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was in its way prophetic; there has been a
curious failure to establish that early loss of
parents plays any causal role in the aetiology of
depression. Empirical findings have been in
consistent. Granville-Grossman's conclusion in
1968 that there was no unambiguous evidence
that loss of parents played an aetiological role
was a reasonable one. Since then Birtchnell has
carried out large-scale studies based on the
Crichton Royal Hospital, Dumfries, and the
Aberdeen psychiatric case register. The first
survey again failed to fInd a relationship
between early parental death and depression:
the second, based on much larger numbers,
did find a very small but statistically significant
association between loss by death of either
parent before the age of 10 and later depression
(Birtchnell, 197oa, b and c and 1972).

In spite of this, we believe that early as well
as recent loss is of crucial aetiological importance
in all forms of depression (with the exception
perhaps of the relatively rare bipolar conditions,
which are not dealt with here). We shall argue
that one reason for this failure has stemmed
from the ignoring of selective factors in treat
ment. Not all those suffering from depression
receive medical and psychiatric care, and there
are factors (including loss) which have a syste

While psychiatrists as a whole have had
various views about the aetiology of depression,
psychoan@lysts since Karl Abraham and Freud
have not doubted that loss was of crucial
significance. Freud suggested that the object
need not necessarily have died but simply have
been lost as an object of love. â€˜¿�Inmelancholia,
the occasions which give rise to the illness
extend for the most part beyond the clear case

â€¢¿�of loss by death, and include all those situations
of being slighted, neglected and disappointed
which can impart opposed feelings of love and
hate into the relationship or reinforce an already
existing ambivalence' (Freud, 1917).

In the first paper by a psychoanalyst on depres
sion, Karl Abraham (i@i i), in conformity with
Freud's two-step theory of neurosis, postulated
some early infantile disappointment in love and
suggested that a repetition of this disappoint..
ment in. later life reactivated the primary de
pressive condition. Fairbairn (i@4i), Edleston
(i@@) and Bowlby (i@@i) have also argued

that earlier separations from parents or the
threat of these enhance sensitivity to separation
in later life. However, as Bowiby points out,
Freud, in spite of the central role that early
trauma played in his theories, rarely invoked
such explanations (Bowlby, @6o).This omission
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2 DEPRESSION AND LOSS

matic effect on the composition of the patient
group. Furthermore, no one has followed up
Freud's insight, quoted in our opening para
graph, by investigating different types of loss
and relating them to different degrees of
ambivalence and thus perhaps to different
symptom pictures in melancholia. This is
surprising in view of the different meaning,
for example, that a loss of husband can have
according to whether it is a widowing or a
divorce: there is usually less of a moral indict
ment attached to bereavement than to separa
tion. But equally important has been a general
failure to differentiate three ways in which loss
can contribute to the development of depression:

(i) as a provokingagent involved in producing
the disorder at a particular point in time;

(ii) as a vulnerabil4y factor enhancing an indi
vidual's sensitivity to these agents, but not
playing any role in onset in the absence of
a provoking agent; and

(iii) as a sjmptom formation factor determining
the form and the severity of the depression
but playing no aetiological role in bringing
about the disorder itself:

REVIEW OF PREVIOUS FINDINGS

We have already published material on the
part played by loss as a provoking agent and as
a vulnerability factor, and it may be useful to
summarize some of the findings so far.

Research in South East London allowed us to
examine the role of social factors in the develop..
ment of depression in two distinct groups of
women:

(i) Patientsâ€”agroup of I 14 female patients
aged between i8 and 65 and living in Cam
berwell, undergoing either in-patient or out
patient treatment at the time of interview, whose
diagnosis was one of primary depression and
who had an episode start in the year before
interview.

(ii) Cases in thegeneralpopulationâ€”womenin a
random sample of 458 women aged between i8
and 65 living in Camberwell identified as
suffering from a definite psychiatric disorder at
some time in the year before interview, using a
modified version of the Present State Examina
tion (PSE) (Wing, Cooper and Sartorius,

I974).* These 76 women (i 7 per cent) are
called cases and were all suffering from recog..
nizable clinical syndromes, almost entirely of
an affective kind, and not merely from a dis
turbance of mood. The great majority had
depressive disorder. The general basis for rating
a woman as a case was that a psychiatrist would
not be surprised to see her in an out-patient
clinic, and if she were to attend would be likely
to see her as benefitting from treatment. It
is generally recognized that â€˜¿�neurotic'symp
toms are common in the general community
(e.g. Taylor and Chave, 1964). Within the
broad spectrum of such disorder we have
attempted to differentiate cases of a severity
sufficient to merit psychiatric attention as this
is currently accepted in this country. Thirty
seven of the women whose disturbance had

originated within the year before interview
are called onset cases and the 39 who had been
disturbed continuously for more than one year,
chronic cases.

In our subsequent discussion, therefore, we
shall be comparing three different groups of
women: patients, casesand normals(i.e. women in
the general population who were not cases in
the year).

We established that events with severe,
long-term threatening implications, most of
which involved some major loss and which
had occurred during the nine months before
onset, played a major role in bringing about
depressive disorders both among the patients
and among cases in the general population.
Certain kinds of long-term difficulties occurring
in the nine months before onset also appeared

* A series of 220 women were rnterviewed in their

homes during 1970-71 and a second series of 238 during
1974-75. We have taken the occurrence of depression in

the year before interview rather than in the three months,
as in previous publications, in order to increase as much

as possible the number of cases for some of our analyses.
Fifteen per cent of the 458 women were cases in the three
months before interview. Psychiatrists from the Institute
of Psychiatry visited all of the women we had considered
cases or possible cases and a sample of the normal women.
Of the women rated as a case or possible case on the basis
of thePSEinterviewmadeby thesocialinvestigatorsthere
was an 84 per cent agreement in the first series by the
psychiatrists about who was a case and who was a border.
line case. There was complete agreement about normal
women.
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to play a causal, though less important, role.
There was a large social class difference in the
incidence and prevalence of depression among
women in the general populationâ€”working class
women, especially when they had young
children at home, having a much higher rate.
Furthermore, working class women were about
five times more likely to develop a depressive
disorder in the year before interview when they
had experienced a severe event or major
difficultyâ€”that is in the presence of provoking
agents. So far we have identified four vulnerabili@y

factors, that is factors which increase chances of
developing a psychiatric disorder in the pre
sence of an event or difficulty, but which have
no effect in their absence. They are: loss of
mother before the age of i i; presence at home
of three or more children aged less than i@;
lack of a confiding relationship with a husband;
and lack of full- or part-time employment. The
first three are more common in the working
class and between them largely explain the
class difference in incidence of psychiatric dis
order (see Brown et a!, 1973a, I973b, 1975 and
Brown, 1974).

P4is'r Loss
So far in our publications we have been

concerned with the aetiological role of severe
events and major difficulties in the year before
the onset of a depressive disorder. But what
about loss occurring before this?

We have restricted the measurement of such
loss to:

(i) Loss of mother or father before the age of
17 because of (a) death, (b) separation of

parents, or (c) long-term (i.e. one year or
more) separation from a parent during the
patient's childhood (e.g. from hospital
care, etc).

(ii) Loss of sibling by death while the subject
was aged more than a year and under 17.

(iii) Loss of a child at any age through death
(including stillbirth) or adoption.

(iv) Loss of a â€˜¿�husband'by death.
We call them past losses. We bore in mind the

need to exclude losses that might well have
been brought about by an earlier psychiatric
episode, and a woman's loss of a husband by
separation or divorce has therefore been ex

cluded. In order to avoid contamination with
theonsetoftherecentdisorder,any losswithin
two yearsof the date of interviewhas been
ignored.In almostallinstancesthe pastloss
apparently preceded first onset of depression:
we discuss the few exceptions later.

The time periods were chosen very much by
hunch, but subsequently we examined loss of
parents and siblings after the age of I 7; and, as
reported later, their loss at a later age did not
appear to contribute to the processes we shall
now describe.

Such past loss is common: in our random
sample of 458 women aged between i8 and 65
in South East London, 37 per cent had had at
least one such loss. Its frequency is related to
social class, and, as would be expected, to age4

Women of 41 and over had higher rates of
past loss than those under 40, and working class
women have higher rates than middle class
women (Table I). However, in both age groups
exactly the same proportion of working and
middle class women had lost at least one of their
parents before the age of 17. It is loss of a
brother or sister, child or husband that is more
common among working class women. Details
are given in Fig I: the cumulative totals in the

T@ai.aI
Per centof womenin generalpopulationun@tha past loss

b,yageandsocialclass

* The Chi-squared test has been used throughout

this paper.

t Our measure of social classwas based largely on the
occupational head of the householdâ€”in most instances the
husband. We have used Goldthorpe and Hope's recent
development of the RGO occupational classification: their
occupational groups I to 22 have been called â€˜¿�middleclass'
and 23 to 35 â€˜¿�workingclass' (Goldthorpe and Hope, 5974,
pp 534â€”43).Whenrelatedto theprevalenceofpsychiatric
disorder among women this scale gives almost identical
results to the more complex measure of social class used in
previous analyses (Brown et al, 1975).
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Per cent of women wit/i a loss of parent before 17 among cases (N = 76) and â€˜¿�normal'women (N = 382)

* P < .o,: other differences are not significant at the @05 level.

tophalfofthefigureareformedby givingthe
proportion of women who had lost a mother
and thenaddinginturnadditionalwomen who
had lost a father (and not a mother), sibling
(andnota motherorfather),and soon.

(a) Past loss in the general population
The researchliteratureon losswellbefore

onsetof a depressiveepisodehas been to our
knowledge concernedwith lossor separation
from parents before the age of about i6. The
kind of influence expected has rarely been
clarified,butitseemsmost likelythatsuchloss
would act,ifatall,asa vulnerabilityfactor.
In our generalpopulationsample,lossofa

motherbut notfatherbeforetheage of ii was
significantlyassociatedwithdepression:22 per
cent of the cases had lost a mother before i I in
comparisonto6 percentofnormalwomen(i.e.the
restofthecommunity sample)(TableII).We
shall shortly discuss the relevance of this for
aetiological theory; for the moment we will
assume it is the result of the early loss of mother
actingasa vulnerabilityfactor.
To identifythecontributionmade by losses

otherthanmotherbeforetheageofIIwe looked
at women who had not losta mother by this
age (i.e.who had losta motherbetweenIiand
17, a father or sibling before I 7 or a husband

or child). When women with a loss of mother
before ii are excluded, there is only a modest
differencebetween casesand normal women
which does not reachstatisticalsignificance:
37 per cent and 28 per cent respectively had had
such a loss. (These results have been stan
dardized to take account of age and social class
differences between cases and normal women.)
This result is confirmed by the fact that in the
general population past loss did not increase
vulnerability to psychiatric disorder among the

women with a provokingagent (i.e.eventor
difficulty)in theyearbeforeinterview(Table
lilA and IIIB).Only lossofmother beforeiI
actsas a vulnerabilityfactor:women with a
life-eventor difficultywere much more likely

T@aizIII
Percentageof women in the generalpopulation who

sufferedan onset of p@ychiatricdisorder in theyear of
study by whether they had a severeevent or major

dzfficu4y and the presenceof various kindr of past loss
(chroniccases excluded)

* P < .01: other differences are not significant at

the â€¢¿�05level.
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tohave developeddepressionintheyearbefore
our interviewiftheyhad had suchan earlyloss
of a mother (TableIIIC).A similarlossof
fatherdoes not increasevulnerabilitywhen
women with a lossof mother beforeII are
excluded(TablehID).

(b) Past loss among patientr
Patientsshowed no greaterrateof lossof

eitherparentin any time periodbefore1.7
when compared with the totalcommunity
sample (Table IV). There is no suggestion
that,aswiththecases,lossofmotherbeforeu
isofaetiologicalsignificance.While thisisjust
the comparison made by other studiesof
depressionand earlyloss,it is,of course,
important to exclude depressed women from
the comparison group, and the failureof
previousresearchto do thisisprobablyone
reasonforthemany negativeresults.When this
isdone,lossofmotherbeforeii doesappearof
some importance,although the difference
between normal women and patientsisstill
much lessthan thatbetween them and cases
(Tables!!and IV) and doesnotreachstatistical
significance.
We believethatthisapparentinconsistency

between the resultsforpatientsand casesis
explained by the fact that loss of mother before
i i not only increases the chances of developing

psychiatric disorder but is also correlated with
other factors that tend to lower chances of
contacting a psychiatrist, and therefore patients
would be expectedto have a somewhat lower
proportionwithearlylossofmother.thancases

in the generalcommunity (seeBrown et al,
1975, p 239). We will return to this possibility

later.Meanwhile we can reasonablyconclude
that the findings concerning the aetiological role
oflossofmotherbeforeiiarebroadlyconsistent
forcasesand forpatients.
When we turn to otherforms of pastloss,

however,mattersaremore complicated.Forty
ninepercentofpatientsand only28 percentof
normalwomen intheâ€˜¿�generalpopulationhad a
pastlosswhen women with death of mother
before,@ are excluded (this is again standardized
forageand classdifferences)(P < .o@).*
Itisimportanttoconsiderthebestinterpreta

tionofthesedifferences.Ifpastlossdidraisethe
chanceofthesewomen developingdepressionit
would probablyhave done so by actingas a
vulnerabilityfactor.Itseemsunlikelythatsuch
loss could play an aetiological role on its own,
producingdepressionaftermany yearsofincu
bation. If loss had acted as a vulnerability factor
one would expectthatthe rateof pastloss
(excluding women with a loss of mother before
i @) would also differ significantly between

normalwomen and cases:we haveseenthatthis
isnotso.We have alsoseenthatsuchpastloss.
did not act as a vulnerabilityfactorin the
general population, that is it did not act in
combinationwitha provokingagenttoproduce

* As we have seen, the figure for cases is 39 per Cent.

Justunder15percentofboththepatientsand general
population with a past loss had had more than one:
however, such multiple losses do not contribute to any
of the issues dealt with in this paper and will not be
d@usse@

T@mzIV
Percentagewith loss of parents before â€˜¿�7amongpatients and women in the generalpopulation

No differencesaresignificantatthe.o@level.
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depression (see Table IIIC). T,@esame conclu
sion is confirmed for the patient series by
examination of the data in Table V. Since it
is only through a provokingagent that a
vulnerabilityfactorcan have some effect,one
would expecta correlationofprovokingagents
and vulnerabilityfactorsin any population
sufferingfromtheprovokedcondition.Sinceby
definition,allthe patientserieswere suffering
fromdepression,itshouldfollowthat,ifpastloss,
excludinglossofmotherbefore@ i,isa vulner
abilityfactoritshouldbe correlatedwith the
presenceof eventsor difficultiesin the nine
months beforeonset.In factlossof mother
beforeii among thepatientsconformsexactly
to these predictions: only 8 per cent (1/12) of

patients who lost their mother before i i did
not have an eventor difficultycompared with
26 per cent (26/Ioo)of the patientswithout
such a loss (Table VA). By contrast there is
not correlation between other kinds of past
loss and the presence of events and difficulties
before onset (Table VB). Therefore, as we have
already shown for women in the general popula
tion, loss of mother before i I acted as a
vulnerability factor for patients, increasing
chances of developingdepressiononce an
event or difficulty has occurred. But there is
no indication that other forms of past loss

TArn2 V

Patients with: (a) loss of mother before i,; (b) other
forms of past loss (excluding those with loss of mother
before xi) by whether there was an absenceof a severe

event or major d!fficu4y before onset

acted in thisway eitherfor patientsor for
women inthegeneralpopulation.

How, then, is it that there is a somewhat
higher rate of past loss (excluding loss of mother
before ii) among patientscompared with
normal women? The difference might well have

beenbroughtaboutbyselectivefactorsoperating
to increasethe number enteringpsychiatric
treatment who had had some form of past loss.
Two possibilitiesare:

(i) Some of the past losses would have been

expectedtohavebroughtaboutpreviousepisodes
ofdepression,i.e.theyhad actedasprovoking
agents at some time in the past. Since nearly half

ofthepatientshad had a previousepisodethis
would raisesomewhat theirrateof pastloss
compared with normal women. This is suppor
ted by the fact that, for the 50 patients with a
previous episode, 20 per cent had had a past loss

occurinadulthood(whenitmightwellhavebeen
a provokingagent)compared withonly8 per
centofthepatientswithouta previousepisode.
(The overall rate of past loss was no different
forthosewithand withoutpreviousepisodes.)

(2) We will show later that past loss plays an

important role in determining severity of de
pressivesymptoms; and, sincepatientstend as
a group to be more severely disturbed than cases

inthegeneralpopulation,theywould againbe
expected to have a somewhat greater frequency
of such loss.
We conclude,therefore,thatpastlossplays

at besta minor rolein producingdepression
once lossof mother beforeII isallowedfor.
However, the role of such loss in symptom

formation is far more dramatic and it is to this
thatwe now turn.

(c) Past loss and psychotic and neurotic depression
There hasbeena longcontroversyaboutthe

basis of the distinction between â€˜¿�psychotic' and
â€˜¿�neurotic'depression.We havenotattemptedto
review the literature, as we believe that our

findings are as applicable to a gradualist and
unitary model (e.g. Mapother, 1926; Lewis,
1934; Kendell, 1968) as to a two-disease and

bimodalmodel (e.g.Kilohand Garside,1963;
Carney,Roth and Garside,1965).Despitethis
long controversy, most psychiatrists still feel
able to allot a patient one or other label with
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a fair degree of confidence, and we have pro..
ceeded on this basis. However, we believe that
there is one clear conclusion that can already
be drawn from our work. There has been an
increasing tendency to equate the concepts of
neurotic and reactive depression on the assumption
that they are far more highly related to environ
mental stress than other forms of depression (see
Beck, 1967, p 79). Systematic research has given
no support to this view (see Paykel, 1974; Leff
et al, 1970). Our own material, which will be
reported fully elsewhere, confirms this lack of
association: almost equal proportions of the
patients considered to be psychotic and neurotic
had a provoking life-event in the nine months
before onset.

One of us (J.C.) rated the i u@ depressed
patients as psychotic or neurotic on the basis of
the clinical material by taking into account
criteria, such as the presence of early-morning
waking, which have fairly general acceptance
in the literature as distinguishing features of the
two forms of depression. However, since
psychotic and neurotic symptoms occur in
both types of depression an overall judgement
taking the total clinical picture into account
had to be made rather than relying on the
presence of any particular symptoms. Sixty
three patients were considered psychotic and 49
neurotic (two with some manic symptoms were
excluded).

Various statistical analyses, which we will
notreporthereinfull,havesuggestedtheuseful
ness of the distinction. One of our analyses, for
instance, took all clinical material collected for
the patients in terms of the type and severity of
symptoms and their overall frequency, but
excluding factors such as (i) age, (ii) whether
there were provoking environmental events,
and (iii) historical factors such as previous
treatment. A discriminant function analysis
was used to obtain the weighted clinical items
that best separated the two groups classified as
psychotic and neurotic. Using ten clinical
items whose incidence differs in the two groups
at the 5 per cent level of significance, or better,
gives an overall misclassification rate of 21 per
cent, and this is reduced to 17 per cent in a
further analysis based on the 23 clinical features
using items significant at the 20 per cent level or

better.* The original psychotic and neuroti
groups were therefore successfully separated i

this way; and the items and their weights ar
very much what would be expected from th
literature. In general, the psychotic patien
tend to be more retarded in movement, thought
and emotion and the neurotic group to be more
active and to show more emotion.

The scores derived from the analysis of the
23 items were used to differentiate the most and

least psychotic and neurotic halves of the two
original diagnostic groups, and in the analysis
thatfollowsthisdivisionwillalsobe used.t
Patients were also rated, independently of the
psychotic/neurotic distinction, in terms of the
severity of their condition at the time of their
admission into treatment. This rating was
made on the basis of the frequency of symptoms
and their individual severity. Although psychotic
patients tended to be rated as more severe, these
two ratings are to a considerable extent inde

pendent of each other (Table VI), and it is
therefore necessary to explain both features of

the conditionâ€”i.e. degree of psychotic and
neurotic symptoms and severity.

Psychotic patients are more likely to have
had a past loss than neurotic patients (66 as
opposed to 39 per cent). Furthermore, if the
psychotic patients are divided into a most
psychotic and a least psychotic half (on the
basis of the scores derived from the discriminant
functionanalysis),thisassociationisincreased.
Seventy-seven per cent, 55 per cent and 39 per

cent respectively of the three groups had a past

lossâ€”dotted line in Fig 2 (P < .oi).

* At the stage of the discriminant function analysis the
detailed symptom-count of one patient had been lost,
andthetotalofpatientsusedwas iii.Fulldetailsofthese
analyses will be given in a forthcoming paper. Inter-rater
reliabilityforthe variousclinicalscalesused in this
reportwas satisfactory,generallyreachinga product
momentcorrelationof at leasto@8o

t Another of us (G.B.) independentlyrated the patients
once the analysis had been done. The overall agreement
with the original rating by J.C. was 78 per cent. Agree
ment abouttheleastpsychoticpatientswas only58 per
centcomparedwith85 per centfortherest:thisis
consistentwithourgeneralimpressionthattheâ€˜¿�overlap'
between the two conditions is greatest among the least
psychotic half of the psychotic group. The ratings by J.C.
have been used in all our analyses unless we refer to the
scores on the discriminant function.
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guish women inta those having loss..by death
and' loss by other mcans@ the few@instarices
where bothkindsoflossoccurred(4percentof
patientsand 3 percentofwomen inthegeneral
populationhad â€˜¿�both)the earliesthas been
taken. This index shows that loss through death
and through factors other than death are both
stronglyrelatedtothethree-folddinical'classi
fication,but relatedin oppositeways: 77 per
centof themost psychotic,42 per centofthe
least psychotic and z6 per. cent of the neurotic
group had had a past lossthrough death
(P < .oi). By contrast, none of the most
psychotic, i@ per cent of the least psychotic
and 22 per cent of the neurotic group have
had a past loss other than death (P < â€¢¿�oi).
In otherwords,althoughtheincidenceofpast
loss is not a very potent aetiological factor, as
we have arguedabove,itmay wellbe a most
powerful influence when a woman does get
depressed on what form her symptoms will take:
loss by death predisposing to psychotic de
pression and other forms of loss to neurotic
depression. When the various possible types of
loss were considered in detail these differences
held for each, with the exception of loss of
father by death, where there was only a small
difference. Since the numbers involved in these
comparisons are small, little significance should
be given at this point to this one exception.
Of patients having a past loss by death 82 per
cent (37/45) are psychotic; of those having
suffered loss by factors other than death 73 per
cent (i i / 15) are neurotic. Of those having
neither41 per cent(21/51)are psychoticand
59 per cent (30/51) neurotic.

Since death has little or no relation to the
neurotic group and loss from other causes to
the psychotic group, we will use the term effective
loss for death for psychotic patients and other
kinds of loss for neurotic patients (remembering
that in the small number of instances where
both kinds of loss occurred the earliest has been
taken). Effective loss seems to play an important
role in determining the severity of the depression
once the degree of psychoticand neurotic
features is controlled (Table VII). Such loss is
particularly associated with severity among the
most psychotic and the most neurotic patients.
We have summarized theseresultsinFig @:it

ALttoss
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Severity x psychotic/neurotic: P < .0'

Thesedifferencesareincreasedstillfurtherif
loss due to death is distinguished from other
kinds of loss (i.e. separation of parents, adoption
of thewoman's child,etc).In orderto distin

80r
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0

Bottom hatt Neurotic
Psychotic

Fzo2.â€”Percentwithpastlossbydeathandotherthan
by death among depressed patients by whether â€˜¿�psychotic'

or â€˜¿�neurotic'.
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TABI2VIIPer
cent of patients with past loss cowzting deathfor

â€˜¿�p@ychotics'and other lossfor â€˜¿�neurotics'b, severity of
s,mptonu and degree to which p@ychoticandneuroticSeverity

of symptoms atadmissioni

(high) 2 3(low)Most

psychotic!
neuroticquartiles082 45 29

(9/â€•) (14/31) (@/io@)
Least psychotic/
neurotic quartiles 57 50 6

(@/@â€˜) (16/32) (i/i6)
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shows thatwithin the psychoticgroup severity
of symptoms is highly related to loss by death

and within the neurotic group to other forms of
loss.
We alsoexamined thepossibilitythatlossof

a parentor siblingaftertheage of i@'might play
a part in the processes we have discussed.

However, such cases played no part either in

increasing vulnerability or in symptom forma
tion. The inclusion of marital separation and
divorce in no way influenced the results, as only

two patients who had experienced a divorce or
separation had not also experienced a still
earlier loss.

(d)A replication
We have been abletomake an independent

check on the resultsconcerningsymptom
formation: R. E. Kendell examined a seriesof

consecutive female in-patient admissions to the
Maudsley Hospital suffering from depression.
Like us he developed a diagnostic index score
basedon hisclinicaljudgementofpsychoticand
neurotic depressive states (Kendell, 1968, pp

56-65). Using the hospital case notes to obtain
details of past loss, the results for the two series
were similar when their respective discriminant

function scores were divided into three more or

less equal groups (Table VIII).*

* We had found complete agreement between the past
losses obtained by interviewing patients and relatives
and those recorded in the Maudsley in-patient records.
Use oftheactualdiagnosesofâ€˜¿�psychotic'and â€˜¿�neurotic'
gave comparable results. We are grateful for Professor
Kendell's generous assistance in supplying information
aboutdiagnosisand indexscores.Inordertoconformto
the criteriaof the firstserieswe excludedfivepatientswho
were foreign or had marked manic symptoms or an
importantphysicalelementsuchasepilepsy.The second
series were a little youngerâ€”57 per cent were under 40
at admissioncomparedwith half of the firstseries.

* These groups have been defined by taking the

most and least psychotic and neurotic halves of the
two diagnosticgroups using the rankingsof the
discriminant function scores. Since the 23-item
analysis includes â€˜¿�severity at admission', a 22-item
analysis excluding it has been used. However, the
scores of the two analyses are highly correlated. (The
rank order correlation between the two sets of
rankings is O@987â€”Spearman's rho). Top row
j) < @o@;bottom row, combining i and 2,P < .01.

90@

e0@

â€˜¿�/0

60

Other than (e) The general population

by death The overall severity of the 76 cases in the
general community was on the whole less than
thatofthepatients,and no attemptwas made
toratethem aspsychoticorneurotic.However,
to see whether there was any indication of a

similar tendency, we distinguished cases who
showed either:(i)earlymorning waking or
(ii) slowness or retardation, symptoms asso

50

0

140

@ 30a
U

20

10

0
High

?everity
Medium Low Low Medium High
severity severity severityseverity severit@

Psychotic Neurotic
(N) (12) (41) (10) (20) (23) (6)'

Fio 3.â€”Per cent with past loss by death and other than
by death among depressed patients by severity at ad

admission and whether â€˜¿�psychotic'or â€˜¿�neurotic'.
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ciated with a rating of psychotic on the discri
minant function analysis. Fifty-two â€˜¿�percent
with one of thesesymptoms had had a lossby
death compared with 39 per cent of the women
with neithersymptom. The differenceis not,
however, statistically signiflcant. Therefore,

while past loss is very highly associated with the
form and severity of depression among patients
once a woman begins to develop clinical de
pression, it is uncertain whether there is a
similar association among the more mildly
depressedwomen inthegeneralpopulation.

(f) Age and depression
Others have shown that psychotic depressed

patients are older (e.g. Spicer et al, 1973). The
averageage ofpsychoticpatientsin our series
was 45 against 29 @5for neurotic patients. There
is,however,no suggestionthatage hasaffected
our results. Table IX shows that the association

betweenlossand typeofdepressionheldwithin

*24/46 and 12/31.

each of the age groups i8 to 25, 26 to 40 and

41 to 65, and almost exactly similar results
were obtained for Kendell's series of patients.

Moreover, if age at which the first onset of
psychiatric disturbance occurred is controlled
(almost always defined by the first contact with
medical servicesâ€”an unsatisfactory measure
but the only possibleone with our present
data),the differencesremain justas marked.
Fivepatients,however,had a pastlossaftertheir
first episode of psychiatric disturbance, and it is
possiblymisleadingtoincludethem.But results
are hardly affectediftheselossesare excluded:
68 per centofthemost psychotic,42 per cent
of the least psychotic and 14 per cent of the
neurotic patients had a past loss through death
(p < .ox); and none, io per cent and 22 per

cent respectively had a past loss other than by
death (p < .o')

Whether the loss occurred before or after the
age of ten is irrelevant (Table X); again a

similar result was obtained for the Kendell

T4trn.xVIII
Per cent of patients by type of past loss and degreeof psychotic/neurotic depressivefeatures accordingto discriminant

function score in the present series (N = iii) and Kendell's series (N = 70)

Note: In order to ensure greater comparability with Kendeil's series we have divided our series differently
here from our three-fold classification in Fig 2.

TAmE IX
Age of patients by proportion with a past loss by death and other than by death by whether psychotic or neurotic compared

with women in the generalpopulation (@fmore than one loss, frst taken)
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TAm2X
Per cent of patients with a past loss by death or other than by death by age loss occurredand whether psychotic or neurotic

series. Since results hold for those who ex
perienceda lossbeforei8,theeffectisnottobe
explained by losses occurring in adulthood.
It is important to note, however, that a third of
the losses by death occurring to the psychotic
group happened after i8; other losses during
adulthood are rare.

DIscussIoN
We have shown thatthereisa largeassocia

tion between past loss and type and severity of
depressive symptoms in women. However, this
only emerges when one distinguishes (i) severity
of the depression at admission, (ii) the pre
dominance of neurotic and psychotic features,
(iii) four kinds of loss (of siblings, child and
husband and not just of parents)and (iv)
whether loss was due to death or other reasons.
While thishas not been done before,five
studieshave lookedat lossofa parentduring
childhood and adolescenceand severityof
depression.* Since these studies ignored the
other three distinctions, only a modest associa
tion between loss and severity could be ex
pected. Birtchnell (197oc) provides results for
women with a loss before 20, and there is a close
similarity with our material when the same
simple two-fold distinction is made: 38 per cent
of the most and 22 per cent of the least de
pressed patients had lost a parent in childhood
or adolescence compared with 37 and 23 per
cent in our series (29/77, 21/94 and 30/8 i and
7/30 respectively).
The fourotherstudiesdo not separatedata

formen and women. Three givesimilarresults
to thosejustquoted (Beckcial,1963;Sethi,
1964;Munro, 1966)and one doesnot show a

* The study by Sethi (ig6.@) includes loss of a sibling:
however, the inclusion of non-depressed patients in his
â€˜¿�noor low depression'groupconfusesthe issueof the role
oflossinsymptom-formationindepression.

difference, although a measure of unsatisfactory
family relationships in childhood does relate
(Abrahams and Whitlock, 1969). Like us' when
we used the total community series .as a com
parison group, none of the five studies obtained
an association between early loss of a mother or
a father and the occurrence of depression as
such.Two otherstudiesare relevant.Wilson,
Ailtopand Buffaloe(1967)foundthatdepressed
patientswho had losteitherparentby death
beforetheageofi6had an elevatedscoreon the
psychotic but not the neurotic scales of the
MMPI. A studyby Forrest,Fraserand Priest
(1965) did not find any differences in childhood
bereavement before the age of 15 between a
neurotic and psychotic depressed group. The
fact that they were a highly selected group of
patients taking part in a drug trial may have
some bearing.

Additional supporting evidence for the role
of loss in symptom formation is provided by the
series of patients originally classified by R. E.
Kendell: results concerning past loss and the
psychotic/neurotic distinction were closely com
parable to our own, and also confirmed that the
associations were not artefacts due to age.

The question whether this association between
past loss and symptom formation reflects an
actual causal link, and the nature of any such
link, remains to be discussed. It seems unlikely
that an artefact is involved: there is no reason
to believe that there is much error in recording
major losses (see Barraclough and Bunch, 1973)
or that the measurement of the variables was
in some way confounded. Moreover, there is no
suggestionthatage,previousadmissionsorsocial
classarebiassingfactors;and itseemsunlikely
that constitutionalor geneticfactorshave
produceda spuriousassociation.We therefore
find it difficult to conceive of an interpretation
that does not largely depend on environmental
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rather than â€˜¿�onconstitutional and genetic
factors.* However, there is no reason why

other factors may not play some role; it would
indeed be surprising if they did not (see Brown
ci al, 197gb, pp 162â€”5).

Before we consider our own interpretation we
must deal with an anomaly: the quite modest
aetiological role played by loss of mother
before i i in the patient group when compared
to its role among women developing depression
in the general population. We have argued
elsewhere that this is probably due to selective
factors(Browncial,1975).The factthat43 per
cent of the 40 women in Camberwell with a loss
of a mother before i i were considered to be
psychiatric cases (almost all depressed), com
pared with 14 per cent of the remaining 418
women, is impressive evidence of an aetiological
effect. While conclusions must remain cautious,
the correlation of loss of mother before i i with
two vulnerability factors that not only increase
chances of depression but also lower the chances
of contacting a psychiatrist once depression has
developed may explain the inconsistencies (see
Brown a a!, 1975, pp 239â€”40).It would also
explain some of the inconsistent results in the
literature.

If this is accepted, two results have to be
explained. First, why does loss of a mother
before i i increase chances of depression in the
presence of a provoking agent? Second, why,
once a woman has developed depression, does
pastlossofa range ofrelativesby death increase
chances of developing psychotic-like depressive
symptoms (and also their severity), while other
kinds of loss increase chances of neurotic-like
depressive symptoms (and also their severity)?
Itmay firstbe helpfulto remind ourselves

that major currentlosses and threats of loss are
important in producing depressive disorders
(see Brown, 1974; Brown ci a!, 1975; Paykel,

* The psychiatric interview was carried out without
knowledgeof past loss, and all such social materialwas
excluded from the discriminant function analyses. The
Maudsley case records usually contained a detailed social
history (which we at times drew upon). Only one suicide
was recorded among the parents of I 14 patients. Psychiatric
treatment received by parents and siblingsdid not differ
in the psychotic and neurotic groups, and such a history of
family disorder was unrelated to past loss or to the presence
of a provoking agent.

1974). Adjustment to major loss is likely to
involveâ€˜¿�griefwork'ifthepersonistocome to
terms with the situation (e.g. Marris, 1974).
The lossofanotherpersonwilloftenmean the
loss of someone who valued and appreciated the
depressed person; but loss may involve not
only a lost object but also a lost role (Averil,
1968). A sense of purpose can be lost, when with
the loss of a person the performance for which
identity has been fabricated and sustained
ceasestohave meaning (Becker,1962).

Many have pointed out the adverse conse
quences of failing to do such â€˜¿�griefwork' (e.g.
Bowiby, :963; Parkes, 1964; Engel, 1967). In
a recent discussion of â€˜¿�reactivedepression' it has
been suggested that many of the depressive
symptoms which the patient forms may be
regarded as helping him to avoid experiencing
painful loss, and in particular helping to deny
the fact of loss and the significance of the loss
(Sachar ci a!, 1968, pp 24â€”5).Along somewhat
similar lines we suggest that low self-esteem
stemming from any source can hinder a
woman from â€˜¿�recognizing'a recent loss, which
in turn can lead to the development of a
depressive disorder.. The loss cannot be fully
faced because it is just one more painful blow
to feelings of self-regard.

But it is not only loss that brings about
depression: a long-term difficulty quite often
does so, and also at times the threat of loss
(Brown, 1974; Brown ci a!, 1975). We therefore
place more weight on a second aetiological
mechanism whereby a person deprived of
important sources of value can develop a,
feeling of hopelessness. (Positive value can be
derived from a person, a role or an idea.) From
this relatively specific feeling of hopelessness
related to a particular event or difficulty a
more general feeling of profound hopelessness
may develop, and this may form a central
feature of the depressive disorder itself. For, as
Beck has suggested, there is in depression a
central cognitive triad, accompanied by varying
combinations of characteristic affective and
somatic symptoms (Beck, 1967). â€¢¿�Webelieve

thatwhat iscrucialisdeterminingwhetherthe
specific feelings of hopelessness develop into the
three feelings that the world is meaningless,
the self worthless and the future hopeless is a
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person's ongoing self-esteem, their sense of their
ability to control their world and thus to repair
damage, their confidence that in the end alter
native sources of value will become available.
If self-esteemis low beforethe onsetof any
depression a woman is less likely to be able to
imagine herself emerging from her privation.
We suggest that vulnerability factors play a
crucial aetiological role because they limit a
woman's abilityto developan optimisticview
about controlling the world in order to regain
some source of value. Of course, an appraisal of
hopelessness is often entirely realistic: the future
formany women isbleak.Butgivena particular
eventor difficulty,ongoinglow self-esteemwill
increase the chance of such an interpretation.
Therefore,forthe secondaetiologicalmecha
nism loss as such is not central: hopelessness
and not griefisthe crucialelement.(Others
havealsobelievedthatlossitselfisnotcentral
e.g.Gaylin,1968,pp 16â€”22.)Major lossevents
are very often involved in the onset of depression
because they are the most common way in
which important sources of value are threatened.

Since neurotic and psychotic depression are
equally associated with environmental pro
voking factors,so called â€˜¿�endogenous'de
pressive conditions should not be excluded
from these two processes, i.e. failure to work
through grief and the experience of hopeless
ness.
We have thereforespeculatedthat the

common feature of the vulnerability factors is
thatthey are associatedwith low self-esteem.
Sincethreeofthem concernthepresent(i.e.lack
of intimacy with husband, three or more
childrenunder 14athome and lackofemploy
ment),itfollowsthatitisthecurrentenviron
ment thatmost powerfullyinfluencestheriskof
depression. However, the effect of loss of mother
before ii indicates that the past can also play a
role, and it may well do so by lowering self
esteem.We haveseenthatsuchlossofa mother
has two special features. First, the loss of any other
close relatives does not increase risk, and second,
lossaftertheage of ii playsno part.The first
can probablybe explainedby thefactthatthe
mother will usually be the largest source of
appreciation and support. A father's or sibling's
disappearance is likely to be a less painful

experience. Second, until a child is about i i his
main means of controlling the world is likely to
be hismother.The earliersheislostthemore
the child is likely to be set back in his or her
learning of mastery of the environment; and a
sense of mastery is probably an essential com
ponent of high self-esteem. Loss of mother
before i i may well permanently lower a
woman's feelings of mastery and self-esteem,
and hÃ§nceact as a vulnerabilityfactorby
interfering with the way she deals with grief in
adulthood.*

The work of John Bowlby (i@7@) on the
infant'sreactiontoseparationlendssupportto
this view. He argues, on the basis of ethological
work on imprinting, that the physical and
emotional absence of a mother (or a com
parable figure) is even more important in
bringing about later depression and anxiety
than the intrapsychic conflicts emphasized by
many psychoanalysts.

One important recent account is Seligman's
comparison of depression with â€˜¿�learnedhelpless
ness'. Using animal experiments he has shown
that uncontrollable and unpredictable trauma
tends to lead to passive resignationâ€”what he
calls learned helplessness (Seligman, 1975). He

* It has been suggested on various occasions that loss
of mother is not itself as important in the aetiology of
depression as the discontinuity and social upheaval which
may result. We therefore considered the experience of
women in the general population who had lost a mother
before i i, dividing them into 23 who had lost continuous
contactwith theirfatherat some time afterthe lossof
their mothers and i6 who had maintained a continuous
contact with their fathers (or in rare cases another person
such as a grandmother who had already been living with
them). Discontinuity per se did not relate to the develop
ment of depression; 30 per cent of those with discontinuous
contactbeingcasescomparedwith 56 per cent of thosein
continuous contact. Examination of the data from
Kendell's and our own patient data confirmed this result.
Though our measure of continuity is crude, it is possible
that too much weight has been given in the literature to
discontinuity of contact as the crucial aetiological factor
as against the loss itself. However, the emphasis on
discontinuity is understandable, as it is very highly related
to loss of mother before i i. In the general population
most experiences of discontinuous contact among those
who lost either parent before 17 resulted from a loss of a
mother before i i (88 per cent). But it is important to note
that nearly half of the losses of mother before i i were
followed by continuous contact, usually with a father.
Future research must bear this asymmetry in mind.
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sees this as primarily a cognitive disposition
which once established greatly increases the
chance of an animal passively undergoing a
traumatic situation (such as receiving electric
shocks) rather than seeking a solution. â€˜¿�Absence
of mother, stimulus deprivation, and non
responsive mothering all contribute to the
learning of uncontrollability. .. . Since, however,
helplessness in an infant is the foundational
motivational attitude which later motivational
learning must crystallize, its debilitating conse
quences will be more catastrophic' (Seligman,
1975, pp 150â€”I).

We do not believe (as Seligman argues) that
loss of mother before us specifically related to
so-called â€˜¿�reactive'or â€˜¿�neurotic'depression.
Like the other three vulnerability factors it
raises the chances of developing any form of
depression. However, since whether past loss
occurs by death or other means also influences
the form and severity of the depression, loss of
mother before u plays a double role: as a
vulnerability factor and as a symptom-formation
factor. Other types of loss influence only
symptom formation.

These results suggest some form of enduring
cognitive influence. It is possible that loss by
death may be related to psychotic-like symp
toms because it tends to lead to a very general
attitude that one's own efforts are useless; that
loss of any kind becomes like death, irreversible,
and there is nothing that can be done. Such an
attitude may be particularly linked to denial of
the implications of a loss and to greater â€˜¿�bodily'
expression of symptoms. A person who has lost
a parent and knows he or she is still alive will be
likely to feel the situation less irredeemable. It
is not as if an outside fate had removed them.
This may give them a less passive cognitive set
than a person whose parent has died. It may
also cause them to see the separation as a
rejection: if the parent is still alive somewhere
else it may seem as if they have chosen to leave
because he or she is not lovable. Such an inter
pretation could prove the foundation for a
life-long expectation of failure, which could
become self-reinforcing. This distinction be
tween the psychotic's sense of abandonment and
the neurotic's sense of rejection would fit quite
plausibly with the traditional ideas of the

typical psychotic and neurotic depression.*
Itisofinterestin thelightofthisargument

thattherecenteventsprovokingthedepressive
episode under study did not relate to the type
or severity of the woman's depression. About
three-quarters of provoking events among the
patients involved a clear-cut loss (see Brown,
1974): psychotic patients were no more or less

likely to have had such a recent clear-cut loss
than neurotic patients. (And if age 5 allowed for
they were only a little more likely to suffer a
loss by death.) Moreover, a woman who had had
a recent loss by death was no more likely to
have had a past loss brought about by death.
The lack of an association between the types of
past and recent loss is just what would be
expected if cognitive schemes influenced reac
tions to a severely threatening event. For a
woman who has earlier lost an important
person by death, the emigration of her child
may be seen to have death-like qualities.

One would also expect some kind of primacy
effect on the way past loss influences symptom
formation. If, for instance, the first loss is by
death, a person will tend to see all other losses
in these terms. It S possible that losses other
than by death would in time attenuate or even
reverse the original perspective; and, of course,
since we have thoughts about the past, the
perspective that S important need not be
formed at the time of the loss.

* Lichtenberg (i957) has discussed loss and depression
in somewhat similar terms, and Becker (i@7@)some
cognitiveapproachesto depression.The greaterpre
ponderance of losses other than by death among the
neurotics might also be accounted for on genetic lines.
Several authors who have produced their own classifica
tions of depression have suggested that there is a special
younger group among the neurotics with sociopathic
tendencies either in themselves or among first-degree
relatives (Paykel, 1971; Winokur etal, 1969; Perris, 1966).
The sociopathictendenciesmight be held responsiblefor
various of these other forms of loss (e.g. separation of
parents, mental hospital admissions of mother, etc) which
the patient had suffered as a child. Under this hypothesis
a high rate of loss other than by death would be a spurious
rather than a causal factor. However, a genetic explana
lion for the association of past deaths with a psychotic
symptom configuration seems much more difficult to
sustain given our evidence that parental deaths by suicide
were very rare. We find that the cognitive set model can'
be applied to the association of neurotic symptoms with
loss other than by death with as much plausibility as this
geneticexplanation.
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The measure of past loss we have used is still
crude and the assumptions We have made about
primacy will need to be tested on larger
numbers. For instance, we rated as loss by death
the experienceof one patientwhose mother
died in her first year; her father, after a
struggle to cope, sent her to foster parents at the
age of two, and these returned her at the
age of seven on her father's remarriage. This
experience could with equal plausibility be
considered as loss by separation. It is also, of
course, important to extend the work by con.@
sidering a wider range of experience. What, for
instance,aboutwar-timeevacuation,periodsin
hospital of less than one year, broken engage
ments, and soon?

The role of past loss may also account for
what isagreedto be one of the most striking
featuresofpsychoticascompared withneurotic
depressedpatients,namely thattheyareolder.
Thishasusuallybeenconsideredtobe a physio
logicaleffect,but environmentalfactorsmight
also be implicated.Women in Camberwell
who were 50 to 65 were much more likelyto
have experienced past loss than those aged 20
to 35. One possible explanation is that the
olderwomen had had more timetolosehusband
and children;butsincethemajorityofthepast
losses occurred before i8 and the findings held
whatever the age at loss, this can be ruled out.
It is more tempting to interpretthisage
difference as, at least in part, the result of a
generationaleffect:improved diet,medical
care, smaller families, and lack of major wars
have meant that the younger generation ex
perience far fewer deaths of close relatives. This
would be more consistent with the model:

Olderpresent
age (i.e.
member of an
earlier
generation).

than with:

Older present
age

If thisistruewe might be experiencinga
generational change in the form taken by
depression, psychotic-like conditions becoming
lessfrequent.Whilethereissomesuggestionthat
this may be occurring (Paykel et at, 1970) and
thattheremay be secularchangestakingplace
intheformofpsychiatricdisorder(Hare,1974),
there are obvious alternative explanations.
Since there can at present be no direct test in
the absence of evidence for a physiological
link, thepossibilitymustremainspeculative. Once
the presentcohortof 20- to 35-year-oldsare
50 or over we can expect to have a clearer
picture. Insofar as other kinds of major loss may
be increasing, particularly from marital break
down, there is another reason to expect a
secular change in the form of depression.
The significanceoftheresultswe have pre

sentedisthatby conceptualizinglossindifferent
ways a case has been made for showing that it
plays a vitalrole both in bringing about de
pressionand in determiningitsseverityand
form. The associations are large enough and
the possibilityof gross confounding factors
sufficientlysmalltosuggestthatintime research
may beabletoestablishvalidtheoreticalmodels.
While thework indicatesthatthereissomething
behind some of the more fanciful theories of
psychoanalysis, in the short-term at least, we
believethatresearchon depressionshouldbe
groundedfarmore intheinvestigationofcurrent
social processes and cognitive and emotional
states.
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