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Gender differences in depression in relation to
life events

Nazroo JY, Edwards AC, Brown GW. (Department of Social
Policy and Social Science, Royal Holloway, University of Lon-
don, London, United Kingdom.) Gender differences in the onset
of depression following a shared life event: A study of couples.
Psychol Med 1997;27:9-19.

SUMMARY
This study explores the gender differences in clinically relevant
depression and its relationship to the role adopted. The sample
consisted of 100 couples living together on a general practitioner's
list who were recruited from responses to a screening questionnaire
for life events. Forty-six per cent responded and those with a severe
enough shared life event were included. Both partners were inter-
viewed separately by different interviewers to exclude interviewer
bias. Incentive for participation was offered but only two-thirds
agreed to participate.

Ninety-seven couples experienced a total of 129 shared crises in
the previous one year. The mean age of men was 38 years (range 22-
61) and of women 36 years (range 19-55). Seventy per cent were
from the working class and the mean duration of living together was
II years (range 9 months-35 years). A shortened version of the
Present State Examination (PSE)' was used to assess psychiatric
symptoms and was extended to date of onset and recovery of
depression. The diagnosis of depression was based on the frequency
and severity of symptoms. Any gender differences in reporting of
symptoms was minimized by detailed questioning. The Life Events
and Difficulties Schedule (LEDS)2 assessed the severity of events.
An event was only considered to have provoked an episode of
depression if there was no other severe event closer in time and if the
onset occurred within 6 months of the event. The crises were classi-
fied into seven broad role domains: children and other close relation-
ships (19%), housing (13%), reproduction (9%), financial (41%),
marital (10%), health (5%) and crime (3%). One of the items in the
coping schedule was used to assess the extent of self-blame felt by
either partner.

Contributions to four role-related sets of activities--childcare,
housework, financial provision and financial management-were
assessed using a modified version of the Camberwell Family Inter-
view) by questioning about responsibility for activities and perfor-
mance of tasks as compared to the spouse in each of the four sets of
activities. Scale points were 'more male', 'intermediate' and 'more
female'. As considerable agreement existed between the ratings of
patterns, the ratings based on the women's account were used. The
scales had satisfactory inter-rater reliability (Kappa: 0.81-1.00).
Ratings for relative role commitment were made using the Self
Evaluation and Social Support Schedule." For some couples, the
ratings for role responsibility and performance were different from
that for role commitment as it seemed that in spite of commitment,
certain activities were not being performed.

The crises were divided into two types for determining role
salience. The salience for crises that had implications for daily
activity and management (80%) was based on the ratings of relative
involvement and responsibility for the role domain which the crises
involved. The role salience of crises that involved failure of a dream

or plan was based on the ratings of relative commitment for that role
domain.

Thirty-four women and 20 men had an episode of depression in
the study period and out of these 8 women and 5 men were excluded
as the episode was chronic or no shared provoking agent was present.
The number of episodes following crises related to children, housing
or reproduction were five times greater for women. The increase in
risk in men following a financial crisis was not significant. There was
no significant gender difference in the onset of depression following
other types of crises.

The scores for relative role responsibility and involvement in
domains of childcare, housework and financial management were
higher for women while men had higher scores for financial provi-
sion. The scores for relative role commitment differed significantly
only with respect to work (scores higher for men). Women were more
likely to blame themselves for children, housing and reproduction
crises while men were more likely to do so for financial crises. Men
were more likely to under-report children, housing and reproduction
crises.

To directly test the effect of role differences, the ratings of role
salience of the crisis (based on the matching of type of crisis with
relative role involvement, responsibility and commitment) was done.
The onset of depression in women and men was compared for crises
with role salience greater for women and that with no difference in
role salience between the genders. Depressive episodes were signifi-
cantly more in women only for crises with role salience greater for
women. Use ofiogistic regression showed only an interaction effect
between gender and salience as significant, confirming that gender
differences only occurred for crises with difference in salience for
both sexes.

COMMENT

Gender differences in the prevalence of depression are well
known. Most studies have shown that depression in women is
more common than in men.' Nandi et al. 6 found depression to be
more common among women in an Indian community. Various
explanations for this have been suggested, including diagnostic
priority to other diagnoses such as alcoholism in men, biological
differences and greater exposure to stress in women. The role
strain hypothesis states that the roles occupied by women give rise
to greater stress. Kesler and McLeod presented evidence suggest-
ing that women are prone to react adversely to events occurring to
family or friends and referred to it as the 'cost of caring'." Thoits
believes that identity based on roles are important for self-
evaluation and any disruption of role identity is likely to be
depressogenic." Brown et al. too found that women are more
likely to develop depression following an event threatening their
role domain."

This study has proved the issue of gender differences in
depression in relation to life events and the role adopted using a
sample of couples with a shared crisis. The choice of such a
sample has ensured that several confounding variables are taken
care of. PSE which has a good reliability and validity has been
used for the diagnosis of depression. 10 LEDS was used to objec-
tively assess the severity of crises.

A direct assessment of gender differences in role performance
and commitment was made in different role domains, rather than
simply assuming gender differences. The role salience was deter-
mined on the basis of the nature of crisis. The incidence of



226

depression in both sexes was separately studied for crises in each
role domain. The confirmation of gender differences only for
children, housing and reproduction crises, which was different
with regard to role responsibility and involvement for both
genders, supports the 'cost of caring' and 'role identity' model.
Further support is provided by the fact that this gender difference
only existed for couples with difference in role salience with
respect to the crises.

However, this study has not included couples who had expe-
rienced a crisis that was not shared. Also, the sample is not
representati ve of men and women in general and the non-response
rate among those screened was high. The fact that vulnerability
may also vary at different stages of life has not been taken into
account. The sample size was small and there were only 52 crises
involving children, housing or reproduction. Results similar to
the present study were reported by Ross et al. \I On comparing
four types of marriages they found only a small gender difference
in depression when both partners were working, were happy with
this arrangement and the man made a significant contribution to
housework. Previous studies that did not find gender differences
in the rate of depression may have used samples with low children,
housing or reproduction crises or may nor have had difference in
roles in these domains. More studies are required to confirm the
findings of this study as it has important social implications.

In the Indian context, it is well accepted that the role of women
is changing as more of them are now working outside homes.
However, they are stiII expected to perform the traditional roles of
housewife and mother. This dual role is likely to be stressful" and
can lead to more mental health problems including depression.
This has important implications for psychiatric services in India.

The prognosis for very tiny neonates

Tin W, Wariyar U, Hey E for the Northern Neonatal Network.
(South Cleveland Hospital, Middlesborough, Cleveland; Royal
Victoria Infirmary, Newcastle-upon-Tyne, United Kingdom.)
Changing prognosis for babies of less than 28 weeks gestation
in the north of England between 1983 and 1994. BM} 1997;314:
107-11.

SUMMARY
This population-based study investigated the early and late prognosis
forbabies born at 22 to 27weeksof gestation between 1983and 1994.
The outcome measures were mortality and disability among the
survivors. There were 479 070 registered births during the study
period. No baby born at 22 weeks of gestation survived; only 8 (4%)
of the 197babies at 23 weeks and alive atthe onset oflabour survived
for a year-a proportion that did not change during the study period.
Survival among the rest of the babies born at less than 28 weeks
improved progressively between 1983-86 and 1991-94. However,
administration of artificial surfactant to babies requiring ventilation
from mid-1990 was associated with a further improvement in sur-
vival only in those over 25 weeks of gestation. Babies born at 24
weeks of gestation required three times as much high dependency
care per survivor as those born at 27 weeks of gestation (76 v. 26
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days). The rate of severe disability in the one-year survivors of less
than 26 weeks gestation (30/123; 24%) was similar to the sampled
survivors ofless than 26 and 27 weeks (291108; 27%). The propor-
tion disabled did not change significantly during the study period. All
the children born in 1983, 1987 and 1991 were later reassessed in
greater detail. Ten per cent (13/136) seemeddestined for a continuing
life of total dependency.

COMMENT
Improvements in neonatal intensive care have made it possible to
save extremely low birth-weight and premature babies. In devel-
oped countries, almost all the infant mortality is attributable to
deaths in the first 4 weeks (neonatal) of life. Therefore, intensive
neonatal care units form the principal child care services. There
are societal, political and professional reasons to try to save
'every' live-born infant, irrespective of the birth-weight and
gestation. New technology for monitoring and life-support, and
new forms of therapy (surfactant, parenteral nutrition) along with
high quality nursing care have brought about a near miraculous
revolution in the care of small babies especially those born at less
than 28 weeks of gestation; the erstwhile limit of viability.

The inevitable questions that arise in the background of the
above scenario are: (i) How many such babies are surviving? and
(ii) What is the long term neurodevelopmental outcome of the
survivors?

Tin et al. have addressed these issues. Using a database of
nearly 48 000 births in the area of the Northern Regional Health


