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Stressful life events and passive behavioral =

patterns in women with major depressive
disorder: a mixed method analysis nested
in a clinical trial

Curt Hemanny'?'®, Isabela Moura®, Martha Amaral Pimenta Mello*, André Macedo Figueiredo®,
Marcelo Demarzo®® and Irismar Reis De-Oliveira®’

Abstract

Background Women are more vulnerable to presenting with major depressive disorder (MDD) as they seem more
sensitive to stressful life events (SLE). Few studies describe the effect of SLE on the development of avoidant/passive
behavioral patterns (PBP) of MDD. Understanding the relationship between SLE and PBP is essential for the clinical
management of MDD. Here, we aim (1) to describe and categorize the perceptions about SLE, emotional experience,
and PBP in women with MDD and (2) to discuss the PBP according to evolutionary and behavioral processes. This
mixed-method study, including qualitative and quantitative analyses, was nested in a clinical trial with 76 patients.
We selected a sample of 18 female patients, randomized to behavioral activation therapy (BAT). In the first sessions,
we interviewed the patients about SLE, emotional experience, and PBP perceived during their current depressive epi-
sode. The reports were submitted to content analysis and categorized under similar themes. We performed bivariate
Spearman correlations to test the strenghts of associations between depressive symptoms (HAM-D), anxiety symp-
toms (BAI), disability (SDS), and cognitive distortions (CD-Quest).

Results In our sample, the most frequent SLE were romantic relationship problems and family problems. The patients
most reported emotional experiences were sadness, discouragement, and anxiety. The most common PBP categories
were getting isolated, stopping doing activities, and ruminating.

Conclusions Women frequently perceive interpersonal, family, and affective problems as triggers of depressive
episodes. The most common passive patterns include isolation, stopping doing activities, and ruminations. The evolu-
tionary functions of PBP are to keep the organism passive, avoiding energy expenditure, and risk exposure in the face
of a chronically stressful environment with few opportunities for reward.

Keywords Major depressive disorder, Woman, Stressful life events, Behavioral activation, Biopsychology, Trial-based
cognitive therapy
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Introduction

Major depressive disorder (MDD) is a disabling condition
that affects multiple areas of life, with core symptoms
including depressed mood, anhedonia, changes in sleep,
appetite, and energy, negative thinking, and suicidality [1,
2]. MDD is also among the top 10 clinical conditions that
produce the most significant burden of disease, leading
up to 15% of patients to die from suicide [3, 4]. Antide-
pressants, cognitive-behavioral therapy (CBT), behavio-
ral activation therapy (BAT), and interpersonal therapy
(IPT) are the first-choice treatments for MDD [5].

Although men and women can both develop MDD,
women are two to three times more likely to develop the
disorder due to several vulnerability factors, including
changes in the ovarian hormone cycle, greater sensitiv-
ity to interpersonal stressors, and greater exposure to
psychosocial risks such as neglect, child maltreatment,
and isolation [6, 7]. While research regarding stressful life
events (SLE) and MDD exists, studies exploring women’s
experiences of SLE and passive behavior patterns (PBP)
are sparse, despite the fact that PBP is a characteristic of
the disorder [8, 9]. PBP is also known as passive coping,
avoidance patterns, and inactivity [10-12].

The core symptoms of MDD are often followed by
PBP [8, 9] for example: staying in bed, withdrawing
from social life, and ruminations [10]. PBP appears to
arise after ineffective escape and avoidance responses to
chronic and uncontrollable stressful environments [11,
12]. Experimental stress conditions in animal models
of depression induce some of the following depressive-
like behaviors, including inactivity in forced swimming
and tail suspension tests, reduced sucrose consumption,
increased latency to avoid shock, and decreased fre-
quency of sexual, grooming, and competitive behaviors
[13-15]. The main evolutionary and behavioral func-
tions of PBP are to escape from environmental stressors
and to avoid the unnecessary expenditure of metabolic
resources [16, 17].

Behavioral and psychological models of depression
suggest that emotional symptoms and PBP are trig-
gered by chronic stressors, which are adaptive in the
short term. However, when PBP become more frequent,
its prevents contact with positive reinforcers leading to
increased emotional reactions and even more PBP, per-
petuating the depressive cycle [18, 19].

Since MDD is more prevalent in women, that PBP is
a typical characteristic of this disorder, and that data on
this topic are insufficiently systematized, this study aimed
to categorize the perceptions of women with MDD about
SLE, emotional experience, and PBP. The study’s findings
are discussed in light of the biological, evolutionary, and
behavioral models of MDD.
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Method

Study design and participants

This study is a secondary analysis, using a mixed-meth-
ods approach nested within a randomized clinical trial
(RCT) [5]. The RCT aimed to compare the efficacy of
trial-based cognitive therapy (TBCT), BAT, and treat-
ment as usual (TAU) with antidepressants, in treat-
ing 76 patients with MDD. The majority of the sample
was composed of females [n = 66; (86%)]. To achieve
the objectives of the present study, we only analyzed
data from female patients who where randomized to
BAT and completed at least the first psychotherapy ses-
sion (n=18). During this session, case formulation was
performed, and data on SLE, emotional symptoms, and
PBP were collected.

The inclusion criteria of the RCT were patients of both
sexes aged between 18 and 60 years with a current diag-
nosis of MDD, a score above 15 on the Hamilton Rating
Scale for Depression (HAM-D) [20] or above 20 on the
Beck Depression Inventory (BDI) [21], and who had been
on a stable dose of antidepressants for at least 2 months.
Patients with bipolar disorder, psychotic symptoms, and
substance use disorder were excluded. The patients were
seen individually and, collaboratively with the psycho-
therapist, completed BAT interventions developed for
the RCT [5]. The sessions were audio-recorded. In the
present study, we included female patients randomized
to BAT who attended at least the first psychotherapy
session.

Recruitment occurred in Salvador, Brazil, from 2015
to 2017 and was done through different sources: outpa-
tient mental health clinics, psychiatry residency pro-
grams, radio, newspapers, and the Internet. This RCT
was registered at clinicaltrials.gov (NCT02624102) and
was approved by the Research Ethics Committee of the
Instituto de Ciéncias da Satdde da Universidade Federal
da Bahia, Brazil (CAAE 44.663.315.4.0000.5662).

Procedures and measures

In this secondary analysis, we describe the sociode-
mographic and clinical characteristics of the 18 female
patients. The diagnosis of mental disorders was made
with the Mini International Neuropsychiatric Interview
(MINI-plus) [22]. Depressive symptoms were assessed
with the HAM-D (17 items) through the semi-struc-
tured interview (GRID-HAM-D) [23] conducted by an
evaluator blinded to the intervention group. HAM-D
scores above 15 indicate moderate depressive symptoms
and scores above 19 indicate severe depressive symp-
toms. The Beck Anxiety Inventory (BAI) [24] was used
to assess anxiety symptoms, and scores above 15 indi-
cate moderate symptoms, and above 25 indicate severe
symptoms. The level of disability was assessed with the
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Sheehan Disability Scale (SDS) [25], applied by an evalu-
ator blinded to the intervention group. SDS scores range
from 0 to 30, and higher scores indicate more significant
functional impairment in household activities, social
relationships, and work. To assess the quality of life, we
used the World Health Organization Quality of Life scale,
abbreviated version (WHOQOL-BREF) [26, 27], a self-
administered questionnaire that assesses the level of life
satisfaction in the psychological, environmental, social,
and physical domains. The Cognitive Distortions Ques-
tionnaire (CD-Quest) [28, 29] was used in a self-applied
form to assess the presence and severity of cognitive dis-
tortions. The CD-Quest consists of 15 items, with scores
ranging from 0 to 75. Scores>25 indicate moderate
intensity, and scores>35 indicate severe intensity. These
assessments were conducted before the start of treat-
ment, reflecting the baseline data of the patients.

The 12-session BAT protocol was based on adapt-
ing two clinical manuals [19, 30] and is described in
Hemanny et al. [5, 31]. Patients’ perceptions were col-
lected in the first and second sessions when the therapist:
(1) asked about patients’ problems and (2) presented the
behavioral model of Depression adapted from Martell
et al., [19, 32] (Fig. 1) and asked semi-structured ques-
tions about the premorbid phase, possible triggers of
MDD, emotions/feelings, and PBP using a semi-struc-
tured interview that was developed by us (Table 1). The
therapist would draw or present a printed sheet contain-
ing Fig. 1 and explain it, asking the patient to write and
add information.

Data analysis

As this was a mixed-method study, we used quantitative
analyses to describe the socio-demographic and clini-
cal data using descriptive statistics such as frequencies,

Genetic influences
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means, and standard deviation. For the qualitative
study, we conducted a content analysis where we tran-
scribed the sessions and categorized and quantified the
reports. The aim of the qualitative study was to explore
the descriptive characteristics of the investigated
phenomena [33-35]. Patients’ and therapists’ notes
taken during sessions were used as data to categorize
patients’ perceptions. The reports about SLE, emotional
experience, and PBP were grouped into thematic cat-
egories and discussed in light of the specific literature.
Four psychologists independently quantified and cate-
gorized the reports and then worked towards a consen-
sus. We conduct a condensation of meaning to analyze
the patient’s information and present the most relevant
content [36].

To test the qualitative data of patients’ perceptions,
we conducted Spearman’s correlation (rho) tests to ana-
lyze the relationship between the severity of depression
(measured by HAM-D) [23], level of disability (meas-
ured by SDS) [25], quality of life in the social domain
(measured by WHOQOL-BREEF, social domain) [27],
and intensity of cognitive distortions (measured by CD-
Quest) [28].

Results

Of the 24 patients randomized to BAT in the RCT [5],
19 (66.6%) attended the first session and were included
in this descriptive study. Of the 19 patients, the majority
were female [n=18 (94.7%)] and were therefore included
for analysis in this study. We present their socio-demo-
graphic and clinical data in Table 2.

Twelve patients had at least one comorbidity (63.1%),
the most frequent being anxiety disorders, mainly
generalized anxiety disorder and panic disorder. All
patients had MDD with moderate to severe according
to the HAM-D [23] and recurrent or chronic specificity

MDD

Passive or avoidant
behavioral patterns.

[ e —————————

]

Fig. 1 Behavioral model of major depressive disorder (MDD). Adapted from Martell et al. [19, 32]



Hemanny et al. Middle East Current Psychiatry (2023) 30:51

Table 1 Semi-structured interview to formulate the behavioral
model of depression

History before major depres-
sive disorder

How was your life before the depres-
sive symptoms began?

How were you before then? What did
you like to do?

How did you spend your time? What
was the best phase of your life?

Stressful life events What do you associate with the onset

of these symptoms?
What triggered the symptoms?

What happened to you to start feeling
this way?

What do you think may have occurred
to make you feel depressed?

Feelings and emotions What exactly did you start feeling in

your body as you become depressed?

What were the most frequent feelings
oremotions?

What do you currently feel?
Can you better describe what you feel?

Avoidant or passive behavioral
patterns

How did you act after the problems
and symptoms you just told me?

What were your attitudes and actions?
Did you stop doing anything?

What did you do differently?
Do you think about negative things?

Can you give me examples of such
thoughts?

What is your routine nowadays?
What do you do during the day?

(dysthymia). The anxiety level of the sample was also
considered severe according to the BAI, accompanied by
high social impairment (SDS) [25] and low quality of life
in the social domain (WHOQOL-BREF, social domain)
[27].

According to the CD-Quest [28], the patients presented
a severe level of cognitive distortions, among which the
most common were labeling (giving broad, global, fixed
labels on themselves or others), should-like thoughts
(thinking about how things could have been and not
how they are), catastrophizing (anticipation of adverse
events), and mind reading (thoughts that the person ima-
gines what others are thinking, without having sufficient
evidence). All patients were on stable doses of antide-
pressants for at least 2 months. The most commonly used
drugs were fluoxetine, paroxetine, escitalopram, venla-
faxine, and amitriptyline.

After analysing of the transcribed reports from the
sessions, wich were evaluated by four psychologists,
it was possible to synthesize the reports according to
the main contents. Table 3 presents the perception of
female patients about SLE, emotional experience, and
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Table 2 Clinical and demographic characteristics of the sample

Clinical and demographic characteristics Sample (n=18)

Sex (females): n (%) 18 (100%)
Color or race

Black: n (%) 7 (38.9%)

Mixed/brown: n (%) 6 (33.3%)

White: n (%) 5(27.8%)
Age: M (SD) 429 (9.9%)
Marital status 14 (74.7%)

Single: n (%) 13 (72.2%)

Married or stable union: n (%) 5(27.8%)
Higher education: n (%) 10 (55.6%)
Employed: n (%) 11(61.1%)
Comorbidities

None: n (%) 6 (36.8%)

> 1 Comorbidity: n (%)
Type of MDD

12 (63.1%)

First episode: n (%) 1(5.2%)

Recurrent: n (%) 8 (44.4%)

Chronic (distimic): n (%) 9 (50.0%)
HAM-D: M (SD) 233 (6.0)
BAI: M (SD) 29.0(11.7)
SDS: M (SD) 20.8(6.3)
WHOQOL-BREF: social domain 35.8(18.5)
CD-Quest: M (SD) 433(13.2)

BAI Beck Anxiety Inventory, CD-Quest Cognitive Distortion Questionaire, HAM-D
Hamilton Depression Rating Scale, M mean, SD standard deviation, SDS Sheehan
Disability Scale, WHOQOL-BREF World Health Organization quality of life scale
abbreviated

PBP. The records and notes obtained during the ses-
sions where the behavioral model of depression was
used (Fig. 1), along with the questions listed in Table 1
were employed to assist in the content analysis. Adap-
tations were made to the verbs and conjugations used
in the records an notes to facilitate understanding. In
cases where there were disagreements, the evaluating
psychologists reached a consensus.

After transcribing the reports, we employed a mean-
ing condensation procedure to categorize and quantify
the data. The main categories of SLE, emotional experi-
ence, and PBP are presented in Table 4, along with the
corresponding number of transcribed reports (x) in each
category.

Some reports in Table 3 could be categorized as
“isolation” or “stop doing activities,” which generated
disagreement among the raters. Psychological records
and additional patient information helped build a con-
sensus in this case. Often, individuals were referring to
stopping engaging in social activities, so the isolation
category was the most frequent. For example, some
patients (patients # 4; #11; #15; #16; #17) reported,
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Table 4 Categorization of stressful events, feelings, and avoidant and or passive behavioral patterns

Stressful life events

Emotions and feelings

Avoidant or passive behavioral patterns

Categories n Categories n Categories n
Romantic relationship problems 16 Sadness or unhappiness 18 Become isolated or avoiding people 35
Family problems 10 Discouragement or disinterest 16 Stop doing activities 17
Distance from family 7 Anxiety or anguish 11 Staying in bed or being inactive 12
Financial problems 6 Irritation, anger, and vexation 8 Ruminating or being concerned 10
Problems at work 6 Inferiority 7 Sleeping 6
Grieving 5 Helplessness or hopelessness 6 Quarreling 4
Physical or verbal violence 4 Crying 4 Drinking 2
Accidents 2 Changes in sleep patterns 4 Procrastinating 2
Physical or health problems 2 Guilt 2 Other ones® 2
Other ones? 4 Other ones® 4 -

2 Legal problems (n=2), interpersonal problems (n= 1), housing problems (n=1)

b Pain (n=3), being replaced (n=1)

¢ Drinking alcoholic beverages (n = 2), procrastinating (n=2), browsing the Internet (n=1)

I've become more withdrawn, meaning becoming less
socially communicative or speaking less during social
interactions. Other patients reported I am quieter, a
phrase whose meaning also indicates becoming less
communicative and tending toward isolation. The
rater consensus chose withdrawing to represent this
passive pattern. Discussions and consensus were also
generated regarding the categorization of SLE, which
resulted in broader categories of stressors being cho-
sen. For example, divorce and aggressive husband were
stressors encompassed under the domain of roman-
tic relationship problems. Some categories prob-
ably co-occur (e.g., ruminating and staying in bed
or being inactive).

We performed Spearman’s correlations to assess the
correlation between perceptions about emotions and
passive patterns. We tested the correlation between
mood symptoms, anxiety symptoms, cognitive distor-
tions, and functional impairment. Table 5 presents the
bivariate Spearman’s correlations.

Emotional perceptions related to depressed mood
(assessed by item 1 of the HAM-D), the category most
reported by patients, vary in conjunction with anxi-
ety symptoms according to the BAI, another category
reported by patients (Spearman’s r=0.632, p<0.05), sug-
gesting a moderate correlation. Similarly, the depressed
mood was also moderately correlated with functional dis-
ability (Spearman’s r=0.608, p<0.05), according to the
SDS. Similarly, anxiety symptoms (BAI) were positively
correlated with disability (SDS) (Spearman’s r=0.476,
»<0.05). We also found a moderate correlation between
depressed mood (HAM-Diteml) and “what if” type
thoughts (CD-QUESTitem14) (Spearman’s r=0.603,
p<0.05).

Table 5 Spearman’s bivariate correlations (r) among the scales
of anxiety symptoms, depression, social impairment, and
cognitive distortions

Measures Depressive mood  Anxiety (BAI)
(HAM-Ditem1)
BAI (anxiety) 0.632* -
SDS (disability) 0.608* 0476*
HAM-Ditem?7: work and activities -0014 -0.133
WHOQOL-BREF social domain —-0.029 —-0.180
CD-QUEST 0.359 0.16
CD-QUESTitem2: catastrophization — 0.462 0.234
CD-QUESTitem5: rotulation 0.290 0.208
CD-QUESTitem8: mental reading 0.246 -0.082
CD-QUESTitem11: would be 0.105 —0.056
CD-QUESTitem14: what if 0.603* 0.284

BAI Beck Anxiety Inventory, CD-QUEST Cogpnitive Distortions Questionaire,
HAM-D Hamilton Depression Rating Scale for Depression, SDS Sheehan Disability
Scale, WHOQOL-BREF World Health Organization quality of life scale abbreviated

“p<0.05

Discussion

This study explored women’s perceptions of SLE trig-
gers of depressive episodes, emotional experiences, and
passive or avoidant behavioral patterns in the context
of MDD. The most commonly reported SLE were cat-
egorized into themes such as Romantic relationship
problems, Family problems, and Distance from fam-
ily. Emotional experiences associated with these SLE
included Sadness and unhappiness, Discouragement
or disinterest, and Anxiety or anguist. The most fre-
quently reported PBP were become isolated or avoiding
people, stop doing activities, staying in bed or remain-
ing inactive, and ruminating. This is one of the few
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studies correlating SLE and passive patterns in female
patients undergoing BAT.

Our updated and adapted behavioral model of MDD
(Fig. 1), based on the original model by Martell et al. [19,
32] includes etiological variables [37] and integrates with
the DSM-5 symptoms of MDD [1]. By providing visual
representation, the model helped investigate patients’
life history and triggers of depressive episodes, facilitat-
ing the establishment of functional relationships between
contexts, emotions, and behaviors [38, 39]. This integra-
tion facilitates its use by other mental health profession-
als and patients alike. One patient in our sample reported
only one SLE perceived as a trigger (patient #14, distance
from her daughter). Similarly, patient #10 reported only
a small number of passive patterns. The data collected
in this study confirm that patients tend to perceive their
depressive episodes as being triggered by various SLE.
Studies indicate that different perceptions of triggers are
related to seeking appropriate treatment [40, 41].

Some studies suggest that between 88 and 95% of
patients perceive biological factors and stressful situa-
tions as triggers for Depression [40, 42], which is consist-
ent with the findings of this study. Our study provides a
thorough exploration of the relationship between SLE
and depression. The behavioral model of depression
(Fig. 1) can enhance patients’ sense of control and hope
by helping them perceive themselves within a specific
context, which promotes acceptance and understanding
of their emotional and behavioral responses to circum-
stances. This, in turn, allows them to make sense of their
experiences and actions [33, 43, 44].

Several hypotheses have been proposed to explain
how SLE can lead to depressive mood, anhedonia, and
PBP [45]. First, passive behavior in response to stress-
ors may have evolutionary survival value. Second,
behavioral responses, such as crying and facial expres-
sions, to stressors can evoke care and help from oth-
ers [46, 47]. Additionally, passive patterns may function
adaptively by conserving energy in chronically stressful
and unrewarding environments, but can also contrib-
utes to pathological depression, which results in dis-
ability and suffering [45, 48].

The SLE reported by patients refer to chronic, ines-
capable, and uncontrollable stressors such as distance
from family, marital conflicts, accidents, or death of a
loved one. These stressors can also represent role transi-
tions and life changes that particularly affect women [49].
Importantly, patients tend to perceive a series of SLE
instead of just one, wich is consistent with the chronic
mild stress model of depression [50]. In a study by Duran
et al., (2020) [51], 58.5% of patients with MDD and comor-
bid post-traumatic stress disorder reported experienc-
ing multiple traumatic events. Our data indicate that all
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female patients perceived one or more stressors as trig-
gers for MDD. This supports the hypothesis that women
may be more sensitive to SLE than men; however, there
is insufficient evidence regarding the type of SLE (inter-
personal versus non-interpersonal) in the different sexes/
genders [7, 52].

The relationship between stressors and depression has
abundant evidence in both humans [53-56] and animal
models of depression, which induce passive patterns in
humans or depressive-like behaviors in other animals
[14]. Chronic stress can induce bio-behavioral states that
result in more effort to obtain pleasurable social stimuli
[57, 58]. However, research on SLE encounters difficulties
in categorizing the types of stressors [40], and compar-
ing stressors in animal models with stressors in humans
is chalenging [47]. Hormonal changes from the men-
strual cycle, pregnancy, and lactation appear to mediate
the effect of stress in women [7, 59, 60], especially in the
face of interpersonal stressors [61].

The majority of reports on SLE in female patients were
categorized as Romantic relationship problems or other
interpersonal problems, highlighting the significance
of affective bonds and attachment figures [62, 63]. SLE
related to attachment, affection, and relatedness can be
interpreted as a life change that reduces social support,
which has evolutionary survival value for humans and
other mammals [64]. Therefore, disruption in a rela-
tionship can induce a depressed mood through sud-
den losses of attachment figures and loss of positive affect
[65]. The main SLE categories we found align with data
showing that MDD is more common among unmar-
ried people, those who lack social support, or live alone
[66, 67]. Interpersonal conflicts are marked by offense,
disruption, and frustration of the personal expectations
regarding the other [62], producing negative evaluations
about themselves, which is compatible with the reports
of anger, inferiority, and shame, and with the high CD-
Quest scores [28]. The reports also seem to reflect the
low quality of life in the sample’s social domain, as
assessed by the WHOQOL-BREF [27].

Regarding the categories or perceived emotions, the
majory of reports were related to feelings of Sadness or
unhappines and Discouragement or disinterest, which
are compatible with the diagnostic criteria of depressed
mood and anhedonia, respectively [1]. Anhedonia is
defined as a reduction or lack of interest and/or inabil-
ity to feel pleasure [68, 69] and can be characterized by
the absence of feelings related to pleasure [70]. It also
involves reduced motivation (anticipatory anhedonia)
and a decrease expectancy of pleasure [57, 58]. In con-
trast to consummatory anhedonia, which is a negative
symptom of psychotic disorders, patients with MDD
seem to experience anticipatory anhedonia, which



Hemanny et al. Middle East Current Psychiatry (2023) 30:51

may explain the re-engagement in rewarding activities
after BAT [31].

Regarding PBP, the most frequent category of reports
was Become isolated or avoiding people (withdraw-
ing), which is supported by quantitative data assessed
by item 7 of the HAM-D [23] and by the SDS [25].
The SDS includes social impairment, indicating that
social isolation is a hallmark of MDD [71, 72]. During
a depressive episode, patients exhibit deficits in sev-
eral pro-social behaviors, such as avoiding eye contact,
smiling less frequently, increased verbal latency, dimin-
ished empathy, and increased aggressive behaviors
[73]. Chronic stressors reduce motivation for social
contact (social anhedonia) [57]. Thus, patients may
be more sensitive to criticism, rejection, and exclu-
sion, making socializing more challenging. Socializing
becomes even more costly for depressed individuals
following interpersonal frustrations [65]. Our data sug-
gest that patients avoiding social contact also seem to
ruminate negative thoughts about themselves, espe-
cially if the symptoms are triggered by interpersonal
conflicts [74-76].

Stop doing activities was the second most frequently
reported category of PBP, in line with high SDS scores.
Most patients reported a decrease in previously enjoyable
and obligatory activities such as work, household chores,
leisure, and social interactions. MDD is a highly impact-
ful condition with one of the highest disease burdens.
This behavior pattern may result from anhedonia, mainly
due to exposure to chronic stress [50, 77], and increases
the perceived burden of illness [6].

Staying in bed or being inactive frequently occurred in
our sample, as expected in MDD (78, 79]. Reports under
this category may result from reduced psychomotor
activity or anhedonia, the function of which is to con-
serve metabolic resources. This pattern is possibly caused
by stressors related to failure or defeat [46] and may be
preceded by fatigue and rumination. Alternatively, it may
manifest as psychomotor retardation and anhedonia
[80, 81]. Inactivity patterns have been induced in animal
models of depression following chronic mild stress or
learned helplessness. They become evident when animals
remain inactive to avoid shock and become immobilized
in the forced swim test and the tail suspension test [14,
16, 82].

Rumination was also frequently reported in our sample,
as were worries. Rumination involves repeatedly think-
ing about or focusing on negative thoughts about losses,
failures, and defeats and is associated with a depressed
mood [83]. Worries refer to repetitive thoughts with con-
tent related to problem-solving attempts that elicits fear
and anxiety [84]. Accordingly, the CD-Quest [28] showed
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high scores. The category of what-if thoughts, which is
compatible with worries and ruminations, was statisti-
cally correlated with depressed mood. Ruminations and
worries are features of MDD with comorbid anxiety
disorders [85, 86]. In our sample, 63.1% had at least one
comorbid anxiety disorder, which is a known finding in
the literature [87, 88], and illustrated by the reports cat-
egorized as anxiety and anguist.

Ruminations and worries are considered avoidance
patterns because their adaptive function is to antici-
pate and reflect on potential mistakes and problems, and
avoid them beforehand [89-91]. From a functional point
of view, worries persist, even ineffectively, because stay-
ing preoccupied is a way of experiential avoidance of
feelings related to “lack of control” [92]. Similarly, some
authors [83, 90, 91, 93] indicate that ruminations are also
avoidant patterns. Our data suggest that passive patterns
can co-occur, such as ruminating about personal losses
and failures and lying in the bed. At the same time, some-
one lying in bed may avoid contexts that produce help-
lessness, loneliness, and emptiness [84]. Ruminations
may co-occur with other passive patterns and facilitate
them [94].

Limitations

This study has several significant limitations. Firstly,
the categorization of reports relied on patient’s percep-
tions, potentially leading to missed symptoms and PBP
that were not reported. Additionally, certain PBP could
have been misclassified into other categories. Future
studies could address these limitations by utilizing other
validated instruments and improving the descriptions of
PBP.

Another limitation is that the data collected from
this mixed methods study cannot be generalized to
the entire population, as the sample was composed
solely of female patients. Therefore, it was impossi-
ble to identify any differences in the reports between
male and female patients. Moreover, the study did
not distinguish between sex and gender, which could
have influenced the reports. The small sample size and
the instruments used also limited the ability to con-
duct more robust statistical analyses, such as logis-
tic regression, to predict the occurrence of PBP from
stressors and emotional symptoms. Despite these limi-
tations, the data remains useful in psychotherapy, as
it provides a qualitative and quantitative description of
the personal experience of SLE and PBP in women.

It is important to note that this is one of the few that
has analyzed this subject, enabling future research on
the topic, especially if differences between genders are
investigated.
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Conclusion

The data collected from this study highlight the interac-
tion between SLE and PBP in women with MDD. The
reports indicate that SLE related to interpersonal prob-
lems in the family and affective relationships are fre-
quently reported by women. Additionally, the reports
demonstrate the occurrence of avoidant or passive behav-
ioral patterns, which hinder contact with environmental
rewards, and this is consistent with the behavioral model
of depression. Our study can be valuable in the context of
various treatment modalities, such as Behavioral Activa-
tion Therapy, Trial-Based Cognitive Therapy and Inter-
personal Therapy.

Based on our findings, it is essential to actively inves-
tigate SLE and passive patterns during psychological
and psychiatric treatments. The reports complement
the understanding of MDD triggers in women and their
behavioral effects, and our data support evolutionary
and psychological explanations of the nature of depres-
sive episodes. Further research will provide a compre-
hensive understanding of psycho-biological reactions
to stress in different populations, leading to the devel-
opment of prevention and treatment strategies for
depressive disorders.
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