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Do Adverse Life Events Trigger Atypical 
Symptoms?

TO THE EDITOR: In their study published in the October 2007
issue of the Journal, Matthew C. Keller, Ph.D., et al. examined
adverse life events and individual symptoms of depression.
However, it appeared that “atypical” symptoms, such as over-
eating and hypersomnia, were disproportionately associated
with no particular adverse events (1). This contrasts a signifi-
cant body of research suggesting that atypical symptoms are
highly reactive to external conditions and triggers. Two key ex-
amples are overeating and hypersomnia in the context of either
seasonal affective disorder driven by environmental light con-
ditions (2) or Columbia group atypical depression, in which the
trigger is usually an otherwise minor interpersonal event (3).

Given that atypical episodes are characteristically driven by
the physical or social environment, it is a thought-provoking
speculation as to why a large proportion of subjects reported
no cause for their atypical symptoms in the study conducted
by Dr. Keller et al. One major issue that was not discussed by
the authors is that seasonality and decreased light availability
were not considered in the overall study design. Seasonality
and decreased light availability are particularly pertinent to
overeating and oversleeping in the context of seasonal affec-
tive disorder and its milder variants, which occur in a majority
of individuals at the same geographic latitude as Virginia (4).
The authors might wish to consider separate analysis of data
limited to the Spring/Summer versus Fall/Winter periods to
assess these important seasonal effects.

A second factor to consider is that on average, atypical
symptoms and their environmental triggers may be less sa-
lient to individuals compared with melancholic symptoms
and their associated triggers. For example, in the case of
weight loss and anhedonia secondary to a major loss, both
the symptoms and life event stand out as markedly different
compared with normal experience as a result of their severity,
ego-dystonic nature, and relatively clear, delineated time
course. In contrast, in the case of overeating episodes or fa-
tigue triggered by minor interpersonal slights, for example,
neither the symptom nor its external trigger will consistently
stand out as markedly different compared with normal expe-
rience. Over time, the signal-to-noise ratio for atypical symp-
toms and associated triggers would thus be very low relative
to melancholic symptoms. The end result would be an under-
estimation of the importance of external events in the causa-
tion of atypical relative to melancholic symptoms.

Thus, while the overall conclusion that different adverse
life events are associated with distinct depressive symptoms
is strongly supported in the article by Dr. Keller et al., the spe-
cific finding that atypical symptoms are often associated with
no adverse life events does not reflect the actual importance
of environmental factors in triggering this symptom cluster.
The conclusion implied by the data as currently presented—
i.e., that melancholic symptoms are more influenced by ex-
ternal circumstances than atypical symptoms—may ulti-
mately reflect more of a measurement and reporting issue
than actual clinical reality.
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Dr. Keller Replies

TO THE EDITOR: We welcome the opportunity to respond to
Dr. Levitan’s thoughtful letter regarding our article. He has ex-
pressed that our finding that atypical symptoms were ele-
vated among those subjects who could think of no specific
cause of their dysphoric episodes (the “nothing” adverse life
event) is at odds with previous research showing that atypical
symptoms are highly reactive to external conditions. Accord-
ing to DSM-IV, atypical symptoms are mood reactivity (the
opposite of our measure of anhedonia), hypersomnia, appe-
tite gain, leaden paralysis (related to our measure of psycho-
motor retardation), and rejection sensitivity (unmeasured).
Contrary to Dr. Levitan’s claim, however, appetite gain, hyper-
somnia, anhedonia, and psychomotor retardation all vary sig-
nificantly across adverse life events in both the between- (Fig-
ure 2 in the article) and within- (Figure 1 in the article) person
samples. This result was maintained in a reanalysis of our
data in which we excluded the “nothing” adverse life event,
indicating that these five atypical symptoms are indeed sensi-
tive to external conditions. Moreover, the most consistent
symptoms for the “nothing” adverse life event (Table 2 in the
article) are fatigue and appetite gain, with little (relative to
other adverse life events) appetite loss, trouble concentrating,
or sadness (“blues”). It should be noted therefore that appe-
tite gain is the only atypical symptom in this cluster. Indeed,
the symptom pattern following the “stress” adverse life event
was more consistent with atypical depression than the symp-
tom pattern following the “nothing” adverse life event. Thus,
our results do not show that atypical symptoms are unre-
sponsive to external conditions.

Dr. Levitan’s second point is that certain adverse life events
and certain corresponding symptoms may be less salient
than others, leading to a weakening of certain adverse-life-
event-symptom relationships and to an under-reporting of
some adverse life events. This is a valid critique. Our study de-
sign depended on participants’ own attributions of what
caused their dysphoric episodes. To the degree that these
were incorrect, our results may inaccurately reflect the true


