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Adverse life events (ALEs) as precipitants of a major 
depressive episode (MDE) have been the subject of many 
studies.[1-7] Such studies indicate that there tends to be an 
increase in ALEs in the 6 months preceding an MDE.[1,4,5] 

In line with the ‘kindling effect’ hypothesis more stressful 
ALEs are needed for the first MDE, with progressively less stressful 
ALEs needed for subsequent episodes.[8] The kindling effect hypothesis 
holds that major life stressors are required to trigger the initial onset of 
a mood episode, but that subsequent episodes become progressively less 
tied to stressors, so that they eventually occur spontaneously, or at least 
seemingly spontaneously.[8-10] Since this original idea was postulated by 
Post[8] several studies have supported the hypothesis[6,7,11-13] while others 
have not.[14-16]

Apart from a study examining the differences in ALEs between 
patients with dysthymic disorder and major depressive disorder 
(MDD)[17] to the best of the authors’ knowledge, no study has yet 
compared the severity of ALEs before an MDE in relation to bipolar 
disorder (BD) and MDD. This study aims to make that comparison. 
The study examines participants who suffer from MDD or BD who 
recently suffered a first MDE or a recurrence of an MDE, specifically 

regarding what these participants perceive as the precipitating ALE 
of their current MDE. The study also compares the severity and 
categories of ALEs between participants suffering from MDD and BD. 

Method
The study was approved by the Research Ethics Committee of the 
Faculty of Health Sciences, University of Pretoria. Consenting adult 
psychiatric inpatients were sourced from five hospitals in the Pretoria 
area: Weskoppies Hospital, Steve Biko Academic Hospital, Tshwane 
District Hospital, Denmar Psychiatric Hospital and Vista Clinic. 
To qualify for the study, participants had to be 18 years or older, be 
able to give informed consent, and be suffering from either MDD 
or BD (bipolar I disorder or bipolar II disorder). Participants had 
to be suffering from an MDE irrespective of whether it was a first 
or subsequent episode. A subsequent episode was defined as the 
recurrence of an MDE after a period of full or partial remission for 
at least 3 months. At least 30 participants were needed for each group 
for the purposes of statistical comparison. The study made use of 
convenience sampling based on the availability of suitable subjects 
for the study’s purposes. Consequently the numbers of the subjects 
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in each group are not representative of the 
incidence and prevalence of MDD and BD 
in the general population. Participants were 
excluded if they suffered from a non-mood 
psychotic disorder, a substance-induced 
mood disorder, mood disorder due to a 
general medical condition or a mixed episode.

All interviews were semi-structured 
and performed by the first author. The 
structured part of the interview consisted 
of a questionnaire assessing participants’ 
demographic data, diagnosis, course of the 
disorder including the number of previous 
MDEs, and age at which the first MDE 
had occurred. The unstructured part of the 
interview allowed participants to elaborate 
on what they perceived as stressful life events 
that had precipitated their current MDE. 
When needed, the interviewer sought clarity 
about the perceived stressful life events 
reported by participants during the interview. 
The results were recorded in writing.

Using the results of the interview, as set out 
above, the researchers allocated a severity score 
to participants’ perceived ALEs by mutual 
agreement. The severity score was based 
on the Recent Life Changes Questionnaire 
(RLCQ) by Miller and Rahe.[18] However, the 
researchers found that some of the participants’ 
perceived ALEs did not exactly fit into any of 
the categories and subcategories provided by 
the RLCQ. That challenge was addressed by 
discussing the issue and agreeing on a category 
in the RLCQ that best reflected the stressful 
life event in question. This was done in five 
instances: (i) a participant reported struggling 
to find employment for the first time; the 
score of investment and/or credit difficulties 
was given; (ii) a friend’s baby died while in 
the care of a participant; the score of a major 
change in health or behaviour of a family 
member was assigned; (iii) being charged with 
manslaughter was assigned as double the score 
of a minor violation of the law; (iv) inability to 
perform parenting obligations to a 3-year-old 
child as a result of mental illness was assigned 
the score of experiencing illness or injury; (v) 
experiencing a reaction on the anniversary of 
death of a sibling was assigned half the score of 
the death of a close family member.

Having completed the scoring of parti-
cipants’ individual ALEs, the individual scores 
of each participant’s stressful life events were 
added up to provide a total Life Change 
Unit Score (LCU score) in accordance with 
Miller and Rahe.[18] These scores were later 

used for statistical analysis. This consisted of 
basic descriptive statistics, cross-tabulations, 
the χ2-test, Fisher’s exact test and the Mann-
Whitney U-test. The χ2-test was used to 
assess associations between the demographic 
variables and comparisons between the two 
clinical groups. The Fisher’s exact test was 
used to assess the demographic variable: race. 
All other demographic variables were assessed 
using the χ2-test. A non-parametric test, the 
Mann-Whitney U-test, was used to analyse 
the course of the disorder (i.e. the number 
of previous episodes) and the differences in 
the LCU scores between the 2 groups of 
participants (MDD and BD). A p-value of 
<0.05 was considered statistically significant.

Results
A total of 70 patients were interviewed, of whom 
6 were excluded. The reasons for exclusion were 
as follows: 2 patients denied feeling depressed 
despite being admitted and treated for an MDE, 
1 was too cognitively impaired, 1 patient’s diag-
nosis was not an MDD, bipolar I disorder, or 
bipolar II disorder, 1 because the questionnaires 
lacked the necessary information to rate stressor 
severity, and 1 because the perceived stressor 
was a delusion. Thus, 64 participants entered 
the study. Thirty participants suffered from 
BD, thereby constituting the BD group, while 
34 participants suffered from MDD, thereby 
constituting the MDD group. In the BD group, 
20 participants had bipolar I disorder and 10 
had bipolar II disorder.

Table 1 summarises the demographic data 
of the sample. The mean age of participants 
(standard deviation (SD) was 38.97 (10.3) 
years. There were no significant demographic 
differences between the MDD group and BD 
group. Table 2 presents the main results of 
the study. Fig. 1 displays a scatter plot of the 
relationship between the number of MDEs 
and the total LCU scores for the MDD and 
BD groups.

Of the 64 participants, 12.7% were experien-
cing a first MDE. In those participants who 
had experienced prior epi sodes the average 
number (SD) of previous episodes was 3.86 
(2.46). The mean approximate age at first 
onset of an MDE was 24.81 (10.9) years and 
this did not differ significantly between the 
two patient groups (p=0.200). The BD group 
did however have significantly more previous 
MDEs than the MDD group (p=0.013).

Although the average LCU scores were 
higher in the BD group than the MDD group 

this did not reach statistical significance 
(p=0.499). This disconfirms the null hypothesis 
that there may be a difference in the severity of 
the perceived precipitant between the two 
groups of patients based on clinical diagnosis.

The LCU scores were analysed within 
subcategories of the RLCQ. The mean LCU 
scores for the subcategories ‘Health’, ‘Home 
and family’, ‘Personal and social’ and ‘Financial’ 
did not differ significantly across the two 
groups based on clinical diagnosis. The mean 
LCU subscores for ‘Work’ did however differ 
significantly between the two groups. In the 
MDD group, the average LCU score for the 
subcategory of work was 7.17% of the total 
LCU score, while the average for the bipolar 
group was 25.4% of the total LCU score. 
In this sample of patients, individuals with 
BD experienced significantly more problems 
associated with the workplace as precipitants 
of a current MDE than individuals with MDD.

Discussion
The results of this study are in keeping with 
previous studies in that most participants 
reported ALEs, which they think preci-
pitated a current MDE. As reported by 
the participants of this study, other studies 
reported that one of the variables that are 
most consistently associated with the onset 
of MDEs is an ALE. These studies reported 
that there is a significant increase in stressful 
life events in the 6 months preceding the 
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Table 1. Demographic data of study  
participants (N=64)

n (%)

Gender

Male 

Female

23 (35.9)

41 (64.1)

Marital status

Single

Married

Separated

23 (35.9)

20 (31.3)

7 (10.9)

Divorced 14 (21.9)

Education

Grade 8 - 11

Grade 12

Tertiary

17 (26.6)

31 (48.4)

16 (25.0)

Employment

Employed

Unemployed

24 (37.5)

40 (62.5)
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onset of an MDE.[1-7] It seems that the 
tendency of an ALE to result in an MDE 
is related to an individual’s ability to cope 
with a stressor.[2] Consequently, on the one 
hand seemingly uncontrollable ALEs are 
more likely to cause a sense of hopelessness, 
which may precipitate an MDE, while on the 
other hand ALEs perceived as controllable 

along with adequate coping methods lead to 
less hopelessness, which may be protective 
against an MDE.[2] Furthermore, depressed 
individuals seem to have an emotion-based 
coping style rather than a problem-focused 
coping style.[17]

While this study compared perceived ALEs 
related to the onset of MDEs between BD and 

MDD, Moerk and Klein[4] examined ALEs 
related to depressive episodes in MDD and 
in people who had dysthymic disorder and 
subsequently experienced an MDE. They 
found that in dysthymic disorder a first MDE 
was associated with a new ALE in the context 
of a chronic stressor. However, in MDD relapse 
was associated with the occurrence of a new 
ALE irrespective of the presence of a chronic 
stressor.[4] They found no support for the notion 
of a differential response to the severity of 
ALEs when dysthymic disorder and MDD 
were compared.[4] When ALEs between BD 
and MDD were compared in the present study, 
a differential response to ALEs was also not 
detected. Yet, the present study found that 
when the categories of ALEs were compared, 
participants suffering from BD more frequently 
reported problems in the workplace as an 
ALE precipitating an MDE than participants 
suffering from MDD.

Previous studies have identified that stressors 
at work play a significant role in precipitating 
MDEs. Wang[19] analysed a large representative 
community-based sample to assess the effects 
of work stress on individuals. High levels of 
work stress (identified as measuring above 
the 75th percentile on the work stress scale) 
were associated with an elevated risk of MDEs 
during the follow-up period. The results showed 
that work stress was an independent risk factor 
for the development of an MDE.[19]

Another important aspect to consider when 
looking at ALEs as precipitants of an MDE is the 
so-called ‘kindling effect’. The kindling effect as 
described by Post[8] in 1992 hypothesises that 
major life stress is required to trigger initial 
onsets and recurrences of affective episodes 
but successive episodes become progressively 
less tied to stressors and may eventually occur 
autonomously. Lewinsohn et al.[11] found that 
stressful life events predicted the first onset 
of MDD and the amount of stress preceding 
the first episode was significantly greater than 
the magnitude of stressors associated with 
a recurrence of MDD. The kindling effect 
includes two hypotheses. One concept is 
that of stress autonomy, where a progressive 
decoupling between stressors and MDEs 
occurs and an endogenous neurobiological 
mechanism takes over as the determinant for 
future episode timing. The other concept is 
that of stress sensitisation. The idea is that 
psychosocial stressors that previously were 
insufficient to initiate an episode of depression 
seem to acquire the ability to initiate recurrent 

Table 2. Summary of main results
MDD (n=34) BD (n=30)

Participant No. Previous 
MDEs, n

LCU score Participant No. Previous 
MDEs,  n

LCU score

2 7 97 8 5 25

3 7 146 11 4 182

4 4 45 12 1 183

6 2 55 13 6 67

7 0 0 14 3 167

9 1 55 16 4 55

10 1 93 26 3 44

15 0 0 27 7 26

16 9 0 28 2 123

17 4 100 31 4 21

18 4 111 32 1 148

19 3 0 33 10 114

20 1 50 34 6 52

21 3 55 49 4 55

22 10 188 50 0 85

23 4 103 51 5 0

24 2 55 52 6 42

30 1 115 53 6 35

35 2 128 54 6 91

36 1 94 55 5 121

37 0 47 56 2 51

38 0 123 57 2 47

39 4 50 58 4 100

40 1 82 59 2 158

41 1 29 62 4 223

42 4 50 63 6 182

43 1 87 64 9 76

44 4 44 65 7 51

45 0 56 66 1 168

46 1 147 67 6 124

47 0 150      

48 3 106      

60 5 118      

61 3 218      

Average 2.7 82 Average 4.4 94
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episodes. There is progressive sensitisation to 
less severe forms of stress.[9,10] Since the original 
idea was postulated by Post,[8] many studies 
have confirmed this hypothesis[6,7,11-13] while 
others have not.[14-16]

Evidence of a kindling effect was not found 
in this study. Despite the BD group’s having 
presented with significantly more MDEs than 
the MDD group, the LCU scores between 
the two groups did not differ statistically 
significantly. If a kindling effect were 
evidenced by this study’s results, the LCU 
scores of the BD group would have been 
expected to be statistically significantly lower. 
A scatter plot was performed to look for any 
inverse relationship between the number of 
previous MDEs and the severity of the LCU 
score but no clear correlations were seen 
(Fig. 1).

Despite limitations, this study contributes 
to other studies about ALEs as precipitants for 
MDEs. It further contributes by comparing two 
mood disorders in this regard, namely MDD 
and BD. The limitations are that the sample 
size is relatively small and that the RLCQ 
did not capture all participants’ perceived 
ALEs accurately. The latter issue lead to the 
researchers’ assigning a score, as set out in 
the method, which may differ from a score 

another investigator would assign. The fact 
that the researchers had to do this indicates an 
inadequacy in the RLCQ.

Conclusions
This study, in keeping with many previous 
studies, has found that ALEs are common in 
the 6 months before an MDE, and this is so for 
both MDD and BD. This study did not find a 
differential response to ALEs between parti-
cipants suffering from MDD and BD. Never-
theless, in this study population, indi viduals 
with BD were more likely than participants 
with MDD to experience work-related ALEs 
as a precipitating factor for a current MDE. 
The notion of a kindling effect could not be 
supported by the outcome of this study. Finally, 
because some study participants experienced 
ALEs not accounted for by the RLCQ, a more 
comprehensive assessment instrument may be 
more appropriate for similar studies.
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Fig. 1. Scatter plot of the relationship between the number of MDEs and the total LCU scores for 
the MDD and BD groups.
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