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Abstract
This paper presents a review of the literature on gender differences in depression in general and
male depression in particular. Literature and research on the definition and nature of depression are
presented first. Gender differences in depression are discussed under two major categories: social
and psychological. The discussion on gender differences in depression is used to reflect on the
nature of male depression. A critical discussion of the literature presented is provided.
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Introduction
If someone enters a library or browses through the internet for books and articles on
depression they will very quickly realize that there is a vast amount of work on this widespread
human experience. According to Leader (2008), depression today can be found everywhere, on
films and television, in GP's referral letters, in magazine articles and celebrities' interviews. It is of
no surprise then that depression is considered by some as "the common cold of mental health"
(Harvard Mental Health Letter, 2006, p. 1).

Depression then, seems to be as old as the human race, and is an experience that more or less
everyone has felt at times (Rowe, 2003). We can all recall times when we confessed being 'down in
the dumps', having 'low mood', being 'fed up', feeling 'down' or 'having the blues'. We have heard
our friends and family use these terms, and read about them in magazines and books. In this review,
views on the nature and definition of depression, gender differences in depression, and the unique
nature of male depression are presented. A critical discussion of the literature is also provided at the
end.

What is Depression?
Although depression seems to be quite a common human experience, and could be as old as
the human race, the first written description we know of depression, presented at the time as
melancholia, is by the Greek physician Hippocrates in the fourth century B. C. (Becker, 1974;
Gilbert, 1992; Wolpert, 1999). Since then, melancholia and later depression (Meyer, 1905 as cited
in Becker, 1974) have been occupying many writers and researchers' minds and many people were
and still are, struggling to find the lost joy. According to Mathers and Loncar (2006, p. 2022) "By
2030, the three leading causes of burden of disease will be HIV/AIDS, depression, and ischaemic
heart disease in the baseline and pessimistic scenarios" and according to the World Health
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Organization, by 2020 depression is estimated to climb to the second place in the Global Burden of
Disease for men and women of all ages (World Health Organization, 2009).

But does feeling low mean that we are depressed? According to Rowe (2003) the
difference is that when someone is depressed, support and compassion cannot bring any comfort
and on the contrary, lead to self-punishing and self-reproach. The author describes depression as a
self constructed prison made of a complicated network of opinions, that we have of our self, others
and life in general. Rowe argues that the depressed holds as "real, absolute and immutable truths"
(p. 17), six opinions according to which, s/he considers her/himself as evil and valueless and should
never forgive others nor her/himself, that other people should be feared and envied, that life is
unbearable but death is worse, that things were bad in the past and can only get worse in the future
and that it is unacceptable to get angry. Gilbert (1992), also describing depression, classifies the
symptoms in four different areas of human functioning: motivation, emotion, cognition and biology.

Opposing the above views, Leader (2008) argues that depression as a biological disease is
clinically and culturally constructed and mourning and melancholia are the actual states or
experiences that 'depressed' people go through. It has to do with loss which is not restricted only to
death or separation, but might involve circumstances, ideas, objects and in general, a certain way of
being. Describing the difference between mourning and melancholia Leader (2008, p. 8) writes: "In
mourning, we grieve the dead; in melancholia, we die with them". He argues that there is a need to
understand depression as an outcome of social procedures and changes where social support
networks sustained by a sense of community, have been weakened within the market driven
economies.

Similarly, Stoppard (2000) describes two main ways that depression can be understood.
Depression can be a category of a mood disorder or could be understood as a continuum or a
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dimension, which is linked with the severity of the depressive state. The former seems to be
supported by mental health professionals, at least in Northern America, and the latter is considered
to measure "dysphoria" (a subjective experience characterized by a sense of psychological distress
or discomfort), rather than depression (Stoppard, 2000). What is remarkable though and therefore in
need of being highlighted, is that at the end of the day what we know about depression lies on the
peoples' personal experiences and on they way they describe it (Stoppard, 2000).

Thus, defining depression might just mean to gather subjective human experiences, organize
them into clusters and then finding a way to measure them. This would be a very positivistic
approach to studying depression and, arguably, a sure way to lose the actual subjective experience
of the individual. According to Winokur (1997) depression could be seen as a syndrome rather as a
disease due to the plurality of different causes, leading to the same group of symptoms.

A clearer view on defining depression is given in the work of McPherson and Armstrong
(2006) on the role of social determinants of diagnostic labels in depression. Following the term and
its many different sub-type labels, for example major/minor, atypical, reactive, refractory,
endogenous/exogenous depression, they were able to identify possible reasons for the vast amount
of sub-types in depression, their appearance and dismissiveness at certain times and the dominance
of others throughout the years. They agreed with Armstrong's (1980) view that depression is a
twentieth century phenomenon and concluded that depression and its sub-types, as a diagnostic
label, is constructed according to historical and cultural, social procedures.

What can be concluded from the plethora of different views on the definition and nature of
depression is that there is no actual agreement. Different approaches, different models, produce
different knowledge. Basic epistemological and philosophical perspectives seemed to have
overtaking attempts to define depression. Is it an illness, a social construct or a different experiential
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experience for everyone depending on the meaning each person attributes to it? As fruitful as this
dialogue between approaches and views seem, it is of great importance to acknowledge the role
research plays on studying depression and how this can be used towards the clients' interest. This
will be more clearly seen in the discussion below on the research on gender differences.

Gender differences in depression
Among these different ways to define depression within the plurality of approaches,
research has also been devoted to gender differences in depression. The results so far, seem to
favour the view that women are more inclined to suffer from depression or report depressive
symptoms (Weissman and Klerman 1977). Even though there are researchers who support the
artefactual nature of the gender differences in depression (e.g. Newmann, 1984; Vrendenburg et al.,
1986; Bromet et al., 1986; Coryell et al., 1992), female pervasiveness in depression is well known
(e.g. Radloff and Rae, 1979; Weissman, 1985; Billings and Moos, 1985; Nazroo et al., 1997 ;
Piccinelli and Wilkinson, 2000 ). Further, according to Weissman and Klerman (1977) the
prevalence of depression in women has been evident in all countries and over all time periods with
very few exceptions. Cohran and Rabinowitz (2000) argue that there is an approximate two to one
ratio between women and men in major depressive episode, major depression and dysthymia .
According to Magovcecic and Addis (2008) there are qualitative gender differences in specific
depressive symptoms. However, Hilbrandt et al (2003) argue that when it comes to general
characteristics of depression like mean number and presentation of symptoms, severity, and
duration or prevalence of a single episode, there are no observed differences between men and
women.

With women's prevalence in depression well documented, it seems interesting to point out
that men outnumber women in substance-related use and disorders, antisocial personality and any
psychiatric condition (Cochran and Rabinowitz, 2000). This can be linked with the way depression
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is manifested in males and females and Cohran and Rabinowitz (2000, p. 13) raise the question
"how many men who might be 'depressed' are manifesting their depression in these categories or
through other undocumented syndromes?".

Questions like this are thus driving a shift towards more complex, multifactorial approaches
to investigating depression (Mc Grath et al., 1990). Commenting on this, Stoppard (2000 p. 10)
argues that "ultimately depression is likely to be explained as arising from some combination of
individual biological make-up (genes, biochemistry), psychological characteristics (personality
traits), and social conditions (circumstances of everyday life)". Interestingly, in a review of the
aetiology of depression Goldberg (2006) identifies genetic, hormonal and social factors that could
explain women's prevalence in depression. However, and even though they acknowledge the female
preponderance in rates of depression, Piccinelli and Wilkinson (2000) question the role that genetic,
biological and certain social factors play and present adverse experiences in childhood, mood
disorders in childhood and adolescence, coping skills, vulnerability to adverse life events and
sociocultural roles as likely relevant to gender differences in depression.

Arguably what should be acknowledged is the plurality of factors identified to play a role on
gender differences in depression and it is the aim of this paper to focus on the social and social
psychological factors. It is our view that a focused paper will provide an in depth understanding of
the issues on gender and depression from a specific stand point. For further reading on how
additional factors may influence gender differences in depression see: Mendlewicz and Fleiss,
1974; Goldin and Gershon, 1983; Ehrhardt,1985; Sevy et al., 1995; Seeman 1997; Winokur, 1997;
Cyranowski et al. 2000; Perry et al. 2002 Seidman 2006; Staley et al. 2006; Kanayama, 2007;
Gooren, 2007; Vermeersch et al. 2008.

Social factors
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According to Piccinelli and Wilkinson (2000), multicultural research has shown that
women's prevalence in depression rates can be linked with social roles and cultural influences. They
argue that even though biological sex is a useful starting point to understand gender differences in
depression, social context, identities and norms should be taken into consideration. Being quite
valiant, Nazroo et al. (1997) argue that the specificity of the effect that gender-based division of
domestic labour has on depression, renders biology unable to explain gender differences in
depression.

The connection between stressful life events and gender is one of the several social factors
that have emerged from the research on gender differences in depression. On the one hand, girls
seem to suffer sexual abuse more often than boys and this makes them more sensitive to later
stressful life events (Goldberg, 2006), and according to Bond et al. (2001) victimization and
bullying is strongly related to later depression only in girls. On the other hand, it could be argued
that , bullying and victimization especially during childhood and adolescence, can lead to
depressive outcomes in men as well (e.g. Real, 1997; Cochran and Rabinowitz, 2000, Leary et al.,
2003). Discussing the impact of life events on gender differences in depression, Piccinelli and
Wilkinson (2000) question the clarity of the evidence in favour of women's higher vulnerability
towards stressful life events but they acknowledge a possible gender difference on the "quality of
experience associated with life events" (p. 488). Overall, according to Bebbington (1996) although
adversities were more common in women, such experiences have not been found to account entirely
for their higher frequency of minor affective disorders.

At a rather descriptive level it seems that young girls form closer relationships with peers,
they are encouraged to share their feelings more and generally display a more affiliative style of
relating in comparison with boys (Gilligan, 1982; Real, 1997; Taylor et al., 1997; Goldberg, 2006) .
Even though theorists agree on the more affiliative style of women's relating, there seems to be a
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plethora of different views and explanations on its aetiology. Real (1997) believes that this is a part
of women's gender role learning from parents, teachers and society, while Stoppard (2000) supports
that gender as an individual characteristic has symbolic aspects within the discursive domain and
points out that cultural discourses construct the nature of femininity in such a way that a 'good'
woman is the one that is focused on relationships and caring. Nolen-Hoeksema (1987, 1991) in
accordance with feminist theories, focuses on women's lack of social power to explain women's
tendency to ruminate when distressed, passively and repetitively focusing on one's symptoms of
distress. It can be concluded, therefore, that what seems as affiliative, caring, emotional way of
women's relating can be a try for controlling a patriarchal context where women have lower social
and economic status. Miller (1988) supports that women's focus on the relationship is due to the
unique nature of the mother-infant bond and the subsequent identification with the mother that
encourages the relationship as central to experience, and not due to society's expectation.
Furthermore, and connecting depression with the role of stressful life events, Coldberg (2006 )
argues that women tend to develop more close one-to-one relationships in comparison with boys
throughout their childhood and adolescence. This leads girls to experience more disappointments
within their relationships which, Colberg argues, results to an increase of the risk of developing
emotional disorders.

Nolen-Hoeksema et al. (1999) point out that women's lower social status, lower
occupational and financial status and their 'silencing' of opinions and desires in order not to
endanger their relationships (Jack, 1991; Helgenson, 1994) results in losing control over their
environment; a state similar to Seligman's (1975) learned helplessness theory. But women seem not
only to hide their opinions but to have or believe they have, fewer choices as well. Piccinelli and
Wilkinson (2000 p. 488) argue that "Individuals with few overvalued goals and/or lacking an
intimate sense of perceived choice are at high risk since they are left with few alternatives for self-
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definition and self-evaluation when their main goals are threatened. Both of these situations are
more likely for females".

Along these lines, other theorists (e.g. Crosby, 1982; Barnett, Brennan and Marshall, 1994;
Stoppard, 2000) have addressed the issue of the double role women are called to play as full time
workers and full time housewives which raises the risk for depression, general distress or burnout
(Gove and Tudor, 1973; Hobfoll, 1991; McIntosh et al., 1994). Women also seem to be underpaid
in comparison with men and in western societies they either rely on men to be the "family
breadwinners", or the state (Stoppard, 2000). Moreover, childbearing is mostly a woman's
responsibility (Stoppard, 2000) and according to the Office for National Statistics Social Trends
report (as cited in Barnett, 2007) nine out of ten single parent families are headed by mothers.
According to Piccinelli and Wilkinson (2000) marriage imposes gender-specific demands on
women and limits the number of social roles that women can acquire. They argue that women, after
marriage, rely their self-esteem on the meaning they attribute to the role of the housewife, which by
it self is demanding, while at work women are dealing with economic discrimination and job
inequality. Both work and house obligations seem to create mixed and sometimes conflicting roles.
Nazroo et al. (1997) argue that gender differences in social roles and the cost of caring which
results from the nurturing role females acquire (Kesller and McLeod, 1984), are responsible for the
gender differences in depression rates. These authors have found that problems with children,
housing and reproduction were more salient for women and depressive episodes were higher in
women when faced with a crisis on these domains. Thus, and on the one hand, it is the social role
that women seem to hold that explains their vulnerability and their sensitivity about household and
family issues which lead to higher risk of depression. On the other hand, males seem to be more
occupied with issues about work and finances and seem to under-report crises about children,
housing and reproduction (Nazroo et al., 1997). Interestingly, in a research on alcohol use and
depression symptoms among employed men and women, Parker et al. (1987) have found that lower
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family income is a variable related to depression only in men while family disruption and prior
marriage have the same impact on both genders. Fincham et al. (1997) have found that even though
marital satisfaction and depressive symptoms is highly correlated for both genders, women are
more vulnerable to develop depressive symptoms when their marital satisfaction is declining.

In favour of the great impact that the above mentioned social constrains against women
have in gender differences in depression, it has been found that in certain societies or cultures where
social gender discrimination is unlikely, like among orthodox Jews in London (Loewnthal et al.,
1995) or the Old Order Amish (Egeland and Hostetter, 1983) gender differences in depression are
not evident (Piccinelli and Wilkinson, 2000). But other studies have produced contradictory results.
According to Weich et al. (1998) gender differences in depression are not explained by gender
differences on the type or number of social roles occupied.

The important role that culture plays on the onset of depression and on gender differences in
depression is evident in research by Takeuchi et al. (1998). Examining 1747 Chinese American
adults living in Los Angeles, they have found that acculturation is an important factor that
influences the depressive outcome between men and women. In particular, when the levels of
acculturation (to the American culture) were low there were no gender differences but high
acculturation resulted in higher depression rates among the women.

Social support seems to appear as another factor that plays a role on gender differences in
depression. There are scholars that seem to consider friendship and family networks as important
and in general it can be said that social support does enhance mental health. Sinokki et al. (2009)
argue that mental health is connected with low levels of social support and depression seems to be
connected with low social support in the workplace. In terms of gender differences, women's
affiliative style of relating seems to increase women's need for support networks and the importance
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they play as a recovery predictor or even on the onset of a depressive episode. In a twin study,
Kendler et al. (2005) have found that women report higher levels of social support and are more
affected by low levels of social support than their twin brothers. In a study on sex differences in
depression after widowhood van Grootheest et al. (1999) have found that widows maintain or find
sources of social support more easily than widowers. Commenting on the possible reasons, they
claim women's different style of relating and forming close meaningful relationships, men's social
inhibition to admit feelings of weakness or loneliness and Wortman's et al. (1993) view that within
a marriage, social relationships are maintained by the wives. However, Piccinelli and Wilkinson
(2000) argue against the role of social support in the depressive outcome between men and women
and claim that social support is equally important for both genders. Zlotnick et al. (1996) have
found that social support is related to the severity of depressive symptoms equally for both genders.

Social Psychological factors
Connected with social and genetic factors and the style of relating, are coping styles men
and women apply when dealing with distress and stressful life events. Some researchers attribute
differences in coping styles between men and women in personality traits, cognitive functions and
attributional style (Seligman, 1975; Beck, 1976; Hanninen and Aro, 1996; Brewin and Chris, 1996).
Nolen-Hoeksema (1990, 1987) has introduced the response style model of depression according to
which there are two response styles in dealing with mood states: the ruminative response style and
the distracting response style. Women seem to use the ruminative response style while men employ
the distraction response style when dealing with depressive mood. What is interesting is that the
description of the ruminative style fits well with the traditional description of a depressive disorder;
withdrawal from social support and instrumental coping, focus on individual shortcomings,
individual beliefs and a discriminative focus on dysphoric mood and an attempt to explain (Cochran
and Rabinowitz, 2000). The distraction response style, on the other hand, includes acting out
sometimes in a dangerous self destructive way such as reckless driving or alcohol abuse. This is
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highly connected with the way men manifest their depressive mood and seems to be one of the main
features of male depression.

Culture does influence coping patterns and it seems that women's tendency to focus
attention on self-blame, which leads to lower self esteem and higher depression (Kaplan, 1977), is
up to a point culturally induced (Cochran and Rabinowitz, 2000). Accordingly, men who culturally
'prefer' more action orientated coping styles might benefit from externalizing blame, holding on to
higher levels of self esteem and being able to utilize problem-solving techniques. But opinions seem
controversial. On the one hand, Real (1997) points out that men's instrumental coping patterns are
defenses against depression. On the other hand Clare (2000) argues that changes in gender issues
brought by the work of feminists and social researchers are in men's favour since it provides the
cultural approval to focus more on relationship and less on power and possessions. Nevertheless, it
could be argued that western capitalistic political system drives women towards a more competitive
style of living rather than men towards an affiliate style of relating. What seems more possible
though, is that both the former and the latter are evident and co-exist.

Following the response style model of depression (Nolen-Hoeksema, 1990, 1987)
researchers have found that the rate of suicide is higher in men even though unipolar depression in
females is more common (Moscicki, 1997; Ottar Bjerkeset et al., 2008). For example, in 2004
American men were four times more likely to die from suicide than women (National Center for
Health Statistics, 2004). In a sample of college students, Langhinrichsen-Rohling et al. (1998)
found that men reported more life threatening and potentially suicidal behaviour even though both
men and women reported similar depressive symptoms. Exploring the additional factors that are
associated with the increased suicide in men, Cochran and Rabinowitz (2000 p. 146) list various
parameters: family history of suicide (Moscicki, 1997), isolation from others (Canetto, 1994), poor
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health (Motto and Bostrom, 1997), disruptions in the family environment, like violence, incest,
alcohol or substance abuse (Brown and Anderson, 1991; Maris, 1997; Moscicki, 1997).

Piccinelli and Wilkinson (2000 p. 489) describe three main characteristics that have been
attributed to people at risk of depression; "globality (that is, failure is related to factors applying
across a variety of situations), stability (namely, factors responsible for failure is related to factors
applying across a variety of situations) and internality (where the individual regards himself or
herself as relatively incompetent)". And even though, according to what has been discussed so far,
it seems that many scholars argue that females display these factors more than men, e.g. rumination,
self blame (Nolen-Hoeksema, 1990, 1999), Piccinelli and Wilkinson (2000) support that there is no
sufficient evidence that women display more cognitive characteristics that result to depression.
Overall, it can be said that conclusions on the role of psychological differences in depression
between men and women should be carefully drawn since the research seems contradicting.

Male depression
To date, and as has been seen, research on gender differences in depression is that most
researchers have focused on women and their depressive symptoms. For example, and as it is
evident above, it could be argued that the research on the social factors that are connected with
depression mostly discusses women's socialization, while men's socialization is usually presented as
a separate section under the title 'male depression'. It could be argued therefore that in trying to
explain women's depression, researches have in a way feminized depression producing great
amounts of articles and books on women's mood disorders. This by no means implies that there is
no research on male depression, but it can be argued, and adopting here a discursive perspective,
that research might have played a part on the construction of the 'female characteristics' of
depression only. This argument can be a useful starting point for exploring depression in men as the
same mood disorder women suffer from, but is often manifested and expressed differently.
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To begin with, it is necessary to note that if views on depressive symptoms are broaden,
women's preponderance in depression rates stops (Smith et al., 2007). Interestingly, percentages for
alcohol abuse, depression and antisocial personality for men are comparable with percentages for
depression and anxiety disorders for women (Pollack, 1998a).

The depressive spectrum disease conceptualization (Winocur, 1972, 1979, 1997; Winokur et
al., 1978) is trying to explain the difference in severity of depressive states (e.g. major depression
and dysthymia) and is in accordance with the various ways depression might be manifested.
Winokur and colleagues have found that women had a genetic link to depression and men to
alcoholism. According to spectrum disease classification, depression can be separated in two
categories; endogenous/psychotic for example familial pure depressive disease, and those that
emerge due to emotional instability for example, depressive spectrum disease (Winokur, 1997). The
latter seems more associated with anxiety disorders, alcoholism, substance abuse, and personality
disorder in relatives (Cochran and Rabinowitz, 2000). According to Real (1997) Winokur's research
data are consistent what is evident from clinical practice. Moving a step further, Real challenges the
notion that addictions and depression are separate disorders and raises the question whether they
refer to different manifestations of the same disorder between men and women. This
conceptualization seems to explain adequately women's preponderance in depression and men's
prevalence in alcoholism and antisocial personality disorder.

The depressive spectrum disease seems to elucidate a minor depressive state in men with
addictive or antisocial behaviour but according to Real (1997) this consists of a covert depressive
state in men which by no means is minor. Men display two different types of depression, overt and
covert (Real, 1997). Overt depression is what would be characterized as major depression and it is
described by the 'usual' depressive symptoms evident in uni-polar depression. However, covert
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depression refers to an underlying, hidden, depressive state that mostly men suffer from. Other
authors, refer to it as 'male type' depression (Pollack, 1999), 'masked depression' or label risk-taking
behaviours as 'depressive equivalents' (Brownhill et al., 2005).

Men's gender role is about being strong, being able to stand the pain and move on without
expressing any weaknesses. For example, the rock band Jethro Tull describe men as the ones "who
every day can turn another page" and countless are the examples in literature and in cinema that
portray this stereotypical view of masculinity. In the film 'Cinderella Man' the main character, a
boxer, saying goodbye to his family before a crucial match, hugs and kisses his daughter and
younger son, while he shakes hands with his oldest son. Watching the scene, the younger son
reaches out for a hand shake. According to Cochran and Rabinowitz (2000) being masculine is
about not acquiring a victim stance. In his writings Jung (1956) supports that the masculine is
symbolized by the sun and the hero. In fairy tales women are weak and needy while men are the
strong determined heros who are willing to sacrifice themselves for the greater good or to rescue a
woman in need (Real, 1997). In neonatal units, girls are spoken to in softer tones than boys, they are
seen as 'so well-behaved', 'a real flirt', 'waits her turn so nicely', while boys are labeled as 'naughty',
'mischievous', 'greedy' (Real, 1997; Barden, 2001). In a research with newborns, Condry and
Condry (1976) found that adults would see a crying 'girl' as frightened and a crying 'boy' as angry.
In both circumstances the baby girl or baby boy, was the same child. In a different study, Fivush
(1989) found that mothers attribute only positive emotions to their daughters while they attribute
both positive and negative emotions to their sons.

From the literature it can be seen that the way parents treat their boys and girls is influenced
by the expectations and speculations about his or her needs and state. An angry boy would of course
be treated differently from a frightened girl. Gender identity seems to be attributed to children from
the first seconds they come into the world and this is continued throughout childhood and
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adolescence. Real (1997) remarks that behind covert depression lies trauma, either active or
passive. Boys have a relational side as much as girls have an assertive side. Becoming masculine is
quite often about depriving boys from their relational capacity. Hanson et al. (2008) have found that
boys report exposure to some type of violence in their lifetimes more than girls and Real (1997)
argues that boys learn how to be masculine both through passive and active trauma, by diminishing
connection to the mother, aspects of the self and others.

According to trauma expert Mellody (1987) there is a distinction between 'disempowering
abuse' and 'falsely empowering abuse'. The former refers to shaming, putting the other into a
helpless position while the latter refers to an exaggerated boost of someone's self-esteem. Both
types of abuses in childhood lead to disorders of self-esteem (Mellody, 1987) and Real (1997)
argues that boys are usually not subjected to one or the other abuse type but interchangeably to
both. A useful example can be drawn from sports. First is first and second is nothing. According to
Real (1997 p. 166) "we raise boys to live in a world in which they are either winners or losers,
grandiose or shame filled".

When men are not 'allowed' to express weakness or pain, not only they are reluctant to seek
help, but the shame is so intense that they might hide their pain even from themselves. This leads to
a state where they become emotionally numbed, a state which is called alexithymia (Real, 1997).
According to Parker et al. (1999) alexithymia is more common in boys. Kraemer (2000) on cultural
expectations of masculinity, argues that shy boys become "ashamed of being ashamed" (Krugman,
1995) and try to stop feeling anything, creating an invulnerable image of themselves. In some
circumstances, covertly depressed men seem not just unable to express their feelings but to identify
them in the first place. This seems to explain men's externalizing behaviours like violence,
substance abuse, gambling e.t.c. Further, it has been argued that through these behaviours men
actually try to bring back the lost feeling rather than trying to 'ease the pain' (Khantzian, 1990).
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Moreover, Real supports that covertly depressed men display addictive behaviours as
defence mechanisms against the underlying pain. In particular, men use two different ways of
"addictive intoxication" called "merging" and "elevation"(Real, 1997). When men apply merging,
the boundaries of the self become more loose or even vanish. This is evident in substance
addictions, bingeing and love addiction where the love object becomes a way to soothe hidden,
unacknowledged pain. Elevation refers to what would be mania in its purest form. In the elevating
state, the person has feelings of grandiosity and power. While in mania someone needs an external
object to trigger the grandiose feeling, in elevation the covertly depressed man consumes or does
something to increase his self-esteem in order to fight depression. Examples of elevation would be
addiction to gambling and violence, aggressive or dangerous driving. According to Real (1997 p.
65) "These two forms of addictive intoxication differ in that merger gives the illusion of fusion with
a force that is larger than life, while elevation gives the illusion of becoming such a force oneself".
In many circumstances, when 'merging' does not work against the repressed pain, men switch to
'elevation'. Interestingly, Cochran and Rabinowitz (2000) argue that an experienced narcissistic
wound in a man's life as a precipitating factor for homicidal and suicidal violence.

According to Brownhil et al. (2005) men feel depression in the same way as women, but the
difference lies on what men 'do' when they are depressed. They argue that through risk-taking
behaviours, violence, substance abuse, aggression, depressed men are employing five coping
mechanisms against the hidden pain. They try to "avoid it", men tend to forget or not think about
problems; "numb it", for example through substance abuse; "escape it", maybe spending many
hours at work; "hating me, hurting you" through either self-abuse or/and anger related behaviours
and violence; "stepping over the line" for example, committing suicide.

18

Apparently, it can be concluded that there is respectable evidence that depressed men may
manifest depression differently and quite often they fight against it by any means, in order to keep it
hidden. This raises serious issues on assessing depression in men and providing appropriate help.
Do men need different or more sensitive assessing approaches? Research on gender differences in
the depressive symptoms profile seems controversial. While Young et al. (1990) support that there
are no significant differences on the depressive symptoms profile between men and women, Smith
et al. (2007) have produced opposite findings and conclude that gender differences in the
presentation and course of depression are evident. The picture becomes more blurred when we
include covert or masked depression. In addition, measuring and assessing depression seems
problematic. Gumbiner and Flowers (1997) question the way men and women respond in the
structured measures of depression and in a way challenge their validity across genders since they
argue, that men and women score differently. Reviewing the literature on the matter Cochran and
Rabinowitz (2000 p. 85) have identified several clinical features associated with depression in men,
extremely useful for identifying and assessing underlying depressive state: "strain between genderrole expectations and performance (Good and Wood, 1995; Heifner, 1997); assertions of autonomy
and interpersonal distance, increased conflict and anger in relationships (Williamson, 1987; Frank
et al., 1988); withdrawal from and decreases in social contacts (Oliver and Toner, 1990); perceived
threats to self-esteem and self-respect (narcissistic wounding), disappointment in self (Ahnlund and
Frodi, 1996); alcohol and other drug abuse and dependence (Grant, 1995); inability to cry (Hammen
and Padesky, 1977); antisocial, narcissistic, and compulsive personality traits (Black et al., 1995;
Frank et al., 1988); decreases in sexual interest but not sexual activity (Nofziger et al., 1993);
somatic complaints (Hammen and Padesky, 1977); work-related problems and conflicts
(Vredenburg et al., 1986); difficulties with concentration and motivation (Maffeo et al., 1990)". All
the above features seem to be in accordance with the literature on male depression and provide an
overall description. Nevertheless, health professionals should not stop here. Being aware of the
gender issues in depression and according to what has been mentioned above, someone who is
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assessing a man should look for any behaviours, beliefs or coping strategies, that could serve as a
defense against hidden pain or hidden trauma.

Identifying depression in men is extremely important for their well being. An offender might
be punished for his crimes but will not be considered as possibly depressed. A man that works too
much will not be referred for psychological assessment but he is often going to be rewarded by
employers for his hard work (Brownhill et al., 2005). Further more, in addition to men's
unidentifiable psychological difficulties, men display a reluctance to seek help in the first place.
Men tend not to express their pain and might not share or ignore health concerns in order not to
seem week or needy (Kraemer, 2000). Good and Wood (1995) have found that college students are
ashamed to seek psychological help. Finding ways to bring men closer to available help and
creating a safe and male friendly way of providing psychological support is one of the major
challenges in male psychology and in male depression particularly.

Discussion
Discussing the different views on the nature and definition of depression and the literature
on gender differences in depression has provided a solid base to discuss and understand the unique
nature of male depression. With women's prevalence in depression rates evident it seems that
research has been striving to understand the aetiology behind it and have in a way reproduced the
'feminine' characteristics of this mood disorder. At the same time and for over the past twenty years,
feminist theorists and researchers have brought to the surface the nature of the difficulties and
challenges women face nowadays. This may have led traditional notions of masculinity and men's
self-positioning in society being questioned and re-evaluated.

Men were expected to be tough, not to express feelings or any kind of weakness and this
was probably one of the main reasons for their preponderance in acting out behaviours, anger,
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violence or substance abuse. Nowadays, many would argue that men have more choices. And even
if this sounds as a step forward, it might consist of a problem. Men are facing a transition in their
traditional status. They are 'loosing' their identity but they do not seem to have something solid,
defined to replace it with. In this case it seems that men have two choices, struggling to keep the
traditional masculine identity alive or facing the changes and try to move on. But this implies that
they have to admit weakness and mourn what is lost. Men nowadays might be torn between their
old, tough traditional masculine identity and the new, undefined, blurred and multifaceted one.
Moreover, given that men might move to different directions it deprives them from a strong
consensus, which was evident in the traditional views of masculinity that could support them
through the crisis. But what we seem to miss is that changes in society do not happen rapidly.
Indeed, men's gender identity has developed and changed in the past years, but traditional
masculinity is still evident; in the media, in films, in the way we raise our children. Psychologists
and researchers might be forgetting that 'out there' the stereotypes are still strong and now, under
threat, they might be becoming even stronger. This is where the importance of counselling and
psychotherapy lies. The psychologist is in connection with the client's views, meanings and fears
and can work on this level in connection with what the client experiences as depression, as
masculinity, as 'identity crisis'.

So what is masculinity nowadays? What does it mean for a depressed man to be masculine?
Does it consist of some kind of a trauma? These questions seem a good starting point to understand
the uniqueness of male depression and the role that masculine identity plays. Qualitative research
focusing on the idiosyncratic phenomenology of the experience is an extremely helpful tool to get
as close as possible to understanding how being a man and suffering from depression co-exist and
whether they co-influence each other.
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Furthermore, addressing the subject from a wider view, there is a need to explore the role
research and the discourse around gender differences in depression plays. Is it possible that the
actual divide between males and females in depression actually feeds the differences and
strengthens the gap? According to Real (1997) boys are boys and girls are girls, they don't have to
'become' boys and girls. Does research play a role on the construction of the differences? Does it
construct the way men and women 'should' feel when depressed? Conducting research on such a
meta-analytical level would provide a great opportunity for researchers to self-reflect on the role
they play on the construction of 'scientific truth' in depression and gender.

Gender differences and gender identity issues are extremely complicated. The situation
becomes worse when they are combined with mental health. In terms of understanding male
depression maybe a good starting point would be Tori Amos's lyrics "sometimes I think, I think I
understand, the fear in a boy, the fire in a man".

22

References
Ahnlund, K., & Frodi A. (1996). Gender differences in the development of depression.
Scandinavian Journal of Psychology 37(3), 229-237.
American Psychiatric Association. (1994). Practice guidelines for major depressive disorder in
adults, American Psychiatric Association practice guidelines. Washinton, DC: American
Psychiatric Assosiation.
Armstrong D. (1980). Madness and coping. Sociology of Health and Illness 2(3), 293-315.
Barden, N. (2001). The development of gender identity. In Izzard S & Barden N (Eds.), Rethinking
Gender and Therapy. Philadelphia: Open University Press.
Barnett, L. (2007). Single-parent families on increase, report finds. Retrieved May, 15 2009 from
http://www.independent.co.uk/news/uk/this-britain/singleparent-families-on-increasereport-finds-444217.html
Barnett, R. C., Brennan R T., & Marshall N L. (1994). Gender and the relationship between parent
role quality and psychological distress: A study of men and women in dual-earner couples.
Journal of Family Issues 15(2), 229-252.
Bebbington, P. E. (1996). The origins of sex differences in depressive disorder: bridging the gap.
International Review of Psychiatry, 8(4), 295-332.
Beck, A. (1976). Cognitive therapy and the emotional disorders. New York: International
Universities Press.
Becker, J. (1974). Depression: Theory and Research: V. H. Winston & Sons.
Billings, A. G., & Moos H. R. (1985). Psychosocial Stressors, Coping, and Depression. In E. E.
Beckham & L. R. W (Eds.), Handbook of Depression: Treatment, Assessment and Research
(pp. 940-974): The Dorsey Press.
Black, D., Baumgard C., & Bell S. (1995). A 16- to 45- year follow-up of 71 men with antisocial
personality disorder. Comprehensive Psychiatry 36(2), 130-140.

23

Bond, L., Carlin J B., Thomas L., Rubin K., & Patton G. (2001). Does bullying cause emotional
problems? A prospective study of young teenagers. British Medical Journal 323, 480-484.
Brewin, C. R., & Chris R. (1996). Cognitive processing of adverse experiences. International
Review of Psychiatry, 8(4).
Bromet, E. J., Dunn L O., & Connell M M. (1986). Long-term reliability of diagnosing lifetime
major depression in a community sample. Archives of General Psychiatry 43(5), 435-440.
Brown, S., & Anderson B. (1991). Psychiatric morbidity in adult inpatients with childhood histories
of sexual and physical abuse. American Journal of Psychiatry 148(1), 55-61.
Brownhill, S., Wilhelm K., Barclay L., & Schmied V. (2005). 'Big build': hidden depression in men.
Australian and New Zealand Journal of Psychiatry 39(10), 921-931.
Caneto, S. (1994). Gender issues in the treatment of suicidal individuals. Death Studies 18(5), 513527.
Clare, A. (2000). On Men: Masculinity in Crisis. London: Chatto and Windus.
Cochran, S. V., & Rabinowitz E. F. (2000). Men and Depression. Clinical and Empirical
Perspectives. London: Academic Press.
Condry, J., & Condry S. (1976). Sex Differences: A Study in the Eye of the Beholder. Child
Development, 47(3), 812-819.
Coryell, W., Endicott J., & Keller M. (1992). Major depression in a nonclinical sample:
demographic and clinical risk factors for first onset. Archives of General Psychiatry 49(2),
117-125.
Crosby, F. J. (1982). Spouse, parent, worker: On gender and multiple roles. London: Oxford
University Press.

Cyranowski, J. M., Frank E., Young E., & Shear M K. (2000). Adolescent onset of the gender
differences in lifetime rates of major depression: a lifetime model. Archives of General
Psychiatry 57(1), 21-27.

24

Ehrhardt, A. A. (1985). The Psychobiology of Gender. In Rossi A. S. (Ed.), Gender and the Life
Course (Vol. American Sociological Association Presidential Volume). New York: Aldine
De Gruyter.
Fincham, D. F., Beach R H S., Harold T G., & Osborne N L. (1997). Marital Satisfaction and
Depression: Different Casual Relationships for Men and Women? Psychological Science,
8(5), 351-357.
Fivush, R. (1989). Exploring sex differences in the emotional content of mother-child conversations
about the past. Sex Roles 20(11,12), 675-691.
Frank E., Carpenter L., & Kupfer D. (1988). Sex differences in recurrent depression: Are there any
that are significant? American Journal of Psychiatry 145(1), 41-45.
Gilbert, P. (1992). Counselling for Depression: SAGE Publications Ltd.
Gilligan, C. (1982). In a different voice: Psychological theory and women's development.
Cambridge.
Goldberg, D. (2006). The aetiology of depression. Psychological Medicine 36(10), 1341-1347.
Goldin, L. R., & Gershon E S. (1983). Association and linkage studies of genetic marker loci in
major psychiatric disorders. Psychiatric Developments 1(4), 387-418.
Good, G., & Wood P. (1995). Male gender role conflict, depression, and help-seeking: Do college
men face double jeopardy? Journal of Counselling and Development 74(1), 70-75.
Gooren, L. (2007). Testosterone and the brain. Journal of Men's Health & Gender, 4(3), 334-351.
Gove, W. R., & Tudor J F. (1973). Adult sex roles and mental illness. American Journal of
Sociology 78(4), 812-835.
Hammen, C., & Padesky C. (1977). Sex differences in the expression of depressive responses on
the Beck Depression Inventory. Journal of Abnormal Psychology 86(6), 609-614.
Hanninen, V., & Aro H. (1996). Sex differences in coping and depression among young adults.
Social Science & Medicine 43(10), 1453-1460.

25

Hanson, F. R., Borntrager C., Self-Brown S., Kilpatrick G., Saunders E B., Resnick S H., et al.
(2008). Relations Among Gender, Violence Exposure, and Mental Health: The National
Survey of Adolescents. American Journal of Orthopsychiatry 78(3), 313-321.
Heifner, C. (1997). The male experience of depression. Perspectives in Psychiatric Care 33(2),
10-18.
Helgeson, V. S. (1994). Relation of agency and communion to well-being: Evidence and potential
explanations. Psychological Bulletin 116, 412-428.
Hildebrandt, M. G., Stage K B., & Kragh-Sorensen P. (2003). Gender and depression: A study of
severity and symptomatology of depressive disorders (ICD-10) in general practice. Acta
Psychiatrica Scandinavica 107, 197-203.
Hobfoll, S. E. (1991). Gender differences in stress reactions: Women filling the gaps. Psychology
and Health 5(2), 95-109.
Jung, G. C. (1956). Symbols of Transformation: Bollingen Foundation Inc.
Kanayama, G., Amiaz R., Seidman S., & Pope H G Jr. (2007). Testosterone supplementation for
depressed men: Current research and suggested treatment guidelines. Experimental and
Clinical Psychopharmacology, 15(6), 529-538.
Kaplan, H. (1977). Gender and depression: A sociological analysis of a conditional relationship. In
W. Fann, Karacan I., Pokorny A. & Williams R. (Eds.), Phenomenology and treatment of
depression (pp. 81-113). New York: Spectrum.
Kendler, K., Kuhn W J., Vittum J., Prescott A C., & Riley B. (2005). The Interaction of Stressful
Life Events and a Serotonin Transporter Polymorphism in the Prediction of Episodes of
Major Depression. Archives of General Psychiatry 62(5), 529-535.
Kessler, R. C., & McLeod J D. (1984). Sex differences in vulnerability to undesirable life events.
American Sociological Review 49, 620-631.
Khantzian, E., Halliday, K., & McAuliffe, W. (1990). Addiction and the Vulnerable Self: Modified
Dynamic Group Therapy for Substance Abusers. New York: The Guildford Press

26

Kraemer, S. (2000). The fragile male. British Medical Journal, 321, 1609-1612.
Krugman, S. (1995). Male development and the transformation of shame. In Levant R F. & Pollack
S W. (Eds.), A new psychology of men (pp. 91-126). New York: Basic Books.
Langhinrichsen-Rohling, J., Sanders A., Crane M., & Monson C. (1998). Gender and history of
suicidality: Are these factors related to U.S. college students' current suicidal thoughts,
feelings, and actions? Suicide and Life Threatening Behavior 28(1), 127-142.
Leader, D. (2008). The New Black Mourning Melancholia and Depression: Penguin Books.
Leary, M. R., Kowalski M. R., L, S., & S, P. (2003). Teasing, Rejection, and Violence: Case
Studies

of the School Shootings. Aggressive Behavior, 29(3), 202-214.

Maffeo, P., Ford T., & Lavin P. (1990). Gender differences in depression in an employment setting.
Journal of Personality Assessment 55(1,2), 249-262.
Magovcevic, M., & Addis E M. (2008). The Masculine Depression Scale: Development and
Psychometric Evaluation. Psychology of Men & Masculinity, 9(3), 117-132.
Maris, R. (1997). Social and familial risk factors in suicidal behavior. Psychiatric Clinics of North
America, 20(30), 519-550.
Mathers, C. D., & Loncar D. (2006). Projections of global mortality and burden of disease from
2002 to 2030. Public Library of Science Medicine 3(11) 2011-2030.
Mc Grath, E., Keita G P., Strickland B R., & Russo N F. (1990). Women and depression: Risk
factors and treatment issues. Washington DC: American Psychologial Association.
McIntosh, D. N., Keywell J., Reifman A., & Ellsworth P. C. (1994). Stress and health in first-year
law students: Women fare worse. Journal of Applied Social Psychology 24, 1474-1499.
McPherson, S., & Armstrong D. (2005). Social determinants of diagnostic labels in depression.
Social Science & Medicine 62(1), 50-58.
Mellody, P. (1987). Facing Codependence. San Francisco: Harper Collins.
Mendlewicz, J., & Fleiss J L. (1974). Linkage studies with X chromosome markers in bipolar and
unipolar illness. Biological Psychiatry 9, 261-294.

27

Meyer, A. (1905). A discussion on the classification of the melancholics. Journal of Nervous and
Mental Disease 111, 240-242.
Miller, J. B. (1988). Toward a new psychology of women: Pellican Books.
Moscicki, E. (1997). Identification of suicide risk factors using epidemiologic studies. Psychiatric
Clinics of North America, 20(3), 499-517.
Motto, J., & Bostrom A. (1997). Gender differences in completed suicide. Archives of Suicide
Research 3(4), 235-252.
National Center for Health Statistics (2004). Deaths : Final Data for 2004. Retrieved 28/05/2009
from http://www.cdc.gov/nchs/products/pubs/pubd/hestats/finaldeaths04/finaldeaths04.htm
Nazroo, J. Y., Edwards A C., & Brown G W. (1997). Gender differences in the onset of depression
following a shared life event: a study of couples. Psychological Medicine 27, 9-19.
Newmann, J. P. (1984). Sex differences in symptoms of depression: clinical disorder or normal
distress? Journal of Health and Social Behavior 25, 136-159.
Nofziger, E., Thase M., Reynolds C., Frank E., Jennings R., Garamoni G., et al. (1993). Sexual
function in depressed men. Archives of General Psychiatry 50(1), 24-30.
Nolen-Hoeksema, S. (1987). Sex differences in unipolar depression: Evidence and theory.
Psychological Bulletin 101, 259-282.
Nolen-Hoeksema, S. (1990). Sex differences in depression. Stanford, CA: Stanford University
Press.
Nolen-Hoeksema, S. (1991). Responses to depression and their effects on the duration of depressive
episodes. Journal of Abnormal Psychology 100, 569-582.
Nolen-Hoeksema, S. (2001). Gender Differences in Depression. Current Directions in
Psychological Science, 10(5), 173-176.
Nolen-Hoeksema, S., Larson J. & Grayson (1999). Explaining the Gender Difference in
Depressive Symptoms. Journal of Personality and Social Psychology, 77(5), 1061-1072.

28

Parker, A. D., Parker S E., Harford C T., & Farmer G G. (1987). Alcohol Use and Depression
Symptoms among Employed Men and Women. American Journal of Public Health, 77(6),
704-707.
Parker J. D. A., Keightley M. L., Smith C. T. & Taylor G. J. (1999). Interhemispheric transfer
deficit in alexithymia: an experimental study. Psychosomatic Medicine, 61(4), 464-468
Perry, P. J., Yates R W., Williams D R., Andersen E A., MacIndoe H J., Lund C B., et al. (2002).
Testosterone therapy in late-life major depression in males. Journal of Clinical Psychiatry,
63(12), 1096-1101.
Piccinelli, M., & Wilkinson G. (2000). Gender differences in depression. British Journal of
Psychiatry 177(6), 486-492.
Pollack, W. (1998a). Mourning, melancholia, and masculinity: Recognizing and treating depression
in men. In W. Pollack & Levant R. (Eds.), New psychotherapy for men (pp. 147-166). New
York: Wiley.
Pollack, W. (1999). The tortures of Job: diagnosing and treating hidden depression in older men.
Journal of Geriatric Psychiatry 32, 195-222.
Radloff, L. S., & Rae D S. (1979). Susceptibility and precipitating factors in depression: Sex
differences and similarities. Journal of Abnormal Psychology 88(2), 174-181.
Real, T. (1997). I Don't Want to Talk About it. Overcoming the Secret Legacy of Male Depression.
Fireside.
Rowe, D. (1978). The Experience of Depression. John Wiley & Sons.
Rowe, D. (2003). Depression The Way Out of Your Prison. Routledge, Taylor & Francis Group.
Seeman, M. V. (1997). Psychopathology in women and men: focus on female hormones. American
Journal of Psychiatry 154(12), 1641-1647.
Seidman, S. N., & Roose P S. (2006). The Sexual Effects of Testosterone Replacement in
Depressed Men: Randomized, Placebo-Controlled Clinical Trial. Journal of Sex & Marital
Therapy 32(3), 267-273.

29

Seligman, M. E. (1975). Helplessness: On depression, development, and death. San Francisco:
Freeman.
Sevy, S., Mendlewicz J., & Mendelbaum K. (1995). Genetic reserch in biolar illness. In Becker E.
& Leber W. (Eds.), Handbook of depression (pp. 203-212). New York: Guildford.
Sinokki, M., Hinkka K., Ahola K., Koskinen S., Kivimaki M., Honkonen T., et al. (2009). The
association of social support at work and in pribate life with mental health and
antidepressant use: The Health 2000 Study. Journal of Affective Disorders 115(1-2), 36-45.
Smith, J. D., Kyle S., Forty L., Cooper C., Walters J., Russell E., et al. (2008). Differences in
depressive symptom profile between males and females. Journal of Affective Disorders
108(3), 279-284.
Staley, J. K., Sanacora G., Tamagnan G., Maciejewski P K., Malison R T., Berman R M., et al.
(2006). Sex differences in diencephalon serotonin transporter availability in major
depression. Biological Psychiatry 59(1), 40-47.
Stoppard, M. J. (2000). Understanding Depression. Feminist Social Constructionist Approaches.
Routledge Publications.
Takeuchi, D., Chung R., Lin K., Shen H., Kurasake K., Chun C., et al. (1998). Lifetime and twelvemonth prevalence rates of major depressive episodes and dysthymia among Chinese
Americans in Los Angeles. American Journal of Psychiatry 155(10), 1407-1414.
Taylor, J. M., Gilligan C., & Sullivan A. (1997). Between Voice and Silence: Women and Girls,
Race and Relationship. Cambridge: Harvard University Press.
Harvard Mental Health Letter. (2006). Men and depression. Harvard Mental Health Letter, 23(5),
1-3.

van Grootheest, D. S., Beekman A T F., Broese van Groenou M I., & Deeg D J H. (1999). Sex
differences in depression after widowhood. Do men suffer more? Social Psychiatry and
Psychiatric Epidimiology 34(7), 391-398.

30

Vermeersch, H., T'Sjoen G., Kaufman J M., & Vincke J. (2008). 2d:4d, sex steroid hormones and
human psychological sex differences. Hormones and Behavior 54(2), 340-346.
Vredenburg, K., Krames L., & Flett G L. (1986). Sex differences in the clinical expression of
depression. Sex Roles 14, 37-49.
Weich, S., Sloggett, A. and Lewis, G. (1998). Social roles and gender difference in the prevalence
of common mental disorders. British Journal of Psychiatry, 173, 489-493
Weissman, M. M., & Klerman G. (1977). Sex differences and the epidemiology of depression.
Archives of General Psychiatry 34(1), 98-111.
Weissman, M. M., & Klerman L G. (1985). Gender and depression. Trends in Neurosciences, 8(9),
416-420.
Williamson, M. (1987). Sex differences in depression symptoms among adult family medicine
patients. Journal of Family Practice 25(6), 591-594.
Winokur, G. (1979). Unipolar depression: Is it divisible into autonomous subtypes? Archives of
General Psychiatry 36(1), 47-52.
Winokur, G. (1972). Depression spectrum disease: Description and family study. Comprehensive
Psychiatry 13(1), 3-8.
Winokur, G. (1997). All roads lead to depression: Clinically homogeneous, etiologically
heterogeneous. Journal of Affective Disorders 45(1), 97-108.
Winokur, G., Behar D., & Van Valkenburg C. (1978). Is a familial definition of depression both
feasible and valid? Journal of Nervous and Mental Disease 166(11), 764-768.
Wolpert, L. (1999). Malignant Sadness The Anatomy of Depression. Faber and Faber Limited.
Wortman, C. B., Silver R C., & Kessler, R. C. (1993). The meaning of loss and adjustment to
bereavement. In M. S. Stroebe, Stroebe W. & Hansson R O. (Eds.), Handbook of
bereavement; theory, research and intervention (pp. 349-366). Cambridge: Cambridge
University Press.
World Health Organization (2009). Depression. Retrieved September 30, 2009, from

31

http://www.who.int/healthinfo/global_burden_disease/en/index.html
Young, M., Scheftner, W., Fawcett, J., and Klerman, G. (1990). Gender differences in the clinical
features of unipolar major depressive disorder. Journal of Nervous and Mental Disease,
178(3), 200-203
Zlotnick, C., Shea M., Pilkonis P., Elkin I., & Ryan C. (1996). Gender, type of treatment,
dysfunctional attitudes, social support, life events, and depressive symptoms over
naturalistic follow-up. American Journal of Psychiatry 153(8), 1021-1027.

32

