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Causes of Depression

◦ A ton of research has been devoted to this question. 

◦ However, there are no definitive causes just theories. 

◦One important theory that has been referenced as an explanation for the cause of 
depression is the Diathesis-Stress hypothesis/model.  

◦ This model attempts to explain how biology and environment work together on the 
mind. 

◦ In this model, it is postulated that people are born with a certain biological or genetic 
predisposition to mental disorders.



Causes of Depression

◦ The Diathesis-Stress Model discusses three factors:  
1. biological factors 

2. psychological or stress factors 

3. sociological factors as triggers



Diseases that can Cause Depression 

◦ Thyroid disorders:  hypothyroidism (depression symptoms) 

◦ Testosterone decreases in men by age 50 and has been linked to depression in men (no 
direct link found in research). 

◦ Estrogen decreases alters neurotransmitters (serotonin, norepinephrine) that can lead to 
depression: 
◦ Premenstrual phase 

◦ Following birth of a baby (post-partum depression) 

◦ Menopause



Neurotransmitters
◦ A chemical substance that helps a nerve impulse get to another nerve fiber or muscle 

fiber or another structure in the body.  

◦ This is essential to the brain functioning within itself and also with other parts of the body 

◦ Serotonin, dopamine and norepinephrine have been implicated in the biology of 
depression 

◦ It is indirect evidence in that we cannot directly measure these neurotransmitters in the 
brain



Neurotransmitter: Serotonin 
Helps to regulate:  

◦ Sleep 

◦ Aggression 

◦ Eating 

◦ Sexual behavior 

◦Mood 

◦Memory 

◦ A decrease in the production of serotonin by serotonergic neurons can cause 
depression and mood disorders



Neurotransmitter: Norepinephrine

◦ Helps our bodies recognize and respond to stressful situations 

◦ Help regulate alertness, concentration and energy level 

◦ Some people who are depressed may have a norepinephrinergic system that does not 
respond well to stress 

◦Moreover, it has been discovered in research that people with low serotonin levels 
trigger a drop in the neurotransmitter norepinephrine



Neurotransmitter: Dopamine
◦ Regulates our drive to seek rewards and pleasure 

◦ Regulates motivation. 

◦ Low levels are linked to depression



Neurotransmitters





DEPRESSION

SYMPTOMS 
◦ SADNESS, HOPELESSNESS, DEPRESSED 

FEELINGS 

◦ LOSS OF INTEREST (ANHEDONIA) 

◦WEIGHT GAIN OR WEIGHT LOSS 

◦DIFFICULTY SLEEPING (FALLING ASLEEP 
OR STAYING ASLEEP OR SLEEPING TOO 
MUCH)

SYMPTOMS 
◦ DIFFICULTY CONCENTRATING ON THINGS 

LIKE READING, WATCHING TV 

◦MOVING OR SPEAKING SLOWLY THAT 
OTHERS HAVE NOTICED OR THE 
OPPOSITE (FIDGETY OR RESTLESS) 

◦ THOUGHTS THAT YOU WOULD BE BETTER 
OFF DEAD OR HURTING YOURSELF



PATIENT HEALTH QUESTIONNAIRE 
(PHQ-9)

◦ VALIDATED PATIENT QUESTIONNAIRE 

◦ USED AS A TOOL IN THE DIAGNOSIS OF DEPRESSION 

◦ USED AS A TOOL TO EVALUATE THE EFFECTIVENESS OF TREATMENT



Natural Ways to Increase 
Neurotransmitters

◦ Exercise (increases Serotonin, Norepinephrine, Dopamine) 

◦ Probiotics (increases Serotonin) 

◦Complex carbohydrates (fruits and vegetables) 

◦ Sweet potatoes 

◦ Apples, blueberries, carrots, garbanzo beans (hummus) 

◦ L-tryptophan rich foods (chicken, turkey, salmon, beef, nut butter, eggs, and green peas) 

◦ B vitamins, folic acid, vitamin C



Natural Ways to Increase 
Neurotransmitters

◦ Sunlight 

◦ Laughter  

◦Massage 

◦Music 

◦Meditation



DEPRESSION: HOW CAN WE HELP?
LYNN WAGNER



INTRODUCTION

▸ Depression is the oldest and one of the most frequently diagnosed 
psychiatric illnesses. 

▸ Transient (grief) symptoms are normal, healthy responses to everyday 
disappointments in life.



INTRODUCTION

‣ Pathological depression occurs when adaptation is ineffective. 

‣ Depression is an alteration in mood that is expressed by feelings of 
sadness, despair,  
and pessimism. 

‣ Can lead to feelings of worthlessness, despair, hopelessness 

‣ Can lead to feelings of self harm



STATISTICS

‣ According to the Center for Disease Control and Prevention (CDC) 3.6% of 
adult 18 years-of-age and older reported having feelings of serious 
psychological distress  

‣ In 2017, the percent of physician office visits with depression indicated on 
the medical record:  10.4% 

‣ Suicide is the 10th leading cause of death in the United States 

‣ It is the second leading cause of death for people ages 10 to 34 (CDC, 
2018)



STATISTICS

‣ Suicide rates went up more than 30% in half of states since 1999 

‣ More than half of people who died by suicide did not have a known 
mental health condition



STATISTICS

▸ During their lifetime, about 21 
percent of  
women and 13 percent of men will 
become clinically depressed. 



STATISTICS

‣ Gender prevalence 

‣ Depression is more prevalent in women than in men by about 2 to 1. 

‣ Age   

‣ Depression is more common in young women than in young men. 

‣ The gender difference is less pronounced between ages 44 and 65, 
but after age 65, women are again more likely to be depressed than 
are men.



STATISTICS

‣ Marital status  

‣ Single and divorced people are more likely to experience depression 
than are married persons or persons with a close interpersonal 
relationship (differences occur in various age groups).



STATISTICS

‣ Seasonality 

‣ Affective disorders are more prevalent in the spring and in the fall.



TYPES OF DEPRESSIVE DISORDERS

‣ Major depressive disorder 

‣ Characterized by depressed mood 

‣ Loss of interest or pleasure in usual activities (anhedonia) 

‣ Symptoms present for at least 2 weeks 

‣ Insomnia or Hypersomnia 

‣ Weight loss or weight gain 

‣ Recurrent thoughts of death (SI)



TYPES OF DEPRESSIVE DISORDERS

‣ Major depressive disorder 

‣ Psychomotor agitation or retardation 

‣ Fatigue or loss of energy 

‣ Insomnia or Hypersomnia 

‣ Feelings of worthless, hopeless, helpless 

‣ No history of manic behavior 

‣ Cannot be attributed to use of substances or another medical condition



TYPES OF DEPRESSIVE DISORDERS (CONT’D)

‣ Dysthymic disorder 

‣ Sad or “down in the dumps” 

‣ No evidence of psychotic symptoms 

‣ Essential feature is a chronically depressed mood for  

‣Most of the day  

‣More days than not  

‣ At least 2 years



TYPES OF DEPRESSIVE DISORDERS (CONT’D)

‣ Premenstrual dysphoric disorder 

‣ Depressed mood 

‣ Anxiety  

‣ Mood swings  

‣ Decreased interest in activities 

‣ Symptoms begin during week prior to menses, start to improve within 
a few days after the onset of menses, and become minimal or absent in 
the week postmenses.



TYPES OF DEPRESSIVE DISORDERS

‣ Substance-induced depressive disorder 

‣ Considered to be the direct result of physiological effects of a 
substance 

‣ Depressive disorder associated with another medical condition 

‣ Attributable to the direct physiological effects of a general medical 
condition



PREDISPOSING FACTORS TO DEPRESSION

‣ Biological theories 

‣ Genetics  

‣Hereditary factor may be involved 

‣ Biochemical influences-Neurotransmitter Imbalances  

‣Deficiency of norepinephrine, serotonin, and dopamine has been 
implicated.



PREDISPOSING FACTORS TO DEPRESSION

‣ Physiological influences 

‣ Medication side effects 

‣ Neurological disorders 

‣ Electrolyte disturbances 

‣ Hormonal disorders 

‣ Nutritional deficiencies 

‣ Other physiological conditions



PREDISPOSING FACTORS TO DEPRESSION

‣ Psychosocial theories (cont’d) 

‣ Object loss 

‣ Experiences loss of significant other during first 6 months of life 

‣ Feelings of helplessness and despair 

‣ Early loss or trauma may predispose client to lifelong periods of 
depression.



PREDISPOSING FACTORS TO DEPRESSION

‣ Psychosocial theories (cont’d) 

‣ Cognitive theory 

‣ Three cognitive distortions that serve as the basis for depression. 

‣ Negative expectations of the environment 

‣ Negative expectations of the self 

‣ Negative expectations of the future



CHILDHOOD DEPRESSION

‣ Depression-symptoms in children can differ from symptoms in adults 

‣ < age 3: Feeding problems, tantrums, lack of playfulness and emotional 
expressiveness 

‣Ages 3 to 5: Accident proneness, phobias, excessive self-reproach 

‣Ages 6 to 8: Physical complaints, aggressive behavior, clinging behavior 

‣Ages 9 to 12: Morbid thoughts and excessive worrying



CHILDHOOD DEPRESSION

‣ Precipitated by a loss 

‣ Focus of therapy: Alleviate symptoms and strengthen coping skills 

‣ Parental and family therapy



ADOLESCENCE-SYMPTOMS INCLUDE:

▸Anger, aggressiveness 

▸Running away 

▸Delinquency 

▸Social withdrawal 

▸Sexual acting out 

▸Substance abuse 

▸Restlessness, apathy



DEVELOPMENTAL IMPLICATIONS

‣ Adolescence (cont’d) 

‣ Best clue that differentiates depression from normal stormy adolescent 
behavior 

‣ A visible manifestation of behavioral change that lasts for   several 
weeks. 

‣ Most common precipitant to adolescent suicide  

‣ Perception of abandonment by parents or close peer relationship



DEVELOPMENTAL IMPLICATIONS

‣ Adolescence (cont’d) 

‣ Treatment with 

‣ Supportive psychosocial intervention 

‣Antidepressant medication 

NOTE: All antidepressants carry a Food and Drug Administration black-box 
warning for increased risk of suicidality in children and adolescents.



POSTPARTUM DEPRESSION

▸ May last for a few 
weeks to several 
months 

▸ Associated with 
hormonal changes, 
tryptophan 
metabolism, or cell 
alterations 

▸ Treatments  

▸Antidepressants 
and psychosocial 
therapies 

▸ Symptoms include 

▸ Fatigue 

▸ Irritability 

▸ Loss of appetite 

▸ Sleep disturbances 

▸ Loss of libido 

▸Concern about 
inability to care for 
infant



TRANSIENT DEPRESSION

‣ Symptoms at this level of the continuum are not necessarily 
dysfunctional. 

‣Affective: The “blues” 

‣ Behavioral: Some crying 

‣Cognitive: Some difficulty getting mind off one’s disappointment 

‣ Physiological: Feeling tired and listless



MILD DEPRESSION

‣ Symptoms of mild depression are identified by clinicians as those 
associated with normal grieving. 

‣Affective: Anger, anxiety, increased agitation 

‣ Behavioral: Tearful, regression  

‣Cognitive: Preoccupied with loss 

‣ Physiological: changes in eating habits, insomnia or hypersomnia



MODERATE DEPRESSION 

‣ Symptoms associated with dysthymic disorder 

‣Affective: Helpless, powerless 

‣ Behavioral: Slowed physical movements, slumped posture, limited 
verbalization or increased agitation 

‣Cognitive: Retarded thinking processes, difficulty  
with concentration 

‣ Physiological: Anorexia or overeating, sleep disturbance, headaches, 
stomach upset, body aches



SEVERE DEPRESSION

‣ Includes symptoms of major depressive disorder and bipolar depression 

‣Affective: feelings of total despair, worthlessness,  
flat affect 

‣ Behavioral: psychomotor retardation, curled-up position, absence of 
communication 

‣Cognitive: prevalent delusional thinking, with delusions of persecution 
and somatic delusions; confusion; suicidal thoughts 

‣ Physiological: a general slow-down of the entire body



DEPRESSION/SUICIDE

‣ Risk for suicide related to  

‣ Depressed mood  

‣ Feelings of worthlessness 

‣ Anger turned inward on the self 

‣ Misinterpretations of reality



OUTCOMES OF UNTREATED DEPRESSION

‣ Low self-esteem  

‣ Learned helplessness 

‣ Feelings of abandonment by significant others 

‣ Impaired cognition fostering negative view of self 

‣ Powerlessness 

‣ Complicated grieving process 

‣ Lifestyle of helplessness



OUTCOMES OF UNTREATED DEPRESSION

‣ Social isolation/Impaired social interaction 

‣ Developmental regression 

‣ Unresolved grief 

‣ Fear of rejection or failure of the interaction 



POSITIVE OUTCOMES

‣ The individual  

‣ Has experienced no physical harm to self 

‣ Discusses the loss with staff and family members 

‣ No longer idealizes or obsesses about the lost entity 

‣ Sets realistic goals for self 

‣ Attempts new activities without fear of failure 

‣ Is able to identify aspects of self-control over  
life situation



POSITIVE OUTCOMES

‣ The client  

‣ Expresses personal satisfaction and support from  
spiritual practices 

‣ Interacts willingly and appropriately with others 

‣ Is able to maintain reality orientation 

‣ Is able to concentrate, reason, and solve problems



PLANNING/IMPLEMENTATION

‣ Risk for suicide 

‣ Be direct/Assess for thoughts of SI “Are you having thoughts of hurting 
yourself” 

‣ Maintain close observation at irregular intervals. 

‣ Encouraging verbalizations of honest feelings.



PLANNING/IMPLEMENTATION

‣ Complicated grieving 

‣ Develop a trusting relationship. 

‣ Encourage the person to express emotions. 

‣ Communicate that crying is acceptable.



EVALUATION

‣ Has self-harm to the client been avoided? 

‣ Have suicidal ideations subsided? 

‣ Does the client know where to seek assistance outside of the hospital 
when suicidal  
thoughts occur? 

‣ Has the client discussed the recent loss with the staff and family 
members?



EVALUATION

‣ Is he or she able to verbalize feelings and behaviors associated with 
each stage of the grieving process and recognize own position in the 
process? 

‣ Have obsession with and idealization of the lost object subsided? 

‣ Is anger toward the lost object expressed appropriately ? 

‣ Does client set realistic goals for self?



EVALUATION

‣ Is the person able to verbalize positive aspects  about self, past 
accomplishments, and future prospects? 

‣ Can the person identify areas of life situation over which he or she has 
control?



TREATMENT MODALITIES

▸ Individual psychotherapy 

▸ Group therapy 

▸ Family therapy 

▸ Medication 

▸ Bright light therapy 

▸ Transcranial Magnetic Stimulation 

▸ EMDR-Eye Movement Desensitization and 
Reprocessing 

▸ Electroconvulsive therapy



DEPRESSION SCREENING

‣ The U. S. Preventive Services Task Force recommends that primary care 
providers should routinely screen for depression in adults and 
adolescents ages 12-18 (2018).



FAMILY EDUCATION

‣ Support services 

‣ Suicide hotline 1-800-273-TALK (8255) 

‣ Support groups (can be found on the internet) 

‣ National Alliance on Mental Illness (NAMI)-NAMI.org 

‣ Fight the stigma of mental illness



SUICIDE PREVENTION

‣ States and communities can: 

‣ Identify and support people at risk of suicide. 

‣ Teach coping and problem-solving skills to help people manage 
challenges with their relationships, jobs, health, or other concerns. 

‣ Promote safe and supportive environments. This includes safely storing 
medications and firearms to reduce access among people at risk.



SUICIDE PREVENTION

‣ Offer activities that bring people together, so they feel connected and not 
alone. 

‣ Connect people at risk to effective and coordinated mental and physical 
healthcare. 

‣ Expand options for temporary help for those struggling to make ends 
meet. 

‣ Prevent future risk of suicide among those who have lost a loved one to 
suicide.



PROTECTING OUR FAMILIES/FRIENDS

‣ If you suspect you have a loved one with any of the symptoms we 
discussed, seek help 

‣ Intervention through support groups, therapy, and medications can help 
treat depression 

‣ Talking about suicide in necessary!  

‣ Together we can have healthier families and communities. 

‣ There is no health if there isn’t mental health!



THANK YOU



REV. CRON GIBSON
M.A. MARRIAGE & FAMILY THERAPY, M.DIV. CLINICAL FELLOW AAMFT
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Job 3:26

I have no peace, no quietness.  
I have no rest; only trouble comes. 



Job 10:16-17

And now my life seeps away. Depression haunts my days.  
At night my bones are filled with pain, which gnaws  

at me relentlessly.



1 Kings 19:4

Then he went on alone into the wilderness, traveling all day. 
He sat down under a solitary broom tree and prayed that he 
might die. “I have had enough, Lord,” he said. “Take my life, 
for I am no better than my ancestors who have already died.”



Psalm 34:18

The Lord is close to the brokenhearted;  
he rescues those whose spirits are crushed.



Hebrews 4:16

So let us come boldly to the throne of our gracious God. 
There we will receive his mercy, and we will find grace to 

help us when we need it most.



Hebrews 4:16

Are any of you suffering hardships?  
You should pray. Are any of you happy? You should sing 

praises. Are any of you sick? You should call for the elders of 
the church to come and pray over you, anointing you with oil 

in the name of the Lord. Such a prayer offered in faith will 
heal the sick, and the Lord will make you well. And if you 

have committed any sins, you will be forgiven. Confess your 
sins to each other and pray for each other so that you may 
be healed. The earnest prayer of a righteous person has 

great power and produces wonderful results.


