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iagnosis and management of mood disorders during the
enopausal transition
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Recent census data indicate that, in the United States, an increasing number of women—almost 1.5
million each year—are reaching menopause. The menopausal transition is marked by intense hormonal
fluctuations, and may be accompanied by vasomotor complaints, sleep disturbances, changes in sexual
function, and increased risk for osteoporosis and cardiovascular disease. In addition, there is evidence
of increased risk for developing depression, even among women who never experienced depressive
symptoms before. Thus depression during the perimenopause may have a substantial impact on
personal, family, and professional spheres of life. A challenge to clinicians and health professionals lies
in the identification of the most tolerable treatments to manage depression and improve quality of life
in an aging population. Any treatment strategy should take into account not only the spectrum of side
effects that may complicate treatment but also other menopause-related factors (e.g., vasomotor
symptoms, psychosocial stressors) that may modulate risk for the development of mood disturbance.
This article reviews the current literature on the prevalence and risk factors associated with depression during
the menopausal transition. The benefits and risks of using hormonal and nonhormonal strategies for the
management of depression and other menopause-related somatic symptoms are critically reviewed.
© 2005 Elsevier Inc. All rights reserved.
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Major depressive disorder is a highly prevalent ill-
ess that is associated with significant morbidity and
ortality. Women are more commonly affected than
en, with several studies supporting a 2-fold increase in
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ifetime risk for major depression in women compared
ith men.1 The peak period of risk for depression in women

ccurs between the ages of menarche and menopause,1,2 sug-
esting that hormonal changes occurring during the reproduc-
ive years may play a role in the risk for mood disorders in
omen.3

Periods of reproductive hormonal change,4 – 6 i.e., the
remenstrual period, the puerperium, and the menopausal
ransition, may constitute times of particular risk for the
evelopment of depression in women. The extent to which

he menopausal transition is associated specifically with in-
reased risk for depression has considerable public health con-
equences. Recent US census data describe the significant pace
f growth of the female versus male population, with approx-
mately 1.5 million women reaching menopause each year in
he United States—an estimate arrived at using age as a

roxy.7 Given that the menopausal transition lasts several years
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n average, a large number of women may be at increased risk
or depression for an extended time. Thus depression during
he menopausal transition may have a substantial impact on
ersonal, family, and professional spheres of life.

The extent to which the transition to menopause is
ssociated with a frank depressive syndrome has been the
ubject of some controversy. Inconsistent findings in the
iterature may derive from the heterogeneity of studies in
hich subject samples have included women from a

pectrum of settings, such as specialized menopause clin-
cs, other clinical facilities, and community-based re-
earch.4,8 –11 Most studies define depression based on
elf-report measures that indicate distress or depressive
ymptoms but do not conclusively indicate a clinical
iagnosis of depression. These scales were designed to be
sed to screen for, and not to diagnose, depression. More
ecently, 2 epidemiologic, prospective studies have sys-
ematically documented the onset of mood disorders
mong women approaching menopause by using stan-
ardized diagnostic instruments.4,8

Contradictory findings about the association between
epression and the menopausal transition also derive
rom the fact that menopausal status has been assigned
ased on varying criteria for the menopausal transition.
he recent introduction of the Stages of Reproductive
ging Workshop (STRAW) criteria established consis-

ent parameters for menopausal staging.12 The proposed
istinction between early and late transition of the meno-
ause, for example, will improve consistency between
tudies and enhance opportunities for comparisons be-
ween studies.12

Despite these methodologic limitations, a significant
ssociation between the menopausal transition and risk
or depression seems apparent overall. Several longitu-
inal studies that follow women across the menopausal
ransition indicate that risk for significant depressive
ymptoms increases during the menopausal transition and
hen decreases in the early postmenopause.8,10 In the
argest community-based study to date, the Study of

omen’s Health Across the Nation (SWAN) reported
hat women in early perimenopause had a higher rate of
ersistent mood symptoms than premenopausal women.
hese mood symptoms primarily were irritability, ner-
ousness, and frequent mood changes, but not feeling
blue.”11 A recent study by Freeman and colleagues8 and
follow-up study to the Harvard Study of Moods and
ycles4 (a population-based prospective study of women
ith and without a lifetime history of major depression)
ave described increased risk for clinically significant
rst onset of mood disturbance in perimenopausal versus
remenopausal women. In a recent report by Schmidt and
olleagues,13 29 women with regular menstrual cycles
ere monitored (mean follow-up, 5 years) until they

xperienced �6 months of amenorrhea. The study re-
ealed that the 24-month period surrounding the meno-

ause carried a 14-fold increased risk for depression, r
ompared with �30 years of regular cycles (premeno-
ause).13

isk of depressive recurrence during the
enopausal transition

everal prior studies have concluded that a history of depres-
ion is a strong predictor of depressive recurrence during the
enopausal transition.9,10 Other factors such as health-related

ssues, social support, and daily stressors may also contribute
o the development of depressive symptoms at this time. It is
nown that a history of depression increases the risk of recur-
ent depression. Whether the menopausal transition is a partic-
lar period of risk for this population, however, has yet to be
etermined.

A history of premenstrual syndrome (PMS) also may pre-
ict depression during the menopausal transition.8 PMS is a
isorder that includes both physical and psychological symp-
oms. PMS studies indicate that the mood symptoms result
rom a differential susceptibility to hormonal changes in the
rain.13 The association between depression in the menopausal
ransition and PMS suggests that both disorders reflect an
nderlying susceptibility to hormonal changes and the effects
f such changes on central nervous system neuromodulation.
owever, studies also suggest the occurrence of significant

ifetime comorbidity between depression and PMS, so PMS
ay be a proxy for a depression history. Despite the strong

ssociation between prior history of depression and depressive
ymptoms during the menopausal transition, the initial onset of
epression also occurs in a subset of women approaching
enopause.13

ole of hot flashes in depression during the
enopausal transition

ot flashes are the primary symptom of the menopausal tran-
ition. Hot flashes are a manifestation of the dysregulation in
he thermoregulatory center in the hypothalamus that occurs in
he setting of ovarian failure and estrogen withdrawal.14 Noc-
urnal hot flashes are associated with brief but repeated awak-
nings from sleep15; however, recent evidence suggests that
he extent of the sleep disruption is not substantial.16 Hot
ashes occur most frequently in the late stages of the meno-
ausal transition and in the early postmenopausal years,17,18

nd several studies have shown a strong association between
ot flashes and depression.10,19 Some have suggested that de-
ression during the menopausal transition is an indirect con-
equence of sleep disruption that occurs in association with hot
ashes. Others have hypothesized that depression during the
enopausal transition results from sensitivity to changes in

stradiol in the brain and suggest that the association between
erimenopausal depression and hot flashes indicates that both
re markers of the brain’s sensitivity to changing levels of

eproductive hormones in some individuals.20
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ole of hormonal changes in perimenopausal
epression

he mechanism by which menopausal transition–related
euroregulatory changes may affect mood is still largely
nknown. It has been established that the menopausal
ransition interferes with the production and balance of
ifferent forms of estrogen present in women. The “es-
rogen withdrawal theory” proposes that the onset or
orsening of mood symptoms in perimenopausal women

esult from a significant decline in peripheral concentra-
ions of estradiol. However, estrogen levels increase dur-
ng the early perimenopausal period and then drop again,
hich contradicts this theory.21 On the other hand,
omen who have undergone bilateral oophorectomy

surgical menopause) appear to have a higher incidence
f depressive symptoms compared with those who en-
ered menopause naturally. Although there may be a bias
ecause women who undergo oophorectomy may be at
igher risk for depression before surgery, this observa-
ion supports the hypothesis that abrupt changes in estro-
en levels play some role in the development of depres-
ive symptoms in this subpopulation.

Other hormonal changes may affect mood during the meno-
ausal transition as well as at other times. For example, de-
ressive and anxiety symptoms, as well as decreased libido,
ave been described among postmenopausal women who
resent with decreased testosterone, particularly after oopho-
ectomy. Testosterone supplementation has been shown to
lleviate these symptoms in some women treated concurrently
ith estrogen.22

sychosocial factors in the menopausal
epression

everal studies have examined the association between emo-
ional well-being during the menopausal transition and differ-
nt demographic characteristics, including socioeconomic sta-
us, ethnicity, marital satisfaction, and quality of family
elationships.17,23 For many decades, the menopausal transi-
ion was identified as a disruptive event during which women
ere at risk of losing a “major role”: maternity. The expression

empty-nest syndrome” (when children leave home) has been
xtensively used to characterize the psychosocial origin of
epressive symptoms manifesting during the menopausal tran-
ition. The relative validity of this theory, however, is ques-
ionable, and it appears to be restricted to a subgroup of women
ho have children and who are overly engaged with them.
ore socially active healthy women, on the other hand, would

onsider this period an ideal opportunity to return to work or to
ncrease social/leisure activities and to improve several aspects
f their romantic partnership or marital relationship. For such
ndividuals, children returning home could in fact become a

tressful event.24,25 i
anagement of depression during the
enopausal transition

f the menopausal transition is a period of risk for mood
isturbance, then appropriate management of such depression
s critical, given the morbidity associated with untreated affec-
ive disorders. Multiple studies have demonstrated the efficacy
f both nonpharmacologic modalities and pharmacologic
gents for the treatment of depression in general.26 There is a
rowing number of studies describing the efficacy of a spec-
rum of treatments of depression in menopausal women.27

hese studies suggest that women with perimenopausal de-
ression may respond to specific interventions, such as estro-
en therapy (ET), whereas estrogen is not effective in treating
epression in older postmenopausal women.28

ET has been used widely to treat menopausal symptoms
nd may be the most effective treatment of hot flashes. Ran-
omized placebo-controlled trials of estrogen for perimeno-
ausal depression indicate that it also is an effective treatment
n this population. In these studies, the use of transdermal
stradiol (50 to 100 �g/day) resulted in partial or total remis-
ion of depressive episodes in 60% to 75% of subjects receiv-
ng hormonal treatment for 4 to 12 weeks, compared with a
esponse rate of 20% to 30% obtained with placebo.29,30 ET
orks within the first month of its use, but no data are available

o guide the clinician in the duration of use required to obtain
ustained antidepressant benefits from estrogens. Estrogen tri-
ls for the treatment of depression associated with the meno-
ausal transition have not specifically investigated the role of
oncomitant use of progesterone on mood. Despite clinical
vidence that the use of progestogens may lead to increased
rritability and fatigue,31 few studies suggest that cyclic use of
rogesterone deteriorates mood in those whose depression re-
ponds to ET.32

Results of the Women’s Health Initiative (WHI) have made
omen concerned about the use of estrogens for any length of

ime, although most women who have menopausal symptoms
ypically do not require ongoing use of estrogen therapy be-
ond the 4- to 5-year period after which the cumulative risk of
reast cancer and cardiovascular disease becomes significant.
he use of estrogens remains an important therapeutic option

or menopausal women with depression who do not have
ontraindications for estrogen, particularly if they have con-
omitant hot flashes. Nonetheless, some women prefer to avoid
he use of estrogens and others are unable to take ET because
f breast cancer or thromboembolic risks.

In the post-WHI era, many women who historically would
ave continued ET indefinitely are discontinuing the medica-
ion. Rapid reemergence of menopausal symptoms, such as
evere hot flashes,33,34 sleep disruption, and cognitive difficul-
ies, have been reported in women still in the menopausal
ransition as well as in those aged �60 years who, based on
pidemiologic studies, should not be experiencing such severe
ymptoms at this time.18 Many of these women have restarted
herapy with estrogens because of the significant improvement

n their quality of life or have considered novel alternatives to
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ormones (e.g., serotonergic agents) for treatment of meno-
ausal symptoms.27 It is yet to be determined whether the
iscontinuation of hormone therapy will increase the risk of
epression, particularly in those women who initiated the med-
cation for treatment of menopause-associated depression. If
his is the case, an increase in mood disturbance among peri-
enopausal and postmenopausal women due to declining pre-

criptions of hormone therapy may be anticipated. Data on the
ppropriate management of depression in the context of hor-
one therapy discontinuation are lacking.
Extensive data exist, however, regarding the efficacy of

ntidepressant therapy. Studies of antidepressants for the spe-
ific treatment of depression in perimenopausal and postmeno-
ausal women demonstrate the efficacy of conventional anti-
epressants in this population. Open-label studies show that the
erotonergic agents citalopram and escitalopram are effective
s monotherapy, and that citalopram and mirtazapine are ef-
ective adjuncts to ET when depression symptoms do not
espond to ET alone.35,36 Such antidepressants are effective
ithin 1 month of use, but the length of time that they should
e used has not yet been investigated. Antidepressant treatment
tudies suggest that relapse into depression is minimized if
ntidepressants are continued for 6 to 12 months of wellness.

Although serotonergic antidepressants have few serious
ide effects, the prevalence of treatment-emergent sexual dys-
unction37 and weight gain associated with use of some com-
ounds limits their extended use. Other treatments for depres-
ion in perimenopausal and postmenopausal women are
urrently under investigation. One such study is evaluating the
se of the hypnotic agent zolpidem.38 Although hypnotic
gents are not effective treatments of depression in the general
opulation, the putative explanation for depression as a con-
equence of sleep disruption from hot flashes raises the possi-
ility that hypnotic agents may have specific efficacy in the
reatment of depression in this population.

Nonpharmacologic interventions such as specific psycho-
herapies have not been systematically evaluated as a treatment
or depression during the menopausal transition. Few reports
ndicate that measures such as relaxation response training and
xercise39,40 can help in preventing or ameliorating symptoms
f depression during the menopausal transition or postmeno-
ause. Given the impact of psychosocial factors on the risk for
eveloping depressive symptoms in some women during the
enopausal transition, the efficacy of psychotherapeutic inter-

entions warrants further investigation.

anagement of depression in women by age
nd menopausal status

ith increased public awareness of the efficacy of antidepres-
ants to treat depression, particularly selective serotonergic
euptake inhibitors (SSRIs), such as fluoxetine and citalopram,
nd dual-action antidepressants (serotonin/norepinephrine re-
ptake inhibitors [SNRIs]), such as venlafaxine and dulox-

tine, it is critical to delineate populations of men and women
ho appear more or less responsive to treatment with these
ompounds. Older agents such as tricyclic antidepressants
TCA) are used less widely now because of their side-effect
rofile and overdose risks, but they may be particularly effec-
ive in certain populations.

Several studies have examined whether menopausal status
nfluences responsiveness to SSRIs and SNRIs.41–43 Most
ave used age cut-offs (older vs. younger than age 45, 50, 52,
r 56 years) as proxies for postmenopausal status.41–44 One
tudy concluded that in the older age groups, depression in
omen is more responsive to TCAs than in younger women,
ho are more responsive to SSRIs.38 In contrast, other studies
ave found no age-related differences in women in their re-
ponse to SSRIs, SNRIs, or TCAs.43,44 Another study that
xamined the efficacy of an SSRI according to menopausal
tatus—defined by menstrual cycle patterns and vasomotor
ymptoms—found no significant difference in antidepressant
esponse in premenopausal, perimenopausal, and postmeno-
ausal women treated with the SSRI.43

ummary and recommendations

hat is the ideal algorithm for managing depression in peri-
enopausal women? The clinical evidence supporting the an-

idepressant effects of ET for this population is clear, but
ffectiveness and patient and clinician willingness to use such
n intervention as a primary treatment for depression has been
omplicated by issues raised regarding safety of longer-term
se of hormonal interventions. Clearly, the well-documented
afety and efficacy of antidepressants may make these agents
he treatment of choice for individuals experiencing depression
uring the menopausal transition. However, the significant
revalence of treatment-emergent sexual dysfunction and
eight gain associated with use of some of these compounds

re factors that must be considered when managing depression
n this population. A challenge to the field lies in the identifi-
ation of the most tolerable treatments to manage depression in
n aging population while taking into account the spectrum of
ide effects that may complicate treatment as well as associated
ymptoms (e.g., vasomotor symptoms) and other psychosocial
actors that also may modulate risk for the development of
ood disturbance.

eferences

1. Kessler RC, McGonagle KA, Swartz M, Blazer DG, Nelson CB. Sex
and depression in the National Comorbidity Survey, I: lifetime prev-
alence, chronicity and recurrence. J Affect Disord. 1993;29:85–96.

2. Weissman MM, Leaf PJ, Holzer CE III, Myers JK, Tischler GL. The
epidemiology of depression: an update on sex differences in rates. J
Affect Disord. 1984;7:179–188.

3. Joffe H, Cohen LS. Estrogen, serotonin, and mood disturbance: where
is the therapeutic bridge? Biol Psychiatry. 1998;44:798–811.

4. Harlow BL, Wise LA, Otto MW, Soares CN, Cohen LS. Depression

and its influence on reproductive endocrine and menstrual cycle mark-



1

1

1

1

1

1

1

1

1

1

2

2

2

2

2

2

2

2

2

2

3

3

3

3

3

3

3

3

3

3

4

4

4

4

4

97SCohen et al Diagnosis and management of mood disorders during the menopausal transition
ers associated with menopausal transition: the Harvard Study of
Moods and Cycles. Arch Gen Psychiatry. 2003;60:29–36.

5. Soares CN, Cohen LS, Otto MW, Harlow BL. Characteristics of
women with premenstrual dysphoric disorder (PMDD) who did or did
not report history of depression: a preliminary report from the Harvard
Study of Moods and Cycles. J Womens Health Gend Based Med.
2001;10:873–878.

6. Harlow BL, Cohen LS, Otto MW, Spiegelman D, Cramer DW. Prev-
alence and predictors of depressive symptoms in older premenopausal
women: the Harvard Study of Moods and Cycles. Arch Gen Psychi-
atry. 1999;56:418–424.

7. US Census Bureau. Women in the United States. (http://www.census.
gov/population/www/socdemo/women.html); Accessed October 22,
2005.

8. Freeman EW, Sammel MD, Liu L, Gracia CR, Nelson DB, Hollander
L. Hormones and menopausal status as predictors of depression in
women in transition to menopause. Arch Gen Psychiatry. 2004;61:62–
70.

9. Kaufert PA, Gilbert P, Tate R. The Manitoba Project: a re-examination
of the link between menopause and depression. Maturitas. 1992;14:
143–155.

0. Avis NE, Brambilla D, McKinlay SM, Vass K. A longitudinal analysis
of the association between menopause and depression: results from the
Massachusetts Women’s Health Study. Ann Epidemiol. 1994;4:214–
220.

1. Bromberger JT, Assmann SF, Avis NE, Schocken M, Kravitz HM,
Cordal A. Persistent mood symptoms in a multiethnic community
cohort of pre- and perimenopausal women. Am J Epidemiol. 2003;
158:347–356.

2. Soules MR. Development of a staging system for the menopause
transition: a work in progress. Menopause. 2005;12:117–120.

3. Schmidt PJ, Haq N, Rubinow DR. A longitudinal evaluation of the
relationship between reproductive status and mood in perimenopausal
women. Am J Psychiatry. 2004;161:2238–2244.

4. Stearns V, Loprinzi CL. New therapeutic approaches for hot flashes in
women. J Support Oncol. 2003;1:11–21.

5. Erlik Y, Tataryn IV, Meldrum DR, Lomax P, Bajorek JG, Judd HL.
Association of waking episodes with menopausal hot flushes. JAMA.
1981;245:1741–1744.

6. Freedman RR, Roehrs TA. Lack of sleep disturbance from menopausal
hot flashes. Fertil Steril. 2004;82:138–144.

7. Jaszmann L, Van Lith ND, Zaat JC. The age of menopause in the
Netherlands: the statistical analysis of a survey. Int J Fertil. 1969;14:
106–117.

8. Kronenberg F. Hot flashes: epidemiology and physiology. Ann N Y
Acad Sci. 1990;592:52–86.

9. Joffe H, Hall JE, Soares CN, et al. Vasomotor symptoms are associated
with depression in perimenopausal women seeking primary care.
Menopause. 2002;9:392–398.

0. Rubinow DR, Schmidt PJ, Roca CA. Estrogen-serotonin interactions:
implications for affective regulation. Biol Psychiatry. 1998;44:839–
850.

1. Burger HG, Dudley EC, Hopper JL, et al. Prospectively measured
levels of serum follicle-stimulating hormone, estradiol, and the dimeric
inhibins during the menopausal transition in a population-based cohort
of women. J Clin Endocrinol Metab. 1999;84:4025–4030.

2. Shifren JL, Braunstein GD, Simon JA, et al. Transdermal testosterone
treatment in women with impaired sexual function after oophorec-
tomy. N Engl J Med. 2000;343:682–688.

3. Baram DA. Physiology and symptoms of menopause. In: Stewart DE,
Robinson GE, eds. A Clinician’s Guide to Menopause. Washington,
DC: American Psychiatric Press; 1997:9–27.

4. Glenn ND. Psychological well-being in the post-parental stage: some
evidence from national surveys. J Marital Fam Ther. 1975;32:105–
110.

5. Dennerstein L, Dudley E, Guthrie J. Empty nest or revolving door? a

prospective study of women’s quality of life in midlife during the
phase of children leaving and re-entering the home. Psychol Med.
2002;32:545–550.

6. Cassem NH, Papakostas GI, Fava M, Stern TA. Mood-disordered
patients. In: Stern T, Fricchione G, Cassem NH, Jellinek MS, Rosen-
baum JR (eds). Massachusetts General Hospital Handbook of General
Hospital Psychiatry. Philadelphia, PA: Mosby; 2004:69–92.

7. Joffe H, Soares CN, Cohen LS. Assessment and treatment of hot
flushes and menopausal mood disturbance. Psychiatr Clin North Am.
2003;26:563–580.

8. Morrison MF, Kallan MJ, Ten Have T, Katz I, Tweedy K, Battistini M.
Lack of efficacy of estradiol for depression in postmenopausal women:
a randomized, controlled trial. Biol Psychiatry. 2004;55:406–412.

9. Soares CN, Almeida OP, Joffe H, Cohen LS. Efficacy of estradiol for
the treatment of depressive disorders in perimenopausal women: a
double-blind, randomized, placebo-controlled trial. Arch Gen Psychi-
atry. 2001;58:529–534.

0. Schmidt PJ, Nieman L, Danaceau MA, et al. Estrogen replacement in
menopausal transition-related depression: a preliminary report. Am J
Obstet Gynecol. 2000;183:414–420.

1. Soares CN, Poitras JR, Prouty J. The role of reproductive hormones in
the management of depression during menopause. Drugs Aging. 2003;
20:85–100.

2. Odmark IS, Backstrom T, Jonsson B, Bixo M. Well-being at onset of
hormone replacement therapy: comparison between two continuous
combined regimens. Climacteric. 2004;7:92–102.

3. Grady D, Ettinger B, Tosteson AN, Pressman A, Macer JL. Predictors
of difficulty when discontinuing postmenopausal hormone therapy.
Obstet Gynecol. 2003;102:1233–1239.

4. Ockene JK, Barad DH, Cochrane BB, et al. Symptom experience after
discontinuing use of estrogen plus progestin. JAMA. 2005;294:183–
193.

5. Joffe H, Groninger H, Soares CN, Nonacs R, Cohen LS. An open trial
of mirtazapine in menopausal women with depression unresponsive to
estrogen replacement therapy [published correction appears in J Wom-
ens Health Gend Based Med. 2003;12:92]. J Womens Health Gend
Based Med. 2001;10:999–1004.

6. Soares CN, Poitras JR, Prouty J, Alexander AB, Shifren JL, Cohen LS.
Efficacy of citalopram as a monotherapy or as an adjunctive treatment
to estrogen therapy for perimenopausal and postmenopausal women
with depression and vasomotor symptoms. J Clin Psychiatry. 2003;
64:473–479.

7. Worthington JJ III, Peters PM. Treatment of antidepressant-induced
sexual dysfunction. Drugs Today (Barc). 2003;39:887–896.

8. Dorsey CM, Lee KA, Scharf MB. Effect of zolpidem on sleep in
women with perimenopausal and postmenopausal insomnia: a 4-week,
randomized, multicenter, double-blind, placebo-controlled study. Clin
Ther. 2004;26:1578–1586.

9. Irvin JH, Domar AD, Clark C, Zuttermeister PC, Friedman R. The
effects of relaxation response training on menopausal symptoms.
J Psychosom Obstet Gynaecol. 1996;17:202–207.

0. Coope J. Hormonal and non-hormonal interventions for menopausal
symptoms. Maturitas. 1996;23:159–168.

1. Kornstein SG, Schatzberg AF, Thase ME, et al. Gender differences in
treatment response to sertraline versus imipramine in chronic depres-
sion. Am J Psychiatry. 2000;157:1445–1452.

2. Entsuah AR, Huang H, Thase ME. Response and remission rates in
different subpopulations with major depressive disorder administered
venlafaxine, selective serotonin reuptake inhibitors, or placebo. J Clin
Psychiatry. 2001;62:869–877.

3. Cassano P, Soares CN, Cusin C, Mascarini A, Cohen LS, Favin M.
ntidepressant response and well-being in pre-, peri- and postmeno-
pausal women with major depressive disorder treated with fluoxetine.
Psychother Psychosom. 2005;74:362–365.

4. Quitkin FM, Stewart JW, McGrath PJ, et al. Are there differences
between women’s and men’s antidepressant responses? Am J Psychi-

atry. 2002;159:1848–1854.

http://www.census.gov/population/www/socdemo/women.html
http://www.census.gov/population/www/socdemo/women.html

	Diagnosis and management of mood disorders during the menopausal transition
	Risk of depressive recurrence during the menopausal transition
	Role of hot flashes in depression during the menopausal transition
	Role of hormonal changes in perimenopausal depression
	Psychosocial factors in the menopausal depression
	Management of depression during the menopausal transition
	Management of depression in women by age and menopausal status
	Summary and recommendations
	References


