive disorders in women may have more significant implications
for the general affective tone of the family than those in men (Johnson & Jacob, 1997).
An alternative possible explanation relates to the proposal that interpersonal rejection in
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marriage emerges over time. This is because partners of the depressed individual may
be initially supportive but become impatient and rejecting over time (Coyne, 1976a).
Wives may have a greater initial tolerance or preparedness to respond positively and
provide support for negative mood than husbands. Thus the impact of stress generation
when husbands are depressed may take longer to develop (Davila et al., 1997). This
possibility is supported by the findings of Fincham et al. (1997). More recently,
research has moved away from a focus on marital adjustment and depression in one
partner to looking at cross-partner effects and the interactive process of adjustment in
marriage (Du Rocher, Schudlich, Papp, & Cummings, 2011; Whisman & Uebelacker,
2009)
These findings suggest that when differences in research outcomes are evaluated,
attention needs to be paid to the level of depression experienced, the length of the
marriage, and the assessment of an interaction effect between partners.

7.4. Methodological Issues in Research on Couples and Depression

7.4.1. Methods used to study couples’ interactions. The interactions of
couples have been studied primarily through attempts to measure interactions
quantitatively. The most common methods have been self-report and observational
coding. Self-report of communication style is subject to numerous biases, including
selective attention and a high correlation between measures obtained from the same
source (Rehman, Gollan, & Mortimer, 2008). Observational techniques typically
involve asking couples to discuss one or two topics for 7-15 minutes each and coding of
their communication behaviours. This desire for objectivity involves observers making
judgements on the basis of a predetermined set of expectations about the meaning of
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behaviours. There is rarely any scope in these methodologies for checking with couples
about the conclusions drawn.

7.4.2. Measurement of depression. Comparison of research studies has been
made more difficult by the variability of the assessment of depression across research
studies. Some studies have use DSM diagnostic criteria for major depression utilising
standard diagnostic interviews such as the Structured Clinical Interview for DSM- IV
(SCID; First, Spitzer, Gibbon, & Williams, 2002) (e.g., Gabriel et al., 2010). Other
studies have used self-report questionnaires such as the Beck Depression Inventory
(BDI-II: Beck et al., 1996) (e.g., Brock & Lawrence, 2011). Self-report measures such
as the BDI have been criticised as having insufficient specificity and sensitivity to
substitute for DSM diagnoses (Kendall, Hollon, Beck, & Hammen, 1987).

7.4.3. Challenging positivist methodology. Important questions have been
raised by researchers working from a feminist standpoint epistemology about the design
of research in this area. One of the challenges for research informed by this perspective
is whether to accept the current dominance of positivist definitions of depression. If the
dominant definition of depression is rejected in favour of privileging individuals’
accounts of their experience, research risks exclusion from the body of knowledge.
Such marginalisation removes any possibility of influencing mainstream thought.
Strategies suggested to maintain inclusion involve drawing on mainstream conceptions
and measures of depression whilst focusing on the accounts depressed individuals give
of their experiences or the inclusion of qualitative methods in mainstream studies
(Stoppard, 1999).
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7.5. Constructing the Relationship between Depressed Individuals and their
Partners.

How do we understand partners in the experience of depression? There are multiple
possibilities for the partner’s role. For example, he or she may be conceptualised as
perpetrator, witness, accomplice, supporter, innocent bystander or victim.

7.5.1. “Pathological families”. The bulk of the research on the couple
relationship is embedded within the positivist tradition with assumptions about cause
and effect. It is possible to identify changes in the dominant perspective over time. In
the later part of the twentieth century, the concept of “pathological families” being
responsible for generating illness (e.g. the “schizophrenogenic mother”, a term
attributed to Frieda Fromm-Reichman, see Hornstein, 2000) was very powerful, with
the corresponding notion of a “depressogenic relationship”. The assumption, pervasive
at that time, was that a parent or partner had a causal impact on the illness. This
conceptualisation was later discredited and gave way to a focus on family burden in
which significant others were seen more as victims (or co-victims, suffering along with
their ill family member) rather than villains (Seeman, 2009).

7.5.2. Partners as carers. A recent study by Beyond Blue and the Carers
Network Research Project “The Experiences and Needs of Families Living with
Depression” (Highet, Thompson & McNaire, 2005) is an example of a significant
current trend in research on partners and families. The study begins from the position
that partners and family member are carers for the person with depression.
Consequently, when the study researchers ask about their experience, they ask questions
such as:
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1. What did you first recognise wasn’t quite right in your partner/the person you
care for with depression?
2. What did this mean to you as a carer?
These questions explicitly take a stance that is embedded in a medical model view of
depression. The way in which these questions are framed shapes the responses about
the experience of partners and families around a carer framework. Assumptions about
their experiences are embedded in the questions that are asked. If an illness model is
adopted and the problem located within the individual, then the carer role is one of the
few options open to significant others.

The authors conclude that their research

highlights “the current absence of, and need for support for, those caring for a person
with depression” (Highet, Thompson & McNaire, 2005, p. 32).
The current dominant understanding is towards partners and families as carers and
participants in treatment. A significant strength of this development is the long overdue
inclusion of family members in the process of treatment. This change is, however,
influenced by political issues related to funding in health care generally that require
families to carry much of the responsibility for care. Burden is acknowledged through
support structures for carers but the current focus is very much on assisting families to
continue to carry this burden. Therapies focus on improving coping skills in order to
reduce stress and vulnerability. The way in which depression impacts on the lives of
others currently remains the dominant focus. Even when advocating strongly for
interpersonal perspectives in a very recent publication, they are seen as “important as
they provide a framework to understand the impact of depression on the lives of people
who live with the depressed individual” (Rehman et al., 2008, p. 181). A truly
interactional perspective is difficult to conceptualise within the cause and effect
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dominated positivist scientific method. In this tradition, partners either cause or are
impacted by depression. They have the status of ‘significant other’ or are disembodied
as ‘depressed individuals’ perceptions of the availability of social support” (Coyne,
1999, p. 377). A formal interactional model is difficult to conceptualise, indeed it has
been suggested that it is possibly premature at this point (Coyne, 1999). One way of
approaching this problem has made use of the qualitative method of focus group to aid
in the development of quantitative measures (Coyne, 1999). This type of research
avoids the charge of being reductionistic, i.e. risking a loss of awareness of what goes
on between depressed people and others (Coyne, 1999).

7.6. Towards an Interactional Theory of Depression

7.6.1. Focusing on the relationship context. An interactional theory of
depression that includes partners has been difficult to develop. A contributing factor to
the difficulty may be the constraints of the traditional scientific methodology that has
dominated research on depression. The possibility that partners are part of the process
is hard to locate through the lens of a positivist construction. If the locus shifts from the
individual to include the social context in which depression occurs then a different,
more systemic understanding becomes possible. This would involve constructing
depression as an interpersonal rather than intrapsychic process. The findings of Study 1
support the conclusion that the omission of context from much of the current thinking
on depression both skews and constrains theories of the gender difference. The
possibilities of an interactional perspective of depression have yet to be explored
(Coyne, 1999). An interactional perspective suggests that research should focus on the
relationship context in which symptoms of depression occur. Understanding depression
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as a systemic experience and the way in which this differs between men and women
provides challenging direction for future research.

7.6.2. Locating depression in the couple interaction. It has been argued that
the dominant understanding of depression is firmly located in the positivist tradition and
that the embedding of most research in this tradition limits our ability to conceptualise
an interactional perspective. We can move beyond this lens by adopting the strategy of
considering what is missing or taken for granted in these theoretical formulations on the
marital/couple relationship and depression. A post-positivist approach to research
encourages a focus on the experience of those (men and women) whose lives are shaped
and constrained by the dominant medical culture. Without this, there is a risk of seeing
the context only as the relationship between depressed individuals and the medical
culture that defines their experiences. An alternative approach leads not only to a
greater awareness of the experience of the depressed individual but also of the role of
“the other”, the partner of the individual diagnosed with depression. Partners are
virtually invisible and their experience is recognised only within the narrow parameters
of how they contribute to or are influenced by the impact of depression.

7.7. Conclusion

This chapter has focused on what is currently known about the primary interpersonal
context for many people – the couple relationship. It has been argued that depression
and the couple relationship exert reciprocal influences on one another. There are a
range of possible variables which may contribute to understanding this interaction. The
literature reviewed in Chapter 5 and Study 2 (reported in Chapter 6) provided support
for several interpersonal vulnerability variables that may contribute to theorising. In
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response to the argument that research methodology restricted to a positivist
quantitative approach risks being reductionistic and providing limited understanding of
the context, the next chapter, Chapter 8, looks in detail at the experience of couples.
This in-depth study is consistent with the overall research agenda of adopting a vertical
rather than a horizontal approach to the challenging study of the gender difference in
depression in context. Chapter 8 describes a study which focuses on the self-reported
experience of couples dealing with depression. It aims to give voice to the experiences
of depressed individuals and their partners and to understand the couple relationship in
the context of depression. Qualitative methodology is utilised as it allows for the
development of theory related to the perceptions of those who are actually experiencing
depression.
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Chapter 8
Listening to Couples’ Experiences: Towards an Interactional Theory
of Depression

“Because I understand it now, and, it’s funny the more you talk about
things, even now, other things or other events come out that I’d
forgotten about. And, ‘oh, that’s right’ and it keeps fitting the puzzle”.
(Research participant Af, talking about her experience of being
interviewed for the study, 2010)

“An interactional perspective on depression…is a call for a different
way of thinking about psychopathology, one that involves an
appreciation of the rich and reciprocal links between people and their
environments and of the significance of close relationships.” (Coyne,
1999, p373)

This thesis has argued that partners of individuals diagnosed with depression are
typically conceptualised as having a limited but well defined role in the dominant
construction of depression. They are seen as either contributing to depression by critical
comments, reducing its impact through the provision of support or being affected by
burden or stress generation. Depression is understood as an illness located within the
sufferer. The notion that depression is an intrapsychic process with partners having a
peripheral role is fundamental to the dominant medical construction of depression.
Other ways of thinking about partners are possible, including locating them as central in
the process of depression.
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This chapter describes a series of in-depth interviews with depressed men and women
and their partners. It explores the experiences of these couples living with depression,
attending to the stories of each partner and to their shared accounts.

8.1. The Challenge of Developing an Interactional Theory of Depression

It has been argued in Chapter 7 that an interactional theory of depression that locates
partners as part of the process of depression has been difficult to develop, with a
contributing factor being the constraints of the traditional scientific methodology that
has dominated research on depression. The possibility that partners are part of the
process has been hard to locate through the lens of a positivist construction. Much
current research on depression is reductionistic, risking a loss of awareness of what goes
on between depressed people and others (Coyne, 1999). For example, the inconsistent
findings of behavioural differences in communication patterns between couples with a
depressed wife and those with a depressed husband (Rehman et al, 2008) may be a
function of the way in which it is typically studied experimentally. This popular
methodology involves selection of problems identified as requiring change in individual
interviews with husbands and wives. Couples are then, typically, videotaped discussing
these situations in a laboratory context for a limited period of time. Problem solving
communications are coded as positive, negative or neutral demands. Such structured
problem solving processes may be very different from the way in which these couples
normally interact. In fact, they may have very little relationship to their typical coping
styles. A better understanding of the interpersonal interactions may be achieved by
focusing on couples in their naturalistic context and looking at the meaning couples
make of their communication.
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In Chapter 6, differences between depressed men and women in attachment security
were identified. This difference can be interpreted in a range of different ways. From
an interpersonal perspective, attachment security represents an individual’s working
model of relationships. In the literature, it has been variously interpreted as a
characteristic of the individual and as a function of the interactional process between
two individuals (Coyne & Whiffen, 1995; Coyne, 1999). For example, what is assessed
as an insecure attachment style may reflect either a tendency to approach relationships
with anxiety or, alternatively, the reality of a relationship with an unreliable partner.

An important step towards the understanding of depression as a systemic experience and
the way in which this differs between men and women is to focus on the actual
experience of couples dealing with depression. There are a number of published
qualitative studies of the experience of depressed women (e.g. Gammell & Stoppard,
1999; Schreiber & Hartrick, 2002), and of depressed men (e.g. Brownhill et al., 2005;
Chuick et al., 2009). These studies focus on the individual experiences of the women
and men interviewed.

Other studies have interviewed couples together, resulting in a shared process involving
the elaboration and reaction to each other’s ideas (Harris, Pistrang, & Barker, 2006).
Whilst social influences are discussed (e.g. Gammell & Stoppard, 1999), the role of
close relationships receives minimal attention. One study of couples over 55 years of
age interviewed partners individually about their experiences of depression and its
impact on their marriage (Sandberg, Miller, & Harper, 2002). Another recent study
interviewed partners in focus groups with their roles conceptualised as that of carers of
individuals with depression (Highet et al., 2005). This preconception about the
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relationship as one involving caring for an ill person influenced the nature of the
questions asked of partners, resulting in findings focused around to the task of caring.

This chapter contributes to knowledge in the field by looking beyond individual
experiences to the shared experience of couples. It also adopts an openness about the
role of partners as carers. It describes a study which examines the personal meanings
several couples living with depression make of their experiences. The study aimed to
engage with their subjective views, using a qualitative methodology. This allows for
theorising that is related to the perceptions of those who are actually experiencing
depression.

8. 2. Aim

The aim of this study was to explore the experience of couples living with depression to
understand the meaning they make of depression and their relationship with depression.
A goal of this study was to propose a theoretical analysis of the role of depression in the
lives of the couples involved and, more specifically, the role of depression in their
relationship. A particular area of interest was whether there is a difference between
couples in which a woman is depressed and in which a man is depressed. It was
considered important to achieve a theoretical understanding that inherently reflected the
views of couples experiencing depression. The aim was to identify themes grounded in
the actual experience and language of couples.
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8.3. Method

8.3.1. Participants. The research participants were four couples; two depressed
women and their male partners and two depressed men and their female partners.
Criteria for inclusion were heterosexual couples in an established (living together for at
least three years) relationship and where one partner has had at least two episodes of
major depression during his or her lifetime (and is not psychotic or expressing current
suicidal ideation). In order to facilitate linkages with the dominant body of research on
depression, DSM IV-R criteria was utilised to confirm the diagnosis of major
depression. Initially, an attempt was made to exclude couples from the study if partners
also reported experiencing depression. It proved difficult to meet this criterion, leading
to the inclusion of partners reporting depression and a preparedness to explore the
interaction that was characterised by this shared experience.

8.3.2. Procedure. Participants were recruited from an area mental health
service in metropolitan Melbourne for in-depth interview. After permission was given
by the treating psychiatrist to approach the patient, prospective participants were
contacted. The researcher summarised the purpose and scope of the study, provided the
Information Sheet and Consent Form and allowed time for the individual to discuss
participation with his/her partner. A second contact was made and, if consent to
participate was obtained, an appointment was made for an initial interview. Informed
consent was discussed in detail at the commencement of the interview, confidentiality
was stressed and the potential emotional consequences of participation were discussed.
After signed consent was obtained from the participants, audio-taping commenced.
Each partner was initially interviewed individually and, following this, the couple were
interviewed together. Interviews were audiotaped and transcribed by the researcher.
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An initial list of interview questions were developed based on concepts derived from
clinical experience and the available literature (see Appendix G).

Following the initial interview, participants were sent a transcript of their individual and
couple interview (this did not include the individual interview of their partner).
Participants were invited to comment on these transcripts and additions and
clarifications were sought. For some participants, interpretation was discussed further.
This additional information was incorporated into the analysis. At the completion of the
research, a copy of the results was sent to all participants.

8.3.3. Analysis. Responses were analysed using Thematic Analysis (Braun &
Clarke, 2006). Thematic Analysis is a widely applied and flexible method, considered
suitable for the exploratory purposes of this study because of its flexibility and
theoretical freedom and for its descriptive rather than interpretative function (Kyriacou,
Easter, & Tchanturia, 2009). Thematic Analysis is compatible with an inductive, datadriven approach whilst, at the same time, allowing for the integration of prior theory and
research. As such, it is appropriate for use in a multi-method context, consistent with
the present study. In this thesis, the qualitative element of enquiry is framed by prior
work, which is embedded within larger quantitative research and thus attended by
certain analytic and epistemological constraints (Allen, Bromley, Kuyken, &
Sonnenberg, 2009). Interview transcripts were repeatedly examined in depth and
beliefs about the experience of depression were coded or identified as themes on the
basis of their ability to “capture something important in relation to the overall research
question” (Braun & Clark, 2006, p. 82). Codes or themes were then compared and
either differentiated further in order to reflect different aspects of meaning or grouped
according to their common features. This processing of themes allowed for the
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development of a hierarchy of themes in which more inclusive, overarching themes
were made up of sub-themes that, in turn, were descriptively close to the basic data.
Overall, the coding process was aimed to identify themes that were internally
homogeneous, externally heterogeneous and had explanatory power. The process of
analysis involved the continuous movement back and forward between the original
transcripts, coding summaries and themes in order to ensure that the emerging themes
remain grounded in the original data. Lastly, the themes were considered in terms of
the extent to which they clearly and effectively represented the meaning of the data set
as a whole. The credibility and coherence of the findings were checked by a clinical
psychologist colleague.

8.4. Findings

A brief description of the four couples interviewed is presented in Table 8.1. Each
couple is identified with an alphabetical letter (A,B,C,D). Following the letter, capital F
or M is used to identify a female or male diagnosed with depression. Small f or m is
used to identify the partner. The findings presented include excerpts from the interview
transcripts. Excerpts have been chosen to represent
categories of experience across the respondents, while being embedded within the
context of the individual interview. Four themes common to all participants’ accounts
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Table 8.1. A Brief Description of the Four Couples

Couple 1: AM and Af
AM is a 35 year old man who has been diagnosed with depression for several years. AM and Af have
been together for 12 years and married for 7. They met through a shared interest in sport and were
involved in a range of sporting groups prior to having children. With the birth of their first child, Af
gave up her sporting commitment as it was difficult to both care for a child and commit to early
morning training. AM’s ongoing high level of commitment to his sports training left Af feeling that
she was the one making sacrifices and carrying the major responsibility for parenting. Whilst Af
found their first child relatively easy to manage, their second child was more challenging. This
resulted in Af being diagnosed with post-natal depression and spending a few weeks in hospital.
Between the first and second interviews of this study, their third child was born, giving them three
sons under five years of age. AM and Af have experienced a lot of stress in their relationship,
particularly around their transition to parenthood. Their shared commitment to staying together and to
similar parenting values has been a major strength. They have much in common in terms of
personality style, particularly in the value they place on getting things done and doing a good job.
Their shared experience of depression is important in their relationship.
Couple 2: BM & Bf
BM is a 40 year old man who has lived with depression since his teens. BM & Bf have been together
for nearly 12 years. This is the second marriage for both. Bf has a son from her previous relationship,
now 18, who lives with them. The couple had twins, born prematurely shortly after their marriage.
Their daughter died 10 days after birth. Their son, now 11, was well until he experienced encephalitis
with major seizures at age 3. Since that time, he has had significant physical and intellectual
disabilities. The relationship is under significant stress, with conflict between them evident from the
initial phone contact. They have few shared activities and, until recently, BM spent much of his time
at home in the garage smoking cannabis. Both drink alcohol “more than we should” on a daily basis.
Bf takes antidepressant medication but denies that she is depressed, describing the medication as
helping her to cope with her life stress. Bf was happy to be involved in this study. BM was initially
reluctant but responded well to the opportunity to tell his story.
Couple 3: CF and Cm
CF is a married woman in her early 40s who has had a number of episodes of depression. CF has
been with her husband, Cm, for nearly 12 years. Cm is a Muslim man from Iraq. CF and Cm have
three children aged between 11 and 4 years of age. CF has four adult sons from previous
relationships. CF converted to Islam after her marriage. CF has limited contact with her extended
family. Cm is very protective of his mother and sisters who he sees regularly. He appears quite
stressed and his mood seems low.
Couple 4: DF and Dm
DF and Dm live in a rural area and have been married for nearly 40 years. DF believes that she has
struggled with depression for over 30 years, dating the onset of her depression to changes related to
marriage, moving countries and the birth of her children. She has taken antidepressant medication for
about 20 years. Their marriage is conflictual and communication is limited. They have two adult
daughters and a young grandson.
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of their experience of living with depression emerged from the interviews with these
couples.

The four major themes identified in this analysis were:

1. “What’s going on?” - recognising depression
2. “Why did this happen?” - explanations of depression
3. Coping strategies
4. The relationship

In the following material, the words in parentheses are taken directly from the raw data.
The initial of the participant who contributed the quote is reported either initially or in
brackets following each quote.

8.4.1 “What’s going on?” - recognising depression. There were seven major
categories contributing to the theme of recognition of depression. These were low
motivation/not getting things done, difficulties thinking, low self-esteem, irritability,
looking miserable, self harm, and being given a diagnosis.

DSM-IV-R defines depression in terms of a number of symptoms including sleep and
appetite disturbance, anhedonia, loss of energy and difficulties with concentration (see
Table 1.1). The accounts of these couples include acknowledgement of some of these
features but also some differences in perspective on what is seen as significant.
Consistent with DSM-IV-R, low motivation is described as an important feature of
depression by three of the couples and is acknowledged by the fourth couple. For AM,
the experience of depression was “the motivation, or lack of it I should say”, “just
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couldn’t be bothered getting out of bed”, “no motivation or enjoyment from doing
anything”, “couldn’t be bothered dealing with anything”. BM describes himself as “a
dreamer” who waits to see “whether the motivation wants to come back”. Associated
with low motivation is the experience of not getting things done. CF talks about being
“a bit of a failure in not getting things done”. Dm and DF both refer to excessive
lethargy. The experience of not getting things done appears to be a greater concern for
the individual diagnosed with depression than for the partner. Whilst Af acknowledged
that this was part of her experience with AM, “I felt that he was lazy”, it was not
acknowledged as a major concern until the pressure became overwhelming. BM
acknowledged that “I know that Bf does everything (in the home)”. Whilst she
encourages BM to stay with a job when he is employed, Bf did not express any concern
about work issues, stating only that “things need to be done, you’ve got to do them”.

DF’s account emphasises not being able to function effectively due to problems with
thinking. “What I found worse was that I couldn’t think. My head started to feel like it
was stuffed with cotton wool and I just couldn’t think straight”. This lead to making
mistakes at work, resulting in lowered self esteem.

The impact of low motivation, problems with thinking and not getting things done for
the depressed person was low self-esteem: “a lot of nothingness mainly was involved
but your self worth was down because you realised that there are things that you need to
do…you just can’t be bothered doing them” (AM). For CF, “Feeling a failure is part of
depression”, “a bit of a failure in not getting things done” (CF). DF spoke about
“getting down on myself for being so stupid”. Self esteem figured prominently in the
accounts of depressed participants but only Dm, DF’s partner, made a reference to low
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self-esteem, stating that “her self image isn’t good and she’s very sensitive to things”
although he expressed uncertainty about whether this was due to depression.

Irritability is not a feature of the DSM-IV-R description of Major Depression but is a
significant issue in the accounts of these couples, particularly for the depressed men.
Both BM and Bf commented on BM’s irritability, with BM admitting “you just snap
and just suddenly you’re an idiot”, and Bf acknowledged that “he’ll fly off the handle”.
Af describes AM as “overstepping the mark” with his irritability and explosive bursts of
anger. Both identified this behaviour as having a negative impact on their relationship,
particularly when this manifested itself as “blow ups” at the children. This is consistent
with the research literature, with anger and impulse control difficulties increasingly
recognised as characterising depression in men (Oliffe & Phillips, 2008). Dm refers to
irritability when he talks about “grumpy reactions” and “whatever I try to do, it’s the
wrong thing”. DF acknowledges “he feels that I’m dumping on him and things like
that, and possibly I have at times”.

Presenting with a depressed appearance and a lack of positivity are not features referred
to in DSM-IV-R but they represent a major feature which BF describes in BM. For Bf,
BM’s depression is “always with the upside down smile”, he is “such a miserable
bastard all the time”, “the face is always a frown”. BM acknowledges that he is “not
happy a lot of the time”. Related to this and included in most depression criteria is
crying. Only DF talks about “crying a lot of the time”.

The risk of self-harm is commonly associated with depression. AM and Af describe
suicidal thoughts and talk as part of the experience. For Af, “that really freaked me
out”. DF talks about occasional thoughts of ‘wanting to do yourself in, life isn’t worth
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living” but has not acted on these thoughts and does not appear to have communicated
these thoughts to Dm.

An important feature of understanding what was going on and recognising depression
was the experience of being given a diagnosis of depression by a health professional.
Being given a psychiatric diagnosis was described by the respondents in generally
positive terms. It validated the reality of their experience, providing an explanation for
what was previously difficult to understand, and suggested a different view of past
experiences. For CF, “depression is a sickness”, “a biomedical, physical thing”.
Diagnosis was helpful for AM in that it provided an answer to the question of “what’s
going on, I just know there’s something wrong” (AM). Diagnosis also led to “seeing
the past with new eyes” (AM). Talking to a psychiatrist was a major turning point for
both AM and his partner, Af. This gave a name and a sense of meaning to AM’s
behaviour and experience that was important to them both. The value of giving a
‘name’ to distress and being able to objectify it, through the process of diagnosis, as an
independent entity, both legitimises it and separates it from the character of the person
experiencing depression. This medicalised understanding has the function of
normalising depressive experiences (LaFrance, 2007). AM and Af, and CF and Cm
were positive and accepting of diagnosis. Bf is more challenging of the inevitability of
depression as she expresses the view that the losses associated with their children
provided a rationale for BM to indulge his depression, as if he thinks “now I’ve got a
really good excuse to have it”. DF resisted the diagnosis for a number of years. Her
partner, Dm, remains uncertain about whether depression represents a choice “it’s on a
relative scale, everybody has their ups and downs”, “you decide whether you are going
to enjoy something or whatever…but if you just sort of psych yourself into it that you’re
not going to enjoy it then you certainly won’t”. For DF and Dm, it becomes difficult to
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distinguish between the experience of depression and the experience of marital
dissatisfaction.

In summary, when considering what aspects of symptomatology are significant for these
couples, the issue of being given a diagnosis is clearly important. There appears to be
an overall acceptance of the diagnosis for couples, with conflict around this
medicalisation of the experience expressed only by Dm. While the symptoms of lack of
motivation, problems with thinking and not getting things done are particularly
important to each of the depressed individuals interviewed and link to low self esteem,
there appears to be a comparative acceptance of these symptoms by partners. More
important is the impact of irritability, anger and expressed negativity. These features
are described by partners as having a greater impact on the relationship than lack of
motivation or problems with thinking.

8.4.2. “Why did this happen?” - explanations of depression. This theme had
four major categories which typically informed participants’ explanations of depression:
illness, a long standing experience, the impact of developmental experiences, and the
significance of a major precipitating life event.

Clearly linked to the general acceptance of the diagnosis of depression, the biochemical,
medical model of depression was acknowledged by all participants but had different
degrees of significance in their accounts of depression. The study participants, with the
exception of Dm, accepted, without questioning, the understanding that “depression is a
sickness”, “a biomedical, physical thing” (CF). For three of the four couples there was
an acknowledgement that depression was long standing, existing prior to relationship
formation and influenced by difficulties in family of origin, “there’s been something for
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a long time” (Bf). This challenges the findings of earlier research that marital
dysfunction causes depression and is consistent with work which suggests that most
people will have their first episode of depression before getting married (Coyne &
Benazon, 2001). Predisposing factors include “the way I was treated as a child” (BM),
lack of feedback growing up (CF), early abandonment by mother and being raised by
an alcoholic, often absent, father (AM). There was general agreement within the
couple relationship about these issues. This theme of early developmental influences
was also noted in a previous qualitative research study with older couples. Labelled
“depression and family of origin”, aspects of depression were attributed to early
childhood experiences (Sandberg, Miller, & Harper, 2002). DF, however, rejected any
suggestion of early difficulties “I think I was coping very well until, probably until I got
married”. While she acknowledges a strong family history of depression with her
mother, maternal grandfather and cousin experiencing depression, she asserts that “I had
a good childhood”.

It seemed important for each couple to identify a significant precipitating event although
the evidence to support a causal relationship may have been tenuous. The influence of
health professionals was important here in helping the couples make sense of their
experiences. For some of the couples, these stories evolved in, or were significantly
linked to, contact with health professionals. For AM and Af, a psychologist’s opinion
that AM’s depression was linked to PTSD following a traumatic experience at work
became a significant part of the dominant, shared story. For AM, this experience of
labelling PTSD meant that “a weight lifted off my shoulders”. The sense of “now that
there’s a sort of reason”, learning about what you are dealing with, leads to a sense of
having more control, of knowing when to seek help. Having a sense of why things are
happening also makes a difference to coping “I can understand it, sort of punch through
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it, a lot more able to do stuff” (AM). Other possible stories were alluded to, for
example, health professional feedback to Af about AM’s lack of support and the limited
acknowledgement of the difficult transition to parenthood for both of them, although
these were not taken up with the same enthusiasm as the trauma story. For CF and Cm,
the shared acceptance of the medical story of illness and Cm’s acceptance of the will of
God, provide the dominant stories.

For DF, the move to another country after several years of marriage, associated with
financial pressures, loss of social supports, significant lifestyle changes and the birth of
her children were stressors which lead to depression. Dm agrees with this account but
the couple differ in the way in which they understand the relationship between
depression and marital dysfunction. For DF, a closer relationship would improve the
depression whilst Dm struggles to understand how much of DF’s behaviour relates to
depression: “how much of it is depression or other things I don’t know”, “sometimes
you wonder, you know, if it is a tag you can then hang things on”. For BM and Bf, also,
there was overlap in their accounts, but not a consistent shared story. For Bf, the shared
experience of family tragedy is less important than the story that BM is “weak in being
able to cope”, in not being able to move on from adversity. Bf states that the losses
provide a rationale for BM to indulge his depression, as she believes he thinks “now
I’ve got a really good excuse to have it”. BM accepts this view to a certain extent “I
don’t know whether I can learn to live with it”, “it’s just not right”, “I’ve been given a
bum deal” (BM). In this sense, blame is located partly with external events and partly
within the individual experiencing depression. This is somewhat different from the
other accounts where responsibility is more external (an illness, a traumatic event).
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8.4.3. Coping strategies. A significant theme in the experience of depression
for these couples is related to how they cope with depression and life stress in general.
There is considerable information available in the literature about gender differences in
coping styles and about the impact of coping in theories such as reassurance seeking and
stress generation. Patterns such as demand/withdrawal where one partner, most
frequently the woman, tries to pressure her partner to change and her partner responds
by avoiding or ignoring her demands have received considerable research support
(Rehman et al., 2009). Despite this, couples’ experiences of such patterns, particularly
when they occur repeatedly over time, have not received research attention. The shared
experience of coping for couples and the impact of this on their relationship are
important and deserve more research attention.

There were three major categories in the participants’ accounts of their lived
experiences of coping strategies: strategies that engage with depression and life stress,
strategies that involve avoidance of depression and life stress and strategies that involve
externally directed negativity.

8.4.3.1. Coping strategies that engage with depression and life stress.
Strategies which have been included under this heading are use of medication,
counselling, support, communication, adaptability to life changes, practical resources,
focus on work or hobbies, and the creation of a shared story.

The use of medication as a means of coping with distress is discussed by all of the
couples. Medication is seen negatively by the two depressed men but more positively
by their partners. A is more positive, “I can do more things on the right medication”,
but it does not provide her with the relief in a reliable way, “I’ve learnt not to expect
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that a tablet’s going to fix everything”. DF struggled for many years before seeking
medication. She felt that people spoke about it “with distain, if you can’t cope”. Her
response to taking medication, “happy pills” was very positive. Dm is less positive
about medication, believing that it only masks the cause. He is also unable to determine
when DF is medicated and when she is not, casting doubt on whether medication makes
a significant difference.

The two depressed men expressed a more negative view of medication than their
partners or the depressed women. Both AM and BM dislike the side effects of feeling
“zombied out”, “that kind of dumb, flat feeling”. For AM, the period spent taking
medication meant “I don’t remember that year, I’ve got no..I don’t feel anything about
that year, and I don’t want to not feel anything”. From the partners’ perspectives, there
were advantages to medication. Af found it a relief to be able to communicate more
effectively with AM when he was taking medication, primarily because it reduced the
irritability and aggression. “It was a whole lot easier. Because once he was on it, as
long as he didn’t miss his dose, there were no blow ups” (Af). With AM on medication,
Af felt that “I’m actually able to argue back, and not afraid of saying something…both
disagree and move on and it’s not personal…we’re not attacking each other”. She
believed that “the medication got him to a point where we could actually start to deal
with things”(Af). Similarly, Bf stated that BM is “better when he’s on medication” and
that she “would like him to try medication”. However, he “won’t take medication” and,
in the past, when he has, he quickly decides “I’m right now I’ll just get off it” (Bf). The
side effect of weight gain was also a deterrent for BM. For AM, reduction in
medication was a means of measuring progress. It was “sort of a goal to get off
medication”. “Each time it went down in dose it felt like a major step forward” (AM).
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Counselling or psychiatric consultations were part of the experience of depression for
all the participants. There were differences in the extent to which these therapies were
utilised. The depressed men were both inconsistent in their use of counselling and their
attendance was limited to a very small number of sessions, although they described
generally positive experiences. Both AM and his partner Af saw counselling as helpful
although they did not make extended use of it. Af believed that AM found it more
difficult to accept counselling “every time I mention talking to somebody he kind of
shuts down”. Af reported that counselling was valuable in that it facilitated
communication between them, “those two sessions just broke the ice in that respect and
I remember we had a few good chats after that…which helped”. Talking to a
psychiatrist initially helped AM to clarify “what’s going on”, to make meaning of his
experience. It enabled him to identify triggers “which helped…there’s a reason for it,
I’m not sort of defective type thing”. Both BM and Bf also expressed a positive attitude
to counselling although BM only managed to attend one productive session “I’d like to
go back and see the psychologist but it’s just a matter of finding the time” (BM). Bf
believed that “ongoing sessions with the psychologist would be helpful”, and that “over
time, it would have been great”. By contrast, CF reported having regular contact with
the health professionals who managed her medication through her participation in a
series of clinical trials. The attention of health professionals seems to be important in
that they validate her worth as a person and attend to her experience. “I thought well,
OK, someone sees something in me”, “I don’t see it in myself, but (the doctor) sees it
and I think that’s got to be a good thing” (CF). Her comments about talking to
professionals suggest that she values the support, acceptance and the experience of
being heard. For CF, an established, validating relationship over time seems more
important than the actual content of the interaction as she values the contact with the
staff monitoring her medication but she found it difficult to follow through on referrals
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made by her GP for specialist counselling. DF describes a close friend with counselling
training as supportive, “a sounding board”, “he’s very good at listening and asking the
right sort of questions”. DF has suggested couple counselling but Dm has resisted it,
“you sort out your own problems”. For Dm, seeking counselling is an “admission of
failure”.

Lack of support has been identified as a significant predictor of depression (see Chapter
5). Support is limited for all the couples interviewed, both within their relationships
and in the broader contexts of their lives. This is consistent with research findings
indicating that depressed individuals have smaller and less supportive social networks
than their non-depressed counterparts (Gotlib & Hammen, 1992). Support is an
important aid to coping for CF. She obtains support primarily from the medical
professionals who monitor her well being through the numerous medications trials in
which she has participated. Apart from these contacts, and some limited contact with
her husband’s family and her mother, CF appears to have few social supports. CF
values “talking to people who understand”, “just letting things out”, “gets it out of the
system”, “I know that if I talk to the right person it can be very helpful”. Support is also
limited for the other couples. Bf has some outside contacts with others who share her
interests, but BM is socially isolated. The demands of a disabled child have some
impact on their experience of “we don’t socialise or have friends” but the couple do not
take advantage of the opportunities available when their son is in respite care. Bf says
of BM, “I’d like him to have some friends”, and admits that she feels “a bit joined at the
hip at times”. Similarly, AM and Af have some contact with Af’s family but make little
reference to support from others. Af’s own experience of depression allowed her to
have greater empathy for AM’s experience, increasing her capacity to be supportive
(Harris, 2006). DF speaks about experiencing a lack of support in her marriage and
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having limited alternative supports. A lack of spouse support or inability to provide
support in a way that makes a positive difference has been related to depression in
previous research (e.g. Sandberg et al. 2002).

Similarly, communication is limited in each of these relationships. When talking about
BM’s experience with counselling Bf says “I wouldn’t ask”, “I hoped he would share”.
BM says “I don’t tell her” and states that “I’m not a real talker”. When communication
occurs, it tends to be hostile, “we argue all the time” (BM). Similarly, AM and Af
acknowledge that their communication is often limited. For AM, not talking about his
feelings and experience is long standing. He describes not being used to
communicating growing up but now learning to “open-up more”, both at home and at
work. For AM, communication in his marriage is not a high priority “given that we
know what each other is doing”. Af shares this understanding to a certain extent,
although, for her, AM’s irritability limited communication. “he would blow up and I
would try and placate him and then I’d get shitty at myself and have no one to vent to
…I felt as though I wasn’t able to say what I wanted to say because of his
irritability”(Af). Talking things through is not a strategy that comes easily to this
couple. Af found it difficult to talk to AM about her response to his rowing “I felt like I
couldn’t say anything because we weren’t talking or if we were talking we were talking
about ourselves to each other”. Instead, she gave him a typed letter. Not talking about
things can get in the way of being helped for AM. He reports that Af will try to talk to
him about what is going on. If he rebuffs her she will try again a bit later. The down
side of limited communication is that sometimes, from AM’s perspective, “it feels like
we’re drifting too far apart”. “We’re sort of finding the boundaries of being too close
and too far away”. For this couple, this is not spoken about so much as achieved by
“trial and error”.
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Communication is also limited for CF and Cm. Whilst Cm’s English is good, CF
sometimes finds it difficult to find the words Cm can understand that express her
feelings. She acknowledges “sometimes that’s quite frustrating and I think well I don’t
want to get frustrated because it’s not fair on him”. She wonders “what does he think
sometimes?”, “he’s more of a doer than a communicator”. CF says that she would like
to talk to Cm about depression but “he does not respond”. “I’m one of those people
who likes some kind of feedback”. Cm’s perspective is that it is better to help out and
not to say anything as saying something is not helpful because CF is ill and can’t help
what is happening. DF describes similar communication problems in her relationship
with Dm. “Dm doesn’t like to talk about things, in general, and he is very good at
walking out the door”. DM acknowledges that “the fact that I’m not naturally talkative
does get her very upset”. He fears “saying something, saying the wrong thing, can be a
disaster”. This finding of difficulties in communication has also been documented in
qualitative research on depression in older couples (Sandberg et al. 2002).

The accounts of both depressed men indicate that they find it difficult to adapt to life
changes and this is stressful for their partners. The loss of their daughter and the
subsequent major illness and disability of their son are major life stressors for Bf and
BM which continue to influence their functioning. “We’ve been through the same
thing” (Bf), but there are differences in the way they have responded. For Bf, “you’ve
got to get over it”, “I’ve dealt with it”, “I could come to grips with that”. BM’s
response is very different, “I don’t know whether I can learn to live with it”, “it’s just
not right”, I’ve been given a bum deal”. Bf gets “angry because I think, come on, pull
your head in”, “how long can you use that?” For Bf, “you’ve got to help yourself too”.
For Af and AM, having the same common interests and friendships around a shared
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passion for sport worked well until the birth of their children. AM’s pattern of wanting
to just “row and work” became a problem with the birth of their first child as Af was left
to manage the baby, home and work with little input from AM. This situation came to a
crisis point with the birth of their second child. Af speaks about always knowing that
she would give up these sporting activities to look after her children but AM was unable
or unwilling to make similar changes.

Practical resources and strategies were mentioned only by CF and Cm. Having money
to buy a home and go on holiday was seen, by Cm, as potentially helpful for modifying
depression. Whilst CF acknowledges that “financial pressures create more stress”, she
does not emphasise the contribution of material factors. However, “helping myself
more” is important to CF. By this she means “organising myself earlier” (in the day),
getting things done that reduce stress.

Focusing on work or hobbies and keeping busy can be both a positive coping strategy
and also an avoidance strategy. To an extent, work is a protective factor for BM as he
states that “work makes me feel good about myself”. When things are good, he is “in
control, running projects, active”. However, his work pattern is erratic and he finds it
difficult to sustain consistent work, resulting in a belief that “I just can’t stick at
anything” and “financially I can’t get it together”. He acknowledges that “I know that
Bf does everything (in the home)”. For AM, pushing himself to do things, if he feels
depression coming on, can be helpful. However, once depression is established,
pushing himself does not help as he feels that nothing he attempts is good enough. A
sign of improved mood is a feeling of wanting to do things again, of “feeling alive
again”.
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Partners can adopt the strategy of trying to help out in practical ways by taking more
responsibility for household tasks. While this takes the pressure off him in the short
term, it leaves AM feeling guilty and worse about himself, as he feels “I should have
been doing stuff then”. He is also aware that there is a limit to Af’s tolerance of his
behaviour “eventually she’ll crack it like ‘I’m doing all the load’”. Their second
interview suggested a greater awareness of this process, so that Af had begun to talk to
AM before taking on tasks normally seen as belonging to him. Similarly, not being able
to get things done, particularly household tasks, is central to CF’s experience of
depression. “It’s hard to do things and people don’t understand”. CF describes herself
as “not being able to do things” and “I become so dysfunctional”. She reports a range
of unfinished hobbies and projects, not feeling able to do the housework. It helps “if I
can get myself more organised everything is brighter”. The alternative is to be more
accepting of not getting things done. “You have to keep trying, you can’t give up”. Cm
finds it difficult when CF is too depressed to maintain the home but believes that it is
better to help out and not to say anything because he thinks that it isn’t helpful and she
is ill and can’t help what is happening.

Creating a shared story about what is going on seems important to each of the couples
interviewed. The exact nature of the story seems less important than the experience of
constructing a shared account. CF and Cm agree that depression is an illness and accept
a medical construction as their shared account of what is happening. AM and Af look
to PTSD as an explanation for AM’s depression. Neither of these explanations
attributes blame to either partner and allows for a shared narrative that is external to
their relationship. For BM and Bf, on the other hand, Bf directs considerable blame
towards BM who, at least partly, accepts it. While DF and Dm describe some shared
beliefs about the onset of depression, there is no evidence of the construction of a shared
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understanding. The construction of a shared story can help partners to develop a
stronger sense of agency and encourage mutual support (Rautiainen & Seikkula, 2011).

In summary, if we look at the role of coping strategies that engage with depression and
life stress including use of medication, counselling, support, communication,
adaptability to life changes, practical resources, focus on work or hobbies, and the
creation of a shared story, these couples make limited use of these protective factors.
Their accounts suggest that other, less functional coping strategies are often used in
preference to strategies that engage with depression and life stress.

8.4.3.2. Coping strategies that involve avoidance of depression and life stress.
Avoidance strategies include “nothing to butt heads against”, “walking on egg shells”,
placating, behavioural avoidance, passivity, “blocking stuff out”, keeping busy, and
drug and alcohol use.

“Nothing to butt heads against” is an avoidance strategy, articulated by Af.
Establishing the same common interests and friendships around a shared passion for
sport was a deliberate strategy, initiated by Af, to minimise conflict. This was effective
until the birth of their children made this no longer workable. AM’s pattern of wanting
to just “row and work” became a problem with the birth of their first child as Af was left
to manage the baby, home and work with little input from AM. This situation came to a
crisis point with the birth of their second child.

“Walking on egg shells” is a practice mentioned by both AM and Af. This became a
shared avoidance strategy. By the time they were expecting their second child, about
two years ago, Af remembers “things just got to a point where we couldn’t be around
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each other really”. “he would blow up and I would try and placate him and then I’d get
shitty at myself and have no one to vent to …I felt as though I wasn’t able to say what I
wanted to say because of his irritability”. Af’s determination that she was not “going to
walk on egg shells for the rest of my life” left her thinking that she might need to go on
as a single parent. AM acknowledges mood swings and irritability but seems to have
little awareness of Af’s concerns about this. He also speaks of “treading on eggshells”
in order “not to upset the other one to cause an argument”. This category of “walking
on egg shells” appears in other qualitative research on couples’ experiences of
depression. It describes the belief that saying the wrong thing would have negative
consequences when trying to help someone perceived as acutely sensitive. This is
experienced as anxiety provoking and emotionally demanding for partners (Harris et al.,
2006). Dm also describes this strategy when he says “I tend to be a bit more open about
things…then I shut up…and try to diffuse things, but that just makes it worse”. This is
frustrating for DF who would like more communication, “one cannot thrash anything
out with Dm”.

Placating is an avoidance strategy which overlaps with ‘walking on eggshells”. Shortly
after their marriage, Af became aware that she was responding to conflict and AM’s
“blow ups” by placating him and she was conscious of stopping “saying what I needed
to say”.

Behavioural avoidance is a common strategy. AM reported spending a lot of time in
bed, CF sits on the couch. The role of behavioural avoidance in making depression
worse, primarily through the reduction of exposure to reinforcement, is well recognised
(Carvalho & Hopko, 2011).

GENDER DIFFERENCES IN DEPRESSION

196

There is a sense of passivity and powerlessness. BM describes himself as “I’ve always
been powerless”. Bf says of BM’s depression, “he doesn’t seem to know how to get out
of it”. BM gives the impression of being quite passive in his responses “I’m just the
way I am”. He describes himself as “a dreamer” who waits to see “whether the
motivation wants to come back”.

AM recognises that “I’ve blocked a lot of the stuff out” and “eventually it all goes, well
hang on, there’s so much back here it needs to go somewhere”. AM’s description of
his main coping strategy is “putting up a wall”, “this is not affecting me, I can get
through it”. He went on in this way “until it was pretty much too late and I was
just…this has hurt me”. He talks about putting other’s needs before his own,
particularly during Af’s episode of postnatal depression. When she was better “I
collapsed a bit as well from it all”. His motivation was “trying to be strong for her and
the two kids” and doing what needed to be done, including going to work. The
tendency to block out feelings is a shared coping strategy. Af describes “getting freaked
out because I just felt nothing” as she describes being left to manage their first son while
AM went rowing. The idea of “blocking stuff out” until it is not possible to contain it
any longer appears similar to the concept of “the big build”. This term, defined as the
escalation and intensification of emotional distress manifested in ‘acting in’ and ‘acting
out’ behaviours, refers to the accumulation of suppressed negative emotion leading to
intense, angry outbursts (Brownhill et al. 2005). This male style of responding to the
experience of depression, different from the female tendency to signal distress more
openly, is increasingly recognised in the literature.

Focusing on work or hobbies or keeping busy is a strategy that has both positive and
negative features. Activity can improve mood and increase self esteem. It can also be a
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means of avoiding dealing with difficult feelings or experiences. AM talks about “just
throwing myself into work and just work, work, work, work” “If I keep working I
won’t have to think about anything else”. “When it really hits you’re just…your not
yourself, you don’t want to do anything”. This is identified in other research as an
aspect of male depression, labelled “avoiding it” (Brownhill et al. 2005).

Substance use is a means of coping for both Bf and BM. Bf admits “drinking is a big
problem”, “we both actually probably drink way too much”. BM is very open about
smoking cannabis and drinking alcohol on a daily basis over an extended period of time.
He admits that “there wasn’t a night that would go by when I wasn’t stoned and drunk”,
“I’ve always been stoned or drunk” and admits that this meant that he has not been very
available as a father or partner for a very long time. Bf believes that BM “self
medicates” and she is particularly critical of his cannabis use, “I don’t want him to…sit
around smoking dope”. BM reported that he had stopped using cannabis recently as he
felt that he has “got to an age now where I don’t really want to be stoned all the time”.
This use of substances by men is frequently noted in research and has been labelled
“numbing it” in the “big build” model of male depression (Brownhill et al. 2005).

8.4.3.3. Coping strategies that involve externally directed negativity. These
coping strategies involve the expression of irritability, anger and criticism directed
towards others.

Anger and irritability is expressed by both the depressed men and by DF. Anger is not
exclusive to the depressed partner, however, as is evident in the responses of both Bf
and BM. Bf says “we’re angry”, “we just want to kill each other”, “most of the time I
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want to smash his face in”. BM agrees that often he “will lose it just like that”. Anger
interferes with intimacy and with the possibility of seeking counselling to improve their
relationship. Af refers to AM’s irritability as “overstepping the mark”, referring to his
explosive bursts of anger. AM identifies irritability as having a negative impact on his
relationships, particularly with Af - “it was more of a release…like the kettle going off”.

Criticism of partners is openly expressed in two of the couple relationships. Bf is very
critical of BM, expressing the opinion that “I think he likes almost being a victim”. Bf
describes BM as “a bit weak”, “weak in being able to cope”. She states that the losses
provide a rationale for BM to indulge his depression, as if he thinks “now I’ve got a
really good excuse to have it”. DF talks about Dm’s strengths, “he’s a good person”,
but is very critical of him as a partner. In the second interview with AM and Af, there is
a sense of avoiding criticism of AM’s behaviour by sharing the experience of
depression, accommodating his needs and looking to the future.

In summary, more functional coping strategies that engage with depression and life
stress (e.g. communication and provision of support) are less likely to be utilised than
strategies that involve avoidance of depression and life stress (such as “nothing to butt
heads against”, “walking on egg shells”, placating, behavioural avoidance, passivity,
“blocking stuff out”, keeping busy, and drug and alcohol use), and strategies that
involve externally directed negativity (anger, irritability and criticism). These latter
strategies are more likely to contribute to distance and disharmony in the couple
relationship.

8.4.4. The relationship. The fourth major theme identified was the relationship.
As was discussed in the previous sections, particularly on communication and support,

GENDER DIFFERENCES IN DEPRESSION

199

these are not close relationships. The couples’ descriptions of their relationships
suggest significant emotional distance. AM recognises that his mood impacts on the
emotional distance in his relationship with Af, “it just depends on how I am feeling in
my days, you know, whether I want to be near someone or away from someone”. AM
talks about establishing the right amount of emotional distance in their relationship,
trying to find “the boundaries of being too close and too far away”. Both refer to
“walking on eggshells” in their relationship, trying “not to upset the other one to cause
an argument”. BM is open about his belief that “our relationship’s not the best”. He
has “fallen out of love” and believes that “we’re in free fall”. Bf reports a similar
negative view of their relationship reporting that “we don’t sit on the couch and
cuddle”. For CF, when she and Cm married, she “expected things to be great but they
weren’t”. She speaks of Cm being “protective”, “caring”, “safe”, “an exceptionally
good father”. However, “I’m one of those people who likes some kind of feedback”,
and Cm is not very forthcoming. This creates problems because “when you don’t get it,
you don’t know where you stand”. DF describes a similar lack of feedback from Dm
but is much more negative about their relationship.

These relationships are under significant pressure. Af certainly considered separation
from AM but “we weren’t going to give up without trying everything. I think we both
know that which I think is a good thing”. DF describes threats to leave Dm but states
that she still loves him and is reluctant to break up their shared resources, developed
over a long period of marriage. There is no suggestion from CF or Cm that the
relationship is at risk, despite their difficulties. CF’s comments make it clear that a
significant aspect of her attraction to Cm was his difference from previous partners who
had been destructive. The relationship between BM and Bf, however, appears more
fragile. From BM’s perspective, their son is “the only thing keeping us together”. He
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has strong values about staying together for the sake of his son, “as long as he’s happy”.
Bf reports a similar negative view of their relationship reporting that “depression gets in
the way of intimacy”. Bf, however, is more hopeful about change saying “I’d like to
think we could work something out”.

Some strategies for working things out are suggested. Af’s comments suggest that she
takes most of the responsibility for the relationship. Before their children were born,
she took up rowing with AM, because having the same hobbies means “you’ve got
nothing to butt heads with and you’ve got the same passions”. The birth of the children
resulted in Af giving up her rowing but AM continued his sport, “it felt like he had the
perfect life in that he had the child when he wanted it and he had everything else was
the same. Nothing had changed”. For BM, while he “dream(s) about things changing”,
he is ambivalent about this and not prepared to be proactive, “I don’t know whether I
want to fix it’. For CF and Cm, working things out is about coping with depression
rather than their relationship. CF says that she would like to talk to Cm about depression
but “he does not respond”. “I’m one of those people who like some kind of feedback”.
Cm believes that it is better to help out and not to say anything because it isn’t helpful
and CF is ill and can’t help what is happening.

Counselling or any other form of external help for their relationships is not considered.
BM, for example, rejects any suggestion of couple counselling, believing that it should
be possible to “work it out between your selves”. Dm also believes that “being country
people, you sort out your own problems”.
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8.5. Discussion

This study presents a thematic analysis of the accounts of four couples’ experiences of
living with depression. The analysis produced four major themes relevant to all the
accounts: “what’s going on?” - recognising depression, “why did this happen?” explanations of depression, coping strategies, and the relationship. Rather than focusing
on the standard psychiatric classification signs and symptoms, this qualitative
investigation listened to the accounts of the phenomenology and experiences described
by these couples living with depression.

The theme of “what’s going on?” - recognising depression gives a picture of the
features that had most impact on the couples and the experience of being given the label
of depression to explain these features. Each of the couples in this study were given a
medical diagnosis and explanation of depression and, with the exception of Dm,
accepted this illness model, prioritising it in their understanding of what was happening.
The reports of three of these couples and the fourth depressed woman indicated that
having a diagnosis was seen as helpful. This report of the acceptability of the medical
diagnosis and explanation is consistent with the findings of other researchers, e.g. in a
qualitative study of women experiencing depression, being given a diagnosis brought
‘relief and validation’. Depression was objectified and ‘constructed as having a reality
of its own’ (LaFrance, 2007, p130). In that study, as in the current research, the
reported authority of the medical professional confirms the diagnosis as the only
possible understanding, leaving little opportunity for alternative or additional
possibilities. Whilst some theorists have argued that medicalisation works against
personal empowerment, others have suggested that it is empowering for individuals to
have the opportunity to choose for themselves whether to accept or reject a medical
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explanation (Gammell & Stoppard, 1999). The readiness, observed in this study, of
individuals to embrace the medical explanation suggests that they find it empowering
and validating (Ussher, 2010). The problem this creates is that it risks closing the door
to other possible explanations which might lead to significant change (LaFrance, 2007).
For example, AM’s depression seems significantly influenced by his difficulty making
the transition to being a parent, which may be related to his own early deprivation. This
possibility is not part of his story of depression.

For both men and women, lack of motivation or difficulties with thinking and the
associated difficulty getting things done were issues of significant concern and were
related to decreased self esteem. These issues were not of major concern to partners,
providing little support for the idea of partner burden in the sense of practical tasks.
However, behaviour that is seen as selfish or self-indulgent (AM’s rowing, Dm’s
prioritising of farm work over family, and BM’s focus on his losses) does take its toll on
the relationship. The women, Af, Bf and DF speak about this but neither AM, BM nor
Dm acknowledge the impact of this on their partners. All the men, identified as
depressed or not, are quite distant in their relationships and impress as either lacking
empathy for their partners’ experiences or, at least, having difficulty in the expression of
empathy.

Current psychiatric diagnostic criteria have been criticised as more likely to identify
women’s depression (Oliffe & Phillips, 2008). Anger, impulse control difficulties,
irritability and substance abuse are seen as manifestations on men’s depression. In this
study, anger and irritability are demonstrated by the depressed men and also by DF as a
depressed woman. Male depression has been found to be associated with impoverished
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relationships in a recent research study (Oliffe & Phillips, 2008). The current study
suggests that all the relationships studied are impoverished.

The second theme, “why did this happen?” - explanations of depression includes
illness, a long standing experience, the impact of developmental experiences, and the
significance of a major precipitating life event.

The construction of a story is important and the medical model readily provides that
story. It is hard to resist as it is so deeply rooted in current culture (LaFrance, 2007).
The co-occurrence of a significant life stress provides an opportunity to ‘explain’ what
is happening by making an external attribution that is independent of the relationship.
For example, BM attributes his depression to his daughter’s death and his son’s illness,
despite recognising that the onset of his depression predates these events. Similarly,
AM, supported by Af, attribute his depression to the trauma of observing a shooting in
his work setting, although they also acknowledge that his depression is longstanding. It
seems helpful to have a specific, external event to ‘explain’ what is happening. CF’s
story recognises unmet expectations in her marriage but internalises responsibility by
seeing herself as having unrealistic expectations. Similarly, DF’s story focuses on
unmet expectations but externalises blame, seeing Dm as responsible. Dm’s story is
probably the least well developed of the eight people interviewed, with ongoing
uncertainty about whether problems were caused by depression or “something else”.
Whilst DF and Dm agree about the impact of life stressors around moving countries,
loss of support and starting a family, this shared identified precipitant is only a minor
feature of their individual stories. A story that focuses on the relationship as not
satisfactory or on the individual as inadequate would be expected to contribute to the
exacerbation or maintenance of depression. A story that externalises the cause,
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particularly to a specific incident, would allow the opportunity to unite around a shared
story. A shared story that externalises blame will be less damaging to the relationship,
may in fact strengthen the relationship, in comparison to an account in which one
person is blamed or seen as weak (e.g. Bf’s view of BM and DF’s view of Dm). CF’s
strategy of internalising responsibility reduces the stress on the relationship at the cost
of her own self esteem.

This finding of the construction of a shared story is consistent with work on shared
attributions. Attributional processes have been typically seen as intrapsychic
phenomena even when applied to interpersonal events but they may, in practice, be
generated interpersonally (Joiner, 2001). For example, the suggestion by a therapist that
witnessing a traumatic event precipitated AM’s recent depressive episode was taken up
and supported by Af. In this way, it is not the attribution of one individual, rather their
collaboration on an attribution for an event that affects them both. The shared
attribution is likely to influence their emotional reactions in similar ways (Joiner, 2001).

This concept of shared attributions provides one possible explanation for the cooccurrence or contagion of depression, extensively documented, and evident in these
couples (Joiner, 2001). A depressed individual may influence the collaboration
negatively or shared attributions for negative events that affect both individuals may
provide an explanation for contagious depression. BM’s negative attributions from his
past history of depression and the shared response to the negative experiences with their
children are possible explanations of contagious depression. Negative attributions that
are internal, global and stable (such as a personality flaw) are associated with depression
whereas attributions that are external, specific and unstable (such as bad luck) are less
likely to lead to depression when negative events occur (Abramson et al., 1989). BM
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and Bf have a shared attribution about BM being unable to move on which is internal,
global and stable, therefore expected to reinforce depression. AM and Af focus on a
traumatic event which is external and specific, therefore less likely to reinforce
depression. CF and Cm share the medical model but CF also believes that she expects
too much of Cm in their relationship. This is a strong story, not shared with Cm, and is
internal, global and stable, thus expected to reinforce her depression. DF and Dm
demonstrate very little shared attribution or shared understanding. DF holds an
attribution that is negative, internal, global and stable around Dm’s behaviour
influencing her depression. Dm does not express clear attributions or a developed
narrative around depression.

There has been some discussion in the literature about whether illness as an attribution
should be coded as internal or external to the patient. The argument most frequently
used is that where illness is used to explain or excuse negative behaviour, this
attribution tends to absolve the patient of responsibility for his or her behaviour and to
locate the cause of the problem outside the patient (e.g. Wearden, Ward, Barrowclough,
& Tarrier, 2006). Research on women’s experience of depression supports this
externalisation. “By being constructed as having a reality of its own, depression is
isolated from the character of the sufferer. In these accounts, personal flaw and
biological flaw are presented as competing hypotheses, and with the verification of the
reality of one (biological flaw verified through medical diagnosis), the other (personal
flaw) must be false” (LaFrance, 2007, p130).

The third theme, coping strategies, includes three main categories: strategies that
engage with depression and life stress, strategies that involve avoidance of depression
and life stress, and strategies that involve externally directed negativity.
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Depressed men are often seen as less likely to seek help than depressed women. The
two men interviewed here both sought help but more for an explanation rather than
ongoing therapeutic work. They express the view that counselling would be helpful but
do not follow through with any consistency.

These accounts suggest that the men

valued professional contact for the way in which it aided understanding about what was
going on. CF and DF, on the other hand, value the ongoing support. Medication is
accepted but, for the depressed men, partners are more likely to view it as positive
because it reduces irritability and anger. Both men saw medication as having
unacceptable side effects.

Avoidance strategies are commonly used, particularly by the depressed men although
the male partners of the depressed women interviewed also made extensive use of
avoidance strategies. These strategies limit communication and reinforce distance in
their relationships. For the two depressed men interviewed, the coping strategies of
avoidance of depression and life stress and externally directed negativity are very
similar to the “big build” described by Brownhill and her co-workers in their
exploration of men’s experience of depression (Brownhill et al., 2005). The terms
utilised in their model are ‘avoiding it’, ‘numbing it’, ‘escaping it’, ‘hurting me, hurting
you’, and ‘stepping over the line’. Using a nonclinical sample of community members,
they concluded that gender differences appear not in the experience of depression per
se, but in the expression of depression. The present study replicates these findings with
men who are clinically depressed. Irritability and avoidance, particularly through the
use of drugs and alcohol, have been identified as associated with depression in men in a
number of studies (e.g. Chuick et al., 2009). These behaviours have been referred to as
the masculine tendency to “act out” and express sadness and frustration through anger.
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This is contrary to behaviour more typical of women who “act in” and express their
anger towards themselves and become depressed (Clarke, 2009). In this study, CF
blames herself for expecting too much from Cm. DF both “acts in” and “acts out”. The
tendency to “act out” may be more likely to contribute to relationship problems if it is a
woman who “acts out” as this deviates from the cultural norm.

Seeking reassurance and support was most common in the depressed women. If it is
perceived to be not readily available, then there is a tendency either to put limits on the
self in requesting this and to blame the self for being needy, reinforcing low self esteem
(CF) or to pursue in a critical manner (DF). The men interviewed tend to not seek
reassurance and to be more distant in their relationship styles.

The fourth theme is about the relationship. In the relationships of the depressed men
there is a lack of positivity. Negativity comes from Bf to BM and from DF to Dm, but
the two depressed men, through avoidance or an “upside down smile” lack positivity.
Much of the literature on couples focuses on depressed husbands compared to depressed
wives. But, in practice, partners play a significant role. Affect-relevant communication
in couples seems to be more strongly influenced by wives (Gabriel et al., 2010). Both
CF and DF comment on the lack of feedback they receive from their partners. As real
interactions with spouses help to create and/or confirm the negative working models of
self that are linked to depression, this lack of responsiveness is likely to reinforce the
negative self view (Whiffen, 2005). Whilst many depressed people interpret their
partner’s lack of responsiveness as indicating that their partner does not love or care for
them (DF’s view), CF adopts the view that her partner is not unresponsive, rather that
he feels helpless because he does not know how to provide comfort. This belief is more
positive for the relationship (Whiffen, 2005).
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Taken together, these four themes offer the beginnings of an understanding of the
experience of depression for couples. The accounts of these couples reinforce the view
that partners play an active part in the way in which depression is constructed and
managed. The interviews give a picture of interactions that develop over an extended
period of time. These interactions shape the experience of depression and the wellbeing
of the couple relationship. The development of a shared story that locates the cause of
depression in external events serves the function of uniting the couple and reinforces the
couple relationship. The lack of a shared understanding or the belief that depression is
caused or exacerbated by some kind of personal flaw in either partner leads to increased
conflict that has an adverse effect on the relationship. Similarly, the predominance of
coping strategies involving irritability, anger and avoidance function to put pressure on
relationships by reinforcing distance and reducing the possibility of constructing a
shared account of the experience. Analysis of these accounts suggests that these
ongoing interactional patterns establish a process that maintains depression over time.
The interviews with these couples suggest that the women took more responsibility for
the construction of a story about depression and three of the women shaped their stories
in a way that had a negative impact on the relationship, either through blaming the self
or blaming the partner. The men interviewed were generally quite avoidant in their
coping styles and this appeared to have a greater impact on the relationship when the
woman was diagnosed with depression.

The following chapter brings together the findings of the three studies reported in this
thesis. It looks at the way in which the findings contribute to the development of a
gendered understanding of the interpersonal nature of depression.
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Chapter 9
Differences Between Depressed Men and Women: The Relationship
Context
“Having a friend to talk to helps…I just feel at times it should be the person
you live with…you know… if it’s not to be, it’s not to be”. (Research
participant DF, 2010)

9.1. Introduction

This thesis has examined the challenging finding that women are more likely to be
diagnosed with depression than are men. It has considered numerous theories which
have been proposed to explain this difference. The thesis has also examined the
historical and theoretical context in which this finding is located. Far from being a
stable construct, it has been argued that there have been considerable changes over time
in our understanding of depression. This review emphasised the dominance of the
medical model on our current thinking about depression. It was argued that the medical
model positions depression within the individual. It conceptualises depression as a
clinical problem contained within a person experiencing a mental illness. This thesis
has proposed that whilst the medical model has lead to considerable advances in the
understanding and treatment of depression one of the disadvantages of this intrapsychic
perspective on illness is that it deflects attention from the broader life situation of the
depressed person. The social and interpersonal contexts in which depressive symptoms
occur have received limited recognition and acknowledgment as a result of this model.
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The research agenda of this thesis has been to look at the gender difference in
depression in a way that locates individuals in their interpersonal context. A series of
studies was designed to explore an understanding of context, moving from a broad
perspective to a very detailed focus on specific experiences. Firstly, multidimensional
scaling was utilised to identify gaps in theorising. From this broad perspective, the
second study focused more specifically on variables associated with the interpersonal
context. The third study focused down even more directly by examining in detail the
lived experience of a small group of couples.

The outcome of this research agenda will be examined in more detail in the following
sections by summarising the findings and the implications of each study. This chapter
then goes on to look at the way in which these findings contribute to the development of
an interpersonal model of depression.

9.2. Implications of Study 1

Study 1, the initial research study reported, focused on examining existing theories of
the gender difference in depression, with a particular interest in how the influence of
context was represented. By using the technique of multidimensional scaling, Study 1
examined the relationships between diverse theories of the gender difference in
depression derived from the published literature. This statistical methodology
facilitated a way of integrating the variety of theoretical explanations which allowed for
a more systematic form of classification. The outcome of this study demonstrated gaps
in theorising and in the current thinking about gender differences in depression. The
findings demonstrated that there is a paucity of theories which challenge the dominance
of a construction of depression as individual dysfunction. The focus on the individual
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construction of experience is a fundamental aspect of the traditional model that suggests
that depression is a disorder of the individual, whether of biochemistry or of irrational
thinking. The gender difference in depression in these theories has been attributed to a
range of differences in the ways in which men and women construct their individual
experiences or experience external factors. The social and interpersonal context is
peripheral to the majority of these theories. This thesis has argued that significant
information is lost by leaving out context in thinking about depression. Study 1
identified the rarely examined possibility that one way of understanding depression is as
a social construction. It may be understood as the process of interaction of two or more
people in a close relationship. This is a challenging and largely unexplored
conceptualisation. It involves the possibility of viewing what has previously been
understood as a quality of the individual from a more systemic perspective. This
conceptualisation opens up the possibility that the traits and behaviours of significant
others may be important in influencing relationship functioning and maintaining a
pattern of interaction that becomes depression and maintains the experience of
depression over time.

9.3. Implications of Study 2

After reviewing the available literature on interpersonal variables and depression, the
challenge to understand some of the variables that contribute to an interpersonal
construction of depression was taken up in Study 2. This quantitative research study,
described in Chapter 6, compared groups of depressed men and women and samples of
non-depressed men and women acting as control groups. This study outlined findings
about attachment and self-schema, variables that are likely to be activated in a relational
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context. Both attachment security and cognitive schema have been linked to depression,
particularly chronic depression, in past research (Roberts et al., 1996; Riso et al. 2003).

Depressed men and women scored more highly on measures of insecure attachment
than men and women who report no history of depression, in line with previous findings
(e.g. Reis & Grenyer, 2004a; Scott & Cordova, 2002). In addition, depressed women
were more likely to describe themselves as fearfully attached and depressed men to
describe themselves as dismissive in attachment style. It was argued that these
differences in attachment style would be expected to have significant implications for
the way in which men and women function in relationships.

The finding that depressed women score more highly on insecure attachment can be
understood in different ways. Fearfully attached women may behave in a way that
reinforces depression. One possible mechanism is through the hyperactivating affect
regulation strategies associated with anxious attachment. An individual high on
attachment anxiety has been shown to be highly sensitive to negative behaviour from
others and to react to this behaviour with increasing negative affect (Fraley & Shaver,
1997; Sadikaj, Moskowitz, & Zuroff, 2011).

Fearful attachment would be expected to impact on relationships in a number of ways.
For example, women may put pressure on their relationships by their need for
reassurance (Shaver, Schachner, & Mikulincer, 2005). Both preoccupied and fearful
attachment styles are associated with a negative self-model. Fearful attachment also
involves a negative view of others that would be associated with a perceived lack of
social support. The greater tendency of women to ruminate over symptoms,
relationship issues and losses compared to men has been suggested to contribute to an
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understanding of the gender difference (Reiss & Grenyer, 2004a). Whilst rumination is
not directly addressed in the research reported in this thesis, it is well supported as a
contributing factor to the gender difference in depression, in that women are more likely
than men to ruminate over negative experiences in a way that reinforces depression.
There is considerable evidence to indicate that individuals vulnerable to depression have
a tendency to both ruminate over negative state, as well as create conflict and
disturbances in their interpersonal relationships (e.g. Abramson et al., 1989; Coyne,
1976b; Hammen, 1991b, 1992, 2006; Joiner & Coyne, 1999; Nolen-Hoeksema, 1991).
By maintaining their focus of attention on negative content, depressive ruminators
appear to perpetuate the experience of negative affect and heighten vulnerability to
interpersonal stress (Flynn, Kecmanovic, & Alloy, 2010). This has been interpreted as
indicating that characteristics of the depressed individual lead to the creation and
exacerbation of interpersonal stress (Flynn et al., 2010).

While these attempts to include the relationship context in theory are important, they
assume a causal process that needs to be questioned. For example, a recent study with a
university sample proposed an integrated process model through which depressive
rumination indirectly created relationship disturbance. The intrapersonal experience of
depressive rumination and the interpersonal experience of self-generated stress then
made independent contributions to the development of depressive symptoms (Flynn et
al., 2010). There are other possible interpretations of these findings. For example, the
possibility that rumination is caused by the lack of adequate communication
opportunities in close relationships is a possibility that needs attention. Rather than
being a cognitive style of the individual, rumination may result from participation in a
relationship in which a partner is distant and is not available to contribute to the
construction of a story about life events. In this way, current research on interpersonal
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processes such as stress generation can perpetuate the assumption that qualities of the
depressed individual are causal. An alternative perspective to the focus on the
depressed individual’s contribution to the interpersonal environment is the often
neglected perspective that depressed women, particularly women who report insecure
attachment, are possibly more likely to be married to unresponsive men (Coyne &
Whiffen, 1995; Whiffen, 2005). The accounts of the depressed women interviewed in
Study 3 describe avoidant, minimally involved male partners. This lack of
responsiveness from their partners led to either blaming the self for unrealistic
expectations or to blaming the partner for not meeting their needs. Both mechanisms
would be expected to reinforced depression. These women were left to construct their
story of depression alone, resulting in a narrative that reinforced depression. For both
these women, marital dysfunction was a key element in the experience of depression.

9.4. Implications of Study 3

Study 3 contributes to the understanding of an interpersonal perspective by looking
more deeply at the shared experience of specific couples. This study examined the
personal meanings several couples living with depression made of their experiences
through in-depth interviews. The study aimed to engage with their subjective views,
using a qualitative methodology. This allowed for theorising that is embedded in the
perceptions of those who are actually experiencing depression.

One of the principle findings from the accounts that inform Study 3 is that partners are
not peripheral to the process of depression, rather they are intricately involved in the
day to day experience in a way that renders depression an interpersonal phenomenon.
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Study 3 identified four themes which contribute to an understanding of the experience
of depression for couples. These themes were “what’s going on?” - recognising
depression, “why did this happen?” - explanations of depression, coping strategies, and
the relationship. The accounts of these couples indicate that partners play an active part
in the way in which depression is constructed and managed. The interviews give a
picture of interactions that develop over an extended period of time, shaping the
experience of depression and the wellbeing of the couple relationship.

This study highlights several issues that will be explored in the next sections. These
include
1. constructing a story about depression,
2. partners as carers
3. construction of depression as illness
4. coping strategies,
5. contagion of depression

9.4.1. Constructing a story about depression. A significant sub-theme indicated that
an important part of living with depression involves the construction of a story about the
experience. This may happen either individually or through shared communication. The
development of a shared story that locates the cause of depression in external events has
the potential to be a positive experience in that it serves the function of uniting the
couple and reinforces the couple relationship. The lack of a shared understanding or the
belief that depression is caused or exacerbated by some kind of personal flaw in either
partner potentially leads to increased conflict that may have an adverse effect on the
relationship.
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The interviews with the couples suggest that construction of a story about depression is
important. The development of a coherent narrative involves both speaker and listener.
The construction of a narrative is a process of naming and controlling a novel situation
in which the involvement of others can contribute to understanding a way of making
sense out of disorder The act of sharing and co-constructing the illness narrative
interpersonally has the potential to address issues of uncertainty and negative illness
narratives. The findings of Study 3 suggest that the partners of the depressed men were
actively involved in the construction of a story while the male partners of the depressed
women had minimal involvement. The implications of this difference are significant in
that depressed women may be more likely to ruminate and construct an independent,
negative story, influenced by depression, which is likely to perpetuate low mood. For
men, the involvement of female partners allows the possibility that negative self talk
will be challenged and a narrative that incorporates alternative views constructed. It
allows partners to enter into and share the lived experience of depression and to
contribute to the generation of alternative meanings of health and illness. Women are
more likely to be responsible for the work of relationships including the provision of
support, resulting in partners compensating for problems in a relationship (e.g. Af
working on her relationship with AM so that there is “nothing to bump heads against”).
Female partners, because of their greater involvement in the relationship, are more
likely to share in the construction of the story of depression and this process has the
potential to strengthen the relationship.

The co-construction of narratives of experience with significant others is assumed to be
very common but has received limited research attention. In a study of adolescent girls,
co-rumination increased the risk of the development, severity, and potential
maintenance of clinically significant episodes of depression (Stone, Hankin, Gibb, &
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Abela, 2011). This suggests that shared attributions that are negative can contribute
negatively to depression. In healthy relationships, social support provides some
protection against depression by encouraging healthy attributions about negative events
(Joiner, 2001). Low involvement of partners can lead to excessive reassurance seeking
as an attempt to form self-relevant attributions (Joiner, 2001). A lack of feedback may
lead to reinforcement of the negative beliefs about the relationship, as seen in the
interviews with DF and with CF. It may be that the involvement of partners who
contribute to the development of a shared narrative that includes healthy attributions is a
protective factor. Depressed women may be more likely to have distant partners who
are less likely to contribute to a shared story and shared attributions. The unavailability
of partners may reinforce rumination as a coping style, particularly for women, as
previously discussed in Section 9.3.

9.4.2. Partners as carers. Study 3 clearly demonstrates that the current popular notion
of partners as carers does not adequately reflect the lived experience of the couple
relationship for depressed individuals and their partners. The concept of a carer is
deeply embedded in the medical, illness model and implies an individual who looks
after a sick person. The interview findings of this study position partners very
differently. The findings suggest that partners are an integral part of the process of
depression and that they may be emotionally distant rather than actively caring. The
discrepancy between the notion of partners as carers and the reality of their lived
experience has significant implications. It focuses attention on the depressed person as
problematic and neglects the scope of the partner’s involvement beyond the narrow
parameters of providing care and experiencing burden. The positioning of partners as
carers is both a transposing of the conventions of the medical model and, arguably, a
political construction to support the lack of adequate provision of health care resources.

GENDER DIFFERENCES IN DEPRESSION

218

The impact of carer consultants and carer lobby groups has also shaped an environment
where any attempt to refocus attention on the relationship risks being interpreted
negatively as blaming the partner. The implications of this position are significant in
that they both shape the range of needs that will be acceptably addressed and limit the
access to more appropriate, couple focused, funding and treatment provision.

9.4.3 The construction of depression as illness. The construction of depression as an
illness allows for the externalisation of the problem. Where illness is used to explain or
excuse negative behaviour, this attribution tends to absolve the patient of responsibility
for his or her behaviour and to locate the cause of the problem outside the patient
(Wearden et al., 2006). The implications for relationships are that by constructing
depression as having a medical reality, it is separated from other experiences of the
sufferer, including the interpersonal context. In this way, acceptance of the idea of a
biological flaw, verified through medical diagnosis, is prioritised and reinforces the
implication that any other possible explanatory model must be false (LaFrance, 2007).
A shared story that externalises blame may be less damaging to the relationship, may in
fact strengthen the relationship, in comparison to an account in which one person is
blamed or seen as weak. In this way, the medical model has the advantage of offering
an externalisation of responsibility that potentially protects the relationship and allows
the possibility of the couple uniting in the construction of a socially sanctioned account.
One of the limitations of the medical model involves the degree of stigma surrounding
depression as illness, which may reinforce the notion of weakness (Jorm & Griffiths,
2008; Rusch, Kanter, Angelone, & Ridley, 2008). Of particular concern is that the
illness model closes the door on other ways of thinking, including many therapeutic
possibilities which may be of benefit to the couple’s experience of depression.
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9.4.4. Other coping strategies. In addition to the construction of a story about
depression, other coping strategies were identified in Study 3 as important subthemes.
Few effective coping strategies were identified. The more maladaptive coping
strategies identified, including irritability, anger and avoidance, would be expected to
put pressure on relationships by reinforcing distance and reducing the possibility of
constructing a shared account of the experience. Analysis of these interviews suggests
that these ongoing interactional patterns establish a process that maintains depression
over time. The accounts of these couples suggest that the women took more
responsibility for the construction of a story about depression and three of the women
shaped their stories in a way that had a negative impact on the relationship, either
through blaming the self or blaming the partner. The men interviewed were generally
quite avoidant in their coping styles and this appeared to have a greater impact on the
relationship when the woman was diagnosed with depression. The findings of Study 3
suggest that the nature of the coping strategies used to deal with depression and life
stress are significant for the quality of relationships. Withdrawal/avoidance and
irritability may have less impact on the relationship when they are used by men rather
than women. This may be because women assume greater responsibility for
relationships (Vogel & Karney, 2002). Alternatively, another possible explanation is
that this behaviour is seen as gender consistent with men expected to be less sensitive
and less effective at providing support than women (Whiffen, 2005).

Each of the couples interviewed identified significant life stressors as causal to
depression. The way in which the couples coped with life stress differed. For example,
AM and Af united to deal with stress while DF and Dm were in conflict. In a study that
examined the influences of negative life events and marital communication on
depression and couple functioning, it was found that negative life events were not
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uniformly detrimental across couples. When wives’ verbal communication was
constructive and expressed anger rather than negativity and sadness, negative life events
had less impact (Cohan & Bradbury, 1997).

9.4.5. Contagion of depression. Amongst the couples interviewed, both the female
partners of the depressed men were receiving medication for anxiety/depression. Both
the male partners of the depressed women described a high level of stress although they
had not been specifically treated for depression. How can the occurrence of depression
in both partners be explained? It has been suggested that depressive symptoms may be
contagious (Coyne et al., 1987; Joiner, 1994). In a meta-analysis, Joiner and Katz
(1999) reviewed 12 studies on the contagion of depressive symptoms and all reported
significant results in favour of the view that depressive symptoms may be contagious. It
may be that partners’ attributions about the nature of one another’s behaviours may
account, in part, for contagious depression among spouses (Joiner, 2001). This
phenomenon may account, at least in part, for the depression noted in the female
partners of the depressed males interviewed. The distance in the relationships of female
depressed participants may account for the apparent lack of contagion in their male
partners.

The accounts of the couples in Study 3 indicate that while individual counselling was
seen as helpful, only the depressed women made use of it in a sustained way while the
depressed men attended only one or two sessions. This is consistent with what is
known about male use of therapy (Addis & Mahalik, 2003).

This thesis does not address the question of whether women come to relationships with
attachment difficulties or whether these result from being married to unsupportive men.
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This is not an easy question to answer and inevitably includes the question of why
unsatisfactory partners are chosen in the first place. Possible explanations include
adverse developmental factors leading to insecure attachment, depression, and the
choice of unsupportive partners.

In summary, the findings of the research outlined in this thesis suggest that an
interpersonal model of depression that focuses on couples would need to include
1. a systemic conceptualisation of depression,
2. an acknowledgement of the increased likelihood of fearful attachment as an
issue for depressed women and dismissive attachment for depressed men,
3. an understanding of the shared construction of a story about depression.

9.5. An interactional model

9.5.1. The elements of a comprehensive model. As discussed in Chapter 7 (Section
7.5.1.), an interactional theory of depression that includes partners and reflects the
differences between men and women has been difficult to develop. The wide array of
literature reviewed in this thesis has considered variables that may act as predisposing,
precipitating, perpetuating, or protective factors for depression. The task of putting
these variables together in an integrated framework is complex and challenging (Coyne,
1999). In her discussion of the necessary features of a comprehensive model of the
effects of parental depression on children, Hammen outlined the complexity of the task
of developing comprehensive models related to depression (Hammen, 2009). She
suggested that predisposing factors related to early environment are likely to involve a
complex interplay between variables, such as adverse environment and negative
relationships. These relationships have biological and generational antecedents and
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impact on the development and functioning of the child. Such a model requires the
inclusion of multivariate and integrative components. This implies the assumption that
single, main effects models are ill-suited to capturing the effects of multiple
contributors. In addition, models in the area of depression need to emphasise the
transactional processes in which components and outcomes may have bidirectional
effects. Not only does the complexity of associations need to be acknowledged, “but
also the interactive and interrelated effects of variables such as depression, interpersonal
(parental and marital) discord, biological variables, cognitions and stressors” (Hammen,
2009, p. 295). This approach also emphasises the need for a developmental perspective
that emphasises the role of different variables, mechanisms of transmission of forms of
maladjustment at different stages of development, in addition to the cumulative
consequences of subsequent development (Hammen, 2006).

9.5.2. What a model needs to explain. Any model which focuses on gender
differences in depression needs to say something about depression onset, length of
episode, recurrence and chronicity. Most of the theories of why women are more
vulnerable to depression than men imply that women should have more first onsets,
longer episodes, and more recurrent episodes. However, most of the current evidence
only supports more first episodes and greater chronicity (Boland & Keller, 2009;
Hankin & Abramson, 2001). This evidence has largely been ignored by researchers on
gender differences (Nolen-Hoeksema & Hilt, 2009). It may be that the evidence needs
to distinguish more specifically between subgroups of depressed individuals, e.g.
married women. Because so many biological, psychological and interpersonal
processes are changed or exacerbated by depression, the challenge for researchers is to
determine what processes make depression self-perpetuating once it begins and how
interventions can be more specifically targeted (Nolen-Hoeksema & Hilt, 2009).
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9.5.3. A model of the difference between depressed women and depressed men in
relationships. Figure 9.1 presents a conceptual model for depressed women in
relationships derived from the findings of this thesis and Figure 9.2 presents a similar
model for depressed men in relationships. These models are simplified representations
of what are very complex inter-relationships between multiple variables. This model is
based on a theoretical paper by Riggs (2010) of hypothesised hierarchical regression
models for relationship adjustment, psychological aggression, and psychological
victimisation but departs significantly from that work in the current focus on gender and
relationships (see Riggs, 2010, p. 6). The following description of these proposed
models focuses most specifically on the implications of the couple relationship.

Both models postulate that early negative parental behaviour or maltreatment (either
sexual, physical or emotional is a predisposing factor (the trend, in Study 2, for both
male and female depressed groups to score more highly on Young’s Early Maladaptive
Schema Questionnaire is consistent with this). There is considerable evidence to
support a relationship between sexual and physical abuse and depression (e.g. Kendler,
Kuhn, & Prescott, 2004). More recently, research has focused on the impact of
emotional abuse, suggesting that, relative to other forms of abuse, it has specific and
independent consequences (Riggs, 2010). This research on emotional abuse and neglect
proposes that maltreatment by attachment figures in infancy (e.g. strong rejection,
intrusive or controlling, hostile, or frightening behaviour) contributes to the
development of insecure attachment organisation (Riggs, 2010). The model proposed
here is that early abuse (physical, sexual or emotional) leads to both insecure attachment
and maladaptive schema for male and female children. This is derived from and
consistent with the model proposed by Riggs (2010). The interaction of insecure
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Early Maltreatment
Sexual, physical,
Emotional abuse

Disorganised or
Fearful Attachment

Emotional
Hyperactivation

Maladaptive Schema

Negative Model
of Self in
Relationships

Negative Model
of Other in
Relationships

Maladaptive Coping Strategies
and Cognitive Styles

Depression

Interpersonal
Functioning

Partner Critical in
Relationship

Poor Partner
Choice

Demanding in
Relationship

Adult Fearful
Attachment Style

Partner Avoidant
in Relationship

Increased Stress in
Relationship
Figure 9.1. Hypothesised conceptual model for depressed women in relationships.
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Early Maltreatment
Sexual, physical,
Emotional abuse

Dismissive Attachment

Emotional
De-activation

Maladaptive Schema

Positive Model
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Partner Distant in
Relationship

Random
Partnering

Distant in
Relationship

Adult Dismissive
Attachment Style

Partner Contributes
Positively to Relationship

Stable Relationship
Functioning

Figure 9.2. Hypothesised conceptual model for depressed men in relationships.
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attachment styles, poor support, and childhood neglect and abuse are features of a
number of models of clinical depression (Bifulco, Moran, Ball, & Lillie, 2002).

The gender specific models outlined here extend beyond Riggs’ model to propose that
differences between men and women occur in the type of insecure attachment style
that most frequently develops. In line with the findings of Study 2, it is proposed that
female children are more likely to develop a disorganised attachment style (having
characteristics of both avoidant and anxious attachment) which is referred to as fearful
attachment style in the adult attachment literature (Gentzler, Kerns, & Keener, 2010). It
is hypothesised that male children are more likely to develop a dismissive attachment
style. While much early research, done with young children, found no sex difference in
insecure attachment styles, more recent work has demonstrated the emergence of a sex
difference in the period of middle childhood (age 7 -11 years) with insecure males
becoming more avoidant in attachment style while insecure females were more
ambivalent/preoccupied (Del Giudice, 2008; Del Giudice & Belsky, 2010; Del Giudice,
2011). Del Giudice suggests that this change occurs during the time of adrenarche and
is hormonally mediated (Del Giudice, 2011). Alternative explanations, including the
greater importance of relationships to girls, are possible but remain to be investigated
experimentally. Other researchers also acknowledge that there is some evidence to
suggest a gender difference in the prevalence of dismissing and fearful forms of
avoidance (Ein-Dor, Mikulincer, Doron, & Shaver, 2010).

As represented diagrammatically in Figure 9.1, for women, disorganised or fearful
attachment and maladaptive early schemas are associated with emotional
hyperactivation, negative view of self and ambivalent view of others (Mikulincer,
Shaver, & Pereg, 2003; Shaver & Mikulincer, 2002). It is proposed that this leads to
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maladaptive coping strategies, dysfunctional cognitive style (including rumination) and
approach-avoidance strategies (including excessive reassurance and support seeking,
followed by rejection). In other words, there are a number of interactive predisposing
factors that have their origin in early childhood experiences. (These variables have
previously been discussed in detail in Chapters 3 and 5). A significant life stress or the
impact of ongoing chronic stress acts as a precipitating factor that leads to depression,
which in turn, contributes to a stressful environment. These predisposing factors and the
onset of depression then result in poor interpersonal functioning and the continuation of
anxious/preoccupied style attachment into adulthood. In this way, a self-perpetuating,
reciprocal relationship between stress and depression develops, influenced by a variety
of adverse predisposing factors, in which some individuals contribute, by their
behaviours, to the ongoing generation of stress and depression (e.g. Hammen, 2006;
Hammen et al., 2011). Difficult interpersonal experiences with peers and romantic
partners may contribute to the choice of a ‘damaged partner’ due to the influence of a
negative view of self and deficits in cognitive style and interpersonal skills (Ingram et
al., 1998; Davila, 2001). Adult attachment style is reciprocally related to both the
quality of ongoing close relationships and attitudes to relationships in general (Bifulco
et al., 2002). Study 2 found that fearful attachment was most common in depressed
women, in line with some previous research (Carnelly et al., 1994; Reiss & Grenyer,
2004; Whiffen et al., 2001). Other studies have found a predominance of preoccupied
style (e.g. Carnelley et al., 1994), although these different research findings have been
attributed to differences in the populations sampled, with fearful attachment being more
common in clinical samples (e.g. Roberts, Gotlib, & Kassel, 1996; Carnelley et al.,
1994; Whiffen et al., 2001; Reis & Grenyer, 2004). This difference may also be related
to other variables, such as differing amounts of experience in relationships and may be
more likely to develop in the context of a long term relationship.
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In terms of partner choice, two possible dynamics are proposed. Partners will either be
avoidant or that they will respond critically. If the male partner is avoidant (as occurred
in Study 3), the woman is likely to ruminate, escalate emotionally focused care seeking
and frustration, and independently construct a story about blame (directed towards self
or partner). An interaction develops, with a pattern of increasing negativity which
results in increasing criticism of the partner or of the self. This is likely to result in
increased avoidance by the partner (as occurred in Study 3, particularly for couple D).
If the partner responds critically, the woman’s view of relationships as undependable is
reinforced and her emotional hyperactivation is likely to increase. This leads the
woman to a chronic sense of frustration due to her unfilled needs for demonstrations of
love and security (Mikulincer et al., 2002). In both circumstances, an interactional
pattern develops which is consistent with ongoing stress generation. This understanding
of stress generation reflects the recent development in the literature from a focus on
acute life events to a broader level of analysis that recognises the creation of stressful
contexts or selection into ongoing life circumstances that have a likelihood of
continuing or intermittent stressors (Hammen et al., 2011). These contexts involve
ongoing relationships with others, involve demands that may exceed the person’s
resources, are enduring, and typically effect life on a day to day basis (Hammen et al.,
2011). The pattern becomes established and results in a context that is characterised by
chronic and recurrent depression and marital dysfunction. There is accumulating
evidence of a gender difference in stress generation indicating that it may be of greater
relevance to women than men (Liu & Alloy, 2010). Partners who are critical or
disengaged reflect back an image of the self as unlovable, which reinforces depression
and insecure attachment style (Whiffen, 2005). In this way, depression for these women
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and their partners represents an ongoing, systemic experience in which partners are
actively involved in the experience of depression.

A model for male depression is represented in Figure 9.2. (p225). It is proposed that
males are more likely to demonstrate a dismissive attachment style, as was found in
Study 2. This dismissive attachment style emerges in middle childhood for insecurely
attached males (Del Giudice, 2008; Del Giudice & Belsky, 2010a; Del Giudice, 2011).
Dismissive attachment style and early maladaptive schemas are associated with
emotional deactivation or inhibition of distress (Ein-Dor et al., 2011), a positive view of
self, and a negative view of others. This style leads to maladaptive coping primarily
involving avoidance, withdrawal and outbursts of irritability. These variables represent
predisposing factors. A significant life stress or the influence of ongoing chronic stress
is a precipitating factor leading to depression. These factors are interactively associated
with avoidance in interpersonal functioning and the continuation of dismissive
attachment into adulthood. Because there is a positive view of self but a negative view
of others, partner choice may be influenced by variables such as sexual attraction or
other practical considerations. Avoidant individuals have been shown to respond to
marital dysfunction with little change in depressed mood, possibly because they remain
aloof from their primary relationship regardless of the level of marital adjustment, thus
rendering their depressive symptomatology immune to fluctuations in relationship
functioning (Scott & Cordova, 2002). Female partners may respond to a dismissive
attachment style by accepting a distant relationship or by actively working to build the
relationship. As women are generally more active in doing the work of relationships,
female partners are likely to be more motivated to be actively involved in maintaining
harmony. Unresponsive behaviour in men may be more readily attributed to gendered
behaviour rather than lack of love by their partners (Whiffen, 2005). Overall, research
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has demonstrated that wives tend to feel more responsible for managing their
relationships (Nolen Hoeksema & Girgus, 1994; Vogel & Carney, 2002) and may be
more sensitive to relationship problems than their husbands (Bradbury, Beach, Fincham,
& Nelson, 1996). Women report using relationship maintenance strategies more than
their husbands do (Ragsdale, 1996). While the expression of depression may put
pressure on the relationship, negative cognitions are less likely to be about the
relationship. (These negative cognitions for men may be more related to achievement,
as suggested in Study 3 where AM’s concerns were primarily related to difficulties with
“doing” when depressed). Hence it may be more likely that the couple will be able to
externalise depression and possible causes (as demonstrated by couple A in Study 3)
and reinforce their relationship. Female partners are also more likely to contribute to a
shared story (as demonstrated by both couple A and couple B in Study 3), increasing the
likelihood that the shared attributions developed will be less depressogenic. Whilst
these male coping styles of withdrawal and outbursts of anger may have a negative
impact on female partners, these behaviours may have less impact on a relationship than
a climate of pervasive negative emotion typical of the relationship of a fearfully
attached woman and her partner.

These models provide an explanation for the finding that the proportional effect of
depression reported by the wife may exert greater negative impact on marital
communication and the marital relationship than that reported by the husband.
Evidence for this hypothesis comes from a study by Jacob and Johnson (1997), which
reported that families with a depressed mother display greater negativity and less
positivity than families with a depressed father.
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Interpersonal theories of depression have been criticised for not offering an explanation
of first onset of depression (Nolen-Hoeksema & Hilt, 2009). It has been suggested that
they may be best understood as theories of relapse rather than initial onset (Rehman et
al., 2008). However, if a life-span perspective is taken, as in the models proposed, the
impact of the relational context on depression can be traced from early development in
the parent child interaction to the maintaining effect of the adult couple relationship,
particularly for women. These models suggest that the couple relationship is less
central for the experience of depression for men, although it can impact on that
experience, for example, through the creation of a supportive shared narrative that
externalises the causes of depression (cf Study 3). Further research is needed to test the
hypotheses proposed by these models.

9.6. Therapy

The models proposed have significant implications for therapy in that they encourage a
focus on both attachment style and the couple relationship. Attachment style has an
impact on treatment in general, including the more traditional, individual psychological
therapies for depression, such as cognitive behaviour therapy. There is considerable
evidence to indicate that there is a modest relationship between attachment style and the
therapeutic relationship, with individuals with insecure attachment styles having more
difficulty forming an effective therapeutic alliance (Diener & Monroe, 2011). Fearful
attachment style has been demonstrated to impede response to therapy for women
(Cyranowski et al., 2002). High levels of fearful attachment had a negative impact
particularly in the first six sessions of therapy, during the process of trust and rapport
building, for both men and women (Reis & Grenyer, 2004b). Fearful clients may
disengage to avoid possible rejection. They tend to vacillate between approach
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behaviours such as reassurance seeking and withdrawal. Dismissive attachment is
hypothesised to be associated with poor motivation to develop a relationship in therapy
(Reis & Grenyer, 2004b). In a study of diabetic patients, dismissive attachment style
was found to be associated with reduced adherence with treatment recommendations as
these patients saw themselves as self-sufficient (Ciechanowski et al., 2004).
Attachment-related dysfunctional working models of self and others predicted poorer
problem solving and less improvement in psychopathology in an evaluation of outcome
in couple therapy (Conradi, De Jonge, Neeleman, Simons, & Sytema, 2011). Interview
data from Study 3 is consistent with this research, with the depressed women valuing
support rather than change oriented therapy and the depressed men failing to engage
with therapy in an ongoing way. Emotion Focused Therapy (EFT) is an evidence based
therapy that focuses on attachment needs in the couple relationship (Johnson, 1996;
Johnson & Whiffen, 2003). It provides a promising approach to the treatment of
depression. One of the major tasks of EFT is to replace the often held belief that
unresponsive individuals devalue their partners with the more benign inference that
apparent unresponsiveness is helplessness related to lack of knowledge about how to
provide comfort (Whiffen, 2005).

9.7. Conclusion

This thesis looked at the question of why it has been so difficult to develop a
satisfactory explanation for the consistent finding of a gender difference in depression.
It has looked in detail at the context of these findings and has clarified the concepts and
assumptions involved. The impact of the dominant medical model on attempts to
acknowledge the interpersonal context has been explored and the complexity of the
challenge of developing a comprehensive model was acknowledged. A possible
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interpersonal model was proposed to contribute to a better understanding of the gender
difference in depression. An interpersonal perspective suggests a shift in the view of
what might be appropriate treatment, encouraging a focus on the possibilities offered by
couple therapy. Depression is a complex disorder with multiple etiological pathways
(Kendler, Kessler, Neale, Heath, & Eaves,1993). Whilst it is unlikely that interpersonal
perspectives alone can sufficiently explain the heterogeneous presentation and course of
depression, it is time to reinstate context into research on depression. This will place an
interactional perspective where it belongs, in the forefront of thinking about the
experience of depression.
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APPENDIX A
List of theories of the gender difference in depression as presented in the Card Sort
Task for Study 1

1.

Rumination, involving the focusing of attention on depressive symptoms and
their implications, is more common in women than in men.

2. Body dissatisfaction associated with the biological changes of adolescence occurs
more frequently in girls than boys.
3. Instrumentality (i.e. a personality style focused on action) is more common in
men than women.
4.

Differences in relative activation between the left and right hemispheres of the
brain resulting in a neuropsychological vulnerability towards depression is more
common in women than in men.

5.

Men are more likely than women to exhibit internal rather than external locus of
control.

6.

The matricidal drive (anger towards the mother) stemming from early loss is
internalised in women but not in men.

7.

Low social support has a greater negative impact on coping for women than for
men.

8.

The interaction of more vulnerability factors with greater responsiveness to
negative interpersonal events places women at greater risk of depression than it
does men.

9.

Marriage and homemaking are more costly and less beneficial to women than to
men.

10. Accepted classifications of depression relate to women’s presenting symptoms,
not to men’s.
11. Response to interventions for depression is poorer in women than in men.
12. Suicide occurs as a consequence of depression in men more than in women,
resulting in a female majority of depression survivors.
13. Reporting of depressive symptoms occurs more commonly amongst women than
amongst men.
14. Clinical expectations result in a bias towards diagnosing depression in women
rather than in men.
15. Teenage pregnancy is more common for women than men.
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16. Silencing the self” (silencing one’s own desires and feelings in order to nurture
and meet the needs of a partner) is more common in women than in men.
17. Single parent status is more common for women than men.
18. Cognitive avoidance coping, involving denying and minimising stressors, is
associated with increases in depression in women, but not in men.
19. Chronic strain involving ongoing environmental and interpersonal pressures is
more common for women than for men.
20. Coping styles with a primary focus on problem solving are more common in men
than women.
21. Poorer treatment outcomes for depression result in more sustained disability and
greater vulnerability to relapse in women than in men.
22. Traditional female roles result in greater stress and fewer coping resources than
traditional male roles.
23. Help seeking for depression is more prevalent amongst women than amongst
men.
24. Resilience (an individual’s personal style that facilitates effective coping with
difficulties) is more common in men than women.
25. Initial high levels of adolescent depression in girls creates a vulnerability to
subsequent negative thoughts and negative life experiences in adult women.
26. Women have a greater tendency to recall intense emotional experiences than men
do.
27. Depression is more common in women than in men because it evolves in relation
to the process of social competition as an unconscious, involuntary losing
strategy enabling the acceptance of defeat and low social rank. This losing
strategy is pertinent to women rather than to men.
28. Marital conflict is more likely to have an impact on women’s emotional
wellbeing than on men’s. Psychological support of marital partners is often less
available for women than for men.
29. The interaction of greater need for attachment relationships with higher
likelihood of adolescent transition difficulties places women at greater risk for
depression than men.

30. Recognition of depressive symptoms is more common amongst women than
amongst men.
31. In a patriarchal society, women have less social and economic power than men.
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32. Expression of depressive symptoms has more negative social consequences for
men than for women.
33. Conflict between work and family roles is more salient for women than for men.
34. Women have a greater tendency to have intense emotional experiences than men
do.
35. Negative life events are reported more frequently by women.
36. Distracting behaviours are more commonly utilised by men than by women.
37. The experience of being poorly parented as a child is more likely to be
manifested in depressive symptoms for women than for men.
38. Fears of abandonment and longing for love resulting in anaclitic or dependent
depression are more common in women than in men.
39. Childhood sexual abuse is more common in women than in men.
40. Adolescent girls have lower perceived self-competence than adolescent boys.
41. The traditional female role of homemaker is devalued whilst the traditional male
role of bread winner is affirmed.
42. Learned helplessness, resulting from the expectation that the outcome of events
will be uncontrollable, is more likely to be experienced by women than by men.
43. Conformity to a restrictive social role is expected of women but not of men.
44. The interaction of stable and global attributions with negative interpersonal
events more commonly leads to hopelessness in women than in men.
45. Social networks may be more demanding than supportive for women than for
men with limited personal resources.
46. Psychiatric disorders associated with depression are more common in women
than in men, increasing their vulnerability to depressive disorder.
47. Low social support is more likely to be a threat to self worth for women than for
men.
48. Women are more negative in cognitive propositions about the self than men.
They experience lower self-esteem, more negative evaluation about the self,
and/or may be higher in self-consciousness or self-preoccupation.
49. Relapse rates for depression are higher in women than in men.
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50. Women but not men have a “sociocultural legacy” of giving priority to others.
This may conflict with a woman’s own needs, resulting in the “unfortunate
solution” of depression.
51. Masculine gender-role orientation is associated with lower levels of depression
than feminine gender-role orientation.
52. Developmental demands on women make them more likely than men to gain
their sense of worth through others.
53. The “cost of caring” (being personally affected by events affecting others) is
greater for women than for men.
54. Economic dependency is more common for women than men.
55. Negative, conflictual relationships are more stressful for women than men
because women experience greater interpersonal connectedness.
56. Poverty is more common for women than men.
57. Coping styles with a primary focus on emotion are more common in women than
in men.
58. Failure is attributed by women, but not men, to internal, global factors.
59. Role overload is more common in employed women than in employed men due
to their traditional primary responsibility for household and childcare duties.
60. Thwarted relational needs have a greater impact on the self worth of women than
of men.
61. Acclaim and reward are more available to men.
62. Attributional complexity in the construction of causality is more common in
women than men.
63. Anger is turned away from the object world and towards the self more often by
women than by men.
64. Neuroticism, involving heightened sensitivity, worry and negative emotions, is
more common in women than men.
65. Unresolved early loss, resulting in self-loathing and self-criticism, is more
common in women than in men.
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Appendix B
Study 2 Information Sheet

School of Psychiatry and Clinical Neurosciences

THEORIES OF GENDER DIFFERENCE IN DEPRESSION
STYLES OF THINKING STUDY
INFORMATION SHEET FOR PARTICIPANTS
CHIEF INVESTIGATOR: Dr Helen Street
RESEARCHER: Sandra Boughton
Department of Psychiatry and Neurosciences, Block D, QEII Medical Centre, Nedlands, WA

The finding that women are twice as likely as men to experience a lifetime episode of major
depression has been described as the most robust in all of psychiatric epidemiology. A range
of explanations have been suggested, involving a variety of biological, sociological or
intrapsychic variables. Our current understanding suggests that there are different types of
depression and that there are important differences between men and women in the types of
factors that play a part in depression. This study is part of a larger project which aims to
investigate aspects of the gender difference in depression. This particular study aims to
determine whether there are differences between men and women in patterns of beliefs and
personality styles which are understood to be relevant to depression.
You have been approached to participate in this study because you are being treated for
depression during your current admission to hospital. As a participant in the study you
will be asked to complete a series of three questionnaires. On completion of the
questionnaires, your thoughts about the experience will be discussed with you. It is
anticipated that the task will take approximately 75 minutes to complete.
You will be free at any time to withdraw consent to participation without adverse
consequences. Your participation in this study does not prejudice any right to
compensation which you may have under statute or common law.
Once the data has been analysed your name will be removed from the study so that
findings remain anonymous. All data will be stored securely for five years.
The results of your questionnaires and any relevance to your treatment will be discussed
with you when they have been completed and scored. A detailed account of the study
findings will be sent to you when the study has been completed.
If you agree to participate in this study, please sign the accompanying consent
form.
If you need more information about this study before you agree to participate (or at
any other time), or if you decide to take part in the study and you experience any
difficulties, please contact Sandra Boughton (040 852 0682) or Dr Helen Street.
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Appendix C
Study 2 Consent Form

School of Psychiatry and Clinical Neurosciences

CONSENT FORM

THEORIES OF GENDER DIFFERENCE IN DEPRESSION
STYLES OF THINKING STUDY
CHIEF INVESTIGATOR: Dr Helen Street
RESEARCHER: Sandra Boughton
Department of Psychiatry and Neurosciences, Block D, QEII Medical Centre,
Nedlands, WA
I,……………………………… have read the information provided and any questions I
have asked have been answered to my satisfaction. I agree to participate in this activity,
realising that I may withdraw at any time without reason and without prejudice (to my
future medical treatment).
I understand that all information provided is treated as strictly confidential and will not
be released by the investigator unless required to by law. I have been advised as to what
data is being collected, what the purpose is, and what will be done with the data upon
completion of the research.
I agree that research data gathered for the study may be published provided my name
and other identifying information is not used.

………………………………… ……………..
Signature of Participant

Date

If you have any complaints regarding the manner in which a research project is
conducted, it may be given to the researchers or, alternatively, to the Secretary,
Human Research Ethics Committee, Registrar’s Office, University of Western
Australia, 35 Stirling Highway, CRAWLEY, WA 6009 (telephone number 9380 3703).

All study participants will be provided with a copy of the Information Sheet and
Consent Form for their personal records.
MBDP 521, 35 Stirling Highway, Crawley 6009, Western Australia – located on 1st floor, D Block, QEII Medical Centre
Telephone: +61 8 9346 2446 Facsimile: +61 8 9346 3828 Email: sandraboughton@bigpond.com.au
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Appendix D
Request for participation in Study 2 published on the Beyondblue website

Differences between men and women living with major depression
Researchers: Sandra Boughton (Clinical Psychologist/PhD candidate) & Assoc. Professor
Helen Street (Supervisor).
Organisation: School of Psychiatry and Clinical Neurosciences, University of Western
Australia.
Details: The finding that women are twice as likely as men to experience an episode of
major depression is well established but difficult to explain. This particular study aims to
determine whether there are differences between men and women in patterns of beliefs and
personality styles which are thought to be related to depression. You will be asked to
complete an online questionnaire that will take approximately 40 minutes to complete.
Participants who complete the questionnaire will go into a draw for a shopping voucher worth
$100.
Participants: Anyone with a diagnosis of major depression (but not also diagnosed with
psychosis) who is aged between 18 and 65 is invited to participate in the study.
Contact: When you make contact with the researcher by email or phone you will be
asked to provide an email address so that the web link for completion of the
questionnaires can be sent to you. If you are interested in obtaining more information or
would like to be involved, please contact the researcher, Sandra Boughton, on 040 852
0682 or at sandraboughton@bigpond.com
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Appendix E
Request for participation in Study 2 published on the University of Western Australia
intranet

Do you know someone who might be interested in taking
part in an online research study on depression?
To participation in this study you need to fulfil the following requirements:
 To have been diagnosed with major depression
 Be aged between 18 and 65
 Not diagnosed with psychosis
Do you know someone who meets the criteria to be involved and may be interested in
completing an online questionnaire? The questionnaire is anonymous and takes 30 -40
minutes to complete. Participants go into a draw to win one of three $100 shopping
vouchers.

Researchers: Sandra Boughton (Clinical Psychologist/PhD candidate) & Associate
Professor Helen Street (Supervisor).
Organisation: School of Psychiatry and Clinical Neurosciences, University of Western
Australia.

I am currently collecting data for a study of major depression as part of my PhD project
which aims to investigate aspects of the gender difference in depression. This particular
study aims to determine whether there are differences between men and women in patterns of
beliefs and personality styles which are thought to be related to depression. This study has
Ethics approval through the University of Western Australia.

What do you need to do?
Simply send an email to
sandraboughton@bigpond.com
A link to the online study questionnaires will be sent to you.
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Appendix F
Participant Information and Consent Form for Study 3

School of Psychiatry and Clinical Neurosciences
MHREC
2008.47

Participant Information and Consent Form
Version 1 Dated 14/08/08
Site: Northern Area Mental Health Service
Full Project Title: Gender Differences in Depression: Couples’
Experiences of Depression

Principal Researcher:

Dr Helen Street

Associate Researcher:

Sandra Boughton

1.

Introduction

You are invited to take part in this research project. Your name has been suggested by
members of the team who have been treating you or your partner. As you or your partner
have experienced depression you may be interested in participating in this study. The aim of
this research is to talk with couples living with depression to understand how depression
impacts on their relationship.
This Participant Information and Consent Form tells you about the research project.
It explains what is involved to help you decide if you want to take part.
Please read this information carefully. Ask questions about anything that you don’t
understand or want to know more about. Before deciding whether or not to take part,
you might want to talk about it with a relative, friend or your local health worker.
Participation in this research is voluntary. If you don’t wish to take part, you don’t have
to.
If you decide you want to take part in the research project, you may be asked to sign the
consent section. By signing it you are telling us that you:
Understand what you have read;
Consent to take part in the research project;
consent to be involved in the procedures described;
Consent to the use of your personal and health information as described.
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You will be given a copy of this Participation Information and Consent Form to
keep.

2.
What is the purpose of this research project?
Depression affects both the depressed person and his or her partner. Past research has tended
to focus on the depressed person and to pay only limited attention to the experience of
partners. We need to know more about the experience of depression for couples and whether
there are differences when women are depressed compared with when men are depressed. It
is hoped that this research will help our understanding of what treatments best meet the needs
of men and women.
8 couples dealing with depression will be taking part in this study. The people taking
part will have learnt about the study from their contact with one of the services of the
Northern Area Mental Health Service.
The results of this research will be used by the researcher, Sandra Boughton, to obtain a
Doctorate of Philosophy (PhD) degree.
3.

What does participation in this research project involve?

After meeting with you and explaining the study, the researcher will wait at least 24
hours so that you have time to think about taking part in the study and to discuss the
study with your partner. If you are both happy to take part, you will each be asked to
sign a copy of this consent form.
Arrangements will be made for an interview session at a time and place which is
convenient for you both. You will each be interviewed on your own and then together
about what it has been like to live with depression. The interviews will take about one
to one and a half hours all together and they will be audiotaped. The researcher will
then type up the interviews from the audiotape and give each of you a copy of your own
individual and couple interviews. You will be asked if you would like to make any
changes or additions to your interviews. If you would like to, you will also be offered
the opportunity, to discuss your interviews in more detail with the researcher.
4.
What are the possible benefits?
The findings of this study will help to better understand the impact that depression has
on the relationships between depressed individuals and their partners. This will allow
us to choose treatment approaches that take the relationship with partners and any
differences between men and women into account. In addition, many people find it
helpful to talk about their experience of depression with a trained clinician. Some
couples have not had the opportunity to talk in detail about living with depression
before. If there are issues which you would like to follow up, the researcher will
suggest possible options for you to discuss with your treating team.
5.
What are the possible risks?
Sometimes it may be upsetting to talk about your experience of depression. The
researcher is an experienced clinical psychologist who will be able to help you if this
should occur. If material comes up in one of the interviews that you do not want to
have recorded the researcher will respect your wishes. The researcher may be contacted
at any time to discuss any issues that come up as a result of the study.
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If you become upset or distressed as a result of your participation in the research, the
researcher is able to arrange for counselling or other appropriate support. Any
counselling or support will be provided by staff who are not members of the research
team. The researcher will provide her contact mobile phone number for participants to
call after the interview if there are any concerns. In addition, the telephone counselling
service at Lifeline is available on a 24 hour basis (131114).

6.

Do I have to take part in this research project?

Participation in any research project is voluntary. If you do not wish to take part, you do
not have to. If you decide to take part and later change your mind, you are free to
withdraw from the project at a later stage.
Your decision whether to take part or not, or to take part and then withdraw, will not
affect your relationship with the researchers or the Northern Area Mental Health
Service.
7.
How will I be informed of the final results of this research project?
If you would like to receive a summary of the results when the research project is
completed they will be posted to you at the address you supply. This will occur by the
end of 2009. The results will be written up as part of a PhD thesis. They will also be
submitted for publication in professional journals and presented to other health
professionals at conferences and education sessions.
8.

What will happen to information about me?

The audiotapes, typed transcripts and the portable computer data storage device
containing your material will be stored securely for 7 years. After this time they will be
destroyed using a service for the disposal of confidential material.
Your audiotape and typed transcript will be coded with a number and stored separately
from your name and other data that may identify you.
The material will be stored in a locked filing cabinet in the researcher’s office at
Darebin Community Mental Health Clinic. Access will be restricted to the researchers.
Any information obtained in connection with this research project that can identify you
will remain confidential and will only be used for the purpose of this research project. It
will only be disclosed with your permission, except as required by law.

In any publication and/or presentation, information will be provided in such a way that
you cannot be identified, except with your permission. Your name, or any other
personal information, will not be included.
9.

Can I access research information kept about me?

In accordance with relevant Australian and/or Victorian privacy and other relevant laws,
you have the right to access the information collected and stored by the researchers
about you. Please contact one of the researchers named at the end of this document if
you would like to access your information.
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In addition, in accordance with regulatory guidelines, the information collected in this
research project will be kept for at least seven years.
10.

Is this research project approved?

The ethical aspects of this research project have been approved by the Human Research
Ethics Committee of North Western Mental Health and the University of Western
Australia.
This project will be carried out according to the National Statement on Ethical Conduct
in Human Research (2007) produced by the National Health and Medical Research
Council of Australia. This statement has been developed to protect the interests of
people who agree to participate in human research studies.

11.

Consent Form

Participant Information and Consent Form
Version 2 Dated 14/08/08
Site: Northern Area Mental Health
Full Project Title: Gender Differences in Depression:
Couples’ Experiences of Depression
I have read, or have had this document read to me in a language that I understand, and I
understand the purposes, procedures and risks of this research project as described
within it.
I have had an opportunity to ask questions and I am satisfied with the answers I have
received.
I freely agree to participate in this research project, as described.
I understand that I will be given a signed copy of this document to keep.
I give permission for the audio recording of my interview

Yes

No

Participant’s name (printed) ……………………………………………………
Signature

Date

Name of Witness to Participant’s Signature (printed)
……………………………………………………..
Signature

Date

Declaration by researcher*: I have given a verbal explanation of the research project, its
procedures and risks and I believe that the participant has understood that explanation.
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Researcher’s name (printed) ……………………………………………………
Signature

Date

Note: All parties signing the consent section must date their own signature.

12.

Who can I contact?

The person you may need to contact will depend on the nature of your query. Therefore,
please note the following:
For further information or appointments:
If you want any further information concerning this project or if you have any problems
which may be related to your involvement in the project (for example, feelings of
distress), you can contact the principal researcher, Sandra Boughton, on 040 852 0682.
For complaints:
If you have any complaints about any aspect of the project, the way it is being
conducted or any questions about being a research participant in general, then you may
contact:
Name: Ms. Michelle Clemson
Position: Manager, Mental Health Research & Ethics Committee
Telephone: (03) 9342 - 7215
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Appendix G
Interview question prompts for Study 3
Couples were interviewed individually and then together. The Interview Schedule
provides a guideline to the material covered but each interview was interactive and
themes introduced by the informants were explored.
Individual interviews
Can you tell me the story of your experience with depression?
Beginnings
How did it begin for you?
Were there experiences in your early years that you think contribute to the way things are
for you now?
View/understanding of depression
What is depression like for you?
How do you explain it?
Have your ideas about depression changed over time?
The role of depression in his/her life
Are there things that you do that influence the depression?
Are there things that your partner does that influence the depression?
Has depression changed anything about you or your life?
What are the best/worst things about living with depression?
The role of depression in your relationship
Can you tell me about the effect that depression has on your relationship now?
How was it different when you first got together?
Has depression changed anything about your partner or your partner’s life?
How does your partner deal with the depression?
In what way is your partner supportive about depression?
Are there things that you would like your partner to do differently?
The future
What do you think things will be like in the future?
Couple interview
Can you tell me the story of the impact of depression on your relationship?
Development over time
How did the two of you come to be together?
Can you tell me how depression has been a part of your relationship over time?
Did depression have any role in your lives in the early days of your relationship?
Can you tell me about the impact of depression on your relationship now?
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Impact on the relationship
How do you think that your relationship would be different if you did not have to deal
with depression?
How has depression influenced your closeness as a couple?
How does it influence the way that you solve problems or resolve conflicts? Can you talk
about some examples?
What is the most difficult thing you have had to deal with as a couple?
Management of depression
Are there things that you do as a couple that help to manage depression?
What have you found most helpful in dealing with depression?
What has helped you both to get to this point?
The future
How does the future seem to you?
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Appendix H
A copy of the publication
Boughton, S., & Street, H. (2007). Integrated review of the social and psychological
gender differences in depression. Australian Psychologist, 42(3), 187-197.
appears on pages 301 – 311
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