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Foreword




The last decade has brought great advances in our understanding of depression and the ways to treat this serious illness. Nonetheless, a majority of patients who suffer from depression do not get appropriately diagnosed or treated. These individuals suffer the significant consequences of untreated mood disturbance. In addition, the impact of depression on others, including partners, friends, and family members who surround those suffering from this illness, is too often underestimated. Despite the consistent finding from well-conducted studies that depression is more common in women than in men and that it is particularly common during the childbearing years, it has really only been during the last fifteen years that attention has been paid to treatment of depression in women during critical times such as pregnancy, the postpartum period, and the interval following miscarriage.

A Deeper Shade of Blue takes great steps to provide us with a clear road map to a more complete understanding of depression during the childbearing years, its recognition and treatment, and indeed the extent to which it is treatable. The information found here will empower those who require treatment to work with those who can provide it.

We have yet to completely understand what underlies women’s vulnerability to depression during critical times in their reproductive years. Meanwhile, too few sources of information on what is presently known have been available thus far. The Internet has vast potential, and yet it can sometimes incompletely inform or even misinform us when we search it for answers. Nor should we have to rely on magazines for discussion of a problem as serious as depression. In A Deeper Shade of Blue, readers will find full explanations regarding a wide range of mood disorders that appear to be linked in some fashion to female reproductive biology. For example, they will find a discussion of PMS, and particularly the more severe form of PMS known as premenstrual dysphoric disorder (PMDD), which used to be a pejorative term but has evolved over the last decade into a more clearly understood problem of mood. They will read a demystifying description of infertility treatments and an honest discussion of the range of experiences associated with pregnancy loss, for which there is not only helpful information but encouragement to follow a woman’s own intuitive feelings, rather than an expectation to “move on” after so significant a loss. They will read straightforward descriptions of what women actually experience during pregnancy, from normal mood swings to clinically significant depression in need of professional evaluation and treatment.

Postpartum depression remains one of the most common complications in modern obstetrics, and yet it remains largely undetected and frequently untreated. Just as the general range of feelings experienced by postpartum women varies widely—ambivalence, joy, confusion—postpartum depression may be very different for the single mom, the older mom, the mom managing a fussier baby, the mom caring for a newborn in an unfamiliar culture with a level of support different from her native one.

From PMS, to depression during pregnancy, to postpartum mood disorders, women need to be able to distinguish what is normal from what is more serious and in need of definitive treatment. Perhaps the most critical message of this book is that a failure to recognize and treat depression during the childbearing years cannot be an option. With the publication of A Deeper Shade of Blue, women are given a valuable resource that offers them a way to better understand depression as they collaborate with family, friends, and care providers in the process of treatment and recovery.

 

Lee S. Cohen, MD

Boston, Massachusetts

February 2006









Part One

Introduction











Chapter 1

A Neglected Problem



Depression During the Childbearing Years


Despite the intense efforts of the medical community and the media to publicize the problem of depression and to educate the public, depression remains both confusing and controversial. For many, depression can be a serious and potentially life-threatening problem. The tragedy surrounding Andrea Yates and the death of her five children in 2000 stands as a testament to the devastating effects of mental illness. Depression, however, refers to a wide-ranging spectrum of problems. For those familiar with depression, this is a potentially life-ravaging illness, yet the word depression has entered into our daily lexicon and is often used to describe any unpleasant mood or feeling. And far too commonly, depression is portrayed as a malady of the self-obsessed—a sign of self-indulgence or an excuse for laziness or bad behavior.

Over the past decade, many have worked to correct these misperceptions, yet, according to a recent survey conducted by the National Mental Health Association, Americans are more likely to view depression as a sign of personal weakness than as an illness. Depression, however, is not simply a symptom of a weak character or an exaggerated response to the stresses of daily living. It is a real and potentially devastating illness. While it may vary tremendously from person to person in terms of its severity and its spectrum of symptoms, depression, when left untreated, is an illness that threatens a person’s capacity to function effectively and to derive pleasure from life.

Although depression affects both men and women of all ages, women are more vulnerable to this illness, particularly during their childbearing years. Despite a much more sophisticated understanding of depression over the last few decades and the development of highly effective treatments for this illness, far too many women with depression do not receive the attention and treatment they need and deserve. Depression frequently goes undiagnosed, and it is estimated that only about a third of those with depression receive adequate treatment. The situation is even worse when depression emerges during pregnancy or the postpartum period, when even the most severe and disabling symptoms may be overlooked or erroneously considered to be a normal or expected consequence of having a child. Furthermore, an expectant or new mother, when she is not able to understand why she is feeling depressed at a time when she is expected to feel unambivalently happy, is frequently too ashamed to ask for help.

Understanding the Scope of the Problem

Let’s start with the basics. Depression is one of the most common illnesses among Americans today. The National Institutes of Mental Health estimates that in any given year about 10 percent of the adult population in the United States—at least 18 million people—suffer from this disorder. Just to put this in perspective, about 17 million Americans suffer from asthma, 15 million from heart disease, and 10 million from diabetes. Although there has been a tendency to downplay depression or to consider this disorder as distinct from, and therefore less severe than, other types of medical illness, depression is a leading cause of disability throughout the world. According to a study conducted by the Harvard School of Public Health and the World Health Organization (WHO), depression-related disability is significant and exceeds that caused by other chronic medical conditions, including high blood pressure, diabetes, and arthritis. Furthermore, the WHO predicts that depression will become the second leading cause of premature death and disability worldwide by the year 2020.

Women are disproportionately affected by depression. In fact, depression is about twice as common in women as in men, with about 1 woman in 4 suffering from depression at some point during her lifetime. Depression may strike at any time, but women appear to be particularly vulnerable during their childbearing years. Women are at highest risk for depression during pregnancy and shortly after delivery. One recent study indicated that as many as 25 percent of women suffer from depression during either pregnancy or the postpartum period. The number of women affected by depression in this context is staggering. Each year in the United States, almost 4 million women give birth to a child, and at least a million of these women experience depression either during pregnancy or after childbirth. Add to that the significant number of women who develop depression in the context of infertility problems, and you have a major public health problem. Yet, in most of these women, the illness goes unrecognized and untreated.

A Neglected Problem

In her short story “The Yellow Wallpaper,” written more than one hundred years ago in 1896, feminist writer Charlotte Perkins Gilman chronicled the experiences of a woman suffering from severe depression after the birth of her child: her inability to care for her infant and her deteriorating relationship with her husband, culminating in a profound and rather disturbing detachment from the world around her. One of the most striking aspects of the story is the narrator’s struggle to make sense of what was happening to her as she tries to overcome her feelings of helplessness and hopelessness.


John [her husband] is a physician, and perhaps—(I would not say it to a living soul, of course, but this is dead paper and a great relief to my mind)—perhaps that is one reason I do not get well faster.

You see he does not believe I am sick!

And what can one do?

If a physician of high standing, and one’s own husband, assures friends and relatives that there is really nothing the matter with one but temporary nervous depression—a slight hysterical tendency—what is one to do?



Gilman, like the narrator in her story, suffered from postpartum depression and was frustrated by her condition and the inability (or unwillingness) of others, including her physician husband, to recognize the severity of her problem. A century later, Susan Kushner Resnick, in her memoir Sleepless Days, wrote of her experiences with postpartum depression and described a similar struggle to understand and to recover from this illness. After months of sleepless nights and a steadily mounting sense of desperation, Resnick finally reached out to her physician for help. He diagnosed her with “housewife’s anxiety” and suggested that she take a vacation. Despite a far more refined understanding of depression over the last hundred years, women who suffer from postpartum depression continue to be misunderstood and overlooked.

Even more invisible are the women who suffer from depression during pregnancy. Pregnancy has been heralded as a time of emotional well-being, and it has long been assumed that pregnant women simply do not get depressed. While pregnancy may bring joy and excitement, women are by no means immune to depression during pregnancy. Recent studies indicate that during pregnancy, about 20 percent of women experience significant levels of depression, suggesting that depression during pregnancy (also called antenatal depression) is just as common as postpartum depression. Particularly vulnerable are those women who have suffered from depression before becoming pregnant; they have about a 50 percent chance of becoming depressed during pregnancy. What is especially concerning is the lack of attention to this serious problem. Most women who suffer from depression during pregnancy go unrecognized, with one study revealing that 85 percent of them received no treatment whatsoever. Given that depression affects such a large number of women, depression during pregnancy is clearly a problem of immense proportions, an issue the public (and many health care professionals) have not yet addressed.

Also at high risk for depression are those women who are struggling to have children. For about 10 percent to 20 percent of women, pregnancy ends in miscarriage. Although the emotional impact of miscarriage is often minimized, many women suffer from depression after the loss of a pregnancy. In addition, it is estimated that about 9 million American women have experienced fertility problems, and as more women delay their plans to have children, this number is steadily rising. Obviously, discovering that one may be infertile is stressful and potentially devastating in and of itself; however, as a woman pursues infertility treatment and attempts to get pregnant, her emotional distress may be intensified and she is particularly vulnerable to depression. In fact, recent studies indicate that about one-quarter of women receiving infertility treatment may develop significant depression or anxiety. Particularly concerning is the long duration of depression under these circumstances, as treatment for most couples may drag on for several years.

Depression and the Family

What is most concerning is the unequivocally negative impact of maternal depression on the family. Because of the central role a mother occupies within the family, her depression sends ripples throughout the entire family and may have a significant impact on her children, her husband, and others close to her. One study after another has demonstrated that depression in the mother may lead to a constellation of problems in her child: sleep and feeding problems, developmental delays, and various behavioral problems, including aggression. There are also other risks to consider. The tragic deaths of five children at the hands of their mother, Andrea Yates, focused media attention on maternal depression and its potentially devastating effects on the family. While this case is unusual and certainly extreme, it has pushed us to understand the importance of emotional well-being in the mother. This tragic event has highlighted the importance of educating women and their families about depression and how it may affect the family.

How to Use This Book

A Deeper Shade of Blue will discuss depression as it occurs in childbearing women and will focus on the broad range of emotional problems women experience prior to conception, during pregnancy, and after delivery. Part One addresses the problem of depression in women, with the goal of understanding why women are so vulnerable to this disorder and recognizing the significant impact depression may have on the family. Part Two explores the immense psychological changes a woman must undergo as she becomes a mother and how these changes may make her more vulnerable to stress and depression during the reproductive years. There are specific sections on the emotional issues surrounding infertility and pregnancy loss. Part Three focuses on the issues many women face after delivery as they adjust to their new role and includes a detailed discussion of the many different types of emotional problems women may encounter, including postpartum depression.

Depression affects a woman’s ability to function, to interact with others, and to derive pleasure from her life. Given a woman’s central role in both her family and society, when a mother suffers from depression, everyone around her suffers as well. This is especially true for her children; thus, the final section of this book focuses on how to manage the symptoms of depression and how to minimize the negative effects of depression on the family. Depression is a highly treatable illness and the potentially devastating effects of depression can be prevented. Particularly when depression occurs during pregnancy, women often receive the message that there are no options for treatment. This is simply not true. You will learn strategies for improving your relationship with your partner and bolstering your support network, and you will find practical information on seeking professional treatment. Also included is a summary of the most up-to-date information on effective therapies for depression, with special emphasis on the use of medication during pregnancy and breastfeeding.

One of the most important goals of A Deeper Shade of Blue is to help you to learn how to recognize depression and to understand your risk for this illness. Too often, women who suffer from depression during pregnancy or after the birth of a child do not know where to turn for information or for help. They find that others, even health care professionals, may lack a good understanding of the problems they are experiencing. Furthermore, their efforts to seek help may be thwarted by the many myths surrounding this problem. They are told that what they are experiencing is normal. It is not serious. It will go away on its own. However, depression is never “normal” and should never, under any circumstances, be ignored. While this book should not be considered as a substitute for professional care, A Deeper Shade of Blue will provide the information you need so that you may obtain the care you need and deserve. And it may also help others understand what you are experiencing.

A Deeper Shade of Blue is not only for women suffering from depression; it is for those women who are planning to conceive or who are in the early stages of pregnancy and are concerned about their risk of developing depression. With the advent of newer and more effective antidepressants, a large population of childbearing women are now taking antidepressant medications on a regular basis. For these women, pregnancy is a more complicated issue, since the decision to become pregnant is mingled with questions regarding their risk for illness during pregnancy and the postpartum period and concerns regarding the types of treatment available. Many women have taken antidepressant medications for many years and have questions regarding the use of these drugs during pregnancy and while nursing. What is clear is the considerable anxiety these women must bear in making these decisions regarding their treatment and the paucity of resources for women who are seeking this type of information. A Deeper Shade of Blue will help to fill this gap and will provide accurate up-to-date data so that you, in collaboration with your own physician, can make the most informed decisions regarding your care during pregnancy and beyond.









Chapter 2

Hormones and Mood



Understanding What Causes Depression
in Women


As long as we have known about depression, we have wondered about its causes. Although much attention has been focused on this area, many questions remain. Like other types of psychiatric illness, depression tends to run in families, and a vulnerability to depression is strongly influenced by genetic factors. But genes are not all that determines whether you will suffer from depression. Your early childhood experiences, your personality style, and life experiences all influence your susceptibility to this illness.

Particularly pressing is the question of why women are so much more vulnerable to this disorder than men. Many have attributed this disparity to the various stresses women face as a result of their gender and the demands women face as they occupy multiple—and often conflicting—roles within the family, in the community, and at work. Over the last decade, researchers have also focused on the role of reproductive hormones, particularly estrogen. While it seems that many different factors may cause depression in women, depression should never be considered a “normal” or expected consequence of being a woman.

What Is Depression?

What exactly is depression? In the simplest terms, depression is a mood disorder; people with depression feel sad or down or they are unable to feel pleasure. Depression is to some degree a more exaggerated form of emotions we normally feel; however, clinical depression is not merely having a bad day or feeling upset about a specific something. It is a more pervasive and persistent feeling of sadness that does not seem to lift, lasting for weeks or even months at a time. Depression affects how you think, how you act, and how you interact with others. When you are depressed, you may try to cheer yourself up and to pull yourself out of it; however, when it’s a real depression, these efforts are usually only fleetingly successful.

Anyone may suffer from depression; however, it is an experience that is shaped by one’s history, personality, religion, society, and culture. With so many different factors acting in concert, depression may present itself in a startling spectrum of forms. What perhaps is so confusing is that two people may suffer from the same disease and yet look so different. Here are some examples:


Susan is twenty-eight, single, and recently moved to New York to work as a management consultant. At first she was very excited about and enjoyed her new job, but she now finds it difficult to motivate herself. She feels bored. She has never missed a day of work and has received relatively good reviews, but her home life is a different story. She never has the energy to cook, her apartment is embarrassingly cluttered and dirty, and she is habitually late in paying her bills. She avoids the phone, and most of the time she prefers to stay at home, telling her friends that she is too busy or too exhausted to go out. She feels lonely but at the same time helpless to do anything to improve her situation.

Samantha is forty-six and the mother of two children. About five years after the birth of her second child, Samantha discovered her husband was having an affair. Although she wanted to try to repair the relationship, her husband was determined to leave. Samantha was devastated. She had always pointed to her relationship with her husband as one of the accomplishments in her life, and she was proud of the life they had built together. She felt like a failure. Over the past year, she has become progressively more depressed and despairing. Despite encouragement from friends and family, she cannot imagine that she will be able to go on with her life. She is not able to sleep and spends much of the night pacing around the house. During the day, she is too exhausted to do much. She sends her children off to school and spends the rest of the day in bed. She finds herself crying—sobbing, in fact—throughout the day. Recently, she even started to have thoughts about killing herself; she feels worthless and sometimes wonders if her family would be better off without her.

Jessica is twenty. She was originally from rural Pennsylvania but ran away from home at the age of fourteen in order to escape an abusive stepfather. She now lives in Los Angeles and since arriving two years ago, she has been homeless. She has a long history of alcohol problems, but occasionally she uses heroin. She has struggled with depression since she was eight or nine years old. She is able to enjoy herself only when she is high and finds herself using more and more heroin, particularly when she is at her lowest. She has tried to commit suicide by overdose on multiple occasions, and she has been psychiatrically hospitalized about a dozen times. She continues to feel that suicide may be her only way to escape her problems.



All three of these women suffer from depression, yet the manifestations of the illness and the factors that have contributed to it are so entirely different that it may be difficult to think of these three people as experiencing the same disease. Most people would agree that Samantha is depressed, whereas many would be more likely to describe Susan as going through a difficult transition. In contrast, Jessica has had problems with depression since her childhood, yet it has been overshadowed by her problems with alcohol and drugs.

Because it comes in so many different forms and appears to have so many different causes, depression is often difficult to diagnose and easily overlooked. There are no blood tests or diagnostic tests to confirm the diagnosis. The signs of depression are not visible on a CT scan or an MRI. So how do we know it’s depression? To make the diagnosis, doctors must rely on identifying a constellation of characteristic symptoms.

What most people call “clinical depression” is what psychiatrists call major depression. No matter when or in whom depression occurs there are certain common features. At the core of this disorder is a disturbance of mood—a sadness, a sense of depression or despair, an inability to enjoy yourself. It interferes with your ability to function; it is more difficult to motivate yourself and to work productively. It diminishes your sense of confidence and can make you feel helpless or ineffective. It affects every aspect of your life.

Depression not only affects how you feel, but it also affects how you think. Even if you are normally a rational and levelheaded person, depression can distort and disfigure how you look at and interpret the world. If you are depressed, you may feel less attractive, less intelligent, less competent, and less likable. You may feel pessimistic about your ability to accomplish a task or project, or it may seem like everything is an uphill battle. You may feel like your situation will never get better. When depression colors your world, experiences and external events are often misinterpreted. You may feel overly sensitive and may feel that others are criticizing or attacking you.

Depression also affects how you respond to and interact with others. If you are depressed, it may become more difficult for you to be around other people, and you may find it exhausting to maintain a friendly, socially engaging façade. You may feel much less confident around others, even people who are very close to you. You may worry that, if you are honest about how you feel, you may bring others down or push them away. You may believe that you and your depression are a burden to others. When you feel this way, the easiest solution may be to isolate yourself.

It is fairly common to feel quite irritable or impatient with others when you are depressed, and for many women irritability is one of the earliest signs of depression. Everything gets under your skin: how other people drive, how slow the checkout line is, how your husband is always ten minutes late, how your mother always gives advice. Sometimes it may be difficult to contain your annoyance, and you may be more argumentative or openly critical of others. Most often it is a woman’s relationship with her partner that is most affected by depression. However, if you have children, you may notice that you are less patient with them and snap more easily.

But depression is not only psychological; there are also physical changes that take place. You may feel extraordinarily tired, unable to generate the energy required to go about your usual activities. Or you may feel very restless or even agitated, finding it difficult to sit still. Most women complain of difficulty falling asleep or discover that they are waking too early in the morning and unable to return to sleep. Or you may find it hard to stay out of bed; you may notice yourself going to bed earlier than usual and resisting getting out of bed in the morning. Often depressed women experience an increase in appetite and a tendency to gain weight; however, if your depression is more severe, there is usually a loss of appetite, which can be particularly problematic if you are pregnant or nursing. You may also notice that it is more difficult to think clearly; this may be experienced as forgetfulness, feeling “foggy” or “scattered,” or not being able to concentrate.

If the depression is very severe, you may feel hopeless and may even think that life is not worth living. If you feel that things will never improve or that you are a burden to other people, you may even think of killing yourself. Although some women do contemplate suicide, women more commonly imagine dying in an accident or having a life-threatening illness rather than actively thinking about killing themselves. However, suicidal thoughts should never be ignored. If you are having these thoughts, this is a serious problem you should discuss with your physician immediately.

Types of Depression

The Diagnostic and Statistical Manual of Mental Disorders, also known as the DSM-IV, contains detailed definitions of the vast spectrum of psychiatric disorders. It defines several different subtypes of depression. These subtypes share the same core symptoms of depression; however, there are some important variations. Although the name is somewhat misleading, atypical depression is the most common type of depression among women. In contrast to melancholic depression, where a person is profoundly depressed and loses pleasure in all aspects of life, those who suffer from atypical depression have a greater degree of mood reactivity. That is, they are able to feel pretty good when something good happens; however, they cannot consistently sustain this mood and find that their mood plummets when something bad happens. They also seem to be more sensitive to criticism or rejection. Those with atypical depression also have some other distinctive symptoms. Whereas those with a melancholic depression experience restlessness, agitation, insomnia, and loss of appetite, those with atypical depression most commonly describe an increased need for sleep, fatigue, and increased appetite or weight gain.

SYMPTOMS OF DEPRESSION

Psychological Symptoms


	Sadness

	Tearfulness

	Lack of interest in usual or pleasurable activities

	Low motivation

	Inability to start or complete tasks

	Pessimism

	Hopelessness

	Feelings of helplessness

	Lack of confidence

	Feelings of incompetence

	Difficulty making decisions

	Irritability or intolerance of others

	Feelings of tension or being on edge

	Numbness, inability to feel intense feelings or intimacy

	Feelings of guilt or shame

	Sensitivity to rejection or criticism

	Feelings of unworthiness

	Thoughts of death or dying

	Suicidal thoughts



Physical Symptoms


	Fatigue or lack of energy

	Restlessness or physical tension

	Difficulty falling asleep or waking frequently or too early (insomnia)

	Sleeping more than usual (hypersomnia)

	Changes in appetite (either eating too much or too little)

	Loss of libido

	Difficulty concentrating or distractibility

	Memory problems

	Frequent physical complaints (headaches, back pain, stomach upset)



In the absence of treatment, the average episode of depression lasts between eight and ten months. For some an episode of depression may last for years at a time, and some research indicates that women tend to have longer episodes of depression than men. While most people have an episodic course of illness, where they have one or more discrete episodes of depression and then return to their normal level of functioning, up to 3 percent of people may have a more chronic problem with low-level depression, an illness that psychiatrists call dysthymia or dysthymic disorder.

The symptoms of dysthymic disorder persist for more than two years. In many cases, the symptoms may be hard to recognize, and it is often difficult to date the earliest beginnings of the illness; in fact, it is fairly common for a person with dysthymia to report that they have felt down or mildly depressed for most of their adult life. Those with dysthymic disorder also complain of other problems, including changes in appetite, sleep disruption, fatigue, poor concentration, low self-esteem, and feelings of hopelessness. Typically the symptoms of dysthymic disorder are less severe and do not impact one’s ability to function to the same degree as the symptoms of major depression. However, those with dysthymia may also suffer from a superimposed episode of major depression. When the two problems occur simultaneously, it is called a “double depression.” Although there is a tendency to think of dysthymia as a more benign version of major depression, it is not. Given its chronic nature, dysthymia may have a significant long-term impact on one’s ability to function and to fully enjoy life.

Bipolar Disorder

In some patients, the downs are only one part of the problem. About 1 percent to 3 percent of the population have bipolar disorder, also known as “manic depression” or “manic-depressive illness.” In contrast to garden-variety depression, or unipolar depression, where there are only periods of depressed mood, bipolar disorder is characterized by dramatic upswings in mood alternating with periods of depression. Those who have bipolar disorder have episodes of euphoric or elevated mood, which is called mania. During a manic episode, they may experience a constellation of symptoms, including increased energy and productivity, decreased need for sleep, an elevated sense of confidence, and increased sociability. Obviously there are certain advantages to this state of being, but for most it is difficult to ride in this perfect zone for a sustained period. People who are manic are often impulsive and lack good judgment regarding their behavior; they go on spending sprees, drive recklessly, act promiscuously, or quit their jobs and travel to unexpected places. And often they crash. They may be so disorganized or disoriented that they cannot function. They may become so irritable or agitated that they snap at others or, in the most extreme examples, they may become physically violent or self-destructive.

SYMPTOMS OF HYPOMANIA AND MANIA

Euphoric or elated mood

Rapidly shifting moods or more intense displays of emotions

Irritability or argumentativeness

Racing thoughts or “flight of ideas”

Increased energy, restlessness, or agitation

Increased productivity or hyperactivity

Talkativeness or rapid speech

Decreased need for sleep

Inflated sense of self-esteem or grandiosity

Disorganized behavior

Impulsive or reckless behavior (spending money, going on trips, quitting job, driving too fast)

Poor insight into own behavior

Increased use of alcohol or drugs

All patients with bipolar disorder have both manic and depressive episodes. In many women, however, the manic episodes often go unnoticed. This is because men, more so than women, tend to have more full-blown manias, and it is often difficult to ignore their symptoms. Women, on the other hand, are more likely to suffer from what is called hypomania, a milder, less dramatic form of mania. During a hypomanic episode, a woman may feel energized, elated, confident, and outgoing. She may be a bit more impulsive or careless. She may seem a little bit too happy or a little bit too excitable, but the symptoms are generally under control and usually do not cause too many problems. In addition, bipolar disorder may be more difficult to detect in women because they tend to ride at the depressive end of the bipolar spectrum; that is, they have more depressive symptoms and fewer hypomanic or manic episodes than men. And when women get manic, they more often have what is called a mixed episode, where they experience symptoms of depression and mania at the same time. In this situation a woman is depressed or down, but she may be more anxious, agitated, impulsive, or irritable than a woman with a simple major depression. In these women, it may be very difficult to recognize bipolar disorder, and it is no surprise that many women with bipolar disorder are mistakenly diagnosed with and treated for major depression.

Premenstrual Dysphoric Disorder

Women also differ from men in that they may suffer from depressive disorders specifically linked to reproductive functioning and driven, at least in part, by shifts in the hormonal environment. The best example of this phenomenon is PMS (premenstrual syndrome) or a more severe form of this problem, which is now called premenstrual dysphoric disorder or PMDD. Women with PMDD experience significant mood changes during the one to two weeks preceding their menstrual periods, and it is believed that these mood symptoms are triggered by the hormonal changes associated with the menstrual cycle. (Premenstrual mood changes will be discussed in greater detail later in this chapter.) Similar, but even more dramatic, hormonal changes take place during pregnancy and after delivery and again as a woman transitions to the menopause; these are all times at which women seem to be at greater risk for both depression and anxiety.

Searching for the Cause

Almost everybody who becomes depressed tries to find a reason for his or her malady. Often they can identify some source of stress in their life—an unstable situation at work, marital problems, the loss of a close friend—that may have caused or at least contributed to the depression. Sometimes, it is more difficult to find something wrong, and the appearance of depression is bewildering. This is especially true for the new or expectant mother. Having a child is supposed to be a joyful experience, and a woman is expected to be happy. When depression strikes then, it is particularly unsettling.

Often people try to construct an explanation for their depression, blaming somebody or something for how they feel. “If only my husband were more helpful, I wouldn’t feel so distressed.” “The baby has colic. Who wouldn’t feel depressed in this situation?” It is natural to try to understand why one is depressed. After all, if you can grasp why the problem exists, then you might be able to do something about it or to avoid this problem in the future. But sometimes it is not so easy to find a satisfying explanation, and too often depression is interpreted as a sign of weakness: “Other people don’t get depressed. There must be something wrong with me.” But it’s not so simple.

Depression is a complex disorder, and more often than not it is difficult to point to a single cause for its appearance. It is generally believed that depression may have many different causes and emerges within the context of a complicated interaction of genetic, biologic, psychological, and social factors. Even in one individual, many different factors may contribute to the onset of depression. While the role of external events in bringing on depression has long been studied, scientists now believe that certain people are more prone to depression than others due to their genetic endowment and/or early childhood experiences. A person may go through life without being aware of this vulnerability and without any signs of depression or other type of emotional problems. However, exposure to certain stressors, whether physical or psychological, may reveal this vulnerability to depression.

A Historical Perspective

While we tend to think of depression as a modern ailment, some of the earliest written and most accurate descriptions of this disorder can be found in the works of the early Greeks and in the Bible. The Book of Job provides some of the most evocative descriptions of grief and anguish.

So I am made to possess months of vanity, and wearisome nights are appointed to me.

When I lie down, I say, When shall I arise, and the night be gone? and I am full of tossings to and fro unto the dawning of the day.

My days are swifter than a weaver’s shuttle, and are spent without hope.

O remember that my life is wind: mine eye shall no more see good.

When I say, My bed shall comfort me, my couch shall ease my complaints;

Then thou scarest me with dreams, and terrifiest me through visions:

So that my soul chooseth strangling, and death rather than my life.

I loathe it; I would not live alway: let me alone; for my days are vanity.

—Book of Job 7, King James version

While Job’s suffering was not in Biblical times conceptualized as an illness, the symptoms of which Job complained—the sleepless nights, the loss of joy, feelings of hopelessness, and a wish to die—are identical to those used by clinicians today to diagnose depression. These words speak to the notion that depression is not a concoction of our modern society but a human condition.

Job, like many who have suffered from depression, questioned why he was suffering, what he had done to deserve such pain and anguish. For thousands of years, physicians, scientists, and philosophers have sought the answer. In ancient Greece, the physician Hippocrates believed that one’s health derived from a perfect balance of the four bodily humors (blood, phlegm, yellow bile, and black bile) and that illness occurred when there was imbalance of the humors. He hypothesized that depression (which he called melancholy) occurred when there was an excess of black bile (or melan chole). Within this conceptual framework, the treatment of illness was focused on correcting this imbalance.

In the Middle Ages, depression was viewed within the religious context of the Christian church. The devil was blamed as the cause of all types of illness, and depression was believed to be an outward manifestation of moral weakness or sinfulness. Mental disorders, particularly when severe, were often caught up in the realm of demonic possession and witchcraft. The Malleus Maleficarum (hammer of witches), the authority on witchcraft and the handbook for the Inquisitors, stated that when doctors could find no cause for a disease or when the disease did not respond to traditional treatment (usually bloodletting or purging), it was the work of the devil. During this time women, in particular, were viewed with suspicion, and thousands of women, many of them mentally ill, were imprisoned or burned at the stake.

It wasn’t until the late 1500s that a more benevolent attitude toward the mentally ill took hold, and philosophers and writers began to probe the workings of the human mind. Mental illness was not the purview of physicians but rather a rich source of material for creative thinkers. William Shakespeare provided some of the most accurate and poignant accounts of depression and other types of mental illness. Hamlet most likely suffered from depression, Lady Macbeth from obsessive-compulsive disorder, and King Lear from Alzheimer’s dementia. It could easily be argued that Shakespeare, more so than any physicians of his time, helped to lead the field of psychiatry out of the dark ages. His works addressed a wide array of psychological issues and humanized, rather than demonized, the face of psychiatric illness. It was not until 1621, however, with the publication by Sir Robert Burton of the Anatomy of Melancholy, that a more analytical and scientific approach was employed in the study of mental illness. Burton provided a lengthy and well-researched text that endeavored to understand the causes and effects of depression and set the stage for more modern conceptualizations of this illness.

A More Modern View of Depression

In the early years of the twentieth century, Sigmund Freud revolutionized the field of psychiatry and promoted the concept that one’s behavior is influenced by unconscious psychological processes. According to Freud, psychiatric illness is the product of unresolved childhood conflicts. In his landmark treatise Mourning and Melancholia, Freud conceptualized depression as an exaggerated grief response, a delayed reaction to the loss (either real or symbolic) of an important person (or object) early in life. Melanie Klein, like Freud and many of the psychoanalysts who followed in his footsteps, placed special emphasis on the early relationship with one’s mother. Klein hypothesized that depression occurred when one did not have a positive and nurturing relationship with one’s mother early on in life.

Other theorists have viewed depression within the broader context of social relationships both in and outside of the family. American psychiatrists Adolf Meyer and Harry Stack Sullivan proposed an interpersonal theory of depression. They suggested that those people who experience difficulty in establishing and maintaining successful interpersonal connections are more vulnerable to depression. Developing a supportive social network seems to offer some protection; depression occurs when one experiences disruptions of or conflicts within these important relationships. In support of this theory is the finding that marriage, especially when it is described as satisfying and a source of emotional support, appears to decrease the risk of depression. On the other hand, when a marriage falters or fails, the loss of this important source of emotional intimacy and social connection may be a potent trigger for depression.

The cognitive theory of depression emphasizes the importance of how one perceives oneself and the external world and how these core beliefs may influence vulnerability to depression or other psychological problems. The father of cognitive theory, Aaron Beck, theorized that depression occurs when one has certain distorted patterns of thinking (or cognitions) and behaviors. Specifically, those with depression have a negative concept of themselves and view themselves as deficient, helpless, incompetent, and unlovable. They tend to view the world as very demanding and likely to present obstacles. They do not expect to gain pleasure or gratification from their endeavors, and they readily anticipate their own failure. It is not difficult to imagine how these negative thoughts may help to perpetuate a depressive state of mind and more negative thoughts.

Interesting as they are, many of these early theories have fallen by the wayside in favor of a more biological conceptualization. While it may be appealing to reduce the problem of depression to a simple chemical imbalance, it is important to understand how depression fits within the context of your life. Have there been any losses or childhood experiences that have left you more vulnerable to depression? Are there any current issues that may be contributing to the problem? Questions like these not only help you make sense of your depression, but also this process of understanding these psychological issues lies at the core of talk therapy. For many people, addressing these sorts of questions may help to alleviate the symptoms of depression and may relieve suffering.

Depression Is a Biologically Driven Illness

In the 1950s and 1960s, there was a move within the field of psychiatry to identify and categorize different types of depression. Depression was initially divided into two categories: neurotic and endogenous. Neurotic depression was thought to be driven by external events, a psychological response to stressful life events. In contrast, endogenous depression came from within or was caused by some type of biological process or genetic factors. As our understanding of depression advances, these distinctions blur. Current research indicates that, regardless of the specific factors that cause or trigger depression, there are specific biochemical changes that occur within the brain that are characteristic of depression. No matter what type of depression is observed clinically, these biochemical changes are present and believed responsible for the feelings of sadness and despair that define this disorder.

Despite extensive research, our understanding of exactly what causes depression remains incomplete. Over the last fifty years, researchers have studied the biochemical or structural abnormalities in the brain that may be responsible for causing depression. Researchers have observed a remarkable array of abnormalities within the brains of depressed patients. While an exhaustive discussion of these findings is beyond the scope of this book, clearly, depression is associated with specific changes in brain function. These changes are not evident on a standard physical examination, and it may be difficult to detect these alterations using standard laboratory tests or imaging techniques; however, there are distinct changes detectable in the brains of each and every person who suffers from depression.

Scientists now postulate that depression is the result of a chemical imbalance, a disruption of neurotransmitters in the brain. Neurotransmitters are the chemicals that carry signals between brain cells (or neurons). Every thought, every action, and every reflex is governed by thousands of neurons communicating with one another via these neurotransmitters. We know that those with depression produce lower levels of certain monoamine neurotransmitters, including norepinephrine, serotonin, and dopamine. It is interesting to note that all conventional antidepressants used today seem to “correct” this imbalance by increasing levels of these monoamine neurotransmitters within the brain. For example, the widely used selective serotonin reuptake inhibitors, or SSRIs, including Prozac, Zoloft, and Paxil, increase levels of serotonin. The older tricyclic antidepressants increase levels of norepinephrine, epinephrine, and to a lesser degree, serotonin, while bupropion (Wellbutrin) has a more potent effect on dopamine systems.

The monoamine hypothesis, which has prevailed over the last forty years, is probably only one part of a larger puzzle. Recent research has focused on the body’s response to stress and how that response is altered in patients with depression. In mediating the effects of stress on the brain, the hypothalamic-pituitary-adrenal (or HPA) axis appears to be the driving force. This is a primitive survival response to stress or danger that prepares the body for “fight or flight.” In humans with depression, however, the HPA system is working in overdrive. In response to even relatively mild stressors, the HPA axis goes wild and generates abnormally high levels of stress hormones. Researchers hypothesize that this pathological response to stress causes depression. And if this theory holds true, it helps to explain the importance of stressful life events in making a person more vulnerable to depression and serves as a link between the earlier theories regarding adversity and loss experienced in early childhood and the more recent conceptualizations of depression as a biological illness.

Why Are Certain People More Susceptible
to Depression?

Depression tends to run in families. If you have a first-degree relative (mother, father, or sibling) with depression, your chances of having depression are about two to four times higher than a person with no family history of depression. If you have several affected family members, your chances are even higher. Within a typical family, all members are exposed to essentially the same living conditions and experience many of the same stressors. They also share, at least to some degree, the same genes. Is it the environment within the family that determines risk for depression? Or is it the genetic heritage that determines whether or not a given individual will suffer from depression?

Since the last decade research has sought the precise genes that may be responsible for causing depression. Unlike Down syndrome, for example, where an abnormality on a single chromosome is responsible for the disorder, depression is probably transmitted by multiple genes located on different chromosomes. This, coupled with the fact that depression may take so many different forms, has complicated the search for the depression genes. Recent attention has focused on the genes governing the production and function of certain neurotransmitters in the brain, including serotonin and norepinephrine; however, no studies have yet identified a consistent linkage between any specific gene or chromosomal region and this disorder.

While genes play an important role, it seems that vulnerability to depression cannot be attributed entirely to one’s genetic endowment. Sigmund Freud first popularized the notion that early childhood experiences may influence one’s susceptibility to emotional problems later in life. For example, he suggested that a child who is estranged from his mother or father is more likely to develop depression than a child raised in a nurturing family with emotionally available and loving parents. Although modern psychiatry has moved away, to some degree, from the teachings of Freud, considerable evidence suggests that early childhood events are of critical importance in determining vulnerability to depression.

We are only beginning to fully appreciate the long-term impact of early stressful life experiences on the human brain, but we do know that stress experienced at an early age can significantly and permanently affect how the brain functions. Researchers hypothesize that early exposure to stressful life events, experienced while the brain is still developing, appears to induce an oversensitivity to stress that persists into adulthood. Later, when these individuals are exposed to stress, the HPA axis, which dictates how we react to stress, is too responsive: the body is sent into a flight-or-fight response with little provocation and produces higher than normal levels of stress-related hormones. When the brain is exposed to high levels of these stress hormones, certain changes may occur, and it is believed that individuals who have this pathological response to stress may be more vulnerable to depression.

This research indicates that the seeds of depression are sown early in life, even before the baby is born. At the time of birth, one possesses certain genes that play an important part in determining predisposition to depression later in life. Superimposed upon that genetic inheritance are the earliest experiences of childhood. By adulthood, one’s vulnerability to depression is almost predetermined, a by-product of genes and early experiences. The missing ingredient is a trigger, some event that uncovers this vulnerability and allows depression to manifest.

What Triggers Depression?

When a person talks about her own depression, it is common, almost universal, to refer to the external events—health problems, marital tension, stress at work—that may have triggered an episode. Researchers, too, have focused on stressful life events and how they may either cause or contribute to depression. It is clear that stress, particularly when chronic, has damaging effects on both the body and the brain. Certain individuals appear to be exquisitely sensitive and may develop depression, anxiety, or other emotional problems in response.

What kinds of life events can trigger depression? One of the most powerful triggers is loss. Grief is a natural response to a loss of a loved one; however, it seems that in vulnerable individuals, grief may be prolonged and may lead to a significant depression. Furthermore, loss need not be restricted to the death of an important person; a sense of loss may arise in many different situations. Leaving one’s childhood home, changing jobs, experiencing the breakup of an important relationship—these are all losses that may cause depression or other emotional problems.

Myriad other stressors may trigger depression. Probably one of the most potent stressors is being a victim of physical or sexual abuse, particularly when the abuse is chronic. Other life stressors include separation and divorce, financial difficulties, and unemployment. Medical illness appears to be another important trigger of depression. But there are also a few surprises on the list, including marriage and the birth of a child. In general, transitions, even when they are believed to be positive in nature, may create significant stress.

How one responds to stress or stressful life events depends on multiple factors. As we discussed earlier, stressful early childhood experiences may cause physiologic changes that make certain individuals particularly sensitive to stressful experiences. Temperament and personality, which are to a great extent determined by genetic factors, are also important in determining how one responds. For example, people who are naturally easygoing and relatively flexible may deal with stress better than those who are rigid or prone to anxiety. Those who are more assertive are better able to find solutions to a problem and often seem to fare better in stressful situations than those who are more passive or prone to feelings of helplessness.

But sometimes there isn’t an easily identifiable trigger. If you survey adolescents and young adults with depression, they typically relate the onset of depression to a stressful life experience. However, if you survey older adults with depression, this connection between stressful life events and depression becomes less obvious. What researchers now believe is that in a given individual, the first few episodes of depression are often brought on by some type of stressful life event, but after time, especially in those who have had multiple episodes of depression, there is no specific trigger. Those who have suffered from depression often comment: “I don’t know what happened. I don’t really have a good reason to be depressed.” It seems that, over time, depression acquires a life of its own.

Depression-Prone Personalities

We have all met people who seem to be teetering on the edge of depression. No matter what, they always seem to see the world from a negative vantage point. It is unclear whether this type of personality develops in response to chronic or recurrent depression or depression is more common among people with a negative outlook. Experts have proposed the existence of depressive personality disorder, a personality that is dominated by persistently negative patterns of thinking. Those with depressive personality disorder are overly serious, humorless, and seemingly unable to enjoy themselves. They tend to be very critical and judgmental of others, but seem to reserve the harshest criticism for themselves and are prone to feelings of guilt and remorse. They are fervent pessimists and, convinced that things will never go well, tend to dwell on negative, unhappy thoughts. It is not difficult to imagine how this persistently gloomy outlook on life may lead to depression, and some experts argue that this type of personality is actually a precursor to clinical depression.

However, other attributes of personality may render one more susceptible to depression. For example, a person who is a perfectionist is more self-critical and is likely to repeatedly fall short of her own expectations, contributing to feelings of incompetence, a sense of failure, and ultimately depression. Another personality trait that appears to increase one’s vulnerability to depression is being dependent on others. A dependent or needy person ends up feeling ineffectual, with little control over her own life. Over time, this pattern of thinking hinders a person’s ability to take charge of difficult situations, leading to feelings of helplessness and, eventually, depression.

Why Are Women So Vulnerable?

It is interesting to note that before adolescence, rates of depression are about the same among girls and boys. Things begin to shift between the ages of eleven and thirteen. Over these years, there is a dramatic rise in the prevalence of depression in girls, and by the age of fifteen, females are twice as likely as males to suffer from depression. What happens to create this gender gap during adolescence is a topic of intense debate and research. There is no doubt that adolescence is a time characterized by dramatic psychological and physical changes for women, and it is easy to imagine that this tumultuous transition may render adolescent girls more vulnerable to depression. However, a woman’s risk for depression persists beyond puberty and she remains at higher risk for depressive illness than a man throughout her entire adult life.

At no other point are women more vulnerable to depression than during their childbearing years. How can we explain this susceptibility to depression? From a psychological standpoint, this is a time when she is faced with many life-changing and potentially stressful transforming events; during this span of years a woman pursues her education, career, marriage, childbearing, and child rearing. These changes provide the emotional context within which depression may take hold. However, in addition to being an emotionally charged time, the childbearing years are also characterized by dramatic hormonal shifts related to reproductive functioning. Every month a woman completes a menstrual cycle and is exposed to rising and then falling levels of reproductive hormones. During pregnancy and after delivery, a woman experiences even more dramatic shifts in this reproductive hormonal environment. Many specialists in the field of women’s mental health have postulated that it is this combination of psychological stressors and hormonal events that make women so vulnerable to depression during the childbearing years.

How Hormones Affect the Brain

We can all agree that women are different from men. At a physiological level this difference is determined by the steroid hormones estrogen and testosterone. Prior to puberty, these hormones are produced by the body but circulate at very low levels. With the onset of puberty, there is a dramatic rise in their levels. In men, testosterone is the dominant hormone, produced in the testicles. In females, the ovaries produce several different types of estrogen (estriol, estrone, and estradiol) and progesterone. These hormones are essential for sexual development and reproduction. Estrogen and testosterone also trigger the appearance of secondary sexual characteristics, such as breast development in women and facial hair in men, and are also responsible for the many more subtle physical and physiological differences between men and women.

Not only do these sex steroid hormones affect the body, they have important effects on the brain. Receptors for estrogen, progesterone, and testosterone are found in many different regions throughout the brain. One region that appears to be relatively rich in these sex steroid receptors is the limbic region, an evolutionarily ancient region of the brain that governs our emotions and moods. The effects of estrogen are complex; however, it appears that estrogen interacts with both serotonin and norepinephrine neurotransmitter systems in the limbic region. In fact, many people think of estrogen as a natural antidepressant because it increases levels of both of these neurotransmitters, which is exactly what conventional antidepressants do. The effects of progesterone are mixed. On one hand, progesterone may counteract the positive effects of estrogen. On the other, progesterone is metabolized by the body to form allopregnanolone, a barbiturate-like compound that seems to have calming and anxiety-relieving effects. The actions of testosterone are less well understood, but it is believed that testosterone may also have a mood-elevating effect, although too much of this hormone may lead to irritability or hostility. In both men and women, testosterone is important for sexual drive.

Not only is a woman exposed to different types of hormones and different levels of these hormones than a man, throughout her reproductive years she experiences constant hormonal fluctuations. During the menstrual cycle, there is a typical pattern of hormonal shifts linked to ovulation. In the first two weeks of the cycle, called the follicular phase, the egg follicles within the ovary grow and produce a steady rise of both estrogen and progesterone levels. Somewhere around day 14 of the cycle, ovulation occurs, and, if conception does not take place, the follicle starts to wither, causing a fall in estrogen and progesterone levels during the last two weeks of the cycle, called the luteal phase. Without the nourishing effects of estrogen, the uterine lining, or endometrium, can no longer support its growth and begins to disintegrate and slough off, resulting in a menstrual bleed. This cycle takes place every month, year after year, for about thirty to forty years.

As a result of these fluctuating hormone levels, many women experience both physical symptoms and mood changes. In general, women tend to feel better during the first half of the cycle, the follicular phase, when levels of estrogen and progesterone are on the rise. After ovulation occurs, during the last one or two weeks of the cycle, when levels of these hormones are falling, most women note some minor physical symptoms, including fatigue, bloating, breast tenderness, headaches, muscle aches, and carbohydrate cravings. When women experience symptoms that are more severe and occur nearly every month, they may suffer from what clinicians call premenstrual syndrome (PMS) or premenstrual tension.

When a woman has, in addition to these physical symptoms, significant mood symptoms or changes in her behavior, she may be suffering from a more severe type of mood disturbance called premenstrual dysphoric disorder (PMDD). The hallmark symptom of PMDD is irritability, but women also commonly complain of mood swings or feeling depressed or easily overwhelmed. Others may have more prominent anxiety symptoms and describe feeling tense or edgy. Obviously not all women experience these symptoms, and it appears that only about 3 percent to 5 percent of menstruating women have full-blown PMDD. In contrast to women with premenstrual symptoms or PMS who are able to function quite well despite these symptoms, women with PMDD note that their symptoms cause problems both at work and at home.

There is significant overlap between the symptoms of PMDD and those of clinical depression. In fact, there has been some debate as to whether PMDD is a distinct illness or merely the premenstrual unmasking of a mood disorder. It is clear that many women suffer from depression throughout their cycle and notice worsening of their symptoms during the last one or two weeks. However, it should also be noted that women with PMDD experience mood changes only during the premenstrual phase of their cycle. Experts believe that these hormonal shifts may act as a trigger for depression in some women and that women who have premenstrual mood changes may also be more vulnerable to depression at other times when exposed to significant hormonal fluctuations, such as after childbirth or during the transition to menopause.

While it is clear that certain women may be more vulnerable to these hormonal shifts, it is not clear whether hormonal factors increase vulnerability to depression in all women. Some researchers hypothesize that these monthly hormonal changes act as a type of recurrent stressor, and with these repetitive insults, the underlying architecture of a woman’s brain is somehow altered so that it is more susceptible to depression. While this is an interesting speculation, it has yet to be proven.

The Interplay of Psychology and Society

While it may be appealing to blame everything on hormones, this would be an oversimplification. British researchers George Brown and Tirril Harris have demonstrated that the link between stress and depression is much stronger in women than in men and that most episodes of depression in women occur subsequent to some sort of adverse life event. While losing an important person or relationship is an important trigger for depression, the effects are intensified if the loss leads to feelings of humiliation or entrapment. Furthermore, women are not only vulnerable to the losses in their own lives, the intricate and far-reaching social networks that women build make them susceptible to the traumatic events occurring in other peoples’ lives as well.

In most societies, women are exposed to higher levels of stress and adversity than men, and many have cited this fact as an explanation for the higher prevalence of depression among women. Women are more often than men the victims of physical and sexual abuse, and this type of severe trauma is a risk factor for depression, as well as other psychological problems. Women are more likely than men to live in poverty. With poverty comes a constellation of problems that may further increase a woman’s vulnerability to depression, including teen pregnancy, single parenthood, inadequate social supports, and violence.

Women must also contend with other less extreme sources of stress that may contribute to their increased vulnerability to depression. Women receive less education than their male counterparts and have access to fewer and less lucrative careers. When compared to college-educated women, those with only a high school education have a fourfold higher risk for depression. And for those women who lack paid employment, the risk for depression is twice as high, regardless of their level of education.

More so than men, women usually play multiple roles both within and outside of the home, further increasing their stress. While a satisfying career may help to decrease the risk of depression and protect a woman from stressful events that occur within the family, women who experience financial pressures to work and feel that they have been forced to work outside of the home while being the primary provider of child care are more likely to report higher levels of stress and depression. This is particularly true for women caring for young children at home. The effects of chronic strain may be further intensified when women do not feel adequately compensated or appreciated for the work they do both in and outside of the home.

Several researchers have presented evidence suggesting that it is actually the act of parenting itself—being the primary caregiver in the family—that makes women so vulnerable to depression. If a woman’s ability to fulfill her role as a mother is compromised in some manner or if she feels that she is not able to perform this role competently, she is at risk for depression. For a woman, events that threaten her core relationships—with her partner or with her children—are the most potent triggers of depression. Thus, it seems that when a woman accepts the traditional female role as a mother and primary caregiver, she becomes more emotionally vulnerable within the context of the family. Evidence for this hypothesis is the finding that women are at highest risk for depression during their childbearing years, a time during which differences in gender roles are the most pronounced; the gender gap in risk for depression is less pronounced in college-aged and older adults. Further supporting this theory are several studies that have examined risk for depression in less traditional families. In the families where the responsibility of child care and other domestic activities is shared more evenly, men and women have about the same vulnerability to depression.

Other theories suggest that the problems start much earlier in a woman’s life and focus on how women are socialized, arguing that girls are taught to behave differently than boys and that this early difference in gender roles makes women more vulnerable to depression. Parents and our culture at large tend to have different expectations for female and male children, fostering the belief that girls should be more nurturing and more attentive to their social connections and position. In contrast, boys are expected to be more independent and focused on their own accomplishments. For women, this stereotypical gender socialization leads to a lower sense of self-esteem and mastery and a greater concern regarding others’ opinions. It is theorized that girls encouraged to behave in this manner are more passive, less confident, and more dependent on others, traits that may ultimately make them more vulnerable to depression.

In addition, girls grow up with different attitudes and expectations regarding emotional expression. From an early age, boys are encouraged to keep their feelings in check, whereas girls are more often encouraged to express their feelings of anxiety and sadness. Parents are also more likely to talk about their own worries or feelings of sadness in front of their daughters than their sons. This degree of emotional awareness may be of benefit to girls, and typically women grow up with a better grasp of their own emotions and a greater facility in expressing their feelings than men. However, psychologist Susan Nolen-Hoeksema at Yale University points out that there may be some disadvantages when girls are socialized in this manner. Parents may be tolerating and reinforcing feelings of anxiety and sadness rather than teaching their daughters how to overcome difficult situations or how to develop other, more positive coping strategies. In drawing girls’ attention to these negative feelings, parents may also create a sense of despair, painting the world as a place where unhappiness abounds and one is helpless to change the situation.

A recent study has taken a closer look at the link between gender roles and depression. Sociologists Anne Barrett and Helene Raskin White demonstrated that children and adolescents who show more stereotypically masculine traits (such as assertiveness, aggression, and self-reliance) as opposed to feminine traits (such as being gentle, affectionate, and emotionally expressive) were less susceptible to depression in adulthood. Interestingly, this result held up in both males and females, suggesting that there may be certain traits (ones that are more commonly associated with stereotypically male gender roles) that may help protect both men and women from depression. This is consistent with other research indicating that some traits, such as independence and assertiveness, which are labeled in this study as more masculine traits, are associated with better psychological adjustment. But Bartlett and Raskin White take the data one step further and go on to hypothesize that being more masculine confers a more desirable and privileged social status, another factor that may protect men from depression.

Depression Is Not a Normal or Expected Consequence of Being a Woman

Many different factors increase your risk for depression: genes, stressful situations in your life, hormonal fluctuations, the roles and societal expectations for women. While a better understanding of what causes your depression may shed light on your situation, it should not breed complacency. Just because there is a fairly good reason for your depression does not mean that you should learn to live with it. Depression may be very common, but that does not make it “normal.” Depression is a disease that demands treatment.









Chapter 3

The Ripple Effect



How Depression Affects the Family


Depression does not occur in a vacuum. It can have a devastating effect on the people around a woman, affecting her partner, her children, other family members, and her friends. Even if she is aware of her depression and how it affects her, it may be difficult to shelter others from its detrimental effects. Whether a woman’s depression is relatively mild or very severe, whether she has had one episode or many, depression leaves a mark on the people around her.

A mother is clearly one of the most important persons in a child’s life. The relationship between a mother and her child during the first years of life lay the foundations for the child’s social, emotional, and intellectual development. At its worst, depression may interfere with a mother’s ability to attach to and care for her infant, and this early disruption in attachment may result in a broad spectrum of problems as the child grows older. But even when it is relatively mild, depression may cause subtle shifts in the interactions between mother and child, and a mother’s depression may negatively affect her child’s development and well-being.

If you are a mother who has suffered from depression, this is likely a very difficult message to hear. You care deeply for your child, and it is unbearable to think that your depression may have in some way harmed your child. Certainly young children are extremely vulnerable to events during the early years of their life; however, it must be emphasized that children are also remarkably resilient. Acknowledging your depression and the problems that may stem from a child’s exposure to this illness opens up an opportunity to intervene. Depression is a treatable and in some cases preventable illness. It is of utmost importance to recognize this problem and to intervene as soon as possible in order to protect the family from its ill effects.

Bonding and Attachment

Let’s review the fundamentals of the mother-child relationship. Everybody talks about bonding, but what exactly is it? Bonding is a term coined by the animal behaviorists that refers to the capacity of a young animal to identify and to form a close connection with its mother. Austrian researcher and Nobel laureate Konrad Lorenz was one of the first to study this phenomenon in his experiments with baby geese. Lorenz discovered that babies are born with the capacity and instinct to attach to their caregiver. This drive is so fierce that young animals often bond with the first figure that appears before them during the first hours of life, even if it is not their mother.

Not surprisingly, human babies exhibit similar, albeit slightly more complicated, bonding behaviors. Believe it or not, even before the baby is born, an important bond has already started forming between baby and mother. A fetus has the capacity to hear sounds at about 25 weeks of gestation, and soon thereafter, the unborn baby is able to recognize and show a preference for his mother’s voice, his heartbeat quickening whenever he hears her speaking. As the baby is bathed in amniotic fluid, he also becomes familiar with how his mother smells. Soon after birth, a baby is able to detect and to turn toward his mother’s smell and prefers the scent of her breast milk over all others’. After birth, the bond between mother and child intensifies. Although a baby initially accepts indiscriminately whoever holds or comforts him, within a few days, a newborn develops a distinct preference for his primary caregiver, usually his mother. In her presence, the baby becomes more alert and sucks more vigorously every time her voice is heard. Her touch provides a calming influence.

At the same time, the mother also engages in her own bonding behaviors. How a mother interacts with her baby is certainly influenced by social and cultural norms. However, much of the bonding process is biologically driven, operating largely outside of a mother’s consciousness. There are probably many physiologic and hormonal changes that contribute to the bonding process, but research shows that oxytocin, a hormone produced by the pituitary gland at the time of delivery and after birth, may play a central role. Oxytocin is essential for inducing labor (hence its name from the Greek for “swift birth”), but oxytocin levels remain elevated after delivery. Experiments have demonstrated that a sheep deprived of oxytocin will reject her own lambs, whereas one injected with oxytocin can be coaxed to care for a lamb even if it is not her own. While oxytocin is likely to play a somewhat different role in more advanced mammals, like humans, it is believed to promote early maternal behaviors. In humans oxytocin seems to have a calming effect, and some suggest that it is responsible for the contented and loving feelings mothers experience as they hold and nurse their infants. Oxytocin is also found at high levels in the breast milk, and it is possible that this hormone may enhance bonding behaviors in the infant as well. Obviously, oxytocin is not the whole story, but it is one aspect of the bonding process where a new mother becomes caring, loving, and protective of her own child.

And the early bonding process is just the beginning. “Attachment” most commonly refers to the close social or emotional bond a young child forms with a primary caregiver. The attachment object, usually the mother, serves as a secure base. She is reliably available to protect the infant and provide food, warmth, and love. Not only is attachment mandatory for survival, this relationship between caregiver and child is an important template for all other social interactions, and within the context of secure attachment a child’s development can take place.

John Bowlby, a British physician and psychoanalyst, began to study the process by which infants “attach” to their mothers during the 1950s. He noted that when a mother cares for her infant, she attends to the baby’s basic physical needs—feeding, diapering, and bathing her baby—but in the process she also engages the baby socially. He saw that basic caregiving activities were combined with social interactions: touching, holding, hugging, rocking, talking, and singing. Bowlby recognized that the interactions between a mother and her infant are driven by a natural tendency in both mother and child to engage socially. The mother communicates with her child, both verbally and through gestures and facial expressions, interpreting her child’s signals and mirroring them with her own responses. When the infant withdraws, the mother gently works to again engage him and to restore the intimacy of their interaction. When the infant cries or is in distress, the mother is able to understand and to respond quickly to his needs. These small yet important interactions contribute to an ongoing dialogue between mother and child that helps to foster the child’s emotional and cognitive development.

According to Bowlby, a secure attachment develops over the first one to two years of a child’s life, as a by-product of consistent and attentive caregiving. Although many mothers expect bonding and attachment to occur in the moments immediately following delivery, attachment is a gradual learning process whereby the baby “teaches” the mother to understand and respond to his nonverbal signals. With the mother serving as the baby’s guide, the baby learns to interact with and negotiate the environment. A young baby confronted with an unfamiliar situation will be clearly distressed and cling to his mother. However, over time, the mother helps her child to develop a sense of security and he begins to explore the world independently, knowing that his mother is there if he needs her.

Although many people may help to care for a human newborn, the relationship between mother and child is of prime importance during the first years of life. In most families, it is the mother who is the primary caregiver and the source of most of her child’s social interactions. Mary Ainsworth, a psychologist who worked with John Bowlby, helped to identify the characteristics in the mother that foster the development of secure attachment between infant and mother. These factors include emotional availability and responsiveness, an accepting attitude, and sensitivity to the infant’s signals and needs. These attributes help the growing child to successfully and confidently explore the world, a process that will help him become self-reliant.

How securely an infant is attached to the primary caregiver may be measured by observing how he behaves during and after a period of brief separation from his mother. Mary Ainsworth observed that most infants and toddlers, when separated from their mothers, stage a protest. They became upset and sometimes angry. They stop playing and begin to look for their mother. When their mother returns, they go to her, cling to her, and are comforted by her presence. But not all of the infants behaved in this manner. Some of the children were almost impossible to console, even after their mother returned; other infants seemed not even to notice that their mother had reappeared. Ainsworth suggested that these patterns of behavior were indicative of insecure attachment to the primary caregiver. She described two different patterns of insecure attachment. Children with an “ambivalent” attachment seem to be more anxious and cling to their mother; they are very distressed by her absence, yet they do not seem to really trust her when she returns and are difficult to console. Children with “avoidant” attachment do not protest after their mother leaves, and when she returns, they seem to ignore or avoid her. Subsequent to Ainsworth’s work, a third pattern of attachment was identified and labeled as “disorganized.” After the mother returns, these “disorganized” children seem confused and chaotic, alternately rushing to or avoiding their mother.

Depression May Affect How Mothers Interact with Their Children

In 1972, pediatrician Dr. T. Berry Brazelton and developmental psychologist Dr. Edward Tronick began to carefully observe the everyday interactions between mothers and their infants using a novel technique. They filmed the face-to-face interactions of mothers with their infants and then analyzed these films frame by frame in order to capture the most subtle changes in behaviors in the mothers and their babies. From this innovative research, we have gained a much better understanding of the communication that occurs between mother and infant. These studies clearly showed that even the youngest babies, while lacking the full capacity of spoken language, exhibit complicated and well-organized patterns of communication. Shortly after birth, not only do they have a full range of emotions but, using gaze, facial expressions, vocalizations, and gestures, young infants can effectively relay information regarding their emotional state to their caregivers. When the infant looks intently at the mother and coos, the message is “I like what you are doing.” When the baby looks away, physically withdraws, or cries and whimpers, the message is “I do not like what is happening now.”

Prior to Brazelton’s and Tronick’s work, researchers believed that the ideal mother-infant relationship moved in perfect synchrony, with the mother precisely in tune to her infant, understanding and responding to every one of her child’s gestures or vocalizations. Tronick and Brazelton discovered that a mother and her child do not always work together in perfect harmony. Rather, there is a complicated pattern of interactions. What emerged from these studies was the notion that the mother and infant form a closely knit dyad where both the mother and her child regulate their own behavior in response to the other’s behaviors. There are frequent mistakes and missteps in communication—about one every three to five seconds—but what seems to matter in this process is the mother’s willingness and ability to recognize these communication errors and to make the appropriate adjustments. Confirming Mary Ainsworth’s earlier hypotheses regarding attachment, Tronick and his colleagues found that the most successful interactions were characterized by attentiveness, sensitivity, and responsiveness in the mother. While a mother may not instinctively understand all of her child’s cues and signals, she does have the capacity to learn and this is the cornerstone of secure attachment.

It is easy to imagine how depression may affect these basic interactions between a mother and her infant and disrupt the process of attachment. Depression clearly has an effect on how one interacts with and responds to others. When suffering from depression, a mother may be more withdrawn and less responsive to the people around her. Or she may be more angry and irritable when interacting with others. Given the emotional intimacy of the mother-child dyad in the first year of life, a young infant may be particularly vulnerable to fluctuations in the mother’s behavior. In fact, researchers have discovered that an infant can perceive even relatively subtle changes in how the mother behaves and these may have a profound effect on the child’s behavior.

Decades of research on the interactions between depressed mothers and their infants have demonstrated that depression clearly affects how a mother responds to and behaves with her child. Dr. Tronick and his coworkers have studied videotapes of hundreds of depressed women with their young babies. They have discerned several different patterns of behavior in depressed mothers as they engage with their infants. Most often, depressed mothers were more withdrawn and less responsive to their infants’ signals. Their facial expressions and displays of emotion were more muted or flat, and their voices more monotone. They remained disengaged and did little to support their child’s activities or exploration of the environment. Other depressed mothers displayed a more intrusive style of engaging with their infants. These mothers tended to use an angry tone of voice, and they more often poked at their infants or handled them roughly. In general, these mothers were more emotional and looked overly distressed in response to their child’s cries. When playing with their children, they were involved but tended to interfere with, rather than support, their child’s activities.

How the infants behaved depended on what type of behavior their depressed mothers exhibited. In response to the withdrawn and disengaged mothers, infants were clearly distressed and fussed and cried frequently and forcefully to attract their mothers’ attention. When their efforts to maintain connectedness with their mothers failed and their needs were not satisfied, they became increasingly withdrawn and passive. They were less playful and less likely to be interested in novel stimuli or to engage with other people. They began, after a time, to look just like their mothers: withdrawn, unresponsive, and depressed. What is particularly alarming is that this becomes a persistent pattern of responding to others. Even when encountering a friendly and engaging stranger, the infant was less engaged and more likely to show negative emotions. It seems that after repeated failures to effectively engage their mothers, these infants had adopted a coping strategy: they simply disengaged, and they learned to use this strategy automatically, even before knowing if it was warranted or not. They learned to view their mothers, as well as others in their environment, as unreliable and unresponsive and they experienced being ineffective and helpless.
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