
Impact of sex and gender aspects in
depression/Introduction

Incidence/Prevalence
Epidemiological studies show that women suffer from depression significantly more often than men.
Longitudinal studies, which allow an estimation of the incidence rates of depressive disorders within
a particular time frame, find consistently higher rates of new cases in girls and women (a period of
12 to 20 months showed incidences between 1.6 and 3.4 percent) compared to boys and men. [1] [2]

According to data collected in a study evaluating the health of adults in Germany, 13.1 percent of
women and 6.4 percent of men aged 18 to 64 years were suffering from depression in 2014 (12-
month prevalence). [3] Therefore, women are presumed to suffer from depressive symptoms about
twice as often as men. The so-called "gender gap" is especially noticeable with seasonal and atypical
depression. [4] [5] [6] In general, differences in prevalence between the sexes have been shown to be
internationally consistent. Less clear however, are the conclusions regarding differences in the
clinical course of depression in men and women. Nevertheless, the majority of studies show higher
relapse and chronification rates in women than in men. [7]
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Figure 1: Distribution of affective disorders and sex ratio (female: male) [Source:
GenderMed-Wiki]

In contrast to unipolar depression, bipolar disorders and manic disorders do not appear to
demonstrate any sex difference in prevalence rates; women and men seem to be affected equally. A
general sex-specific difference in the prevalence of affective disorders can therefore not be assumed
(see Figure 1). Nevertheless, the course and exact symptoms of bipolar disorders vary between the
sexes. [7]
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Figure 2: Cohort-specific lifetime prevalence of major depression in women and men
[Source: GenderMed-Wiki, by Kessler et al., 1994].

 

Figure 3: Sex-specific differences in the prevalence of major depression in different age
cohorts (6-month prevalence) [Source: GenderMed Wiki, according to Angst et al., 2002].

Research on the age-related sex difference shows that the depression rate between female and male
patients only really begins to differ at the onset of puberty. [8] During puberty, the prevalence
increases overall, with a much greater increase in girls. By the age of 18, women are already twice
as likely to suffer from depression as men. [2] It is currently unclear whether the prevalence figures
of both sexes converge again in late adulthood. [9]
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Risk and protective factors
Studies overwhelmingly confirm the female sex as a risk factor for the development of a depressive
episode. The following table lists important biological and psychosocial predictors that are
scientifically investigated as causes of this sex difference (Table 1). Psychosocial factors influencing
both sexes can be found in section 4.4 ('Psychosocial factors').

Table 1: Biological and psychosocial factors in comparison.

Biological factors Psychosocial factors

Genetic risk:
Recent studies indicate a stronger genetic
predisposition in women compared to men
(heritability for women between 40 to 42
percent and for men 29 to 31 percent). [10] In
addition, there are indications that some
genetic risk factors may have different
effects on women than men or only be
relevant to one sex. [11]

Primary anxiety disorder:
It is estimated that the presence of
primary  anxiety disorder explains about 50
percent of the association between sex and
the prevalence of depression:
epidemiological studies show that the
diagnosis of an anxiety disorder
significantly increases the risk of
developing depression in both men and
women. However, women are affected
by anxiety disorder significantly more often
than men, which give this risk factor a sex-
specific orientation. [12]
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Phases of hormonal change:
1. Puberty:
Pubertal maturation is a good predictor of
adolescent depression in girls. [13] Under
certain circumstances, the increase in sex
hormones may be directly related to the
development of negative affect in girls. [14]

Pubertal status should not be considered an
isolated biological factor; rather there exists
a complex interaction with social and
cultural variables (e.g. the search for
identity). [9]

2. Premenstrual dysphoric syndrome
(PMDS):
An increased sensitivity to changes in
estrogen and progesterone levels is believed
to have a negative effect on serotonin
metabolism. However, reliable measurement
of central nervous serotonin functionality is
not yet possible. [9] It is suggested that PMDS
be regarded as an independent disorder, as
it differs from a depressive episode in its
primary symptoms (irritability, affect
lability), phase duration and drug latency
(SSRI). [15]

3. Postpartum phase:
Postpartum depression is defined as a major
depression that begins within four weeks of
giving birth. While up to 70 percent of
women develop individual depressive
symptoms after childbirth, about 13 percent
appear to suffer from a depressive episode
during this period. Studies show that in the
first three to four days after giving birth, the
estrogen level drops dramatically. In
proportion to this loss of estrogen, the level
of the enzyme monoaminooxidase A (MAO-A)
in the female brain seems to increase
significantly. This enzyme is found in higher
concentrations in glial cells and monoamine-
releasing neurons, where it reduces the
availability of the neurotransmitters
serotonin, dopamine and norepinephrine.
Among other things, these neurotransmitters
have an impact on mood. If these
neurotransmitters are deficient, there may
initially be feelings of sadness, but later an
increased risk of developing depression. [16]

Predictors such as depressive illness in the
medical history and/or during pregnancy,
lack of social support and stressful life
events were also identified. [17] In some
cases, men can also develop postpartum
depression, although the prevalence here is
significantly lower (4 to 5 percent). [18]

4. (Peri-)Menopause:
Several studies confirm an increased risk of
relapse in women with earlier depressive
episodes [19] and an increase in depressive
symptoms in women who are not already
depressed [20] during perimenopause. It
remains unclear whether hormonal changes
have a direct influence or indirectly
modulate the relationship via vasomotor
symptoms and/or critical life events. [9] The
effectiveness of estrogen replacement
therapies for depressive symptoms remains
inconsistent. [21]

Personality traits:
Sex differences in personality related
vulnerability factors are particularly
evident in late adolescence and young
adulthood: For example, lower self-esteem
[22] and higher neuroticism [23] seem to
increase the risk of depression in girls and
women in these phases of life.
In addition, girls show significantly higher
anxiety scores than boys even before the
onset of puberty (and thus before
depression rates drift apart between the
sexes). [22]

A prominent cognitive approach to gender
differences in depression is the ''Response
Styles Theory'', which deals with coping
strategies in managing depressive
disorders. Emotionally focused, symptom-
related worrying (rumination) can result in
an exacerbation of depressive symptoms. In
most cases, feelings of rumination are
much more pronounced in women than in
men. In comparison, men are more likely to
cope through cognitive and behavioral
distraction, which frequently has
depression-reducing effects. These
different coping styles are mainly due to
gender-specific socialization processes. [24]
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Neuroendocrine stress response:
There is a hypothesis being discussed that
sex hormones modulate a greater
dysregulation of the HPA axis in women.
[25] However, studies show that women with
low estrogen production (luteal phase)
respond to psychological stress with a
similar cortisol release as men. With high
estrogen production (follicular phase or
taking contraceptives) women respond with
a lower cortisol release than men. [26]

Psychosocial stressors:
Women are particularly vulnerable to
psychosocial stressors in the macro-social
sphere: Factors such as low levels of
education, low socio-economic status (even
poverty) or low control over behavior are
structural aspects that have a negative
impact on the mental health of women and
men. However, it is usually women who are
significantly disadvantaged with regard to
these factors. [27]

Life-event research also confirms that
although women and men tend to have a
similar risk of responding to stressful life
events with depression, women are
subjected to significantly more negative
events affecting their social environment
than men. [10]</ref> Even in adolescence,
girls experience interpersonal stress more
often, to which they respond with
depression. [28]

Oxytocin:
High interpersonal needs and the desire for
intimacy in women are regulated in part by
the sex hormone oxytocin. Women in
particular are vulnerable to the development
of depression with regard to interpersonal
stress. Risk factors here are an unstable
parental attachment, an anxious, repressive
nature and low instrumental coping
strategies (e.g. rumination). [29] Sufficient
empirical results from human research are
not yet available.

Sexual and non-sexual physical
violence:
Sexual and non-sexual physical violence are
traumatic stressors that can lead to the
development of various mental illnesses.
[30] In these cases, men and women become
victims of violence. While men are exposed
to physical violence in public places much
more often, women are significantly more
prone to severe forms of domestic and
sexual violence. According to data from the
BMFSFJ from 2004, approximately 13% of
women in partnerships are exposed to
domestic violence. [31] The consequences of
this violence may not only be psychological
and physical injuries, but also chronic
pathological changes in the HPA axis. [32]

Symptoms
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While women tend to show core symptoms such as sadness, in men these can be masked by
external symptoms such as aggressiveness. [Source: GenderMed Wiki, 2016]

While depressive core symptoms such as sadness, depression and anhedonia are mentioned by both
sexes with about the same frequency, other depressive symptoms can differ between the sexes. [33]

For this reason, depression in men often goes unrecognized. Researchers speak of "depression
blindness" in men, which seems to have various causes. One important aspect is that depression
symptoms sometimes manifest themselves differently in men than in women. For example, men tend
to react aggressively and take risks during a depressive episode and resort to alcohol and drugs
more often than women. These external signs often mask the "classic" clinical symptoms, such as
loss of self-esteem, listlessness or loss of pleasure, especially at the onset. [34] Such behavioral
patterns are often not recognized by professionals as possible depression symptoms but are
classified as "typical male defense strategies". [35] In contrast, women are more likely than men to
react with atypical symptoms (e.g., increased appetite instead of loss of appetite) or somatic
complaints and pain. [33] Overall, they report more symptoms than their male counterparts. [5]

Although the prevalence of depression is significantly higher among women, men are three times
more likely to commit suicide than women (with women more likely to make an attempt). Women
tend to be more parasuicidal, while men tend to use more aggressive methods. Up to 70 percent of
all suicides occur in the context of a depressive illness. [36]

The increased suicide rate accompanied by a lower rate of attempted suicide in the male population
compared to the female population is scientifically discussed as a so-called ''gender paradox'' and
allows the hypothesis that the low depression prevalence in men is due less to a lower risk of
depression than to underdiagnosis (detailed information on gender differences in suicide and
suicidal behavior can be found here). [37] [38]

Concerning the clinical picture of men with depression, the following can be observed: The stronger
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the adherence to stereotypical ideals of masculinity (normative or hegemonic masculinity), the more
pronounced the externalized symptoms of depression [39] and the more probable a suicide attempt. [40]

In order to be able to reduce suicide rates in men, a male pattern of symptoms must be taken into
account in diagnosis and therapy. [41]

The following table (Table 3) illustrates the distribution of depressive symptoms between the
sexes. No clear differences between sexes can be assumed here; only trends and results of individual
studies are shown.

Table 3: Potential Differences in the manifestation of symptoms between men and women.

Women > Men Men > Women
Physical symptoms: energy loss,
fatigue, sleep disorders, appetite
disorders, motor and cognitive
retardation [42] [6]

Emotional arousal: aggressiveness,
anger, [43] fits of anger and irritability
[35]

Atypical symptoms: Weight gain,
increased appetite, increased
sleep. [5]

Substance abuse/dependence:
alcohol, nicotine, drugs [34]

Other: Comorbid anxiety with
nervousness and/or panic attacks
[5], physical complaints and pain
[42]

Social interaction: hostility,
uncontrolled actions, tendency to
reproach outwardly, antisocial
behavior. [35] [34]

 

Prevention
Effective coping strategies for mental stress can prove to be successful in preventing the
development of a depressive episode. Coping does not have positive (in the sense of health-
promoting) effects per se, but rather "wrong" strategies can promote the development of depressive
symptoms or aggravate existing complaints. It is therefore necessary to differentiate between
health-promoting and health-damaging coping in the prevention and treatment of depressive
disorders. Studies confirm sex and gender differences exist in dealing with stressful situations on a
cognitive and behavioral level. Overall, women seem to cope with stress in a more emotionally
centered way, tend to brood more easily and are less able to distance themselves. Men are better
able to distract themselves but tend to react with emotional inhibition in problem situations and are
significantly less likely to seek professional help. [44] [5] The following overview (Table 4) presents
research results on gender-specific coping behavior in table form.

 

Table 4: Gender differences in coping behavior.

Women > Men Men > Women
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Women seem to cope more
emotionally focused and use emotions
as a "valve" (e.g. by crying, shouting
or even laughing) In addition, they
more often state that they find relief
in their (religious) beliefs. [24]

Men cope more often in an
action-oriented way, for example
by becoming more active in
sports (positive) or increasing
their alcohol consumption
(negative, risk of comorbid
addiction). [24]

Women tend to cope in an emotionally
focused and symptom-related way and
have a stronger tendency to brood
with thought processes (rumination).
Rumination enhances the risk of
exacerbation of depressive symptoms.
[5]

Men are more likely to cope with
cognitive and behavioral
distraction, which prevents
rumination and can reduce
symptoms. [5]

Women tend to have an emotionally
focused and avoiding coping style,
cope less rationally and are less able
to distance themselves. [44]

Men react more emotionally
blocked in difficult situations
than women. [44]

 

Men are much less likely than
women to seek professional
support for psychological
problems. [45]
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