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Prevalence rates for disorders 

Prevalence Rate: Statistical concept referring to the number of cases of a disease that are 

present in a particular population at a given time.  

In this section we will look at the occurrence of MDD. 
In relation to gender and culture; why are prevalence rates different? 
 

Gender 

In 2014, 22.5% of females compared with 16.8% of males in the UK aged 16 and over 

showed symptoms of anxiety or depression   

Why could the prevalence rate for MDD be higher in females? 

Key study - Brown and Harris (1978) 
This study can be re-used from ‘explanations of disorders’ 
 

It has been suggested that environmental stressors may influence the onset of depression e.g. losing a job 

or being a single mother.  

Aim: To determine the role of environmental, social stressors which contributed towards the onset of 

depression in women. 

Procedure: This was a case study where they conducted a semi-structured life event interview on 458 

women in London about both biographical information (info about their life) and difficulties that they 

faced, in order to study the etiology of depression.  

Findings: 8% of all the women - that is, 37 in total - had become clinically depressed in the previous year. 

33 of these women (nearly 90%) had experienced an adverse life event (e.g. loss of a loved one) or a 

serious difficulty (e.g. being in an abusive relationship). Only 30% of the women who did not become 

depressed suffered from an adverse life event. 

Conclusion: On the basis of this, Brown suggested a vulnerability model of depression, based on a number 

of factors that could increase the likelihood of depression.  These vulnerability factors are grouped into 

three types: 

1) Protective factors: these factors decrease the risk of depression in combination with particularly 

stressful life events; for example - a strong sense of community or a close bond with a family 

member. 

2) Vulnerability factors: these factors increase the risk of depression in combination with particularly 

stressful life events. The most significant vulnerability factors were (1) Loss of one's mother before 
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the age of 11, (2) lack of a confiding relationship, (3) more than three children under the age of 14 

at home and (4) unemployment. 

3) Provoking agents are acute and ongoing stress. 

The study is in line with the widely accepted diathesis–stress model, which is an interactionist approach to 

explaining psychological disorders. The model claims that depression may be the result of a hereditary 

predisposition interacting with the environment. 

Critical thinking: 

- The study was repeated several times and the results broadly supported the notion that the 

vulnerability social factors above, are indeed associated with the development of depressive 

episodes.  

- The importance of sociocultural factors is also demonstrated in Chiao and Blizinsky’s study 

investigating the 5HTT gene.  

- Only one culture used 

- Only tells us about women, but it does use a large sample 

- Interview gives us rich data 

- As with the other approaches, it is difficult to argue social stressors are the cause of depression. It is 

only with the interaction of biological factors that the stressors appear to lead to the disorder. 

The problem with vulnerability models like in the Brown and Harris study: 

• Although this assessment is frequently used, evidence shows that smaller more consistent stressors 

may play a more significant role in one's mental health. This could be because larger life events can 

eventually be interpreted as having significance or meaning, whereas the hassles are seen as an 

irritation and without purpose. 

• Studies of vulnerability models are often case studies, making it difficult to generalize to larger 

populations. However, it does appear that environmental stressors do have universal effects on our 

physiology.  Although protective factors may vary among communities, research on stress may help 

us to understand the relationship between our physiological response to stress and the onset of the 

disorder.   

• Vulnerability models are unable to explain why some people develop depression when exposed to 

environmental stressors, but they do potentially help us to potentially prevent the disorder by 

providing more protective factors for individuals who may be at risk for the disorder. As with the 
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other approaches, it is difficult to argue social stressors are the cause of depression. It is only with 

the interaction of biological factors that the stressors appear to lead to the disorder. 

Relating this study to Prevalence Rates… 
 

Perhaps women are vulnerable to more life stressors  
 
In Brown and Harris’ study on women (1) having 3 or more children under the age of 14 at home was a risk factor for 

depression, as well as (2) unemployment. (3) Acute and ongoing stress was also a provoking agent (something that 

could give rise to depression).  

• (1) If men are the ‘breadwinners’, then women may be likely to stay at home to look after children. 

This could be linked to the fact that a lot of women don’t get paid the same amount as men, even 

in the same role, so a family might think it is more economical for the woman to stay at home.  

• (2) Unemployment was a risk factor for depression. Although there isn’t supposed to be any 

discrimination for going on maternity leave, there are still employees out there who would be 

hesitant to employ someone who they thought would be likely to have a baby soon.  

• (3) Ongoing stress was a provoking agent for depression. For women, this could come in many 

forms e.g. childcare, trying to get back into work after having a baby / societal pressures on women. 

McGrath et al (1990) argues that women are more likely to encounter such stressful life factors as 

physical and sexual abuse, poverty, single parenthood, and sexual discrimination 

Therefore, maybe women are more likely to get depression because they have more societal pressures and 

risk factors than men.  

Using Brown and Harris as one of your main studies – there are other arguments that can 
be considered/ discussed;  
 

➔ It is an income effect, not a gender effect 
Generally, women's economic status is lower than men's. Differences in depression rates could be the result of 

differences in socioeconomic status instead of gender differences. This links to the findings of Brown & Harris. 

 

However…. Ensel (1982) tested for this possibility by comparing men's and women's mean scores on a depression 

scale, controlling for income level, education level, and occupation. In both of these studies, women still had more 

depressed mean scores than men after all these socioeconomic indicators were taken into account. These results 

suggest that observed sex differences in depression are not simply the result of differences in income. 

 

➔ There are biological reasons for the higher prevalence among women 

It is widely believed that hormonal fluctuations strongly affect moods in women. Women are believed to be more 

prone to depression during the premenstrual period, the postpartum period, and menopause, each of which is 

characterized by changes in the levels of a number of hormones. 

 

Kessler (2001) found that although the gender difference first emerges in puberty, other experiences related to 

changes in sex hormones (pregnancy, menopause, use of oral contraceptives, and use of hormone replacement 

therapy) do not significantly influence major depression. However, there is more recent research to counter 

Kessler’s findings.  
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Mørch (2016) supports this… 

Millions of women worldwide use hormonal contraception. Despite the clinical evidence of an influence of hormonal 

contraception on some women’s mood, associations between the use of hormonal contraception and mood 

disturbances remain inadequately addressed. 

Aim: To investigate whether the use of hormonal contraception is positively associated with subsequent use of 

antidepressants and a diagnosis of depression at a psychiatric hospital. 

Procedure: This study combined data from women and adolescents aged 15 to 34 years who were living in Denmark 

and using different types of hormonal contraception. They were followed up from 2000-2013, to see if they had no 

prior depression diagnosis and if they redeemed prescriptions for antidepressants, other major psychiatric diagnosis.  

Results: Just over 1 million women were used in the analysis, with a mean age of 24. An increased risk for first use of 

an antidepressant and first diagnosis of depression was found among users of different types of hormonal 

contraception, with the highest rates among adolescents. The relative risks generally decreased with increasing age.  

Conclusions: Use of hormonal contraception, especially among adolescents, was associated with subsequent use of 

antidepressants and a first diagnosis of depression, suggesting depression as a potential adverse effect of hormonal 

contraceptive use. 

 

➔ The difference is the result of reporting bias. 

Sex differences could result from men's unwillingness to admit to and seek help for depressive symptoms. This 

hypothesis holds that men and women experience depressive symptoms equally, but because depressive symptoms 

are perceived as feminine, men are less likely to admit to them. 

However, a number of studies have failed to support this hypothesis. King & Buchwald (1986) found men no less 

willing to disclose symptoms than women. The study, however, used college students for participants.  

 

➔ It is difficult to diagnose depression because men and women have different kinds 

of symptoms. 

According to this hypothesis, men and women are equally susceptible to depression, but depression in men often 

takes the form of "acting out" behaviors instead of sadness, passivity, and crying, which are symptoms commonly 

included in self-report inventories. It has been suggested that the male equivalent of depression is alcoholism. 

Proponents of this argument point to statistics showing that twice as many men as women are diagnosed as 

alcoholics and suggest that the rates of alcoholism in men make up for the absence of depression in men.  

 

Support for this argument: This argument is boosted by evidence that in cultures in which alcohol consumption is 

strictly prohibited, such as among the Amish, no sex differences in depression are found (Egeland & Hostetter, 1983). 

However: Yet there is evidence that depression is as likely a consequence as a cause of alcoholism in men. Cadoret & 

Winnower (1974) report that in patients suffering from both depression and alcoholism, most of the men reported 

becoming depressed at least 10 years after the onset of alcoholism. 
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Culture 

Lifetime prevalence estimates of Major Depressive Episodes ranged from- Taiwan (Collectivist) 1.5% - 

Canada (Individualistic) 9.6% 

Lifetime prevalence estimates of MDD ranged from 16.9% (US – Individualist) and 9.0% (Chile - collectivist). 

Why is the prevalence of MDD different in different cultures? 

Key study: Chiao & Blizinsky (2010) 
This study is reused from ‘Biological explanations for depression’, where it is used as a critical thinking point. 

 
If depression is caused by low levels of serotonin as a result of 2 short alleles on the 5HTT gene, then we 
would expect to see this cross-culturally.  
 
Aim: Because Caspi’s original study was done on New Zealanders, Chiao and Blizinsky replicated the study 

to investigate whether the prevalence of the 5-HTT gene in different populations. This was especially 

interesting because depression is much less common in Eastern countries, than it is in the Western world.  

Procedure: The researchers tested the prevalence of the 2 short alleles associated with depression in 

across 29 countries, split into collectivist and individualist cultures (as measured by a scale). Anxiety and 

depression was measured by scaled. 

Findings: There were higher frequencies of the mutated 5-HTT gene in populations considered ‘collectivist’ 

cultures e.g. Asia, and lower frequencies in ‘individualist’ cultures e.g. North America and Europe.  

This seems counter intuitive, considering depression is more common in individualist cultures. If the 

version of the 5-HTT gene with 2 short alleles is more common in the East, this should mean that Asians 

should genetically be more prone to depression, yet Europeans and North Americans are more likely to 

suffer from it. In addition, if depression is caused by low levels of serotonin, then these individuals should 

report higher incidence of depression.  

Conclusions: This would suggest that depression is not caused solely by biological factors, and there could 

be sociocultural protective factors against the development of depression e.g. better social support that is 

characteristic of living in a collectivist culture.  

Critical thinking 
• High cultural validity as it was conducted in 29 different countries 

• The quasi nature of the study means that it is not possible to manipulate variables and rule out the 
role of extraneous variables e.g. the impact that a loss of a loved one has had on individual results. 

• However, it could be possible that depression is as common in collectivist cultures, but it’s under 
reported due to the stigma associated with depression. So maybe there are some biological causes.  
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Linking Chiao and Blizinsky to prevalence rates… 
Living in a collectivist culture could be a protective factor 
This study suggests that depression is not caused solely by biological factors, and there could be 
sociocultural protective factors against the development of depression e.g. better social support that is 
characteristic of living in a collectivist culture.  

 
Using Chiao and Blizinsky as a main study – other arguments that can be considered/ 
discussed are; 
➔ Stigma  

It could be possible that depression is actually as common in collectivist cultures, but it’s under reported due to the 
stigma associated with depression. So maybe there are some biological causes.  
Reporting bias – low hospital admission rates for particular ethnic groups may not reflect true prevalence, but 
instead cultural beliefs about mental health. In India, mentally ill are cursed AND china carries big stigma for mental 
illness so are careful to label people  

 

➔ Different cultural beliefs 

Furnham and Malik (1994) 

Aim: To investigate cross-cultural beliefs about depression and why British Asians are rarely diagnosed it. 

Procedure: 153 female, middle class participants were used. They were made up of a group of younger women (17-
28 years) and a group of middle-aged women (35-62). Half of the participants were classified as Native British (born 
and educated in Britain) and the other half were of Asian origin (India, Pakistan or Bangladesh) and had received 
education in their countries of origin.  
All participants filled out questionnaires that targeted both their symptoms of mental illness and their beliefs about 
depression and anti-depressive behaviours.  
 
Results: Perceptions of depression differed among Asian and British participants. For example, Asian (but not British) 
participants tended to agree with the following statements: 

- ‘When feeling depressed, it’s more helpful to talk it over with a family member than with a friend’ 
- ‘Feeling depressed is no different from feeling down about something’ 

Interestingly, the differences were less pronounced in the group of younger women, showing how globalisation 
gradually influences younger representatives of traditional cultures. Perhaps this suggests that prevalence rates 
could be set to change as these younger women feel they can report about their mental health more openly.  
 
Finally, Asian middle-aged women reported being depressed significantly less often than the other 3 samples. This 
could be attributed to their culturally influenced perceptions of depression. The authors of the study explained this 
cross-cultural difference by the underlying individualist-collectivist dimension, with the increased role of the 
extended family in the East and a tendency to explain distress by a lack of fitting into society e.g. a lack of job.  
 
Conclusion: Individuals from the East feel that depressed is less of a big deal and are more likely to keep quiet about 
it and seek support from social groups. This may explain the lower prevalence of depression in the East.  
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BIOLOGICAL EXPLANATIONS FOR DISORDERS 

The role of serotonin in depression 

Serotonin has been shown to be involved in the 

symptoms of major depressive disorder. The serotonin 

hypothesis states that low levels of serotonin in the 

brain play a causal role in developing depression.  

Recently, depression has been linked to a particular gene – the serotonin transporter gene 5-HTT – and it 

was shown that this gene determines one’s vulnerability to developing depression in response to stressful 

life events. 

Caspi et al. (2003) 

Background information: Diathesis stress theories of depression predict that an individual's reaction to 

stressful events depends on their genetic make-up.  If an individual has a specific genotype, then 

interaction with the environment may cause these genes to be expressed. Behavioural genetics research 

supports this prediction, documenting that the risk of depression after a stressful event is elevated among 

people who are at high genetic risk and diminished among those at low genetic risk. But it is not known if 

specific genes lower the risk of depression as a response to environmental stress or if it is others that raise 

the risk. Most research in this area has investigated the serotonin-transporter gene 5HTT. The serotonin 

transporter gene has received specific attention because it is related to the re-uptake of serotonin in the 

brain synapses. It was suspected that adaptations in this gene in what is known as the 5HTTPR 

(polymorphic region) affected the incidence of depression in an individual.  

Aim: To investigate whether a functional change in the 5HTT gene is linked to a higher or lower risk of 

depression in an individual.  

 

Method: The researchers used an opportunity sample from a cohort of participants who were part of 

another longitudinal study. There were 847 participants from New Zealand of 26 years old. All were 

members of a cohort that had been assessed for mental health on an every-other-year basis until they 

were 21. They were split into three groups, depending on the length of the alleles on their 5HTT 

transporter gene.  

• Group 1 - two short alleles 

• Group 2 - one short and one long allele 

Neurotransmitter: Serotonin 

Behaviour: Depression   

Also in: Biological → Brain and 

Behaviour → neurotransmitters  
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• Group 3 - two long alleles 

The mutation of the 5-HTT gene has the shorter alleles. Roughly 43% of people have the shorter alleles. 

1. Stressful life events occurring after the 21st birthday and before the 26th birthday were assessed using a 

life-history calendar, including financial, employment, health and relationship stressors 

2. Past-year depression was assessed using the Diagnostic Interview Schedule.  

3. A correlation was tested for between stressful life events and depression, between the length of the 

alleles and depression and an interaction between perceived stress and the length of the alleles.  

4. A further test was done to see if life events could predict an increase in depression over time among 

individuals with one or two short alleles.  

 

Results: The participants with two short alleles in the 5HTTPR gene reported more depression symptoms in 

response to stressful life events than either of the other two groups. Those participants with two long 

alleles reported fewer depression symptoms. Moreover, childhood maltreatment was predictive of 

depression in adulthood only in adults with either one or two short alleles.  

 

Conclusion: While there is no direct relation between short alleles on the 5HTT gene and depression, there 

is a relationship between these and incidences of stress and subsequent depression. The long alleles seem 

to protect against suffering depression as a result of stress. The effects of the gene adaptation are 

dependent on environmental exposure to stress. 

 

Using this study for neurotransmission 

It demonstrates how a lack of serotonin (neurotransmitter) leads to a greater risk of depression (human 

behaviour) as those with a polymorphism of 2 short alleles on the 5-HTT gene were more likely than 

expected to have a depressive response to stress, as the short alleles decrease the effectiveness of 

serotonin transportation, while those with the long alleles were more protected from this response. 

Evaluation:  

Strengths:  

- This was a very large cohort of males and females and the age was controlled in order to isolate the 

variable of number of stressful life events between the ages of 21 and 26. It was a natural 

experiment, with the naturally occurring IV being the length of the alleles. If the results are 

replicated this would suggest high reliability.  
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- Later studies have been able to show similar results.  It appears that the study has high reliability as 

it’s been replicated about 40 times. 

- The theory acknowledges the interaction between both biological and environmental factors in 

depression.  This is a more holistic approach, not reductionist. 

Limitations:  

- Gene action is highly complex, and actions of other genes could not be controlled. While the 

stressful life events were standardised as employment, financial, housing, health and relationship, 

whether or not a participant experienced a certain event as stressful is highly personal and 

subjective.  

- Moreover, the symptoms of depression were self-reported, although one colleague was contacted 

for each participant in order to verify the symptoms; self-reporting can be unreliable. However, it 

may be the salience of the negative life events which plays a role in depression - that is, those that 

recalled them more easily may have a tendency toward depression.  Those who are more resilient, 

may not recall negative life events as easily 

- The study makes an assumption that serotonin causes depression, but it is correlational, so no 

cause and effect relationship can be determined. It is also quasi – we do not know about the 

participant’s background before the study and because their serotonin groups cannot be 

manipulated by the researcher, there may be many extraneous variables (or third variables, 

influencing the correlation). 

- There were some participants who did not carry the gene mutation who became depressed; 

therefore, we cannot say that gene expression alone can cause expression.  
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Backwards reasoning to support the serotonin hypothesis: 

Selective Serotonin Reuptake Inhibitors (SSRIs) 

 

TADS -2007 

If depression is supposedly caused by low levels of serotonin, then increasing serotonin should reduce 

depressive symptoms. This can be tested by looking at studies which administer anti-depressants. If these 

reduce depression, then we might be able to say that low serotonin is the cause.  

Aim: To investigate the effectiveness of anti-depressants with regards to the short and long-term effects, 

in comparison to other treatments.  

Procedure: This was a study conducted funded by the National Institute of Mental Health (NIMH). The 

participants were adolescents aged between 12-17. The study involved 13 clinics in the USA and the whole 

project costs $17 million. The sample included 439 participants from all over country, diagnosed with 

Major Depressive Disorder.  

Participants were randomly assigned to one of 4 groups 

a) Fluoxetine alone 

b) Placebo and clinical management. Clinical management is where they are still allowed to talk to the 

clinicians, but no specific therapeutic intervention was used. 

c) Cognitive Behavioural Therapy alone (CBT)  

 

d) Combination of CBT and Fluoxetine 

 

 

SSRIs are the most commonly prescribed antidepressants. They can ease symptoms of moderate to severe 

depression, are relatively safe and typically cause fewer side effects than other types of antidepressants do. 

SSRIs ease depression by increasing levels of serotonin in the brain. Serotonin is a neurotransmitter that 

carry signals between brain cells. SSRIs block the reabsorption (reuptake) of serotonin in the brain, making 

more serotonin available. SSRIs are called selective because they seem to primarily affect serotonin, not 

other neurotransmitters. 
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At the end of the 12 week period, the improvement rate was measured (this is shown in the table in 

the results below). After this point, the participants on the placebo could choose another treatment, as 

it would be unethical to withhold treatment from them for any longer.   

After this, treatment continued for more weeks and improvement was measured at 18 weeks and 36 

weeks. 

Improvement was measured by scores on the Hamilton Depression Scale, a reduction of symptoms, and 

relapse rate.  

Findings: 

Response rates 12 weeks 18 weeks 36 weeks 

Placebo 35% discontinued discontinued 

Fluoxetine  61% 69% 81% 

CBT 44% 65% 81% 

CBT and Fluoxetine 71% 85% 86% 

 

The results show that after 12 weeks, Fluoxetine is the most effective individual drug. At 18 weeks, it is still 

the highest individual treatment. At 36 weeks, 81% of participants in the fluoxetine group demonstrated an 

improvement in their depression.  

Conclusion: More than ¾ of participants in this very large sample, improved with an SSRI. This could 

suggest that their depression could have been caused by low levels of serotonin.  

Critical thinking: 

• Reductionism: While this study does show that SSRI’s improve depression, suggesting that the 

cause could be low levels of serotonin, the CBT group improved equally as well at 81% too. If they 

can improve the same amount without any changes to their serotonin levels because of an SSRI, 

then this suggests that the cause of depression cannot be solely biological. It would be reductionist 

to assume so, and researchers need to consider other explanations, such as cognitive or 

sociocultural.  

• Assumptions: We may be committing the etiology-treatment fallacy. This is where we assume that 

the treatment worked because the cause is biological. However, this doesn’t consider extraneous 

variables which may have been influencing the results e.g. social support at home from family and 

friends.  
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• Individual differences: Also, no therapy is effective for 100% of patients, which suggests that it’s 

not as simple as assuming there’s one explanation for everyone. It’s important to think about 

individual differences. People response differently to treatments, even within one treatment e.g. 

some people respond better to certain SSRI’s than others.  

• Triangulation: This study was conducted in America, and therefore one might question whether the 

results generalise to other western societies or collectivist cultures, where although depression 

reported less frequently, it does still occur. It would be inappropriate to generalise the findings 

from this study to cultures which experience different lifestyles, as there is a chance that the 

successful results are in part due to sociocultural experiences that come from living in America. To 

improve this, data triangulation could be conducted, by testing the effect of SSRIs in Asian cultures, 

to see whether participant’s depression improves. If it does, then we could say that depression may 

be caused by biological factors in other cultures, aside from the USA.  

Further critical thinking: 

If the cause of depression is low levels of serotonin, then we would expect to see this cross-culturally.  

Chiao and Blizinsky (2010) – Page 7 

Conclusions: This would suggest that depression is not caused solely by biological factors, and there could 

be sociocultural protective factors against the development of depression e.g. better social support that is 

characteristic of living in a collectivist culture.  
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Low GABA levels 

 

Background information:  

GABA’s primary function as the brain’s major inhibitory 

neurotransmitter is to prevent overstimulation. It does this by counteracting glutamate—the brain’s major 

excitatory neurotransmitter. When GABA binds to a receptor, it prevents stimulation by glutamate. When 

GABA levels are inadequate, overstimulation due to high levels of glutamate can occur. 

GABA acts like a brake to the excitatory neurotransmitters that lead to anxiety.  People with too little GABA 

tend to suffer from anxiety disorders, and drugs like Valium work by enhancing the effects of GABA. 

Anhedonia - People who experience anhedonia have lost interest in activities they used to enjoy and have 

a decreased ability to feel pleasure.  

 

Babb et al (2012) 

 

Aim: To understand how alterations in GABA levels might influence anhedonia levels in depressed 

adolescents. Anhedonia is a core symptom of depression and highly variable among adolescents with 

depression.  

 

Procedure: The study took place over two hospitals. 20, medication free adolescents with MDD took part 

(age range 12-19). 10 of the 20 participants experienced anhedonia. The participants had experienced 

depression for 8 weeks or more, and there were also 21 control participants who were matching to the 

experimental group based on their sex and age. GABA levels were measured in these participants.  

 

Results: Compared to control subjects, adolescents with MDD had significantly lower GABA levels. When 

the participants with MDD were categorised based on the presence of anhedonia, only the anhedonia 

patients had decreased GABA levels compared with the controls.  

 

Conclusion: This suggests that GABA levels may be lower in adolescents with MDD, more specifically, in 

those with anhedonia.  

 

 

Inhibitory neurotransmitter: GABA 

Behaviour: depression 

Also in: Biological approach → Brain 

and behaviour → neurotransmitters 
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Evaluation:  

- Control group allows for a comparison to see if there was a relationship between GABA and 

depression 

- Still a very complex relationship as there are lots of neurotransmitters that could also have a role. 

GABA cannot be the only explanation for depression e.g. like in Caspi’s study, we know that the 

environment also plays a part. So maybe low GABA levels in this study is the vulnerability. It would 

be good to test the diathesis stress model and see if the participants with low levels of GABA had 

also suffered from a stressful life event.  

- Correlational research so it cannot necessarily determine cause and effect.  
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BIOLOGICAL TREATMENTS 

Selective Serotonin Reuptake Inhibitors (SSRIs) 

 

REUSE TADS – PAGE 12 

Cipriani et al (2018): 

Aim: This is the biggest study to date investigating the effectiveness of antidepressants. 

Procedure: The study look 6 years and included all the published and unpublished data the scientists could find. It 

was carried out by a team of international experts, who conducted a systematic review and meta-analysis of more 

than 522 trials, consisting of 116, 477 participants, over the age of 18 and of both sexes.  

They included placebo controlled trials of 21 antidepressants used for the treatment of adults with MDD diagnosed 

according to standard operationalized criteria. They excluded trials that were incomplete or included 20% or more of 

participants with bipolar, 

psychotic depression, treatment 

resistant depression, or patients 

with a serious medical illness.  

Findings: In terms of efficacy, all 

antidepressants were more 

effective than placebo. The most 

famous antidepressant of, Prozac 

– (fluoxetine) – was one of the 

least effective but best tolerated, 

measured by a low drop-out rate in the trials or fewer side-effects reported. The most effective of the drugs was 

amitriptyline, which was the sixth best tolerated. 

SSRIs are the most commonly prescribed antidepressants. They can ease symptoms of moderate to severe 

depression, are relatively safe and typically cause fewer side effects than other types of antidepressants do. 

SSRIs ease depression by increasing levels of serotonin in the brain. Serotonin is a neurotransmitter that 

carry signals between brain cells. SSRIs block the reabsorption (reuptake) of serotonin in the brain, making 

more serotonin available. SSRIs are called selective because they seem to primarily affect serotonin, not 

other neurotransmitters. 
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Conclusion: This suggests that antidepressants can be effective in the treatment of depression. Although 

amitriptyline was the 6th best tolerated, it was the most effective, and might be first choice for severe depression. 

Things to consider: 

• Cipriani said any of the drugs might still have their uses, however the trial data cannot show which drug 

would be likely to work best for any one individual. 

• 46 (9%) of 522 trials were rated as high risk of bias, 380 (73%) trials as moderate, and 96 (18%) as low; and 

the certainty of evidence was moderate to very low. 

 

Tendolkar et al (2012)  

Aim: Animal studies suggest that ECT acts via neuroplasticity and effects limbic 

structures involved in the pathophysiology of depression but evidence at the 

human system level is scarce.  Therefore, the aim of the present study was to 

investigate the effect of ECT (electroconclusive therapy) on hippocampus and 

amygdala volume patients with depression. 

Procedure: Participants were 15 antidepressant free patients, recruited from the Netherlands, whose 

depression had not been helped by any other treatment. One patient was excluded because his scans 

showed severe white matter lesions and six patients didn’t participant in the follow-up measures, leaving 

the 15 remaining participants (7 men and 8 women, with a mean age of 54). MRI scans were conducted on 

them one week before and one week after the ECT treatment. Cognitive functioning and depressive 

symptoms were rated using the Hamilton Depression Rating Score within one week before and after their 

ECT course. Patients received ECT twice a week for a minimum of 10 weeks.  

Findings: Analysis confirmed a significant decrease in depressive symptoms as measured by changes on the 

HDRS before and after ECT. The MRI analysis of brain volume before and after ECT treatment revealed a 

significant volume increase of both hippocampus (has a functional role in both memory and mood control, 

which in turn is related to the pathophysiology of depression) and amygdala (part of the brain that deals 

with emotion), with no evidence for a change in global brain volume. 

Electroconvulsive therapy (ECT) is a procedure, done under general anesthesia, in which small electric 
currents are passed through the brain, intentionally triggering a brief seizure. ECT seems to cause 
changes in brain chemistry that can quickly reverse symptoms of certain mental illnesses. 

 

Also in: Could use for 

neuroplasticity in the 

biological approach 
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Conclusion: The researchers show for the first time, that ECT induces neuroplastic changes at the 

macroscopic level resulting in increased bilateral volumes not only of the hippocampus but also the 

amygdala, which leads to a reduction in depressive symptoms  

Points to consider: 

- Longitudinal over 10 weeks which is good – but do the effects last longer?  

- Use of scales and self-report. Use method triangulation to obtain richer data. 

- Location of study and mean age of participants. Use data triangulation in other countries with other 

ages 

- Control of participants prior to the study e.g. all antidepressant free 

- Benefits and limitations of MRI scans 

- New piece of research, which for the first time has been conducted on humans. 
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COGNITIVE EXPLANATIONS FOR DISORDERS 

  

Role of schema in depression 

It has long been recognized that people who feel 

depressed tend to think depressed thoughts. It is 

commonly assumed that a depressed mood somehow leads to the cognitive 

symptoms, however this explanation will argue that negative cognitive thoughts 

create depression.  

Aaron Beck: Is an American psychiatrist who founded cognitive therapy. He 

argues that depression is rooted in what he called a patient's "automatic 

thoughts"- that is, negative self-schemas organized around themes of 

failure inadequacy, loss, and worthlessness. All these personalized thoughts 

are triggered by particular stimuli that lead to emotional responses and they 

are seen as potential vulnerabilities for the onset of depression. 

Beck's theory of depression has three components: 

1) The Negative cognitive triad: depressed patients have negative views of the self, the world and the 

future. 

2) They have negative schemas triggered by negative life events (dysfunctional beliefs). 

3) They engage in cognitive biases - also referred to as "irrational thinking."  

 

 

 

 

 

 

 

 

Schemas on depression 

Also in: Could use in 

schemas in the cognitive 

approach 

 

https://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwip7dqf5enaAhVEvRQKHQ74CdkQjRx6BAgBEAU&url=https://en.wikipedia.org/wiki/Beck's_cognitive_triad&psig=AOvVaw0KKSSTumUjATyUNJ6GTSfS&ust=1525445442065844
https://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwiRlq__5enaAhXEwBQKHVfnBngQjRx6BAgBEAU&url=https://www.pinterest.co.uk/pin/496381190164469435/&psig=AOvVaw1g9iGWZE6eI-eFbOfz0INN&ust=1525445640468885
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1) Negative schemas can develop because of family problems, social rejection by peers, poor school 

experiences or by having depressed members of the family or close social circle. These schema are 

activated in depressed people whenever they are in a situation which in any way resembles the 

situations in which the schema were created. Beck describes three typical schema that are 

characteristic of depressed people:  

- an ineptness schema e.g. ‘I always fail’ 

- a self-blame schema e.g. ‘it is my fault for anything that doesn't work out’ 

- a negative self-evaluation schema e.g. ‘I am worthless’. 

2) Beck also argues that there are several patterns of faulty thinking or 

cognitive biases that are typical in depressed patients.  These patterns are explained in the chart 

below. Pick 2 to remember 

Beck's Six Types of Faulty Thinking 

Arbitrary inference: drawing conclusions based on little or no evidence.  For example, when Mary does 

not immediately receive a text back from her boyfriend, she concludes that he is cheating on her. 

Dichotomous thinking: An all-or-nothing approach to viewing the world. For example, you either love me 

or you hate me.  I either have to be the best, or I am a failure. 

Exaggeration: Also called magnification. Overestimating the significance of negative events. For example, 

when a teacher gives you constructive feedback on an essay and you conclude that "he thinks I am a 

terrible writer!" 

Overgeneralization: Applying a single incident to all similar incidents. For example, when you have an 

argument with a friend and you think that this means that none of your friends supports or care about 

you. 

Personalization: Assuming that others' behaviour is done with the intention to hurt or humiliate you. For 

example, a friend throws a dinner party but you were not invited.  You then assume that you were 

intentionally not invited so that he could hurt your feelings. 

Selective abstraction: Drawing conclusions by focusing on a single part of a whole. For example, focusing 

on the fact that you earned a low grade on one of your quizzes this semester, without focusing on the fact 

that overall you have an "A" (or "7") in the class. 

 

http://www.safetydifferently.com/4-ways-to-eliminate-blame-and-not-shift-it/
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In addition to Beck’s extensive notes on his patients over the course of his career, there are also several 

studies that support the theory that cognitive biases are linked to depression.  

 

Critical thinking: 

• Use of a questionnaire: does this accurately measure cognitive style? Could there be social 

desirability bias on this questionnaire? All of these factors could lower the validity of the theory 

that thinking patterns influence depression. Therefore method triangulation could be used. Think 

about which method might obtain better quality data.  

• Longitudinal means we can study the manifestation of depressive symptoms over time, which gives 

a more realistic picture of the relationship between thinking patterns and depression. This 

improves the validity and reliability of the findings, because it allows us to test the behaviour over 

time and obtain richer data on it.  

 

 

 

Research support: Alloy et al. (1999)  

Aim:  To see if one’s thinking patterns could be used to predict the onset of depression.  

Procedure: Longitudinal study in which they followed a randomly selected sample of young Americans for 

six years. As this was a prospective study, their thinking style was tested at the very beginning of the study. 

They were placed in either the “positive cognitive group” (low risk) or “the negative cognitive group” (high 

risk) based on several tests such as the Cognitive Style Questionnaire.  

Findings: After six years, the researchers found that only 1 per cent of those in the positive thinking group 

had developed depression compared to 17 per cent in the negative thinking group. The results indicate that 

there may be a link between negative cognitive style and development of depression. 

Conclusion: Overall, it is not clear if depression is caused by negative thinking patterns or if these patterns 

are merely the consequence of having a depression. If a negative cognitive style causes depression, then 

replacing negative cognitions with positive thinking patterns could improve the patient’s condition. This is 

exactly what CBT (cognitive-behavioural therapy) tries to do. 
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Role of rumination in depression 

 

Background information: Dysfunctional beliefs and self-schemas may not be the only cognitive factors that 

lead to depression. Nolen-Hoeksema has found that women are more likely to amplify depression by 

ruminating about their feelings and their possible causes - that is, they think a lot about how they feel and 

try to understand the reasons they feel the way they do. 

In one study, Nolen-Hoeksema (2000) found that both men and women who ruminate more following the 

loss of loved ones are more likely to become depressed and to suffer longer and more severe depression 

than those who ruminate less. Recent brain research seems to support Nolen-Hoeksema’s theory. 

 

Farb et al (2011):  

Aim: To measure rumination levels in formerly depressed people, to see 

if their rumination levels predicted a relapse of depression later on. 

Procedure: Farb et al (2011) showed 16 formerly depressed patients 

sad and neutral movie clips and tracked their brain activity using an 

fMRI. They compared this to 16 healthy controls. All participants filled out questionnaires measuring their 

adaptive as well as maladaptive cognitive modes in the face of emotional challenges. They also measured 

severity of depression in the patients.  

The researchers calculated correlations between emotional reactivity (neural responses to sad vs. neutral 

film) in patients after the scanning and subsequent relapse status over an 18 month follow-up period. The 

prediction was that activity in the medial prefrontal cortex predicted relapse.  

Findings: Faced with sadness, the relapsing patients showed more activity in a frontal region of the brain, 

known as the medial prefrontal gyrus. These responses were also linked to higher rumination: the 

tendency to think obsessively about negative events and occurrences. The healthy participants showed 

activity in the visual cortex (to suggest they were preoccupied with just watching the film, and not 

overthinking). 

Rumination: To think carefully and for a long period about something 

 

Technique: fMRI 

 Behaviour: Rumination 

Also in: Could use in brain 

imaging in the bio approach 
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During the 18 month follow-up period, ten of the 16 patients had relapsed into depression, thus 

supporting the hypothesis.  

Conclusion: This study suggests that there are important differences in how formerly depressed people 

respond to emotional challenges that predict future well-being. Depressed patients show higher activity in 

the frontal parts of the brain which are associated with rumination. Ruminating in order to analyze and 

interpret sadness, may actually be an unhealthy reaction that can perpetuate the chronic cycle of 

depression 

 

Points to consider:  

• The researchers themselves argue that the study is limited in its ability to conclusively determine 

the neural predictors of depressive relapse due to small sample size and a limited number of scans. 

This is because fMRI is expensive and time consuming. How could data triangulation help this?   

• It is important that the findings be replicated in order to determine their reliability. If more 

evidence is found that this pattern of thinking leads to depression, prevention strategies can be 

developed.  
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COGNITIVE/PSYCHOLOGICAL TREATMENTS 
 

What assumption is CBT based on? 

Cognitive behaviour therapy is based on the assumption that depression has cognitive etiologies (links back 

to Beck and depressogenic schemas), which are based on the idea that negative self-schemas bias a 

person’s thinking). Also, symptoms of depression are cognitive (e.g. negative beliefs of one’s self-worth). 

Cognitive psychologists suggest that replacing negative cognitions by more realistic and positive ones can 

help the depressed patient. 

Cognitive behaviour therapy is where a therapist helps a client to 

change negative thought patterns. In recent years, mindfulness-based 

stress reduction, as well as mindfulness-based cognitive therapy, have 

also been introduced as treatments for depression and anxiety 

disorders. 

Cognitive Behavioural Therapy [CBT] 

Cognitive-behavioural therapy is a blend of two therapies: cognitive therapy and behavioural therapy. 

According to Aaron Beck, psychological problems are associated with negative thinking patterns and 

unhealthy behaviours that can be changed though a working relationship between the client and a 

therapist. Beck argues that it is not specific events that are at the core of an individual's problem but rather 

the way the individual interprets the situation. 

Cognitive-behavioural therapy [CBT] is used in the treatment of adults and children with depression. In 

contrast to traditional forms of psychotherapy, which are concerned with a person’s past history, CBT 

focuses on current issues and symptoms.  

The client is an active participant in the therapy sessions; the client learns to identify unhealthy thoughts 

and behaviours so that they can gradually be replaced by more positive ones.  

Typically, there are around 12–20 weekly sessions, combined with daily practice exercises specifically 

designed to help the client to use new skills on a day-to-day basis.  
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Aim of CBT: 1 

• Help the client to identify and change faulty thinking patterns and unhealthy behaviours 

Validity testing: 

One of the ways in which Beck helped clients to restructure their cognitions is 

called validity testing. This strategy is when a therapist asks the client to defend 

his or her beliefs.  If the patient cannot produce evidence supporting the 

assumptions, the faulty nature of the belief is challenged.   

Aim of CBT: 2 

The second aim of CBT is to help clients develop effective coping strategies and problem-solving skills. 

There are two key ways that Beck attempted to develop these strategies in his clients. 

Cognitive rehearsal: 

First, he used cognitive rehearsal.  In this technique, a client is asked to imagine a 

difficult situation from the past and then together they practice how to cope with the 

problem.  The hope is that by developing new schema for coping with problems, when 

the real problems occur, the client will be better able to handle them. 

 

Homework:  

Secondly, Beck often gave his clients homework. The goal of homework is to encourage 

self-discovery and reinforce what is happening in the therapy sessions.  Homework 

could be to read an article about a specific issue, to keep a diary of positive experiences 

on a day-to-day basis or to try out a new strategy that was learned in therapy.  This  

 

In addition, cognitive behavioural therapists encourage people to gradually increase any activities that 

could be rewarding, such as sport, going to a concert or meeting other people. This is the behavioural 

component of CBT. People suffering from depression typically stop doing things that may potentially be 

enjoyable because they think that it is not worth doing them or they fear failure. 

Finally, as stress is seen as an important factor in depression, CBT helps clients to develop strategies to 

cope with stress.   
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Reuse TADS on page 12 
- 81% of participants improved with CBT alone which suggests it’s 

an effective treatment for depression.  

- Critical thinking: If it’s so effective, then why did the same 

amount improve with just an SSRI? Perhaps CBT is not the only 

option for depression individuals, especially if they need 

immediate help (as SSRIs worked much quicker than CBT). 
 

Internet-based Cognitive Behaviour Therapy  

In recent decades, more and more studies have been pointing to the 

benefits of Internet-based CBT (iCBT) for depression. 

iCBT can help overcome many obstacles that are often in the way of 

treating mental health conditions. 

Such treatment barriers include geographical distance, the social stigma surrounding mental health 

problems, the often-prohibitive cost of treatment, and the insufficient numbers of mental healthcare 

providers that are available. 

Titov (2009) 

Aim: To determine the efficacy of an Internet-based clinician-assisted computerized cognitive behavioural 

treatment (CaCCBT) programme for depression. 

Method: Forty-five individuals meeting diagnostic criteria for depression were randomly assigned to the 

Sadness programme or to a waitlist control group. In the clinician-assisted Sadness programme, 

participants complete six online lessons, weekly homework assignments, receive weekly email contact 

from a clinical psychologist, and contribute to a moderated online discussion forum with other 

participants. 

Results: A total of 20 (74%) treatment group participants completed all lessons within the 8 week 

programme. Treatment group participants reported significantly reduced symptoms of depression as 

measured by the Beck Depression Inventory and the Patient Health Questionnaire.  
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Treatment group participants each received an average of eight email contacts (111 min of therapist time]. 

Participants found the treatment programme acceptable and satisfactory. 

Conclusions: These results replicate those from the researchers previously pilot trail and are consistent 

with literature indicating that Internet-based programmes for depression and other mental disorders, 

combined with clinical guidance, can result in clinically significant improvements. These data provide 

further support for the development of Internet-based treatment for common mental disorders. 

Critical thinking: 

• Research is reliable as the results are similar to other research, as well as the findings of the pilot 

study 

• Possible extraneous variables could be present e.g. relationship with the therapist.  

Research by Paxlin (2013) found that therapists who were more flexible 

with their deadlines for completing CBT tasks, led to less improvement 

of symptoms. In addition, task reinforcement, prompting and 

empathetic utterances all influenced whether participants completed 

the course.  
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Virtual reality therapy for self-compassion 

Virtual reality therapy (VRT), is the use of virtual reality technology for 

psychological or therapy. Patients receiving virtual reality therapy 

navigate through digitally created environments and complete specially 

designed tasks often tailored to treat a 

specific ailment. 

Research by Falconer suggests that VRT can be 

used to improve self-compassion in patients 

with depression. Self-criticism is a pervasive 

feature of psychopathology and can be 

combatted by increasing levels of self-

compassion.  

Falconer (2016): 

Aim: The aim was to teach patients to be more compassionate towards themselves and less self-critical. 

Procedure: Participants were 15 depression patients aged 23-61 (10 women and 5 men), with an average 

age of 32. Before and after the study, participants completed a depression scale and self-compassion scale. 

Of 18 eligible patients who started treatment, 1 did not complete due to time commitments and 1 did not 

complete because she found hearing her voice played back to her aversive. All were white except for one 

Asian male. Four patients had had 1–2 previous episodes of depression, and the remainder reported more 

episodes with an average of 4 (overall range 1–6). 

Patients in the study wore a virtual reality headset to see from the perspective of a life-size 'avatar' or 

virtual body. Seeing this virtual body in a mirror moving in the same way as their own body typically 

produces the illusion that this is their own body. This is called 'embodiment'. 

While embodied in an adult avatar, participants were trained to express compassion towards a distressed 

virtual child. As they read a script to the child, it appeared to gradually stop crying and respond positively 

to the compassion. After a few minutes the patients were embodied in the virtual child and saw the adult 

avatar deliver their own compassionate words and gestures to them. This brief 8-minute scenario was 

repeated three times at weekly intervals, and patients were followed up a month later. 

Also in: HL digital 

technology extension 

(emotion and cognition) 
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Findings: Nine of the 15 patients reported reduced depressive symptoms a month after the therapy, of 

whom four experienced a clinically significant drop in depression severity.  

Several patients described how their experience had changed their response to real-life situations in which 

they would previously have been self-critical. 

Conclusion: People who struggle with anxiety and depression can be excessively self-critical when things 

go wrong in their lives. In this study, by comforting the child and then hearing their own words back, 

patients are indirectly giving themselves compassion. 

Critical thinking: 

• The study offers a promising proof-of-concept, but as a small trial without a control group it cannot 

show whether the intervention is responsible for the clinical improvement in patients. 

• Real life application: If a substantial benefit is seen, then this therapy could have huge potential. 

The recent marketing of low-cost home virtual reality systems means that methods such as this 

could potentially be part of every home and be used on a widespread basis. 
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Explanations for disorders: sociocultural 

It has been suggested that environmental stressors may influence the onset of depression e.g. losing a job 

or being a single mother.  

Reuse Brown & Harris (1978) – PAGE 3 

 

Rosenquist, Fowler and Christakis (2011)  

Aim: Investigated the possibility of person-to-person spread of depressive symptoms. Of course, just 

showing that people who are friends are more likely to jointly have depression would not be sufficient. It 

would be possible to explain such a result in at least 3 ways. 

1) Depression in one person causes depression in their friends 

2) Depressed individuals notice each other and become friends 

3) Friends experience similar social and economic environments which explains their similar 

symptoms.  

Isolating one of these explanations requires longitudinal data.  

Procedure: Data for this research was obtained from Framingham Heart Study (FHS), a population-based 

longitudinal study of 12,067 individuals investigating risk factors for heart disease. To keep track of 

participants, FHS interviewers documented information on the participants’ friends (based on their self-

reports), neighbours (based on their address), co-workers (based on their job) and relatives.  

This information was collected longitudinally. Additionally, due to the fact that Framingham was a small 

town, many of the contacts were themselves participants in this study.  

Rosenquist, Fowler and Christakis (2011) computerised these records and obtained longitudinal 

information on the development of social network structure. To assess symptoms of depression, a 

standardised depression scale was administered three times between 1983 and 2001.  

Results: There was a significant correlation in depressive symptoms between people up to three degrees of 

separation (a person’s depression depends on the depression of his friend, his friend’s friend, and his 

friend’s friend’s friend) 

Participants were 93% more likely to be depressed if a person they were directly connected to was also 

depressed. Participants were 43% more likely to be depressed if depression was observed in the friend of 

their friend (two degrees of separation), and 37% for the third degree of separation.  

Changes in social ties predicted changes in depressive symptoms, but changes in depressive symptoms did 

not predict changes in social ties. In other words, new friends can influence can to become depressed, but 

becoming depressed does not come with acquiring new friends. This suggests that explanation (1) in the 

list above should be preferred to explanation (2). 

Interestingly, directionality of friendship also appeared to be important. For example, in a couple where A 

nominated B as a friend but not vice versa (A → B), if B becomes depressed it doubles the chances of A 

also becoming depressed in the near future. If A becomes depressed, it has no effect on B. In contrast, in a 
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mutual friendship (A  → B), when B becomes depressed it increases the chances of A becoming 

depressed by 359%. This result suggests that explanation (1) should be preferred to explanation (3).  

Critical thinking: 
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THE ROLE OF CULTURE IN TREATMENT 

Compliance to treatment: 

Kinzie et al (1897)  

Aim: To investigate compliance to treatment in Southeast Asian patients who 

are typically part of ‘collectivist’ cultures.  

Procedure: Kinzie examined 41 depressed Southeast Asian patients who 

underwent long-term treatment of depression with tricyclic antidepressants 

(TCA) in US clinics.  

Findings: Their TCS blood levels were examined and no detectable medicine 

level was found in 61% of the patients, while a therapeutic level of medicine 

was only found in 6 patients (15%) – there was high incidence of non-compliance with the treatment. Apparently, 

patients were not conscientious enough about following the prescription. There were some interesting inter group 

differences as well. For example, compliance with treatment was significantly higher in Cambodian patients than in 

Vietnamese patients.  

Reasons for low levels of medication in the blood may include patients’ reluctance to take medication if it is 

perceived as too strong, increased sensitivity to side effects and social stigma associated with taking psychiatric 

medicine.  

However, cultural attitudes towards authority may lead such patients to maintain the appearance of strictly 

following the clinician’s guidance. This may be done in an effort not to offend the clinician.  

After a discussion of the problems and benefits of antidepressant treatments was held with the patients, however, 

rates of compliance improved (among the Cambodians too).  

Conclusion: The researchers concluded that cultural and educational factors may influence compliance with the 

treatment of depression. They claim that TCA blood levels should be determined in Asian patients shortly after the 

start of the therapy. If non-compliance with treatment is detected, a doctor-patient discussion should be help about 

beliefs surrounding medication and its effects. 

 

CRITICAL THINKING 
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The role of language in treatment: 

Marian and Neisser (2000) 

It may seem like a small thing but being able to talk to your therapist in your native language appears to play an 

important role in the success of a therapy.  

Aim: Marian & Neisser (2000) carried out a quasi-experiment to study the role of native language in cue-dependent 

memory.  They wanted to find out to what extent are our memories easier to access when we attempt to access 

them in the language in which they happened. 

Procedure: There sample was made up of 20 students who had immigrated to the US in their early teens. They were 

all bilingual in Russian and English.  The mean age of the sample was 21.8 years old.   

Each participant was asked to recall autobiographical information which had happened either before they 

immigrated to the US - that is, when they still lived in Russia - or after they immigrated to the US.  In order to do this, 

the participants were given a series of prompts to react to. 

Set 1: summer, neighbors, birthday, cat, doctor, getting lost, frightened, bride 

Set 2: snow, friends, holiday, dog, blood, contest, laughing, newborn 

They were either asked the Set 1 words in Russian or English.  Set 2 would then be asked in the other language.  The 

study was also counter-balanced. Half were asked a set of words in English first and then other set in Russian.  The 

other half began with the Russian words and then the English words. This was to control for order effects. 

In addition, for some of the words they were asked for memories from childhood (when they were still in Russia) and 

for the other half they were asked for stories from their teenage years and early adulthood (after immigration) 

The participants were asked to tell the first story that came to mind. They could speak either Russian or English in 

response. 

Findings: The results supported the hypothesis of language-dependent recall: Participants retrieved more 

experiences from the Russian-speaking period of their lives when interviewed in Russian and more experiences from 

the English-speaking period of their lives when interviewed in English. 

Conclusion: This has implications for therapy.  It may be easier for patients to recall events from their past in their 

native language than in their new language, regardless of their level of language proficiency. 

Critical thinking: 

• Bear in mind that this experiment did not use patients suffering from depression. Therefore, in order to 

determine whether language influences recall of memories in the treatment of depression, it would be 

beneficial to actually carry this out on patients with depression.  
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Indigenous psychotherapy 

Indigenous therapies reflect the values and practices of a culture. The study of indigenous psychotherapy is difficult 

for several reasons. Often indigenous therapies require no formal training.  It is often practiced within families or 

communities and is not open to people outside of the community.  There is a lack of standardized procedures that 

could be evaluated for effectiveness.  As a result, there is a lack of reliable quantitative results of these practices that 

could be studied through meta-analysis. 

There are, however, exceptions to this.  Morita therapy is a therapy that is rooted in fundamental beliefs and values 

in Japanese culture.  These include: 

- Feelings are natural responses to our life circumstances and we need not try to “fix” or “change” them. 

- Dogmatic thinking - that is, perfectionism and high demands on oneself - hinder recovery. Liberation from 

self-centeredness leads to healing. 

- Isolation and rest, rather than verbal interaction, is essential to recovery. 

Spirituality or religious practices are often an integral part of indigenous therapies. For example, in Malaysia, time for 

prayer and focusing on verses of the Koran that address “worry” are some techniques that have made 

psychotherapy culturally relevant.   

 

Zhang et al (2002): 

Aim: Zhang et al (2002) carried out a study to test the efficacy of CTCP.  

Procedure: 143 Chinese patients with Generalized Anxiety Disorder (GAD) were randomly assigned to one of three 

treatment groups: CTCP only, benzodiazepines (anti-anxiety drugs) only, or a combination of the two. Patients were 

evaluated before the study, after one month and then again after six months of treatment.  

Findings: Benzodiazepines produced better results after one month.  However, after six months those patients in the 

CTCP group had a greater reduction of symptoms. Those in the combined treatment group had the greatest 

symptom reduction with a low chance of relapse. They found that CTCP helped patients to reduce perfectionism and 

improve their coping skills.  

Conclusion: Although the CTCP treatment was slower, the treatment appears to be more successful than drug 

treatment, by harnessing indigenous beliefs. 

Critical thinking of indigenous therapies:  

 

 

 

Sometimes, in therapy with Chinese clients, verses from Taoist writings that highlight main principles, such as 

restricting selfish desires, learning how to be content, and learning to let go, are read and reflected on by the client. 

This approach is known as Chinese Taoist cognitive psychotherapy (CTCP).  
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Contrast biological, cognitive and sociocultural explanations for depression 

 

• It would be very unusual for a question to ask you to contrast all three origins. Usually it would be two.  

• Contrast refers to differences only.  

• Read the contrast points below. I have split them into, Principle, Gender, Nature Nurture/ Free-Will, 

Determinism, Methodological, Cross Cultural. If you want an acronym to remember this you could use: 

 

PRECIOUS 

GRAMMAR  

NERDS  

DONT 

MAKE 

CAKES 

• If you have to focus on one explanation for each etiology, I would focus on the low serotonin for biological, 

negative schemas for cognitive and similar vulnerability factors for sociocultural.  

The table below offers a summary. When written up, you would need to go into more detail about each point.  
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Biological: Low serotonin (Caspi and 5-HTT gene) Sociocultural: Vulnerability factors (Brown and Harris) 

Principle: Based on biological level of analysis and the 
idea that depression is caused by low levels of serotonin 
caused by the mutation of the 5HTT gene e.g. Caspi study  

Principle: Based on the sociocultural level of analysis and the 
idea that depression is influenced by our society, culture and 
life experiences e.g. Brown and Harris study 

Gender: No differences in gender noted.  Gender: Whereas everyone has the 5-HTT gene, so 
depression should be just as common in all people, 
vulnerability factors have been found to be high in women 
e.g. Brown and Harris study. There are some experiences 
unique to women which might increase the stress on them, 
and lead to depression e.g. motherhood, pregnancy, society 
pressures, money. Therefore there could be more chance of 
women getting depression in this explanation (which fits 
with the statistics that more women experience depression), 
compared to biological – however a study like Brown and 
Harris’ would need to make a direct comparison to men for 
to provide evidence for this theory.  

Nature/nurture and determinism/freewill: The focus is 
on nature and depression being determined by the 2 
short alleles of 5-htt gene. However, nurture does play a 
part because Caspi found depression was only caused 
when the individual with the mutated gene experienced 
a significant environmental stressor. Also Chiao and 
Blizinsky found that social support could mediate against 
the effects of the mutated 5-htt gene, which 

Nature/nurture and determinism/freewill: This origin is 
based on nurture. Vulnerability factors come from society 
e.g. motherhood, pregnancy, society pressures, money.   
 
Free-will plays more of a role compared to biological 
explanations as you can choose the life you want to an 
extent e.g. go to work and get more money  

Biological: Low serotonin (Caspi and 5-HTT gene) Cognitive: Negative schemas (Beck and Alloy study) 

Principle: Based on biological level of analysis and 
the idea that depression is caused by low levels of 
serotonin caused by the mutation of the 5HTT gene 
e.g. Caspi study  

Principle: Based on the cognitive level of analysis and the idea that 
depression is caused by what Beck calls, depressogenic, negative 
schemas, and other irrational thought patters e.g. Alloy study 

Gender: No differences in gender noted Gender: No differences in gender noted 

Nature/nurture and determinism/freewill: The 
focus is on nature and depression being determined 
by the 2 short alleles of 5-htt gene. However, 
nurture does play a part because Caspi found 
depression was only caused when the individual 
with the mutated gene experienced a significant 
environmental stressor. Also Chiao and Blizinsky 
found that social support could mediate against the 
effects of the mutated 5-htt gene, which 
demonstrates nurture may play a part in the etiology 
of depression.  
Free will plays less of a role compared to 
determinism, as the gene will always be therefore 
and could determine your depression if you 
experience an environmental stressor. 

Nature/nurture and determinism/freewill: This origin is based on 
nurture and your experiences growing up and how they shape your 
thinking and schema. Having lots of negative experiences may lead 
you to believe you’re worthless and this forms a schema for how you 
think about yourself.  

Methodological: The focus on biological aspects of 
depression, so genes need to be identified in studies, 
like in Caspi’s study.  

Methodological: As the emphasis isn’t biological, genes don’t need 
to be identified – rather measures of thinking and questionnaires 
measure one’s schema and thinking styles.  

Cross-cultural considerations: We know from chiao 
and Blizinsky’s study that the mutation of 5-htt gene 
is more common in the east, however depression is 
more common in the west. So social support could 
mediate against the effects of the mutated 5-htt 
gene, which demonstrates nurture may play a part in 
the etiology of depression. 

Cross-cultural considerations: Likely to be more variety in cognitive 
causes of depression as thinking styles and self-schemas are unique 
to each individual and are shaped through experience, rather than a 
gene which is shared by everyone. Therefore everyone will have 
different experiences throughout their life and so negative schemas 
will be made up of different factors for individuals across different 
cultures.  
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demonstrates nurture may play a part in the etiology of 
depression.  
Free will plays less of a role compared to determinism, as 
the gene will always be therefore and could determine 
your depression if you experience an environmental 
stressor.  

Methodological: The focus on biological aspects of 
depression, so genes need to be identified in studies, like 
in Caspi’s study.  

Methodological: As the emphasis isn’t biological, genes 
don’t need to be identified – rather interviews about life 
experiences in society and culture e.g. Brown and Harris’ 
study 

Cross-cultural considerations: We know from chiao and 
Blizinsky’s study that the mutation of 5-htt gene is more 
common in the east, however depression is more 
common in the west. So social support could mediate 
against the effects of the mutated 5-htt gene, which 
demonstrates nurture may play a part in the etiology of 
depression. 

Cross-cultural considerations: Unlike biological origins, this 
explanation argues depression is through experiences with 
society and cultural values. Therefore everyone society and 
culture will have different life experiences and so depression 
can be caused by a variety of sociocultural factors, rather 
than the influence of one gene.  

Cognitive: Negative schemas (Beck and Alloy study) Sociocultural: Vulnerability factors (Brown and Harris) 

Principle: Based on the cognitive level of analysis and the 
idea that depression is caused by what Beck calls, 
depressogenic, negative schemas, and other irrational 
thought patters e.g. Alloy study 

Principle: Based on the sociocultural level of analysis and the 
idea that depression is influenced by our society, culture and 
life experiences e.g. Brown and Harris study 

Gender: No differences in gender noted. Gender: Whereas everyone has the 5-HTT gene, so 
depression should be just as common in all people, 
vulnerability factors have been found to be high in women 
e.g. Brown and Harris study. There are some experiences 
unique to women which might increase the stress on them, 
and lead to depression e.g. motherhood, pregnancy, society 
pressures, money. Therefore there could be more chance of 
women getting depression in this explanation (this would fit 
with the statistics that more women experience depression), 
compared to biological – however a study like Brown and 
Harris’ would need to make a direct comparison to men for 
to provide evidence for this theory.  

Nature/nurture and determinism/freewill:  
No differences noted 
This origin is based on nurture and your experiences 
growing up and how they shape your thinking and 
schema. Having lots of negative experiences may lead 
you to believe you’re worthless and this forms a schema 
for how you think about yourself.  

Nature/nurture and determinism/freewill:  
No differences noted 
This origin is based on nurture. Vulnerability factors come 
from society e.g. motherhood, pregnancy, society pressures, 
money.   
 
Free-will plays more of a role compared to biological 
explanations as you can choose the life you want to an 
extent e.g. go to work and get more money  

Methodological: As the emphasis isn’t biological, genes 
don’t need to be identified – rather measures of thinking 
and questionnaires measure one’s schema and thinking 
styles.  

Methodological: As the emphasis isn’t biological, genes 
don’t need to be identified – rather interviews about life 
experiences in society and culture e.g. Brown and Harris’ 
study 

Cross-cultural considerations: Likely to be more variety 
in cognitive causes of depression as thinking styles and 
self-schemas are unique to each individual and are 

Cross-cultural considerations: this explanation argues 
depression is through experiences with society and cultural 
values. Therefore everyone society and culture will have 
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Example essay: Contrast one biological etiology of depression with one psychological or social explanation. 

Example intro: Depression is an affective disorder characterised by persistently low mood, feelings of guilt and 

worthlessness, insomnia, hypersomnia, changes in sleeping habit and suicide. Depression is more common in 

women and also in Western countries like the UK and USA. The etiology of depression is often of research to 

clinicians and there is debate as to whether it is biological, cognitive or sociocultural. Etiology refers to the cause of a 

disorder, and investigating this is important because understanding the cause can indicate effective treatments e.g. 

if the cause is low levels of serotonin, than an SSRI can be administered. It also helps researchers learn more about 

preventative factors. This essay will contract the biological etiology of low levels of serotonin with the cognitve 

etiology of negative schemas.  

Work your way through the points above. If you’re writing them in lots of detail, then aim for around 3 points. 

This essay is not structured in the typical way around studies. You can integrate the studies wherever you feel 

relevant e.g. in the methodology section or when talking about the principle.  

Example conclusion: Overall it is clear that there are major differences between biological and cognitive etiologies of 

depression. Biological etiologies focus on the function of genes on depression, whereas sociocultural focuses on 

environmental stressors. Biological factors don’t really explain the difference in depression between men and 

women, whereas sociocultural does with the increase in environmental stressors, like pregnancy, that women 

experience. Biological etiologies are based more around nature and determinism from the 5-HTT gene, where 

sociocultural origins are based around nurture and free will of environmental situations. 

 

 

 

 

 

 

 

 

 

 

 

shaped through experience, rather than a gene which is 
shared by everyone. Therefore everyone will have 
different experiences throughout their life and so 
negative schemas will be made up of different factors for 
individuals across different cultures.  

different life experiences and so depression can be caused 
by a variety of sociocultural factors, rather than the 
influence of one gene.  
 
Could also be more similarity between causes of depression 
in sociocultural explanations rather than cognitive, because 
often social experiences can be shared. E.g. there are lots of 
people who could be single mothers or have low income. 
Where-as thinking styles are unique.  
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Contrast biological, cognitive and sociocultural treatments for disorders 

 

Biological: SSRIs (TADS) Cognitive: CBT (Titov) 

Principle: Based on biological level of analysis and the 
idea that depression is caused by low levels of 
serotonin caused by the mutation of the 5HTT gene (2 
short alleles). Therefore, using backwards reasoning, if 
low serotonin leads to depression then increasing 
serotonin through an SSRI should help treat depression.   

Principle: Based on the cognitive level of analysis and 
the idea that depression is caused by what Beck calls, 
depressogenic, negative schemas, and other irrational 
thought patterns. Therefore, in order to treat 
depression, CBT is used, which encourages the 
individual to challenge their irrational thoughts and 
develop healthier ways of thinking. 

Gender: Due to the impersonal nature of taking 
antidepressants, men might feel more comfortable 
going down this route than CBT. There is a stigma with 
mental health and often men might feel uncomfortable 
disclosing their emotions to another person. Therefore, 
some may prefer taking antidepressants, as aside from 
the initial appointment the check-ups, the rest of the 
treatment is independent.  

Gender: Perhaps females might get on with CBT better 
than males. Due to societal norms, men are said to be 
less comfortable disclosing their emotions, whereas 
women are more comfortable disclosing their 
emotions. Therefore it may seem more appropriate or 
comfortable for a woman to receive CBT, as there is 
less of a stigma with females opening up about their 
feelings.  

Nature/nurture and determinism/freewill: The focus is 
on nature and depression being determined by the 2 
short alleles of 5-htt gene, and therefore treated by 
increasing SSRIs. However initial research into the role 
of serotonin in depression by Caspi did find that the link 
between low serotonin and depression only occurred 
when the individual experienced an environmental 
stressor, 
 

Nature/nurture and determinism/freewill: This origin 
is based on nurture and your experiences growing up 
and how they shape your thinking and schema. Having 
lots of negative experiences may lead you to believe 
you’re worthless and this forms a schema for how you 
think about yourself. There is no emphasis on biology. 

Methodological: The focus on biological treatments of 
depression is on the role of SSRIs. Participants are 
required to take this over a duration of time and there 
is less involvement with therapists and researchers. 

Methodological: As the emphasis isn’t biological, genes 
don’t need to be identified – rather patients undergo 
CBT which is means research is often more time 
consuming as it involves monitoring therapy sessions 
for patients. Therefore there is often more involvement 
from therapists and researchers. 

Cross-cultural considerations: There is a stigma with 
antidepressants in some countries, especially those 
which focus on indigenous therapies. Therefore, taking 
tablets appears to be a western treatment. 

Cross-cultural considerations: CBT involves opening up 
and talking to people, while this is again a western 
treatment, it may work well for members of collectivist 
cultures. Members of collectivist cultures value social 
harmony and looking out for one another, and they 
often live closely in groups. Therefore, a CBT style 
therapy involving the people around them could work 
more successful, than antidepressants, which would be 
a very unfamiliar treatment to them. 

 

Biological: SSRIs (TADS) Sociocultural: indigenous therapies like CTCP Chinese 
Taoist Cognitive Psychotherapy (Zhang) 

Principle: Based on biological level of analysis and the 
idea that depression is caused by low levels of 
serotonin caused by the mutation of the 5HTT gene (2 
short alleles). Therefore, using backwards reasoning, if 
low serotonin leads to depression then increasing 
serotonin through an SSRI should help treat depression.   

Principle: Based on the sociocultural level of analysis 
and the idea that depression is influenced by our 
society, culture and life experiences. There are some 
cultures in which depression is not thought to be a 
severe illness e.g. in a lot of collectivist countries. This is 
because they value society harmony and would not 
want to behave in a way to draw attention to 
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themselves. They also believe that low mood can be 
resolved by talking openly with others, and therefore is 
not serious enough to be an illness.  

Gender: Due to the impersonal nature of taking 
antidepressants, men might feel more comfortable 
going down this route than CBT. There is a stigma with 
mental health and often men might feel uncomfortable 
disclosing their emotions to another person. Therefore, 
some may prefer taking antidepressants, as aside from 
the initial appointment the check-ups, the rest of the 
treatment is independent.  

Gender: CTCP is open to any genders, but some 
genders might have a greater chance of getting 
depression such as women, due to the unique 
experiences women face, such as motherhood, 
pregnancy, society pressures, and money.  

Nature/nurture and determinism/freewill: The focus is 
on nature and depression being determined by the 2 
short alleles of 5-htt gene, and therefore treated by 
increasing SSRIs. However initial research into the role 
of serotonin in depression by Caspi did find that the link 
between low serotonin and depression only occurred 
when the individual experienced an environmental 
stressor, 
 

Nature/nurture and determinism/freewill: This origin 
is based on nurture. The treatment looks at values in 
society and natural ways to improve mood and treat 
the disorder. This would not be an effective treatment 
in individuals who are not Buddhist or who want a quick 
fix as it relies on individual commitment to the practices 
rather than simply taking a tablet.  

Methodological: The focus on biological treatments of 
depression is on the role of SSRIs. Participants are 
required to take this over a duration of time and there 
is less involvement with therapists and researchers. 

Methodological: As the emphasis isn’t biological, genes 
don’t need to be identified – rather, the individual 
engages in meditations and readings that are meant to 
enlightening them and improve their mood.  

Cross-cultural considerations: There is a stigma with 
antidepressants in some countries, especially those 
which focus on indigenous therapies. Therefore, taking 
tablets appears to be a western treatment. 

Cross-cultural considerations: Unlike biological origins, 
this explanation argues that depression can be best 
treated by focusing on culture. Therefore, it considers 
what the culture values in treatment e.g. readings and 
religion. 

 

Cognitive: CBT (Titov) Sociocultural: indigenous therapies like CTCP Chinese 
Taoist Cognitive Psychotherapy (Zhang) 

Principle: Based on the cognitive level of analysis and 
the idea that depression is caused by what Beck calls, 
depressogenic, negative schemas, and other irrational 
thought patterns. Therefore, in order to treat 
depression, CBT is used, which encourages the 
individual to challenge their irrational thoughts and 
develop healthier ways of thinking. 

Principle: Based on the sociocultural level of analysis 
and the idea that depression is influenced by our 
society, culture and life experiences. There are some 
cultures in which depression is not thought to be a 
severe illness e.g. in a lot of collectivist countries. This is 
because they value society harmony and would not 
want to behave in a way to draw attention to 
themselves. They also believe that low mood can be 
resolved by talking openly with others, and therefore is 
not serious enough to be an illness.  

Gender: Perhaps females might get on with CBT better 
than males. Due to societal norms, men are said to be 
less comfortable disclosing their emotions, whereas 
women are more comfortable disclosing their 
emotions. Therefore it may seem more appropriate or 
comfortable for a woman to receive CBT, as there is 
less of a stigma with females opening up about their 
feelings.  

Gender: CTCP is open to any genders, but some 
genders might have a greater chance of getting 
depression such as women, due to the unique 
experiences women face, such as motherhood, 
pregnancy, society pressures, and money.  

Nature/nurture and determinism/freewill: This origin 
is based on nurture and your experiences growing up 
and how they shape your thinking and schema. Having 
lots of negative experiences may lead you to believe 

Nature/nurture and determinism/freewill: This origin 
is based on nurture. The treatment looks at values in 
society and natural ways to improve mood and treat 
the disorder. This would not be an effective treatment 
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you’re worthless and this forms a schema for how you 
think about yourself. There is no emphasis on biology. 
 
(NOT THAT DIFFERENT) 

in individuals who are not Buddhist or who want a quick 
fix as it relies on individual commitment to the practices 
rather than simply taking a tablet.  
 
(NOT THAT DIFFERENT) 

Methodological: As the emphasis isn’t biological, genes 
don’t need to be identified – rather patients undergo 
CBT which is means research is often more time 
consuming as it involves monitoring therapy sessions 
for patients. Therefore there is often more involvement 
from therapists and researchers. Treatment focuses on 
thought processes. 

Methodological: As the emphasis isn’t biological, genes 
don’t need to be identified – rather, the individual 
engages in meditations and readings that are meant to 
enlightening them and improve their mood.  
 
Treatment focuses on culture 

Cross-cultural considerations: CBT involves opening up 
and talking to people, while this is again a western 
treatment, it may work well for members of collectivist 
cultures. Members of collectivist cultures value social 
harmony and looking out for one another, and they 
often live closely in groups. Therefore a CBT style 
therapy involving the people around them could work 
more successful, than antidepressants, which would be 
a very unfamiliar treatment to them. 

Cross-cultural considerations: Unlike biological origins, 
this explanation argues that depression can be best 
treated by focusing on culture. Therefore it considers 
what the culture values in treatment e.g. readings and 
religion. 
 
MAY WORK BETTER THAN COGNITIVE AS ITS PRIMARY 
FOCUS IS CULTURE. It adopts a wholly emic approach. 
This means that treatments are tailored to the culture.  
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Abnormal study list – LAQ only 

 

Etiology of abnormal 
behaviour 

Study Is the 
study 
in the 

folder? 
Explanations for 

disorders 
Bio 

1) Low serotonin.  
- Research by Caspi 
- Research by TADS 
- Chiao and Blizinsky (critical thinking) 

2) Low GABA 
- Babbs 

Cog 
1) Depressogenic schemas and Beck.  

- Research by Alloy. 
2) Rumination 

- Research by Farb  
Socio 

1) Stressful life events 
- Research by Brown and Harris 

2) Knowing someone with depression 
- Research by Rosenquist, Fowler and Christakis 

 

Prevalence rates of 
disorders 

Gender: Brown and Harris and life stressors in women 
Explained by: 

- Income effect 
- Reporting bias 
- Different symptoms 
- Biological reasons:  Mørch (2016) 

Culture and collectivism by Chiao and Blizinsky 
Explained by: 

- Stigma 
- Different cultural beliefs: Furnham and Malik 

 

Research methods 
used to investigate 

the etiology of 
abnormal behaviour 

Semi-structured interview 
1) Brown and Harris 

Correlation 
2) Alloy  
3) Rosenquist, Fowler and Christakis 

 

Ethical considerations 
in research 

investigating the 
etiology of abnormal 

behaviour  
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Treatment of 
disorders 

Study Is the 
study 
in the 

folder? 
Biological treatments  1) SSRIS 

- Research by TADS 
- Research by Cipriani 

2) Electroconvulsive therapy (ECT) 
- Research by Tendolkar 

 

Psychological 
treatments  

1) Cognitive behavioural therapy (CBT) 
- Research by TADS 
- Titov 

2) Virtual reality therapy 
- Research by Falconer 

 

The role of culture in 
treatment  1) Indigenous psychotherapy  

- Research by Zhang  
2) The role of language in treatment 

- Research by Marian and Neisser 
3) Compliance to treatment  

- Research by Kinzie  

 

Research methods 
used to investigate 

the treatment of 
disorders 

Lab 
1) Tendolkar 
2) Falconer  
Quasi experiment 
3) Marian and Neisser  

 

Ethical considerations 
in research 

investigating the 
treatment of 

disorders  
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General questions 

• Discuss how biological factors influence abnormal behaviour 

• Discuss how cognitive factors influence abnormal behaviour 

• Discuss how sociocultural factors influence abnormal behaviour 

• Contrast 2 factors influencing abnormal behaviour 

• Discuss the use of research methods to investigate abnormal behaviour 

• Discuss ethical considerations related to research investigating abnormal behaviour  

 

Etiology of abnormal behaviour 

• Discuss the use of research methods used to investigate the etiology of abnormal behaviour 

• Discuss ethical considerations related to research investigating the etiology of abnormal 

behaviour  

• Discuss biological, cognitive and sociocultural factors influencing the etiology of abnormal 

behaviour (each one could be asked separately) 

 

• Discuss explanations for disorder 

• Contrast two explanations for disorders 

• Evaluate research into the explanations for disorders 

• Discuss the prevalence rates of disorders  

 

Treatment of disorders 

• Discuss the use of research methods used to investigate the treatments of disorders 

• Discuss ethical considerations related to research investigating the treatment of disorders  

• Discuss how biological, cognitive and sociocultural factors influence the treatments of 

disorders (each one could be asked separately) 

 

• To what extent are biological treatments effective in the treatment of disorders 

• To what extent are psychological treatments effective in the treatment of disorders 

• To what extent does culture play a role in treatments of disorders 

• Contrast two treatments for disorders 
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