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INTRODUCTION

Clinical Depression is a medical condition that changes the way a
person feels, thinks, and acts. It affects a person’s mood, behavior,
thoughts and physical condition. Things that used to be easy or en-
joyable, such as spending time with family or friends, reading a
good book, or going to the movies, take more effort. Even basic
things like eating and sleeping become a problem. For some, even
sex seems uninteresting. '

Many people suffering with Clinical Depression don’t realize
that they have a medical illness. They feel sick, or incredibly sad.
They feel hopeless because they don’t know how to get better, and
nothing seems to help. ‘

This book is for those of you who have days, weeks, and even
years of feeling downhearted and sad. This book is also for those
who care about you, your family, friends and colleagues. Our goal
is to help you recognize the signs and symptoms of Clinical De-
pression and give you the good news that there are treatments that
work., There is hope and there is help.

Although science has made great strides in developing antide-
pressant medications, good treatment involves more than just get-
ting a pill. And, medications are not the only treatments that work.
We discuss the latest research findings and give you information
about how to work with clinicians to get the care you need. We also
describe ways that you can help yourself.

Many do not realize that depression is a common illness. Each
year, in the United States alone, almost 17 million people suffer
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with Clinical Depression. Young or old, rich or poor, male or fe-
male; anyone can become clinically depressed. Your race, ethnic-
ity, or religious affiliation does not matter. Studies show that
approximately 1 in 10 men and 1 in 5 women have Clinical De-
pression at some point during their lifetime.

Clinical Depression is probably best described as an imbalance
in the chemicals that stabilize mood. There are chemicals in the
brain that help regulate how you feel. These substances are respon-
sible for keeping your mood in balance. Scientists are making im-
portant advances in learning exactly how these substances regulate
mood and behavior. When the levels of certain chemicals are too
low, mood can become depressed. Although scientists aren’t clear
about what causes levels to decrease, it is becoming clear that cer-
tain circumstances and situations can increase the likelthood of
someone becoming depressed. The death of a loved one, cata-
strophic events such as losing a job, having a severe financial set-
back, getting a serious medical illness are all situations in which a
depression can occur.

Clinical Depression runs in some families. Just as with other
medical disorders, there are cases where depression appears to be
an inberited illness. If someone in your family, espectally someone
in your immediate family (parents, grandparents, brothers, sisters),
suffers with Clinical Depression, your risk of developing Clinical
Depression increases.

The pain and suffering of Clinical Depression affects not only
the person with the disorder. It affects everyone who cares about
them. This impact can extend to the workplace because the symp-
toms of depression make it particularly difficult to function nor-
mally at work. It is common for the depressed to find that their
work performance deteriorates as their symptoms worsen. The de-
pressed use more sick days. Clinical Depression can be a very dis-
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abling illness. Depression is expected to become the second leading
cause of disability worldwide by 2010.

Because of increased healthcare costs and decreased income
from lost work, depression can be a very expensive disorder. The
same is true for society’s costs. In 1990, depression and other
Mood Disorders cost the United States more than $40 billion
dollars, mostly from lost productivity.

Many of the findings that we present in this book come from the
RAND Partners in Care research study. This clinical study, started
in the mid-1990s, looked at ways to improve the quality of depres-
sion care in primary care medical practices. Most people with de-
pression go to their family doctor first. This study focused on
helping these doctors recognize and treat depressive symptoms. The
study also trained nurse care coordinators and added resources for
offering psychotherapy.

As you read through the chapters you’ll notice quotations from
study participants. These are real people who were kind enough to
share their individual experiences with you. We hope that reading
their words will help you understand that you are not alone.

It is our sincere wish that this book will benefit you. Life may
be painful, now, but it doesn’t have to stay that way. As we say
throughout the book, there is hope.

xi



~ LETTER TO THE READER

~ THE STORY AND FINDINGS OF
| | PARTNERS IN CARE

Being a researcher is like being both a detective and a witness. You
try to understand a problem and bring it to light, and then you look
at what you've found and contain it inside yourself, sometimes for
years, until it’s shared publicly in a scientific article. Sometimes
what you “witness” is quite upsetting, as is often the case with stud-
ies of depression’s impact on people. Sometimes researchers try
to learn what would happen if things were different—such as if de-
pression care were better. There are two main ways of trying to
learn about that in medicine, either by observing different situations
(like people receiving different kinds of care) or creating new situ-
ations {like an intervention to improve care) and watching what
happens.,

As a researcher, | spent over ten years being a “witness” to de-
pression’s effects on people.! I learned that depression’s impact on
quality of life and day to day functioning was comparable to or
greater than the impact of most other major illnesses in medicine,
such as diabetes. After publishing those findings, I received letters
from depressed people in the general public, telling me that they
felt understood and were relieved that the story of the broad im-
pact of depression had been made public in terms that others might
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understand. I learned through the study that some people sought
care from a specialist like a psychiatrist or psychologist and others
sought care from their general medical doctor. Still others sought
no care at all. This concerned me, because I knew from my own
training that primary care doctors had many other medical prob-
lems to attend to when they saw depressed patients and might not
notice the depression. I learned that despite availability of effec-
tive treatments, few (perhaps 20 to 30%) among those visiting
primary care clinicians received treatments for depression that
met standards for good or “appropriate” care in published na-
tional standards or guidelines.

This problem is not unique to depression. A recent report from
the Institute of Medicine documents that many people with major
physical health problems do not receive effective care for those
problems and there are many unnecessary errors in medical
treatments. This is considered a widespread “system problem”
in medicine.2

I'am a psychiatrist as well as a researcher. While as a researcher
I can be a witness, as a clinician, I want to try to do something
about the problems I observe. When I realized after ten years of re-
search that lots of Americans with depression were suffering over
long periods of time, and that this suffering was affecting their abil-
ity to live well, feel pleasure, work, and have friends, I looked for
a chance to find out how to improve things. I felt we already knew
that good treatments make depressed patients recover. What 1
wanted to find out was whether feasible programs to support good
decisions by doctors and paﬁents in real community health care
practices could improve the chances that the average depressed pa-
- tient got good care, and whether this was enough of a difference in
the practice of medicine to make a real difference in lives of de-
pressed people in the practices.
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Fortunately, we were funded to answer these questions by the
Agency for Healthcare Quality and Research, the main federal
agency that evaluates the quality of American healthcare. We ob-
tained additional funding to complete the study from the MacArthur
Foundation and the National Institute of Mental Health.

Our team of investigators worked together for about a year to
study the best available treatments for depression, national prac-
tice guidelines, and approaches to improve care for depression de-
veloped by leading researchers (such as Wayne Katon in Seattle,
and therapies developed by Ricardo Munoz at the San Francisco

~ General Hospitals Depression Clinic). Under the direction of Lisa
Rubenstein, an internist, our team put together a comptehensive
“toolkit” or set of strategies for practices to use to educate patients
and doctors and provide them with resources (like training pro-
grams in effective therapy and medication management) for good
depression care.

The study then recruited large primary care practices around the
United States (Southern California, Southern Colorado, San Anto-
nio, TX, Columbia, MD, Twin Cities, MN) to participate in the
study. Those practices agreed to provide some of their own re-
sources to help protect doctors’ time to participate and to hire staff
to help with the interventions. Teams of clinicians (primary care,
specialists, nursing) within the practices came to a centralized train-
ing, to learn how to use the toolkit to improve care within their
practices. This included, for example, learning how to educate cli-
nicians and patients about the principles of good care. Then we also
trained special staff within the practices—therapists and nurses—to
provide assessments, coordinate care, and provide therapy and
consultation on medications.

After this training, the practices used the toolkits, with their
trained study staff, to try to improve care. They trained their pri-
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mary care doctors, and routed patients to the nurses, therapists, and
consultants frained to help coordinate their care and to provide
treatments. With these special resources (called “quality improve-
ment programs”), doctors and patients made their own decisions
about treatment. They could even decide not to use the study inter-
ventions if they did not want to, and they could decide not to start
any treatment if that’s what the patient and doctor thought was best.

To evaluate what happened as a result of the programs, the study
compared similar depressed patients in clinics, called intervention
clinics, that used these intervention programs and patients from
clinics, called usual care clinics, that did not have these programs.
The practices’ clinics were randomly assigned to having one of the
interventions or not, so this was a type of randomized trial of the in-
tervention programs. The usual care clinics did receive written
copies of the national guidelines for treating depression, but not
other intervention.

After identifying the patients in both intervention and usual care
clinics, the study collected data from the providers, practices, and
patients over two years. That is, as researchers we “watched” what
happened. In all, 181 primary care doctors participated in 42 clin-
ics. Over 23,000 adults were screened for depression in these prac-
tices, and 1356 with probable depression were enrolled. Roughly
two-thirds of these were in intervention clinics and one-third were
in usual care clinics.

Although a lot of planning went into the study and the develop-
ment of the practice interventions, as the “world turns” these would
not be considered very intensive interventions. That’s because no
one was assigned to treatment, and no one (doctors or patients)
were told what to do with any particular case,

What did this kind of program do for patients with depression?
Let’s break this question down into a series of specific questions.
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tients in the clinics with special programs were more likely to re-
main employed or to enter the workforce at six months, 12 months
and 18 months. After one year, at least 5% more of the special pro-
gram patients were working, compared to the usual care program
patients. You may have noticed in the newspapers that the national
unemployment rate is about (and sometimes below) 5%. That
means that the programs reduced unemployment of depressed pa-
tients by about the magnitude of the national unemployment rate!
That seems like a very large benefit of the programs. Over two
years, the intervention patients had about one month more of em-
ployment than the usual care patients, all from getting better infor-
mation and support for getting good depression care, without being
forced into any decisions about care!

While those findings look like good evidence of effectiveness,
when talking about healthcare, people usually ask whether the ben-
efits were worth the costs.

What was the value or “bang for the buck? " We looked at that
question, too, and found that the total costs to society of provid-
ing the program over two years was about $500 per patient; and
that led to roughly an additional month of employment (worth
more than $500 to many people) and the equivalent of a full
month of feeling completely well (spread out over two years of
follow-up). We put it to you, does that $500 (to society) seem
worth it? That value is well within the range of benefits expected
per dollar spent for many types of medical treatments that are
in place routinely today. That suggests that we are acting, if you
look at our healthcare decisions in other areas, as though this is a
good value.3

Did people from all walks of society benefit? We didn’t say this
before, but this study had large samples of minority patients (espe-
cially people of Latino background), and many people who were
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Was the intervention program feasible for the practices? We
found that, yes, most practices could implement the basic features
of the “quality improvement” intervention programs. The nurses
who provided case management for medication had some of the
most complex new responsibilities. We found that for less struc-
tured parts of the intervention, like the number of follow-up con-
tacts with patients about their medication, there was a lot of
variation across practices, and actually most patients did not get all
the recommended follow-up visits under the intervention model.

Did more patients who got the study programs get good care for
depression? Yes, more depressed patients got good care by national
standards if they were in a clinic with an intervention program,
rather than in a usual care clinic. The percentage with good care at
six months was about 45% in the intervention clinics, compared to
about 35% in the usual care clinics. That is, with this kind of “in-
formation support” program, the good care rate jumped about 10
percentage points—not a huge change, but enough to see if, step-
by-step, improved depression care improves patients’ lives.

Did more patients recover under the special programs? Yes, by
about 10 percentage points, more patients recovered from a seri-
ous depression at six months and at one year under the special pro-
grams, compared to usual care. Actually, we also found that for
some of the special programs (those that particularly focused on
improving availability of an effective psychotherapy for depres-
sion), improvements in quality of life lasted well into a second year
of follow-up, relative to the patients in a “usual care” clinic with
no special program. This is a very long period of time to show im-
provement for patients, especially for such a “light” intervention
with flexible decisions by patients and doctors.

What about employment and functioning? Here were some big
surprises. We found that not only did depression improve, but pa-
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poor or had low income or wealth. Thus, the good news about the
study findings, particularly in terms of clinical improvement, ap-
plies across diverse ethnic groups.

Perhaps the biggest surprise in the finding is the improvement
in employment, and the improvement in personal economic devel-
opment that is likely to follow, from having better opportunities to
get good depression care. In many ways, this finding is part of why
~ we thought it was important to try to get the message of this study—
that people can improve their lives by actively seeking and obtain-
ing the care they need for depression—to the public.

Remember that to help people get their life back, in the study, we
spent a year figuring out how to help their practices improve their
ability to give good care! That shows how hard it can be to change
the healthcare system and change the behavior of doctors and pa-
tients. But really, there was no “rocket science”™ or high technology
involved in helping people. There were no fancy computer systems
(though in the future there probably will be), and the doctors pro-
vided no untried or experimental treatments. It was a matter of pro-
viding explanations and information and connecting people to
people to make and support good decisions.

We decided to write this book to share with people how they
might get the help they need to get their lives back, based on these
various findings and our experiences with this study. We've tried
to include what we think would interest or help the public from
those years of work.

For me as study director, it’s sort of full circle. Based on treat-
ing patients personally, I became interested in what was keeping
many people with depression from getting good treatment. As a re-
searcher I became a witness, and spent ten years documenting and
publishing what I saw. Of course, I was not alone in this witnessing,
and observed what my fine colleagues were finding in other stud-
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ies, including the techniques they were developing to improve the
situation. Then I got a lot of help in mounting a study to see what
would happen when doctors and patients had better information and
resources for developing partnerships for good depression
care. Then it was back to being a witness, and watching what hap-
pened. And the results surprised and encouraged me. I saw that the
good will of many doctors and patients went into efforts to improve
care, and saw the quality of care take a step (but only a step) for-
ward. But even so, the ripple effects for patients were surprising to
me—-the improvement in lives, the reduced suffering, and, the im-
provement in their ability to hold down jobs. These benefits were
obtained at a modest cost, as healthcare interventions go.

Now, with this book, the information is back to you, the public,
the consumers, the sufferers and the loved ones of those with de-
pression. That’s the completion of the circle. We can’t promise you
that you’ll be able to get the care you need, but we hope that from
this book you’ll be more hopeful and knowledgeable and have some
tools to help you get the care you need. My colléagues and I are
most grateful for the opportunity to write this book, and hope it is
of some use to those who suffer from Clinical Depression.

Sincerely,

Kenneth B. Wells, M.D., M.PH.
Principal Investigator of Partners in Care

1Wells, K., Sturm, R., Sherbourne, C., and Meredith, L. Caring for Depression. Cambridge: Har-
vard University Press, 1996.

2 Kohn, Linda T., Corrigan, Janet M., and Molla 8. Donaldson, editors, Committee on Quality of
Health Care in America, Institute of Medicine. To Err Is Human: Building a Safer Health System,
‘Washington, DC: National Academy Press, 2000.

3 Schoenbaum, M., Uniitzer, I., Sherbourne, C,, Duan, N., Rubenstein, L., Miranda, I, Meredith,
L., Carney, M. and Wells, K. Cost-effectiveness of practice-initiated quality improvement for
depression: Results of a randomized controlled trial. Journal of the American Medical Associa-
tion 286(11) {2001):1325-30.
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CHAPTER 1

JUST THE “BLUES;,”
OR SOMETHING
MORE SERIOUS?

“Depression has meant | had to face the world-with a view apart from most”

From time to time everyone has days when they feel unhappy, times
when they feel down and discouraged. In fact, a person who denies
ever having moments of feeling downhearted or “blue” wouldn’t be
believed. Because everyone has moments when they feel in low spir-
its, it can be hard to recognize when sad feelings are just the “blues”
of everyday life, or when these feelings signal serious illness.

Janet Johnson* was someone faced with this problem. Janet was
a woman admired by everyone she met. She seemed to “have it all.”
She was a wife, a mother of two small daughters, and managed her
own real estate business. She taught Sunday school and led an en-
ergetic Girl Scout troop. Last year, anyone asking her how she felt
would receive the answer that despite being extremely busy, she re-
ally enjoyed her life.

Nonetheless, a few months after her 35t birthday, something
changed. Over a period of several weeks she began to have more

*Not a real person—a composite.
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and more days when she felt “down” and “out of sorts.” There was
no particular event that she could pinpoint as the cause. Her busi-
ness was doing well, despite a slow real estate market, and her fam-
ily was fine. Nothing out of the ordinary had happened. Still, she
had trouble falling asleep and felt tired all the time.

Things weren’t going well with her Girl Scout troop either. She
no longer enjoyed their outings or other activities. Friends com-
mented that she looked tired and suggested that she was working
too hard. _ B

Janet realized that she was having trouble concentrating when
an important client found several mistakes on paperwork she had
completed and intended to submit to a local bank. The client was
furious and threatened to fire her. After discussing the situation
with her husband, she decided to decrease her office hours.

Cutting back didn’t help, however. Janet continued to feel un-
happy, and after weeks of being down, she had little hope of ever
feeling better.

THE TIME FACTOR

Symptoms are early warning signs. They are the body"s way of say-
ing that something’s not quite right. One of the first and most im-
portant ways to distinguish between “the blues” and Clinical
Depression is the length of time that symptoms last. In Clinical De-
pression, symptoms are present for most of the day, nearly every
day for at least two weeks.!
Because Janet felt low for several weeks, and because she had al-
“most no days of feeling good, Janet was probably suffering from
more than just a bad case of “the blues.” Her trouble sleeping and
concentrating, combined with constant low spirits, may mean that
- she was suffering from Clinical Depression.
Table 1.1 lists those areas of life affected by depression.

2



JUST THE “BLUES,” OR SOMETHING MORE SERIOUS?

Table 1.1 Ten things to know about clinical depression

Clinical Depression Can Affect:
1. Sleep
Appetite
Thinking
Ability to work
Hope
Enjoyment
Sex
Relationships with family and friends

© O N O s ® N

Energy tevel
One's will to live

e
<

WHAT ARE THE SYMPTOMS
'OF CLINICAL DEPRESSION?

People with Clinical Depression experience symptoms that last for
weeks and can stretch into months, even years. Again, the single most im-
portant warning sign is the length of time that symptoms last. Symptoms
must be present most of the day, almost every day, for at least two weeks.

There are many different symptoms associated with Clinical De-
pression. It is important to understand, however, that Clinical De-
pression doesn’t affect everyone in the same way. Not everyone
experiences the same group of symptoms and symptoms can vary
in intensity. Symptoms can be mild, moderate or severe. They can
range from those that cause minor personal discomfort to those that
cause severe distress, disrupting the ability to function at home and
at work. A general rule of thumb is that the more symptoms a per-
son has, the greater the odds of his having Clinical Depression.

The next section lists and describes the kinds of feelings that can
occur during an episode of Clinical Depression.

A person with Clinical Depression usually experiences several of
these symptoms.
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SYMPTOMS OF DEPRESSION

1. Weeks of Feeling or Looking Sad and Down-Hearted

People with this symptom may not have the ability to talk about how
sad they feel. Friends and family easily pick up on their unhappiness
by looking at their faces, however. They cry easily and are much
more tearful than usual. When asked why, they can’t give a reason.

Becoming sad or upset is common when someone suffers a severe
setback, such as losing a job, family troubles, relationship difficul-
ties, or money problems. Because feeling unhappy in bad circum-
stances is understandable, some people have a tendency to ignore
or make light of an enduring sad mood. They attribute their misery
to their situation in life.

Those who are not clinically depressed feel better as the bad situa-
tion improves. They feel uplifted when something good happens. With
Clinical Depression, the mood remains down despite good news.

For some people the sadness comes without warning. In fact,
things may be going well. There is a type of Clinical Depression that
happens to new mothers a few weeks after giving birth. In the midst
of such a happy event, their overwhelming sadness and distress con-
fuses them and their families. There are more details about this and
other types of depression in Chapter 2.

2. Feeling “Numb” or “Empty”

Instead of feeling sad or blue, some say that they feel “nothing.”
These feelings can be very frightening. Those who have them ex-
perience a deep emptiness or numbness inside. Hearing good news
or bad news, nothing makes a difference. Nothing makes them feel
better. Some describe it as feeling like a “zombie” or a robot. They
just go through the motions of living without being engaged or en-
thusiastic about anything. |
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3. Losing Interest in Things that Used to be Enjoyable

“I felt myself slipping further and further away from my friends and family.
| stopped dating. Had no interest in sex. [ let myself go. [ used o ride my
bike 50 mifes every other day. Now nothing.”

Clinical Depression causes sufferers to lose interest in activities that
they used to find enjoyable. Hobbies like fishing, bowling, reading,
needlework, shopping, and sports no longer seem fun or even worth
the effort. People who are clinically depressed lose interest both in
the activity and the ability to experience pleasure while doing the
activity. Some even lose their desire for and interest in sex.

4. Trouble Concentrating, Thinking, Remembering,
or Making Decisions

In Clinical Depression, people have trouble concentrating and
paying attention to details. They lose their focus. One of the first
signs is a problem with reading or listening. Thinking becomes a
slow, dreary process. This can particularly be a problem for the
elderly, especially those who already have problems with their
MEemory. |

These symptoms can have a negative impact on a person’s ability
to do their work. Those who can’t concentrate have trouble follow-
ing simple directions and can’t complete assignments on time.

Losing the ability to concentrate doesn’t only impact those who
work at jobs that require a lot of reading. This symptom can have
serious consequences for those in hazardous occupations where
safety is a chief concern. Any job that requires a high level of vigi-
lance and attention can be affected.

Memory problems are common in people who have lost the abil-
ity to focus and pay attention. Remembering important things be-
comegs a problem. Most people can recall the experience of walking

5



BEATING DEPRESSION

into a room to get something, then forgetting what it was. This kind
of thing is common.

The memory problems of Clinical Depression are different, They
are more severe. People may forget important dates or the name of
a family friend. Fortunately, in depression, these symptoms are tem-
porary. They resolve when the depressive episode ends.

5. Trouble Sleeping

“When [ first start getting sick it usually starts with me not being able to
sleap. | get really depressed and paranoid.”

One of the most common symptoms of depression is trouble falling
and staying asleep. It is very common for depressed people to com-
plain that they lie in bed long hours, eyes wide awake, unable to fall
asleep. Then, after managing to fall asleep, they toss and turn, wak-
ing after only a few hours. Then they can’t get back to sleep. They
lie in bed, exhausted, until it’s time to get up. Even those who eas-
ily fall asleep complain of waking much earlier than usual. They
then spend the rest of the day tired. Sleeplessness compounds prob-
lems of low energy and fatigue.

A less common but equally troubling problem is that of sleep-
- ing toe much. People with this symptom have trouble staying
awake, Despite sleeping unusually long hours, they fall asleep dur-
ing the day. They have trouble getting up in the morning. Even
though they sleep a lot, they never feel rested.

6. Loss of Energy and Motivation

“..1getin a slump with feelings of worthlessness or a sense of Y just
don't care anymore’ where it is a chore fo puf on my shoes when | get up. . .
~ a great dea of effort just to get dressed in the morning."
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Feeling tired is common when faced with a busy, hectic life. Fatigue
can be a healthy signal that the body needs rest. The level of fatigue
experienced by the depressed is different from the kind of fatigue that
comes from working too hard, however. It is deeper, more intense,
and in many cases, disabling.

Sometimes, family and friends notice that a person who has always
taken pride in her appearance no longer seems interested in how she
looks. In the past she was careful about her makeup and very partic-
ular about her clothes. Now she doesn’t seem to notice that her
clothes are wrinkled, even dirty. When asked about the change, she
says that she’s too tired to care.

Someone, who is usually well organized, who gets work done
quickly, starts missing deadlines. He complains that even though he’s
sleeping a lot, he just doesn’t have the energy that he once had. He
comes to work late and calls in sick a lot.

The exhaustion of depression, added to problems with attention and
concentration, makes performing normal, daily activities difficult.
Tasks that seem simple for others are difficult, almost impossible, for
someone who is severely depressed. Taking a shower or getting dress-
ed in the morning is more than some can manage. They lose their will
to do things that require even minimal effort. They have trouble with
simple tasks because they just don’t have enough energy, and resting or
taking time off doesn’t make the daily feelings of tiredness go away.

7. Change in Appetite and Eating Habits

“Three months later [ went from 200 pounds to 107. My doctors, who | stilf
see, were extremely worried about me. | didn't care if | lived or died and |

cried all the time"

Clinical Depression affects appetite. Many with Clinical Depres-
sion lose interest in food. They eat less and miss meals without be-
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coming concerned. They lose significant amounts of weight with-
out trying. They can lose as much as ten pounds over the period of
a few weeks. Sometimes they only notice when their clothes no
longer fit. ' -

Although loss of appetite is the more common symptom, there
are those who eat much more than usual. They can’t seem to control
their eating and gain weight. They describe this experience as eat-
ing more, but enjoying it less, or not at all.

8. More Irritable, “Edgy,” Nervous or Agitated

“I afso get confused and | do not know what | da. | get to the point where
! cannot think and { do not know what happens, what | do, or what | say!
1 get all of my family members worried. | get worries about my kids and all
of their problems. All of my thoughis race through my head. And | get
scared! | get scared because f don’t know what goes on!"

Besides the other mood changes, the depressed can notice that they
feel more irritable than usual. Things that they previously tolerated
now upset them. They feel nervous or “on edge” most of the time.
Loved ones and friends notice that they are cranky or angry, and
easily lose their temper.

9. Feeling Worthless or Guilty

“You feel so worthless and you're in so much pain you just want the pain to
be over. Al you want is to be happy and worthwhile. To be strong, to carry
on, and do things, to help others and not feel so lousy.”

Self-esteem is very low in people suffering with Clinical De-
pression. People feel that they are worthless, that they have noth-
ing to contribute to themselves or others. They feel that their life is
unimportant and has no meaning.
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Some begin to blame themselves for things that were beyond
their control. In depression, they can feel extremely guilty about a
minor thing that happened a long time ago. It can be a thing that
they haven’t thought about in years. Some feel guilty about being
depressed. They lose their perspective. Without any evidence, they
believe that they have done something wrong,.

The guilt contributes to the feelings of worthlessness, and until
their mood returns to normal, reassurance doesn’t work.

10, Feeling Hopeless, Including Thoughts of Death or Suicide

“Everything in life seems meaningless and frustrating. | am having frouble
finding a happy place for me. ... I try to keep rhingé in perspective and
keep busy, but sometimes | feel like | am in a boxing match and being
knocked down three times."

One of the most troubling and frightening symptoms is hopeless-
ness. Many with depression feel deep despair. They’re afraid that
things will never get better. Some become convinced that nothing
will ever help and begin to long for death. They feel that they
would be better off dead. In the worst case, they make plans to kill
themselves.

11. Frequent Body Aches and Pains or, Digestive Problems

"After a couple of months, things escalated. . . . | had headaches, heart pal-
pitations, diarrhea, and dizziness. | could no fonger function at my job and
had to take a sick leave.”

Sometimes physical complaints are the most prominent symptoms.
of a depression. Body aches and pains, bowe! irregularity, diges-
tive problems are common. These symptoms can be confusing, and
can lead people to conclude that their problems are only physical.
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Medical evaluations, however, usually don’t find an illness that ex-
plains the severity of symptoms.

12. Isolating from Family and Friends

“What | experienced is a lot of loneliness and not feeling part of the family or
group. { have felt like | was walking in a daze and not really here. I have felt
very tired and | just wanted to end it all. Just leave this world. | felt like every-
thing that could go wrong did go wrong and it was my fault. | did not want to
participate in any activity. I really felt very alone and empty. ‘Life is not fair’”

Many depression sufferers have trouble being around others. This
includes family members and close friends. They isolate them-
selves and don’t want to participate in family and other group ac-
tivities. Although they don’t enjoy being alone, they don’t have the
energy to socialize.

13, Abnormal Thoughts and Experiences

"After a couple of months things escalated. More stress, more pressure.
It was too much. | felt like | was losing my mind. | became afraid of every-

thing from going to work to having dinner out with a friend."

When depression becomes severe, the sufferer may begin to have
strange thoughts and experiences. Imagining that voices are speaking
to them or saying critical things about them; feeling that someone is
out to do them harm without any evidence; believing that something
is terribly wrong with their body despite being physically healthy are
some of the terrifying symptoms that occur in severe depression.

14. Changes in Physical Activity

“Depression really started to overtake me. | started to sfow down, not that
| wanted to—my physical body made me. It was very hard for me to admit

10
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| was having problems I couldn’t work out for myself. The depression be-
came worse, | was feeling worthless. [ couldn't do as much before, and
no matter how hard | tried to push myself and forget about things, the
pain was always there physically and mentally. . . . No one understood—
especially my family—why | couldn't be ‘Super Mom’ and ‘Super Wife'

anymore.”

Some depressed people find that it takes them much longer to do
their daily tasks at home and at work. Depression can feel like liv-
ing in “slow motion.” Activities such as getting dressed, eating,
and walking take much longer than usual. Even with a great deal
of effort, people who are depressed can’t speed up or move at a
normal pace. This can be very frustrating and confusing.

Feeling restless, jittery, or jumpy are other physical symptoms
seen in Clinical Depression. Many depressed people have trouble
sitting still and complain of feeling anxious and nervous most of
the time. Regardless of what’s happening around them, and
despite reassurance from family and friends, nothing can calm
them.

If you have any of these'symptoms, and you experience them |
almost every day for at least two weeks, you may be suffering
from Clinical Depression. Clinical Depression and “the blues”
may seem very similar, but they are not the same. “The blues” feel
bad, but they are not as serious as having depression.

Depression can affect all aspects of a person’s life. The differ-
ence between “the blues” and a depressive episode is similar to
the difference between getting a cold and having pneumonia. Both
depression and pneumonia need treatment.

Table 1.2 lists the key symptoms of depression. Reviewing this
list will help you determine whether you have symptoms that
match those of Clinical Depression.

11
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Tahle 1.2 Things I'm experiencing

{Place a check by the symptoms you are experiencing or have experienced in the past few
months, then indicate how much that symptom is affecting you.)

v

Key Symptoms and Problems

Does this symptom affect you a little
of the time, some of the time or a
lot of the time?

Feeling sad or "empty”

Loss of interest in things that used
to be enjoyable like sex, sports,
reading, or listening to music

Trouble concentrating, thinking,

remembering, or making decisions -

Trouble sleeping or slseping
too much

Loss of énergy or fesling tired
Loss of appetite or eating too much

Losing weight or gaining weight
without trying

Crying or feeling like crying
Feeling irritable or “on edge”
Feeling worthless or guilty
Feeling hopeless or negative

Thinking about death, includ-
ing thoughts about suicide

Frequent headaches, body aches,
and pains

Stomach and digestive trouble
with bowel irregularity

Other symptoms:

__ Alttle _ Some __ Alot
__ Aliitle __ Some __ Alot
___Aliile ___Some __Alot
___Alttle _ Some __ Alot
_ Aliitte _ Some __Alot
__ _Alittle _Some __ Alot
___Alittle __ _Some ___Alot
_ U Alitle  _ _Some __Alot
L Alitle __Some __Alot
___Alle ___Some __Alot
___Alittle __Some __Alot
___Alttle __Some __Alot
___Alittle __Some __ Alot
_Alitle  _Some _ Alot
___Alttle __Some __ Alot
___Alitle __Some __Alot

Alitle  _ Some ___Alot

12
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MYTHS ABOUT DEPRESSION

There are several myths and misunderstandings about Clinical De-
pression. The fact that most people have limited access to good in-
formation is, to a large extent, responsible. This adds to the stigma
that plagues those with emotional problems and prevents many
from seeking care. The next section reviews some of the common
myths and briefly explains why they are not true.

1. Myth: “It’s my own fault. I must have done something wrong.”

Reality: Clinical Depression is a medical disorder caused by a
complex combination of genetic, biological, social, and environ-
mental factors. The intense pain, suffering, and sadness of this dis-
order are no one’s fault.

2. Myth: “These feelings are a sign of personal weakness or a
character flaw.”

Reality: There are some people with depression who think that
their illness is a sign of personal weakness. This is truly unfortu-
nate, because they don’t realize that their suffering is the result of
a medical illness.

This impression gets reinforced when people tell them that
they’re just whining or exaggerating. This implies that, if they were
stronger, their problems would go away. The emotional and physi-
cal effects of depression can’t be overcome by trying to “tough
it out.”

3. Myth: “Religious people shouldn’t get depressed.”

Reality: No one would say that religious people shouldn’t get
arthritis or diabetes. Clinical Depression is no different than other
medical conditions. Anyone can develop a medical disorder and
anyone can become depressed.

13
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4. Myth: “It’s shameful to have emotional problems.”

Reality; Some of the shame associated with depression comes
from the belief that people can control how they feel. If this were
true, no one would ever have a bad day. Just as there is no shame
in having high blood pressure, there is no shame in having Clinical
Depression.

5. Myth: “I just have to struggle through this, because no one
can help me.”
Reality: The wonderful news about Clinical Depression is that
there are many successful treatments. There is help, but finding it is
not always easy. This book can serve as a guide.

6. Myth: “People with lots of money and friends don’t get
depressed.”
Reality: Neither wealth nor fame is a protection against depres-
sion. As you’ll read in the following chapters, anyone--regardless of
income or social status—can become depressed.

7. Myth: “Ending my life is the only solution.”

Reality: People become suicidal when they see no way out and
give up on the possibility of ever feeling better. There is a saying:
“suicide is a permanent solution to a temporary problem.” People
with depression are not doomed to a life of relentless misery. There
is help and there is hope.

8. Myth: “Children and teenagers don’t get depressed.”

Reality: Although depression is less common in the young, it
does happen. However, it is often more easily missed because
people don’t expect children to experience depressive symptoms.
Children and teenagers also become depressed. The symptoms,
though, are somewhat different in these age groups. Chapter 6 dis-

14
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cusses some of the special issues related to depression in the

young.

9. Myth: “I shouldn’t tell anyone about these feelings.”

Reality: Keeping quiet is one of the worst things to do. People
with depressive symptoms need help. It is important to get a good
assessment and talk to a qualified professional. Family and loved
ones can provide support, but full recovery requires more. Chapter
4 explores ways to get the help that they need.

10. Myth: “The poor don’t have the luxury of getting depressed.”

Reality: Making health a priority is difficult when money is
scarce. It is important to know that people living in poverty may
be at greater risk for developing depression. The ongoing stress of
managing life with limited resources can make them more vulner-
able to this disorder.

15



CHAPTER 2

WHAT IS DEPRESSION
AND WHAT CAUSES IT?

Depression is not a new illness. History shows us that people have
suffered with depression as long as humans have walked the earth.
Since earliest times, healers have recorded symptoms identical to
those that we see today in Clinical Depression. Writings from an-
cient Egypt, Rome, Arabia, and Asia document that physicians rec-
ognized it as a unique illness. Hippocrates, a Greek physician who
lived around 400 B.C., named it “melancholia” for the overwhelm-
ing sadness of those who endured it.

Throughout history, depression has affected people of all nation-
alities, colors, and creeds, including the famous. Napoleon, Cae-
sar, Karl Marx, and Vincent van Gogh are a few of those well
known to history who had mood problems that would today be di-
agnosed as depressive illness. Current celebrities who have talked
publicly about having depression include Rosie O’Donnell,! Rose-
mary Clooney,? Tipper Gore,? Janet Jackson,* and Angelina Jolie.5

WHAT IS “MOOD”?

Mood is a word that describes your state of mind. It expresses your
feelings and emotions. Happy, unhappy, cheerful, irritable, nervous,
and relaxed are some of the words used when taltking about mood.

17
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Besides describing how you feel inside, mood also expresses your
outlook on life. In other words, your mood communicates how you
feel about yourself and the world around you.

We most often recognize a person’s mood by the expression on
his or her face. But we can also tell a lot about how someone feels
by the way they walk and hold their body. A woman who slowly
shuffles along with her head hung down and a frown on her face is
probably not very happy.

There is a wide range of moods that can be described as “nor-
mal.” As you know, your mood can change from day to day, even
moment to moment, depending on the kinds of things that happen.
-~ When doctors talk about normal or stable mood, what they mean
is that a person feels basically okay. There is a general sense that the
emotions are steady and not out of control.

This does nof mean that someone with stable mood always feels
happy. Instead, a person with normal mood, despite having the oc-
casional down day, generally feels confident that they can handle
most thihgs without too much difficulty.

Disturbed mood is a hallmark of Clinical Depression. It belongs
to the diagnostic category known as “Mood Disorders.” We do not
yet know the exact cause of Clinical Depression. However, we do
recognize that some of the same things that cause severe emotional
distress, such as experiencing bad or catastrophic events, are asso-
ciated with an increased risk of developing Clinical Depression.

- CHEMICAL CHANGES IN DEPRESSION

“f think at times in your life ceriain situations or circumstances can help you
through your depression as they can also add to it. The truth is it is always
there, that chemical imbalance in the brain that threatens your life every day,

even if [you're] not aware of it or no one around you is.”

18
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Although the direct cause of Clinical Depression is not yet
known, there is a rapidly growing field of scientific information ex-
ploring the chemical changes that take place in the brain during an
episode of depression. Not too long ago, researchers discovered
chemicals in the brain that stabilize mood. These substances influ-
ence, and may even determine, how a person feels, thinks, and acts.
Most of this information comes from research into the kinds of
chemicals that relieve depressive symptoms.

These chemicals belong to a category of substances that carry
messages between brain cells. The term used for these substances is
neurotransmitters. Current research indicates that when levels of
certain neurotransmitters are too high or too low, mood becomes
disturbed. Norepinephrine and serotonin are two of the most im-
portant neurotransmitters thought to regulate mood.

So far, scientists do not understand what directly causes neurotrans-
mitter levels to change. In some ways it is like the old question, “Which
came first—the chicken or the egg?” Events inside and outside the
body interact so closely that it is nearly impossible to determine the ac-
tual sequence of chemical events that leads to a depressive episode.

Current thinking suggests that neurotransmitter levels change in
response to many things. A number of investigators speculate that
the same factors associated with an increased risk of depression also
cause chemical changes in the brain. The theory is that these chem-
ical changes then, produce the typical symptoms of depression.

CONDITIONS AND CIRCUMSTANCES
THAT CAN INCRFASE THE CHANCES
OF BECOMING DEPRESSED

Living in terrible circumstances, experiencing bad or catastrophic
events, abuse of drugs and alcohol all increase the chance of de-
veloping mood problems. Likewise, some medical illnesses and
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some prescription medications bring on symptoms of Clinical
Depression.
This section will discuss some of the common factors associated
with increased risk for Clinical Depression. It’s important to state,
_however, that although most people with depression experience one
or more of these conditions, some become depressed without hav-
ing any known risks. A person living in good circumstances can be-
come depressed.

1. Family History

“ .. I believe my father masked his depression and shyness with his
alcohol. . . . | believe depression can really be a hereditary disease, but afso
certain situations can make it a part of your Iife. You see, | know; | fought

it alf my life along with alcoholism. That's why it was so hard for me to
{accept] | had the disease.”

Some families have many members who suffer with some form of
depressive illness. Becanse of this finding, researchers believe
that there is a genetic component to some forms of depression.
To say that a disease is genetic is not to say that everyone in a par-
ticular family will become depressed. What it means is that the
risk increases. If someone in your immediate family has a history
of Clinical Depression, your risk increases. Immediate family in-
cludes your parents, grandparents, brothers and sisters, and your
children.

2. Significant Losses or Bad Events

Every life is touched by events that cause severe pain and distress.
People don’t always respond in the same way, even though the cir-
cumstances are the same or similar. Each individual has a unique -
way of responding to stress. -
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Even though each person responds in their own way, it is clear
that those who suffer significant losses, or whose life circumstances
are very stressful, are more likely to develop Clinical Depression.

Some common events that can trigger depression include: the
death of a loved one—especially a spouse, parent or child—forced
separation from the people you care about; serious illness in you
or a loved one; divorce and other marital or relationship troubles;
financial problems, and losing a job. A setback doesn’t have to be
dramatic to cause a Clinical Depression. Depending on the circum-
stances, changing jobs or having a child go away to college can feel
like a significant loss.

When a loved one dies there is always a period of mourning. This
is a time of great personal sadness and emptiness. Grieving people
experience some of the same symptoms as those with Clinical De-
pression. With time, however, the sadness gradually improves, After
about a year, most people adjust and go on with their lives.

Nonetheless, this kind of loss can trigger depression. When this
happens, the symptoms worsen instead of improving with time.
Some people deteriorate to the point where they can’t manage at
home or at work.

Table 2.1 can help you think through whether you have recently
experienced events that had an adverse effect on you.

Table 2.1 Life events | have experienced: During the past 12 months, did
any of the following things happen to you?

Someone close to me died. YES NO
| had a serious argument with someone who lives at my home. YES NO
I had a serious problem with a close friend, relative, YES NO
or neighbor not living at home.

I separated, divorced or ended an engagement or relationship. YES NO
| had arguments or other difficulties with people at work. YES NO
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Table 2.1 Life events | have experienéed: During the past 12 months, did

any of the following things happen to you? (Cont.)

Someone moved out of my home.

| was laid off or fired from work.

| had a serious injury or ifiness.

| had minor financial problems.

}had a major financial crisis.

Someone close to me had a sudden serious fliness or injury.

I, or sorneone important to me, had problems because of
discrimination based on age, gender, race, ethnicity
or immigration status.

I lost my home.

_ Other:

YES
YES
YES
YES
YES
YES
YES

YES
YES

NO
NO
NO
NO
NO
NO
NO

NO
NO

3. Medical Illness

“My depression was caused by being down due to physical injuries to

my body. . . that required surgeries and rehabilitation programs for a couple

of years. . .. To me, it meant | was less than a man at times when | thought

of not being able to help around the home with physical tasks and duties.”

“I befieve my depression js a result of Systemic Lupus Erythematosus

and its treatment. | have been on steroids for 25 years. | have also been

inside avoiding sunlight for 25 years. . . . | became very fearful and angry.

At the same time, | was expected to drasticahﬁ/ change my lifestyle.”

Some medical illnesses, especially diseases of the nerves and brain,
are associated with an increased risk of Clinical Depression. It is
common for people who suffer with Parkinson’s disease, multiple
sclerosis, brain tumors or strokes to develop Clinical Depression

at some point during the course of their illness.
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The risk also increases for cancer sufferers. In some cases, like
that of pancreatic cancer, Clinical Depression happens before other
signs of the illness. Table 2.2 lists some of the medical illnesses that
increase risk for depression.

Table 2.2 Some medical ilinesses that can increase the risk for depression

Parkinson’s disease
Multiple sclerosis.
Dementia

Head injury
Thyroid disease
Diabetes

Liver disease
Cancer
Tuberculosis
Syphilis

AIDS
Hypertension

4. Drug and/or Alcohol Abuse

“ .. I was an abuser of alcohol and had used recreational drugs in the past.
| felt trapped and fost alf hope, If was during a weekend of binge drinking
that | became so despondent that | tried to commit suicide. Luckily my wife
was there to stop me. At that point, she made me tell my primary care
physician with the HMO we were with what was happening to me.”

Drugs and alcohol are substances that quickly and dramatically
alter mood. Alcohol is widely known to be a substance that can
lower and depress mood. Heavy drinkers, and those who abuse al-
cohol, increase their risk for developing Clinical Depression. The
same is true for many other substances, including illegal substances
like heroin and cocaine.
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In the case of alcohol, distinguishing between social drinking
and problem drinking can be difficult. There are four key questions
that can help you assess whether drinking is a problem for you.
They are shown in Table 2.3.

Table 2.3 Is alcohol a special problem for me? A “yes” answer to any
one of these questions may indicate that you have a drinking probiem.

In the fast month, was there a single day in which you YES NO
had five or more drinks of beer, wine, or liquor?

Did you ever think that you were an excessive drinker? YES NO
Has there ever been a periad of two weeks when you YES NO

were drinking seven or more alcoholic drinks
{beer, wine, or other alcoholic beverage) a day?

Have you ever drunk as much as a fifth of liquor in one day? | YES, more than once
{That would be abeut twenty drinks or three bottles of wine | YES, but only once
or as much as three six-packs of beer in one day) NO

Kathryn Rost, M. Audrey Burnam, G. Richard Smith. Development of Screeners for Depressive Discrders
and Substance Disorder Histary, Medical Care Vol.31, Number 3, pp. 189-200,

Answering “yes” to any one of these questions signals a potential
problem with alcohol. Answering “yes” to more than two questions
increases the likelihood of a serious drinking problem. If you an-
swer “yes” to any question, you should talk to your doctor about
your drinking habits. |

Any addictive substance can alter mood and bring about depres—
sive symptoms. Such substances include amphetamines like
Dexedrine and Methedrine, inhalants like airplane glue, cocaine,
heroin, psychedelic drugs like 1.SD, opioids like morphine and
heroin, and phencyclidine (PCP).

5. Prescription Medications

Depression is a potential side effect of many kinds of prescription
medications. Some people are more sensitive to this effect than oth-
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ers. Usuaily, only a2 small number of people on any given medica-
tion will develop Clinical Depression.

Researchers theorize that, in some individuals, these med-
ications alter brain chemicals. Fortunately, the effects are re-
versible. The symptoms go away when the doctor discontinues
the medication.

Table 2.4 lists some of the types of medicines that have depres-
sion as a potential side effect. Again, not every person who takes

one of these drugs will develop Clinical Depression as a side effect.
Still, if you are taking a medication from any of these groups, this
is information you should have.

Table 2.4 Medications linked to clinical depression

Cancer drugs

Pain medications

Heart medications

Blood pressure medications
Hormenes, including birth control pifls
Nerve and brain disease medications

Some antibiotics

6. Exposure to Physical and/or Sexual Violence

“$y marriage was a disaster. .. There was domestic viofence before that
was recognized, deception, infidelfity, verbal and psychological abuse. [ did
not realize all of this was causing me to be depressed.”

Victims of physical or sexual abuse, and those living in circum-
stances where violence is a constant threat, have a higher-than-av-
erage risk of developing depression. Victims of rape and other
assault also carry a high risk.
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Living in unsafe situations, either in the home or in the commu-
nity, also increases the chance that you will develop serious symp-
toms. Severe physical and emotional trauma often lead to Clinical
Depression.

7. Poverty

“Living by myself; taking care of my home and yard, and being a senior
citizen on a smalf monthly income have been factors in my having down

periods.”

Living in poverty is another condition that carries a high risk for

‘developing Clinical Depression. The everyday struggle to make
ends meet can take a terrible toll. Those who don’t have enough
money, who have to make a great effort to provide food, clothing,
and shelter for themselves and their families are much more likely
to become discouraged, disheartened, and develop depression. For
the poor who are unemployed, the situation is especially difficult,
because they may not have the means to get help. It’s a myth that
the depressed don’t get depressed.

8. Past History of Clinical Depression

‘At my present age of 38. .. | will need to go back to my teen years, when
[ started dealing with depression. My first remembrance with depression
started at the age of 13... "

Experiencing one episode of Clinical Depression, unfortunately, in-
creases your chance of having another bout of this illness sometime
during your lifetime. About half of those diagnosed with Clinical
Depression go on to have a second episode. About 70% of those
with a history of two episodes go on to have a third.s The risk of
future depression appears to increase with each additional episode.
The reasons for this are not clear.
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A very small number go on to have a series of depressive
episodes. In these cases, the illness appears to happen in cycles,
with periods of depression occurring between phases of normal
mood. Symptom-free phases can last for years.

It is especially important for people who experience several
bouts of depression to learn the early warning signs of Depression
so that they can get immediate treatment. Some may need to stay on
treatment even when they’re feeling well.

9. Hormonal Change

“f have been depressed about four times in my 61 years on earth. The first
was right after the birth of my first child. Hormonal changes and fack of
sleep, as well as a demanding baby, seemed to be some of the causes."

Hormones are chemical substances that circulate throughout the
body helping your celis to function normally. They regulate the
body’s metabolism and can also affect thought, feelings, and be-
haviors. Internal organs called glands produce them.

Clinicians long ago discovered that people with glandular dis-
eases often have dramatic changes in their mood. Depressive symp-
- toms occur commonly in diseases of the thyroid, the adrenals, and
are also seen in diabetes, a disease of the pancreas.

A woman’s ovaries produce the female hormones estrogen
and progesterone. It is normal for the levels of both of these
hormones to change during a woman’s monthly menstrual cycle.
They also shift dramatically during and immediately after a woman
gives birth.

Some women experience uncomfortable feelings during different
phases of their menstrual cycle. They notice that they get particu-
larly “edgy” a few days before starting their menstrual period. They
become unusually irritable, tearful, and are more easily upset.
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These symptoms usually last three or four days, then go away as
s00nN as a woman starts menstruating. A small number of women
have symptoms so severe that they have trouble dealing with people
at home and at work. They may have a rare disorder called Pre-
Menstrual Syndrome (PMS). An important difference between
PMS and Clinical Depression is that women with PMS basically
feel normal and in control most other days of their monthly cycle.
Their symptoms are temporary,

Moodiness, irritability, and other emotional changes can also
happen to women going through menopause. Menopause, which
is sometimes called the “change of life,” is that time in early to late
middle age when women stop menstruating and can no longer be-
come pregnant. Besides moodiness, though, menopausal women
usually have other complaints, like hot flashes, which help iden-
tify this normal stage of life.

When menopausal symptoms become intolerable, or when
symptoms seriously interfere with a woman’s day-to-day life,
clinicians administer female hormones to help decrease the
discomfort.

The first few weeks after giving birth are a time when female
hormone levels rapidly shift. Many new mothers complain of feel-
ing down or a little blue immediately after giving birth. This is
commonly called “the baby blues.” However, there is a very seri-
ous form of Clinical Depression, called Postpartum Depression,
which begins days to weeks after a woman givés birth. Women who
have Postpartum Depression experience a very severe form of de-
pression that can include symptoms of strange, even bizarre, ideas
and suspicious thoughts about others, especially their children.
Someone with this form of depressive illness needs immediate
help. We discuss Postpartum Depression in the section describing
different types of Clinical Depression.
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10. Social Isolation

People who are socially isolated and those who feel that they have
little or no emotional support in their lives are more vulnerable to
becoming clinically depressed. Those who live alone may be more
likely to experience loneliness; however, individuals living with
others can also feel forlorn and extremely lonely.

DEPRESSION THAT COMES
“OUT OF THE BLUE”

“You can be so successiul, and one day depression really gets the better
of you and you can't function without that outside help. A person’s mind
can be so unpredictable; so many things can influence it. | work every day
to keep going, taking one day at a time."

Clinical Depression can happen without any risk factors. People
who don’t experience terrible events or bad circumstances can
also become seriously depressed. Their lives may be going well
when, without warning, their mood begins a downward plunge.
The depression seems to come from nowhere, without warning.
There is no obvious explanation for their negative feelings and be-
haviors. This can be especially confusing for sufferers and their
loved ones. |

Potential Protective Factors

“| think at times in your life {there arefcertain situations or circumstances
[that] can help you through your depression, fand they] can also add to it
The truth is it is always there that [it is the] chemicaf imbalance in the brain

that threatens your life every day, even if [you're] not aware of it"

Just as we don’t know exactly what causes depression, we don’t
know exactly how to prevent it. We do know that there are peo-
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ple with significant risk factors who do not become depressed. It’s
possible that there are protective factors. That’s an area for future
research.

TYPES OF CLINICAL DEPRESSION

What we know about depressioﬁ comes primarily from clinicians.
Their clinical knowledge came from talking with and observing
their patients. Experts, using this information, noted that groups of
patient varied in terms of the types of symptoms they experienced
and the course of the illness. Our current diagnostic categories
come from these direct observations.

It is clear now that just as there are several kinds of arthritis,
there are several types of Clinical Depression. Clinical Depression
is the general term that describes a broad-spectrum of clinical
ailments. All share similar clusters of symptoms, but they differ
'in quantity, quality, and duration of symptoms. The specific di-
agnosis depends on the particular kinds of symptoms, the num-
ber of symptoms, how long symptoms last, and the degrees to
which symptoms interfere with the ability to perform routine
daily activities.

The following section lists the most common diagnoses in Clin-
ical Depression and describes the most important or signature fea-
tures of each disorder. Our terminology follows that of The
Diagnostic and Statistical Manual of Mental Disorders (DSM-1V),
a text used by trained medical and mental-health professionals to
diagnose emotional disorders.

Even though Clinical Depression is not a recent illness, much of
the information that we have about it is new. Because of this, diag-
nostic procedures and treatment are in an ongoing process of de-
velopment. When clinicians learn more about the biology of
depression, they may find it more helpful to differentiate depressive
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disorders by the ways particular brain chemicals or medications
work. In the future, with new and better information, clinicians will
probably revise current categories or even devise an entirely dif-
ferent system of classification.

A. Major Depressive Disorder

One of the most common forms of Clinical Depression is a disease
known as Major Depressive Disorder. Somewhere between 10 to
25 out of every 100 women (10 to 25%) and 5 to 12 out of every
100 men (5 to 12%) experience this disorder at some point in their
lives. The word “major” gives an indication of the level of impair-
ment experienced by those with this form of mood dysfunction.
Major depression is one of the most severe and disabling forms of
depression. Another name for this illness is Unipolar Depression,
a term used to distinguish it from Bipolar Disorder, another form
of mood disorder.

The two primary conditions needed to make this diagnosis are:
(1) the depressive symptoms must represent a definite change
from how a person usually feels in everyday life, and (2) a person
must experience symptoms all day, almost every day, throughout
the same two-week period. Although a person may suffer with all
of the symptoms described, for the diagnosis of Major Depressive
Disorder, they need only have five.

The following section describes the criteria used to diagnose
Major Depressive Disorder and divides them into "Feelings,"
"Thoughts," and "Behaviors.” Table 2.5 lists these same symp-
toms according to the Psychiatric Diagnostic and Statistical Man-
ual. People with Major Depressive Disorder must have at least
five of the following symptoms, with depressed mood or de-
creased interest (or pleasure) in enjoyable activities being one
of them.
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Table 2.5 DSM-IV Diagnostic Criteria for Major Depressions

Criteria for Major Depressive Episode

A. Five (or more) of the following symptoms have been present during the same 2-
week period and represent a change from previous functioning; at least one of the
symptoms is either (1) depressed mood or (2) loss of interest or pleasure.

Note: Do not include symptoms that are clearly due to a general medical condition, or mood-in-
congruent delusions or halfucinations.

(1) depressed mood most of the day, nearly every day, as indicated by either subjective
report (e.g., feels sad or emply) or observation made by others (e.g., appears fearfuf).
Note: in children and adolescents, can be irritable mood.

{2) markedly diminished interest or pleasure in all, or almost all, activities most of the day, nearly
every day (as indicated by either subjective account or observation made by others).

(3) significant weight loss when not disting or weight gain (a.g., 2 change of more than
5% of body weight in a month), or decrease or increase in appetite nearly every day.
Note: in children, consider failure to make expected weight gains.

(4) insomnia or hypersomnia nearly ever day.

(5) psychomotor agitation or retardation nearly every day fobservable by others, not merely
subjective feelings of restlessness or being slowed down). '

{6) fatigue or loss of energy nearly every day.

{7) feelings of worthlessness or excessive or inappropriate guilt {which may be delusional)
nearly every day {not merely self-reproach or guilt about being sick).

{8} diminished ability to think or concentrate, or indecisiveness, nearly every day {either by
subjective account or as observed by others).

{9) recurrent thoughts of death {not just fear of dying), recurrent suicidal ideation without
a specific plan, or a suicide attempt or a specific plan for committing suicide.

B. The symptoms do meet criteria for a Mixed Episode.

C. The symptoms cause clinically significant distress or impairment in social, occupa-
tional, or other important areas of functioning.

'D. The symptoms are not due to the direct physiologicat effects of the substance
{e.g., a drug of abuse, a medication) or a general medical condition
(e.g., hypothyroidism).

E. The symptoms are not better accounted for by Bereavement, i.e., after the loss of a
loved one, the symptoms persist for longer than 2 months or are characterized by
marked functional impairment, morbid preoccupation with worthlessness, suicidal
ideation, psychotic symptoms, or psychomotor retardation.

Reprinted with permission from the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edi-
tian, Text Revigion. Copyright 2000 American Psychiatric Association.
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Feelings
1. Feeling sad, downhearted, hopeless or blue most of the day, just
about every day.

2. Losing interest in nearly all activities, especially hobbies or other
things that used to give pleasure and happiness.

3. Feeling tired or fatigued almost all of the time, even when getting
enough rest. '

4. Feeling worthless or very guilty about things that previously didn’t
bother you. Some may feel more nervous and anxious than usual.

Thoughts

5. Pessimistic thoughts, thinking a lot about death, including ideas
about suicide.

6. Slowed thinking with problems concentrating, making simple
decisions, or paying attention while doing things like reading or
watching television.

Behaviors

7. a) Eating much less than usual because of poor appetite, losing

a significant amount of weight without intentional dieting, or

b) Eating much more than usual and gaining a great deal of
weight in a short period of time.

8. a) Moving much more slowly while doing things like walking or
getting dressed or
b) Restlessness and agitation with trouble sitting still.

9. Trouble with sleep, including either:
a) Problems falling asleep, waking earlier than usual, waking
throughout the night or
b) Sleeping much more than usual.
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As you can see from the above list, many sufferers of Major De-
pressive Disorder have a feeling of relentless sadness, while, for
others, the most troubling symptom is that of not being able to ex-
perience joy or pleasure. Almost everyone with depression loses his
or her sense of energy and vitality. At their lowest point, some de-
cide that life is not worth living. Because of this, Major Depressive
Disorder carries a very high risk for suicide. Fifteen out of every
100 sufferers (15%) eventually kill themselves.

There are three forms or “sub-types” of Major Depressive Dis-
order. Clinicians primarily base these categories on the number of
symptoms experienced and the degree to which symptoms interfere
with daily activities. These sub-types are Mild Major Depressive
~ Disorder, Moderate Major Depressive Disorder, and Severe Major
Depressive Disorder without or with psychotic features.

Mild Major Depressive Disorder

People with Mild Major Depressive Disorder have five or six of
the nine listed symptoms and are able to make it through the day
without significant impairment. They feel much worse than usual
and, although they are still able to manage household activities and
work, they must put forth a tremendous amount of effort to do so.

Moderate Major Depressive Disorder

People with Moderate Major Depressive Disorder usually have
more than five of the nine listed symptoms. The key characteristic
of this category of Major Depressive Disorder is that tremendous
amounts of effort no longer work. Trying harder doesn’t help suf-
ferers keep up with things at work and at home.

They usually experience a lot of difficulty taking on and com-
pleting assignments at work. Some have trouble getting out of bed
and frequently call in sick. Taking care of their children or elderly
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family members is often beyond them. Taking on new tasks be-
comes impossible as life slowly unravels.

Severe-Major Depressive Disorder without and with
Psychotic Features

People with Severe Major Depressive Disorder can no longer work
or manage things at home. Some stop taking care of themselves and
neglect things like washing up or getting dressed. Their symptoms
are so severe that they really cannot function. Some lose their jobs
or stop going to work, because they have such difficulty performing
simple tasks. ' .

In the most extreme form of this illness, sufferers begin to hal-
lucinate or have bizarre thoughts about themselves or others. They
may hear voices saying bad things about them or telling them to do
things to harm themselves or others. They may feel that family
members are plotting against them or are out to harm them in some
way. Sometimes they feel that their body is not their own or that
family members are imposters. These are all symptoms of psy-
chosis, a thought disorder where sufferers lose the capacity to de-
cide what is real and what is not.

B. Postpartum Depression

Most new mothers experience weepiness, fatigue, frustration, and
discomfort the first few days after giving birth. Learning to cope
with a wonderful but demanding new infant, while dealing with
sweeping body and biological changes, is not easy.

Women, during this time, may feel mildly depressed, but these
emotions don’t last more than a few days. This syndrome, known as
the “Baby Blues,” can affect as many as eight out of every 10 (80%)
new mothers. This is not a serious condition. Women get better
quickly, usually within two weeks.
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Postpartum Depression is not the “baby blues.” It is a serious
form of Clinical Depression. It affects between one and two out of
every 10 (10 to 20%) new mothers and begins within the first four
weeks of giving birth,

The symptoms seen in Postpartum Depression are identical to
those seen in Major Depressive Disorder and can be just as severe.
Symptoms usually start during the first month after giving birth,
These new mothers become profoundly depressed and complain
of not feeling like their usual selves. Unlike with “the blues,”
these feelings get progressively worse instead of getting better
and some women become suicidal. _

At the most severe stage of Postpartum Depression, women can
begin to have bizarre, frightening thoughts about their babies.
Some have thoughts of hurting or even killing their children. They
lose the ability to distinguish what is real from what is unreal.
Some hallucinate. The name of this tragic syndrome is Postpar-
tum Psychosis. It occurs in one to two out of every 1,000 (0.2%)
new mothers.

C. Dysthymic Disorder

“l believe my depression was always a part of my life, a chemical imbalance
from childhood and through my teens. | was one of the lucky teenagers who
made it through even though it wasn't recognized.”

Dysthymic Disorder is a chronic form of Clinical Depression
and affects about 6% (six out of every 100) of the general popu-
lation. People with Dysthymic Disorder typically have fewer
symptoms than those with Major Depressive Disorder, They suf-
fer with symptoms for longer periods than is seen with other
forms of depression, however. Dysthymic Disorder can last for
years.
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As with Major Depressive Disorder, in Dysthymic Disorder
symptoms last for most of the day, almost every day. For a diag-
nosis of Dysthymic Disorder, symptoms must be present for at
least fwo years. During this two-year period, some sufferers have
weeks when they feel much better; however, this never lasts
longer than one or two months. |

Because symptoms last longer, people with Dysthymic Disor-
der find that it saps their energy. Even though they usually have
fewer symptoms that those with Major Depression, research stud-

ies show that their functioning and quality of life is quite low.
* The next section lists the criteria for a Diagnosis of Dysthymic
Disorder. Table 2.6 lists them according to the DSM-IV. Symp-
toms are disturbing enough to interfere with day-to-day function-
ing. For this diagnosis, in addition to feeling depressed, people
must have at least two of the following symptoms:

Feelings
1. Feelmg hopeless

2. Feeling worthless or 1nfer10r to others. Feehng more Worrled
and anxious. ' '

Thoughts .
3. Trouble concentrating, paying attention, or making decisions.

Behaviors

4. Significant change in your eating pattern with decreased or in-
creased appetite.

5. Sleeping less or sleeping more than usual.

6. Experiencing low energy with increased tiredness and fatigue.
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Table 2.6 DSM IV Diagnostic Criteria for Dysthymic Disorder

Diagnostic Criteria for 300.4 Dysthymic Disorder

A. Depressed mood for the most of the day, for more days than not, as indicated either
by subjective account or ohservation by athers, for at least 2 years., Note: In children
and adolescents, mood can be irritable and duration must be at least 1 year.

B. Presence, while depressed, of two {or more} of the following:

1. poor appetite or overeating

2, insomnia or hypersomnia

3. low energy or fatigue

4. low self-esteer

&. poor concentration or difficufty making decisions
. 6. feelings of hopelessness

C. During the 2-year period (1 year for children or adolescents) of the disturbance,
the person has never been without the symptoms in Criteria A and B for more
than 2 months at a time.

D. No Major Depressive Episode has been present during the first 2 years of the
Disturbance (1 year for children and adolescents); i.e., the disturbance is not
better accounted for by chronic Major Depressive Disorder, or Major Depressive
Disorder, In Partial Remission.

Note: There may have been a previous Major Depressive Episode provided there was a full re-

mission (no significant signs or symptoms for 2 months) before development of the Dysthymic

Disorder. In addition, after the initial 2 years (1 year in children or adolescents) of Dysthymic

Disorder, there may be superimposed episodes of Major Depressive Disorder, in which case both

diagnoses may be given when the criteria are met for a Major Depressive Episode.

E. There has never been a Manic Episode, a Mixed Episode, or a Hypomanic
Episode, and criteria have never been met for Cyclothymic Disorder.

F. The disturbance does not occur exclusively during the course of a chronic Psychotic
Disorder, as Schizophrenia or Delusional Disorder,

G. The symptoms are not due to the direct physiological effects of a substance (e.g.,
a drug of abuse, a medication) or general medical condition (e.g., hypothyroidism).

H. The symptoms cause clinically significant distress or impairment in social, occupa-
tional, or other important areas of functioning.

Specily if:
Early onset: if onset is before age 21 years
Late onset: if onset is age 21 years or older

Specify {for most recent 2 years of Dysthymic Disorder):
With Atypical Features

Reprinted with permission from the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edi-
tion, Text Revision. Copyright 2000 American Psychiatric Asscciation.
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It is possible to have Major Depressive Disorder and Dysthymic
Disorder at the same time. This happens when someone with Dys-
thymic Disorder develops an acute episode of Major Depression.
The number of symptoms increases and they have more trouble
performing their usual activities. When people with Dysthymic
Disorder develop symptoms that match those seen in Major
Depressive Disorder, they have what is referred to as “Double De-
pression.” Clinicians use this term when a person has both of
these disorders.

D. Minor Depression

Minor Depressive Disorder is a relatively new category of Clini-
cal Depression. The specific criteria are still in the process of de-
velopment. Recent research studies revealed it to be a separate
form of Clinical Depression. Minor Depression has its own dis-
tinct characteristics.

Minor Depressive Disorder is less severe than Major Depres-
sive Disorder and appears to cause much less distress and diffi-
culty in keeping up with average daily activities. People with
Minor Depressive Disorder may have some of the same symptoms
as those with Major Depressive Disorder; but they have fewer
symptoms. The term “minor” does not reflect the seriousness of
this illness. It refers to the fact that sufferers typically have fewer
symptoms than with other forms of depression. Between two and
four symptoms are enough to meet criteria for this diagnosis. As
with other forms of Clinical Depression, symptoms must be pres-
ent nearly all day, almost every day, for a period of at least two
weeks. There is evidence that people with Minor Depression are
at higher risk for developing either Major Depressive or Dys-
thymic Disorder.
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E. Other Disorders with Depressive Symptoms
and/or Clinical Depression

There are some groups of people who experience depressive symp-
toms during the course of another illness or disorder. At times, their
symptoms may be severe or significant enough to justify adding
Clinical Depression to their list of ailments.

Depression Due to General Medical Condition

People with general medical iliness, especially serious general
medical illness (diabetes, hypertension, stroke, heart disease, can-
cer, HIV-AIDS, Parkinson’s disease, and others), frequently experi-
ence some of the same symptoms seen in Clinical Depression.
Approximately one out of every four (20 to 25%) people experi-
ences an episode of Clinical Depression while medically ill.

In general, this form of depression is diagnosed when the
symptoms of depression can be directly connected to the course
of the general medical illness, For example, if the depressive
symptoms start with the onset of the medical illness, or if the
depressive symptoms begin when the illness gets worse and get
better when the medical illness improves, chances are good that
Clinical Depression is a secondary consequence of having a med-
ical disease,

Suicidal thoughts are a particular concern for those with chronic
severe pain or diseases that have no known cure. They carry a
higher than average risk of making a suicidal attempt.

Bipolar Disorder (also known as Manic Depressive Disorder)

Besides Dysthymic Disorder, there are other mood syndromes
known to have a chronic or recurring course. Bipolar Disorder is one
of them. Manic Depression is another name for Bipolar Disorder.
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People with this disorder experience both extremes of mood.
They can have severe depression and at other times have symp-
toms described as mania. A person experiencing mania behaves
and thinks in dramatically different ways from her usual way of
thinking and behaving. Mania includes the following disquieting

Symptoms:

Feelings

1. Feeling that you are better or smarter than everyone else, includ-
ing feeling that you have special insights or powers that others
don’t have.

2. Feeling much more energetic than usual, in fact, so energetic
- than you can’t sit still.

3. Becoming irritable and easily angered by others, sometimes be-
coming violent. '

Thoughts

4. Thinking much faster than usual, as if thoughts are racing at an
incredible speed. This may also include having lots of new
ideas, but not being able to think them through clearly.

Behaviors
5. Talking much more than usual and not being able to keep silent
when necessary.

6. Sleeping a lot less, but feeling energized instead of tired.

7. Engaging in risky activities, such as spending lots of money even
when money is tight, or having more sexual encounters or many
more sexual partners than usual and not caring about the danger
of contracting a sexually transmitted disease.
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People with Bipolar Disorder also have episodes that are identical
to Major Depression. The word “bipolar” means that they experi-
ence two radically different types of mood. At times they are very
“up” and at other times very “down.” Between episodes, they usu-
ally have a normal mood.

Earlier, in the section on Major Depressive Disorder, the term
Unipolar Depression was used. The term for multiple episodes of
Major Depression is Unipolar Depression. People with Unipolar
Depression only experience the “down” pole of mood. As with
Bipolar Disorder, there may be years of normal, healthy functioning
between depressive episodes. The phrase “Major Depressive Disor-
der” describes a current single episode.

Bipolar illness can be a disabling illness, and is perhaps more dis-
abling on average than the other types of mood disorders discussed
in this chapter. In the Partners in Care study, we found that patients
with symptoms suggestive of bipolar illness had worse functioning
and quality of life than the other patients with depression.

Posttraumatic Stress Disorder

Posttraumatic Stress Disorder is a disease that develops in some |
people after they personally experienced (or witnessed) either a
life-threatening event or an incident that threatened serious bodily
injury. These events include things like: violent assault, as is the
case with rape or physical attack (with or without a weapon); war or
military combat; natural disasters, such as earthquakes, hurricane,
floods, volcanic eruptions; or serious accidents such as can hap-
pen with car and airplane crashes. The terrorist attacks of Septem-
ber 11, 2001, were such events. The attacks killed thousands and
injured many more. - :

People with this disorder have trouble with recurrent thoughts
and nightmares about the event. While awake, they can have flash-
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backs that make them “relive” the trauma. Besides experiencing se-
vere distress and unhappiness, they have trouble sleeping; concen-
trating, and can have angry or violent outbursts.

As with Clinical Depression, their symptoms often interfere with
their ability to have a normal life. They feel depressed from time
to time, but they don’t usually experience the same number of
symptoms or the severity of symptoms experienced by those with
Clinical Depression. Like Double Depression, it is possible to have
both Posttraumatic Stress Disorder and Clinical Depression.

- Adjustment Disorders

There is a group of clinical disorders called “Adjustment Disor-
ders” that can be seen as milder forms of posttraumatic stress. Peo-
ple with Adjustment Disorders experience stressful or unhappy
events, but they are not life-threatening and do not involve serious
physical injury. Events can be serious setbacks such as an abrupt
change in finances, divorce, losing a loved one through forced sep-
aration or death, being fired or laid off, and adjusting to stressful
new circumstances. There may be multiple events or more than one
thing that causes distress.

People with Adjustment Disorder have far fewer depressive
symptoms than those seen in other forms of Clinical Depression
and they are able to carry on their normal lives without much effort.
Depressed feelings typically start within three months of the inci-
dent and usually get better or resolve by six months.

If a person has the same number of symptoms listed for Major
Depressive Disorder, Minor Depressive Disorder, and Dysthymic
Disorder, they do not have a simple Adjustment Disorder. If they
have many symptoms and have trouble when they try to man-
age things, they probably have a more serious form of Clinical
Depression.
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Seasonal Pattern Depression

“I suffer with Seasonal Affective Disorder, When daylight savings time is

over, | want to hibernate.”

Some people with Clinical Depression only experience symptoms at
particular times of the year. Their depression shows a seasonal pat-
tern. Depressive episodes typically start during the fall or winter
months and resolve during the spring and summer months. This is
called Seasonal Pattern Depression or Seasonal Affective Disorder.

This form of depression happens more often in climates with
long hours of darkness during the fall and winter months, Seasonal
Affective Disorder is more common in the far northern regions of
the globe—places like Scandinavia, Alaska and Jceland.

This chapter presented information about the risk factors for
Clinical Depression. It also talked at some length about the differ-
ent types of clinical depression. Learning about different forms of
depression is important, because clinical treatment varies by the
severity and type of symptoms. For the most part, different disor-
ders require different types of treatment regimens. The next few
chapters will describe all of this in detail.

Clinical Depression can be a difficult illness, but good treat-
ments do exist. The next section introduces you to two people who
were kind enough to share their stories.

LETTERS FROM THE HEART:
STORIES OF DEPRESSION

For people with depression, it’s important to know that they are not
alone in how they feel. Although depression impacts people in dif-
ferent ways, nearly everyone with serious depression has periods of
feeling utterly lost and alone. Many feel that there is no way for
them to get help. |
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During the Partners in Care study, we received letters from many
people with depression. These letters provide a glimpse into how
the experience of depression affects each individual. What is simi-
lar is the pain and sense of loss.

We include some of their letters and/or quotes throughout this
‘book. We hope that they can help sufferers and their loved ones un-
derstand that they are truly not alone.

This first letter is a translation from the original Spanish.

“To Whom it May Concern:

Thank you beforehand for the attention you have given me.
I’'m writing you this small letter.

“My problem, or the reason for my profound sadness, is due
to the fact that I was a woman excited about the birth of her
first child who never thought that what she thought would
complete her happiness, the birth of her child, would be com-
pletely different. Her little girl was born with cerebral palsy.

“It has been two years, and I can assure you that they have
been the saddest and toughest ones I’ve lived. As you know,
there are more difficult times ahead, and only God knows
what our destiny holds in store. It’s true [ am very sad, but
there’s a little girl who needs me and her father and we will
be with her for as long as she needs us. I have to put my suf-
fering aside for my little girl whom I love very much and I ask
God to keep her forever and to give me the strength to care for
my little angel.

“I tell you these things to let you know that personally I feel
like no one, no one could help me find solace and resignation.
I can’t, I can leave things as they are, live life as it presents
itself, but God knows that day after day my mother’s grief is
always present, even though there are days when I'm even
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more depressed. And I do have very difficult days, especially
when someone says to me, “Have a nice day.” To me, these
words are foreign and to be honest, I feel bitter towards life
itself. It’s been two years where I’ve known no happiness. And
God knows how I long to be happy. But with my little girl,
who can’t even look at me: How? I thank you for your atten-
tion, and I am at your service.”

This heartfelt letter emphasizes the point that Clinical Depression
can start after a serious life event. This woman’s words reveal her
struggle with sadness and grief. Her letter also shows her deep love
for her daughter. She has tremendous courage and strength, but her
situation is very difficult, and she is depressed.

The next letter demonstrates that the sheer weight of mounting
problems can finally result in Clinical Depression.

“To Whom it May Concern:

You have my apologies. My diabetes has become a major
problem with the muscular neuropathy getting so painful that
on some days I can hardly walk. I have gotten a treadmill, but
my performance on it has gotten poorer rather than better. I
lIost my best client, something I had anticipated, but didn’t
wish to face, so my income has dropped drastically and I don’t
know how to go about recovering. Everything I have touched
in the stock market has plunged, while the market is booming
all around me. . .

“In the last couple of months, my grandfather had a pan-
creatitis attack, recovered, and then had to be placed in a nurs-
ing home. My grandmother has had a double bypass and a
valve replacement in her heart. She is recovering, but not very
rapidly. I have been very close to my grandparents. . . My fa-
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“My physical problems are either brought on by my own
feelings or by chemical imbalances. I work on the feelings, the
doctor works on the chemical imbalances. My depression is
my own. Sharing it doesn’t solve it. Drugs only serve to mask

_ it. The responsibility is mine and mine alone. . .

“No, I don’t want out of my shell, for several reasons, the
most important being that every time [ have ever lowered my
barriers I have been betrayed, hurt, or humiliated to the core.
Human beings don’t want to understand; they want the knowl-
edge to destroy at their leisure. . . .

“The replies [in this letter] might astound you, or you might
find that they fit right in with other profiles.”

A different person could have written each paragraph of the above
letter, There are so many events that lead to depression, but ail of
these problems were experienced by the same man! Readers can
sense his despair, self-blame, and reluctance to believe that treat-
ment can help. The depression seems so much a part of his over-
whelming life problems that it’s hard for him to feel that treatment
truly can relieve depressive symptoms even though his life prob-
lems remain.

The good news is that by getting treatment known to be effec-
tive for depression, wide ranges of people with depression im-
prove—even people like those who have written these moving
letters.

In the next two chapters, we explain what treatments for depres-
sion are effective and how to go about getting these treatments.
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ther had quadruple bypass surgery, and it looked like we might
lose him for a while, but he has now recovered. The trouble
is, it almost seems as if he doesn’t care whether he lives or
dies, and does nothing that might prolong his life. I’ve tried
to convince myself that it’s his problem, not mine, but that still
nags at the back of my mind. A close friend of the family died
last month, and within a few days another died. . .

“My wife and I sleep in separate bedrooms. We have had no
physical relations for over ten years. My son moved back into
the house and stirred the pot by telling her she would not be
happy living here, and should move out. . . We discussed it and
she said she was comfortable living with me, so she didn’t want
to leave. Needless to say, things are a bit strained between us.

“My oldest son suddenly appeared at the house (as distin-
guished from a home) with a packed suitcase and announced
he was moving in until he and his wife got a few things
straightened out. He stayed for three or four days and disap-
peared as suddenly as he appeared.

“I crave some sort of affection. I raised my children with af-
fection, love, and touching, and it seems to have [affected]
their relationships positively, but they are gone. The only af-
fection and love I receive is from a cat who just wants to be fed
and let in and out of the house.

“Soap Opera City? Truth is stranger than fantasy. . . .

“Am I depressed? By my definition, yes. Do I feel alone
with it? No. I'm sure others have it worse. Do I feel unique
about my problems? Some of them. Do I want to take drugs
or tell others about them [in treatment]? No. This is as close
as it is going to come [by writing this letter]. Do I feel that
anyone else can help me or relieve me of some of the bur-
dens? No. Why?
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CHAPTER 3

[ THINKI'M
"CLINICALLY DEPRESSED.
WHAT ARE MY OPTIONS?

“Onice | recognized the problem and surmounted the traditional societal

attitudes toward depression, | received—-and continue fo receive—superb care.”

If you recognize yourself or a family member in the sections de-
scribing depressive symptoms, there’ a good possibility that you
(or they) have some form of Clinical Depression. Remember, de-
pression is a common disorder. In any given year, it affects one out
of every 10 men (10%) and two out of every 10 women (20%). The -
good news is that there is hope. Just like asthma or hypertension,
Clinical Depression is a treatable illness. There are many excellent
treatments available to alleviate the emotional pain and distress.

The last decades of the twentieth century witnessed an explosion
of information about the nature and course of depressive illness.
Public awareness grew as research discovered the widespread na-
ture of the disorder. Clinical trials and national surveys confirmed
that depression happens to people of all ages, races, religions,
creeds, and colors.
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Knowledge about depression treatments expanded as clinicians
found better ways to detect and diagnose mood disorders. During
this same period, scientists discovered several new classes of med-
ication. Psychotherapists developed innovative therapies for coun-
seling the depressed.

The Partners in Care study was one of the research trials that con-
tributed important information about ways to improve care for the
depressed. The study included adults of all ages and persons of many
racial and ethnic backgrounds, including Latinos and African Amer-
icans. The study found that all groups responded to improved care.

Although a small number of people recover from depression on
their own, this is very rare. Many suffer for months before starting
to feel better. Depression treatment offers the hope for significant
improvement. The time it takes to get well is relatively brief when
compared to the time spent in misery without care.

There are many treatments and many different ways 1o organize
them. People with depression have more options now than at any
other period of history. This chapter describes current treatments
and discusses their use in clinical practice.

TREATMENT OF DEPRESSION

Depression treatment falls into three basic categories—psychother-
apy, pharmacotherapy, and therapeutic procedures. Psychotherapy
refers to treatments that involve talking to a trained mental health
specialist. Pharmacotherapy refers to management of the disorder
with medications. Therapeutic procedures involve the use of med-
ical technology and specialized equipment.

1. Psychotherapy!

“Slowly, with the help of the counselor, | began to craw! my way back to

the living."
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It may be difficult to imagine how talking can relieve symptoms
or significantly impact a medical disorder.The fact is, psychother-
apy is not the same as talking to a friend or neighbor.

Movies and television programs sometimes give a distorted, even
unrealistic, view of what happens in psychotherapy. A psychother-
apist is a trained, licensed professional who works with clients to
identify problem areas and develop techniques to relieve the emo-
tional burdens associated with Clinical Depression. Psychotherapy
is guided conversation with a specific purpose.

One way to explain psychotherapy is to describe it as a special-
ized form of counseling. It may be best to compare the work of psy-
chotherapists to that of coaches for professional athletes.

The best coaches use their knowledge, skills, and training to help
athletes identify personal problems that keep them from function-
ing at their best. They then work together to design a program that
can help the athletes improve their performance. Psychotherapists
work in a similar way and have similar goals. They want their
clients to feel better and function at their best level. They want them
to enjoy life. They do this by helping them understand their feel-
ings, thoughts, and behaviors. Together, they develop strategies to
cope with symptoms and personal problems.

The term psychotherapy covers a broad range of theories, approach-
es, and techniques. There are many different types of psychotherapy.
As with other clinical treatments, a person’s individual needs and pref-
erences determine the type of psychotherapy best suited for them.

Of the current therapies, two were developed specifically for
people diagnosed with Clinical Depression: Interpersonal Therapy
and Cognitive Behavioral Therapy. Therapists also use Psychody-
namic Psychotherapy and Supportive Psychotherapy to treat people
who are depressed. The next section describes some of the therapies
used to treat depressed people.
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A. Interpersonal Therapy (IPT)?

Interpersonal Therapy is a form of therapy designed to help identify
the events, people, or circumstances that precipitate or worsen de-
pression. The theory behind this form of therapy is that bad events
and difficult relationships play a major role in triggering depressive
symptoms.

Therapists who conduct Interpersonal Therapy help their clients
single out those personal interactions that cause distress and pro-
duce depressed or unhappy feelings. After understanding these trig-
gers, the therapist and client work to modify or change the person’s
way of interacting and responding to difficult situations.

An example of this would be the case of Mary. Mary S.* was feel-
ing profoundly depressed. She slept poorly and felt tired all the time.
She was unhappy in her marriage, because her husband liked to
argue. They fought all the time and he didn’t treat her well. Because
she worked as a receptionist and didn’t earn much money, her fam-
ily kept telling her to stay in the relationship. He had a high-paying
job and they saw him as “a good provider.” Mary was demoralized
and discouraged. She didn’t know what to do. She talked the situation
over with her family doctor. The doctor suggested a psychotherapy
consultation. The therapist recommended Interpersonal Therapy.

In Interpersonal Therapy, the therapist helped Mary recognize the
emotional consequences of living in an unhappy, physically abusive
relationship. The two of them discussed her reasons for staying with
this man. They explored the odds of improving the relationship and
looked at the option of ending it. They also identified techniques for
enlisting the support of her family. Mary, also, learned ways to keep
herself safe. Her sleep improved and she started feeling better, Faced
with the possibility of divorce, her husband agreed to counseling.

*Not a real person—a composite.
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Mary’s abusive marriage and lack of family support were two
key sources of her depressed feelings. The road to getting better
started with this realization.

In summary, Interpersonal Therapy helps identify the circum-
stances that contribute to, or increase, the symptoms of depression.
This therapy helps sufferers find ways to change or modify things
that make them feel worse. The primary focus is on resolving rela-
tionship problems and their emotional consequences. By improving
a person’s ability to manage relationships, this therapy helps
smooth the transition into wellness.

Interpersonal Therapy is a short-term therapy that lasts from
three to four months. Each session focuses on improving interper-
sonal issues. Weekly sessions last for about 50 minutes.

“My sense of desperation is gone. { do not feel so alone and helpless in
combating my day-to-day problems. My anger has subsided to the point that
people see me differently (because | am different!) and my relationships
with people have improved dramatically."

B. Cognitive Behavioral Therapy (CBT)?

Cognitive Behavioral Therapy is another short-term therapy devel-
oped for those with Clinical Depression. The word cognitive refers
to the process of thinking: in other words, how people think and
what they believe.

People with Clinical Depression undergo cognitive changes.
During the depression, their thoughts and beliefs about themselves,
others, and the world become deeply pessimistic. Depressed people
are especially hopeless about themselves.

The theory behind Cognitive Behavioral Therapy is that nega-
tive thinking is rooted in distorted beliefs. These negative thoughts
contribute to depressive symptoms. The symptoms begin a vicious
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cycle. The thoughts activate depression, which, in turn, activates
negative thinking.

Cognitive Behavioral Therapy is designed to directly combat and
heal negative thinking. It stops the vicious cycle. Negative thinking
includes pessimistic or overly critical opinions about oneself or oth-
ers and overwhelming feelings of self-doubt. Bill’s case demon-
strates all of these.

Bill* had always been extremely critical of himself and others. He
basically believed that the world was a terrible place. He thought it was
full of people trying to take advantage of him. These feelings intensi-
fied when his wife divorced him after 35 years of marriage. He be-
came enraged that the divorce settlement forced him to sell his house.

He continued working and moved in with an adult son until he
could afford a place of his own. He quickly realized that he didn’t
like being around his grandchildren. He thought they were too loud
and unruly.

After a few months, he started feeling hopeless and began believ-
ing that he would never get back on his feet. He felt worthless and
ashamed. He avoided old friends and refused to participate in family
activities. _

Cognitive Behavioral Therapy with Bill focused on identifying his
harmful thought patterns and revealed the impact that negative
thoughts and beliefs had on his feelings and behavior. The therapist
explored the links between his beliefs, his behavior, and his depres-
sion. She gently challenged some of his distorted beliefs and helped
him see that not everyone was intent on taking advantage of him.
She also helped Bill find ways to begin participating in enjoyable ac-
tivities with friends and family.

One of his homework assignments was to visit friends and in-
vite them to do something enjoyable. Bill chose to go to a baseball

“Not a real person—a composite.
p p
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game. They also developed a system for Bill to reward himself, a
technique to reinforce the change. Bill became less skeptical as he
started feeling better. He was still somewhat cynical, but gave peo-
ple more of a chance.

Recent studies show that Cognitive Behavioral Therapy is par-
ticularly effective with depressed teenagers. It also seems to help
some adolescents with symptoms avoid developing full-blown
Major Depression.

Cognitive Behavioral Therapy can be conducted with indi-
viduals (one-on-one) or with small groups with 10 to 12 members.
The therapist and client decide which is better. Sessions meet
weekly, last for about 50 minutes, and continue for two to three
months.

Cognitive Behavioral Therapy was the main therapy used in the
Partners in Care study. This quote describes the therapy experience
of one of the study participants:

“Learning to talk back to my negative thinking and challenge my fearful out-
look changed my life...! just say “no” to depression. [ have developed cop-
ing strategies and | have the confidence to select and apply them to my
daily life” ' '

C. Psychodynamic Therapy
(also known as Dynamic Psychotherapy)

The word psychodynamic is a technical term used by mental-health
specialists. It refers to the process of examining self-destructive
and/or self-defeating emotions and behaviors. This therapy focuses
on the inner struggles that can begin as a result of a poor match be-
tween personality and environment. Personality refers to the ha-
bitual way a person responds to others and approaches problems.
In most cases, these response patterns started in childhood.
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Psychodynamic Psychotherapy is based on the theory that person-
ality characteristics can cause or perpetuate depression. In psychody-
namic psychotherapy, the therapist examines a client’s childhood and
other life experiences. The purpose is to identify the roots of behaviors
that bring unhappiness to the client or others. The theory is that insight
can stimulate positive change. The overall goal is to gain insight into
these characteristics so that they can modify or change the traits that
interfere with the client having a full and happy life.

Let’s use Sarah* as an example. Even in childhood, Sarah was
painfully shy and had difficulty making friends. At 42 years old,
she still had trouble meeting people and speaking up for herself.
Her problems started with a lukewarm evaluation from her boss.
He complained that she never spoke up in meetings and seemed
overwhelmed by any new or difficult task. He also mention-
ed that co-workers avoided her because she never joined in
conversations. _

After being passed over for a much-wanted promotion, Sarah
started coming in late. She called in sick several days in a row. Her
boss demoted her and transferred her to a different department. Her
new supervisor remarked that she seemed disinterested and always
looked tired. When asked to explain herself, Sarah remained silent.
The next week she got a letter telling her that she would be fired if
she didn’t improve. Sarah took vacation time and stayed in bed, cry-
ing, for two weeks.

The Psychodynamic therapist tried to find the reasons for
Sarah’s difficulties. The first step was finding insight into how
Sarah’s behavior began. They explored whether Sarah’s current be-
havior began at a time when social or emotional withdrawal was the
only recourse. They discovered that Sarah’s behavior began at age
five, after both of her parents died in an automobile accident. Her

*Not a real person—a composite.

56



I THINK I'M CLINICALLY DEPRESSED. WHAT ARE MY OPTIONS?

elderly grandmother raised her. Her grandmother was uncomfort-
able with children and did not allow her to have friends. She grew
up in a household filled with sadness and strict rules.

Over time, the therapist and Sarah came to understand her be-
havior. Sarah was relieved, but still needed help to learn how to
change. Overcoming personality obstacles and forming fledgling
friendships helped her feel better about herself and improved her

symptoms. 7 "
 The length of time spent in Psychodynamic Therapy is highly
variable and depends on the nature of the personality problems. Dy-
namic therapy can last a few months to several years. The number
of sessions per week also varies. Sometimes, the client and therapist
meet more than once a week. As with Interpersonal Therapy and
Cognitive Behavioral Therapy, each meeting lasts about 50 minutes.

Other forms of Psychodynamic Therapy include Couple’s Ther-
apy, Family Therapy, and Group Therapy. They all use the same
technique, that of examining the way personality factors contribute
to emotional distress. Couple’s therapy explores issues causing
discord in the relationship; Family Therapy examines troubling
interactions among family members; and Group Therapy explores
the effect of personality on the ability to form healthy social
relationships.

Most community therapists practice Psychodynamic Therapy.
Nonetheless, there is less scientific evidence that it works for Clini-
cal Depression when compared to Cognitive Behavioral Therapy.
One recent study of severe and chronic depression showed that some
forms of Brief Psychodynamic Psychotherapy worked well, This
therapy worked best for patients who also received medication.

As we stated above, there are a number of effective psychother-
apies for Clinical Depression. This offers hope for people who pre-
fer therapy to receiving medication.
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i{# ‘I have made a difference, because | sought help when | needed it and trusted
the man [ cafled my savior. | do believe that in order to have help during depres-
sion you have fo find someone you can trust. If the first counselor doesn't help,
find another. Keep going until you find the one that suits you and your needs.

! went through three before | found one that | felt comfortable with.”

D. Supportive Psychotherapy4

Supportive Therapy focuses on helping people deal with the impact
of Clinical Depression on their job and family life. Because de-
pression specifically impairs the ability to function at work and at
home, many people have difficulty getting their lives back on track.

* Adjustment problems can continue even after depressive symptoms
resolve. Supportive therapy is designed to provide additional emo-
tional support for sufferers as they cope with making lifestyle
changes that keep them feeling better. It is not known to be effective
as the sole treatment for Clinical Depression.

Self-Help and Support Groups. Many self-help and social
support groups are based on the principles of Supportive Psy-
chotherapy. Organizations like the National Depressive and Manic-
Depressive Association (NDMDA) offer help to depressed people
and their families. There is more about this in Chapter 7, “Living
with Depression.”

Psychotherapy is not easy. People face the challenge of changing
their feelings, thoughts, and behaviors. In the early stages, before
symptoms improve, it can be painful. Although there is good evidence
that Psychotherapy works, it is not appropriate for everyone. The sec-
tion on freatment options gives more detail about selection criteria.

2. Pharmacotherapy’

Over the past thirty years, some of the most dramatic changes in
medicine have happened in the field of medication therapy. There
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are now more than 20 antidepressant medications. Many of the
newer medications have fewer, less troubling side effects than some
of the earlier drugs. Clinicians have more choice and are better-able
to match the medication to the specific needs of the individual.

There are several classes of antidepressant medications. All work
by affecting one or more of the neurotransmitters. As discussed in
Chapter 2, neurotransmitters are chemicals thought to influence and
regulate mood. Pharmacologists classify these medications accord-
ing to their basic molecular structure (the way their atoms are
arranged) or the way they affect neurochemicals within the brain.

Antidepressants are not like antibiotics or other drugs that give im-
mediate relief of symptoms. They are more like thyroid and other hor-
mone-replacement medications that take a longer time to reach their

‘peak effect. Although individuals vary, the usual amount of time that
it takes for symptoms to improve is between four and six weeks.

All medications have potential side effects. With antidepressants,
many of the early side effects go away or lessen with time. Some
are minor; others can be serious, even life-threatening. There is al-
ways the possibility that medications will interact with other pre-
scription and non-prescription medications.

Antidepressant therapy must be tailored to the individual. This
is especially true for children, adolescents, and the elderly. The pos-
sibility of serious side effects might seem frightening or over-
whelming. Your doctor or pharmacist can help you understand the
risks and help you make a good choice.

Medication treatment is an issue that must be discussed with
your doctor. Each person has different requirements and circum-
stances. Individual needs guide the selection of medication. For this
reason, we give general information about the different types of an-
tidepressants, but do not give information about specific doses or
guidelines on how to take them.
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A. Cyclic Antidepressants

Atoms are the building blocks of all chemicals, and their arrange-
ment determines how chemicals behave. The word “cyclic” refers
to the fact that these medications have at least one ring of atoms in
their chemical structure. Cyclic antidepressants block the break-
down of norepinephrine and serotonin, thereby increasing the lev-
els of both neurotransmitters.

1. Tricyclic Antidepressants (TCAs). The name of this category of
medications refers to their chemical structure. The word “tricyclic”
means “three rings.” Chemists looking at these compounds found
that these antidepressants have the same set of atoms arranged in a
ring formation in the center of their molecular structure.

Tricyclic antidepressants were among the first medications
found to successfully treat Clinical Depression. They are still con-
sidered to be highly effective treatments and are often the standard
used to evaluate new drugs. In clinical trials using tricyclic antide-
pressants, about 70 to 80% of people with Major Depressive Dis-
order recover fully or partially from their depression.

Nevertheless, these medications have several side effects that
limit their use in some groups of patients. The elderly and people
with irregular heartbeats usually cannot take these drugs.

Potential side effects and dosing schedules should be discussed
with your prescribing doctor. Table 3.1 lists tricyclic medications by
their generic and trade(mark) names.

Table 3.1 Tricyclic antidepressants

Generic Name Brand Name
Amitriptyline Elavil, Endep.
Clomipramine Anafranil

Desipramine Norpramin, Pertofrane
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Tabie 3.1 Tricyclic antidepressants (Cont.)

Generic Name _ Brand Name
Daxepin : _ : Adapin, Sinequan
Imipramine - | _ Tofranil
Nortriptyline - - o Aventyl, Pamelor
Protriptyline : Vivactil
Trimipramine Surmontil
Amoxapine Asendin

2. Other Cyclic Antidepressants. Like tricyclic antidepressants,
these medications also have a ring structure. However the number of
rings, and kinds of atoms within the rings, differ for each of these
medications. Another name for this group is “heterocyclic” anti-
depressants. Their clinical effectiveness and side effects are similar
to tricyclic antidepressants. Table 3.2 lists them.

Table 3.2 Heterocyclics

Generic Name Brand Name
Maprotiline ' Ludiomil
Trazodone Desyrel

B. Selective Serotonin Reuptake Inhibitors (SSRIs)

This group of medications varies by molecular structure, but has
similar selective effects on the neurotransmitter serotonin. SSRIs
inhibit the breakdown of serotonin. Scientists theorize that these an-
tidepressants elevate mood by increasing the amount of serotonin
available to the brain.

Unlike earlier antidepressants, these medications can be taken
once a day, most often in the morning. This can be a big advantage

* Hetero is derived from the Greek word meaning different.
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to people who either tend to forget doses or do not want to take their
medication at work or during other activities.

As with other antidepressant medications, SSRIs have side ef-
fects that are usually minor and go away over time. Some people
experience decreased interest in sex, problems with sexual per-
formance, and decreased enjoyment, however. These side effects
don’t usually go away. There are strategies to help relieve these
side effects. Your doctor is the best person to help you with any
physical symptoms and side effects related to medication.

Table 3.3 lists the SSRIs by generic and trade names.

Table 3.3 SSRls

Generic Name o : Brand Name
Citalopram Celexa
Paroxstine Paxil
Fluoxetine Prozac
Sertrafine - Zoloft
Fluvoxamine | Luvox

C. Monoamine Oxidase Inhibitors {MAQIs¢)

Monoamine oxidase is a chemical within the body, an enzyme*
that breaks down two important neurotransmitters, epinephrine
and serotonin. Scientists believe that MAOI medications increase
the levels of both neurotransmitters by preventing this breakdown.

MAOISs are among the oldest medications used to treat Clini-
cal Depression. Their use dates back to the 1950s. They are not
commonly used today, because they interact with many other
medications, can have serious side effects, and require some di-
etary restrictions. For example, you cannot eat cheese or drink

* An enzyme is a chemical that builds or breaks down other chemicals.
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most wines when taking these medications. These drugs interact
with food and can cause severe problems with high blood pres-
sure. They are quite effective when used under the careful guid-
ance of a physician, however. Table 3.4 lists MAOIs by generic
and trade names.

Table 3.4 Monoamine oxidase inhibitors {(MAOIs)

Generic Name Brand Name
Isocarboxazid | Marplan*
Phenelzine Nardil
Tranylcypromine Parnate
Selegilin_e Eldepry!

*Not currently available. it was widely available untii the 1990s when it was withdrawn from market by the
ranufacturer for unknown {possibly financial} reasans.

D. Newer Antidepressants’

Many of the newer antidepressant medications have vastly differ-
ent molecular structures and unique chemical actions unlike those
of the categories of antidepressant medications previously dis-
cussed. These are the newest antidepressants, many only recently
approved for use by the federal Food and Drug Administration
(FDA).

As arule, these medications have fewer and milder side effects.
Because they are new, clinicians and patients may, over time dis-
cover other side effects. Again, it is important for you to discuss
possible side effects with your doctor and your pharmacist.

The development of newer antidepressant medications reflects
the ongoing quest for effective, better-tolerated treatments. Table
3.5 lists medications considered “new” at the writing of this book.
Fortunately, scientists continue to work on new treatments to help
those who are depressed.
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Table 3.5 Other antidepressants

Generic Name Brand Name
Venlafaxine Effexor
Mirtazapine Remeron
Nefazodaone Serzone
Bupropion Wellbutrin, Zyban
E. Herbals

St. John’s wort (Hypericum perforatum) is an herbal preparation
primarily studied and used in Europe. Physicians in those countries
use it to treat mild and moderate forms of depressive disorders.8 Al-
though available in the United States, it is not currently approved by
the FDA for use as an antidepressant. However, the National Insti-
tute of Mental Heaith (NIMH) is in the process of conducting stud-
ies to assess its effectiveness.

Many people assume that over-the-counter herbals are safe. They
don’t realize that they can have serious side effects. Like other med-
ications they can interact with other medications. It is best to take
St. John’s wort under the guidance of a physician.

3. Therapeutic Procedures

This last category of treatments for Clinical Depression includes
two therapies that use medical devices. Mental health clinicians
who administer them must have special training. Both are rare, but
effective, treatments for special types of Clinical Depression.

Electroconvulsive Therapy (ECT)9 1011

Of all the therapies, electroconvulsive therapy (ECT) is, perhaps,
the most widely misunderstood. There are many misconceptions
about what it is and how it’s used in clinical practice. Media mis-
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representations showing Frankenstein-like images of this procedure
add to the confusion generated by misinformation from groups
seeking to discredit the entire mental health profession.

The predominant use of ECT is for prolonged severe and/or psy-
chotic depression that fails to respond to all other treatments. Clin-
icians also recommend ECT for the severely depressed who can’t
take antidepressants for medical reasons.

As described in Depression in Primary Care, ECT is a “ treat-
ment usually reserved for very severe or psychotic depression, or
manic states that don’t respond to medication treatment. A low-
voltage alternating current is sent to the brain to induce a seizure
which apparently accounts for the therapeutic effect.”12 It is con-
sidered the single most effective treatment for people with severe
depression who also have urgent or strong suicidal tendencies.
About 80 to 85% of depressed people who receive ECT have a ther-
apeutic response.

During ECT there is an anesthesiologist or nurse anesthetist
who gives a sedative (general anesthesia) and a muscle relaxant
before the treatment begins, They are in attendance at all times.
A mental health physician specialist then administers a brief burst
of low-voltage current through electrodes placed on one or both
sides of the scalp. The person undergoing ECT is not awake and,
as is the case with any general anesthesia, usually has no memory
of the procedure. _

The most common side effect of ECT is temporary memory im-
pairment. Some have longer term problems with memory. The risks
associated with this procedure are the same as those associated with
any general anesthetic. A detailed discussion of the specific risks
related to anesthesia is beyond the scope of this book and should be
discussed with the doctor recommending ECT. Additionally, there
are special medical conditions that rule out the use of ECT. As in
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the case of other treatments, all of these issues should be discussed
with your doctor.

Light Therapy!3,14
Light Therapy is a fairly new treatment used to treat one specific
condition, Seasonal Mood Disorder (SAD). Clinical studies show
that it can be an effective treatment for depression with mild to
moderate symptoms. As described in Chapter 2, people with this
disorder experience symptoms during certain seasons of the year,
typically autumn and winter. _

Researchers speculate that people with SAD are unusually sensi-
tive to the amount of sunlight in their environment. They theorize
that, for some, their “biological rhythms” depend on a specific
amount of light to function properly. During the fall and winter, when
the number of daylight hours decreases, they become depressed be-
cause the pattern of release of brain chemicals has been altered.

In light therapy, a person sits in a room near a device formatted
to deliver exceptionally bright artificial light (approximately 2,500
lux). A physician, experienced with this therapy, prescribes the
exact amount of time needed for treatment, usually two to three
hours a day, every day for several months. These devices are usually
portable, and can be used at home or taken to the office. '

HOW ARE THESE TREATMENTS USED
IN CLINICAL PRACTICE?

There are three factors that determine the choice of depression
treatments: the diagnosis, the level of severity, and the personal
preferences of the person suffering with depression. Diagnosis
refers to the specific type of Clinical Depression. As you learned
in Chapter 2, this group of disorders includes several distinct clini-
cal syndromes. Clinical Depression is a general term that refers to
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a wide range of clinical disorders that vary in terms of the number
of symptoms experienced, the kind of symptoms, and the length of
time or persistence of reported symptoms.

After diagnosis, the most crucial determinant of the avaﬂable op-
tions is the severity of the disorder. Level of severity refers to
whether the symptoms are mild, moderate or severe. As a general
rule, the milder forms of depression have more treatinent alterna-
tives. When depression is severe the choices narrow to modalities
that address serious impairment.

Personal preference is the third key factor that influences treat-
ment selection. Although those with mild to moderate depression
have more choices, even those with severe illness have a number
of alternatives to consider.

The following section reviews treatment alternatives. This is an
overview presented to give you general information about the clin-
ical management of depression. We do not suggest or recommend
specific therapies. Each person comes with a unique set of needs
and circumstances that must be addressed. The final decision about
treatment selection is a decision for you and your doctor.

TREATMENT OPTIONS!5

Psychotherapy alone, medications alone, or a combination of the
two are the typical outpatient treatment alternatives. ECT and Light
Therapy are also used in outpatient settings, but only under special
circumstances. |

1. Psychotherapy Alone

Cognitive Behavioral Therapy and Interpersonal Therapy are both
effective treatments for mild to moderate Clinical Depression.
There is currently no evidence to support the use of psychodynamic
therapy alone to treat depression. -
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To briefly review Chapter 2, people with mild depression report
significant symptoms, however, they are able to make it through the
day without significant impairment. This means that although they
don’t feel well, they can manage work and household activities with
effort, but without significant impairment.

People with moderate depression have more symptoms than
those with mild depression. Despite putting forth a great deal of
effort, they can’t function well at work or at home. They feel too
ill to work and may frequently call in sick. Their lives slowly un-
ravel as they begin having trouble taking care of themselves and
their families.

Using either therapy, sufferers usually begin to notice some im-
provement in about six to eight weeks, but response to therapy often
takes a couple of weeks longer than does response to medications.
Complete resolution of symptoms may take longer as they learn to
apply the techniques and suggestions learned in therapy.

2. Medication Alone

Although medications are effective treatments for mild to moderate
depression, they are the standard treatment for severe depression.
Thus is particularly true for any depression with suicidal and/or psy-
chotic symptoms. Medications are more likely to be prescribed if
the doctor is a primary care provider, because it is something that
she/he can provide in their own practice and doesn’t require referral
to another doctor or therapist. Most primary care doctors don’t pro-
vide their own psychotherapy for depression, except for the kind
of general supportive therapy that is part of an overall good doc-
tor-patient relationship or part of managing medications.

People with severe depressive disorders are usuaily too impaired
to work. Their symptoms are so severe that they have problems
doing simple things like washing and grooming themselves. When
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extreme, sufferers hallucinate or have bizarre ideas about others
and themselves. They lose the ability to see what is real and what
is not. Some become so hopeless that they decide that life is not
worth living. The treatment of suicidal symptoms is discussed in the
section on Special Issues in Chapter 6.

For those taking medication, symptoms typically begin to im-
prove in about four to six weeks, as the medications start to take
effect. At the same time, however, they may also experience some
medication side effects. Some side effects are minor and get better
or go away with time. Others are more persistent. The range of side
effects depends on the specific medication.

3. Psychotherapy and Medication Combined

“I think that what has helped me Js extensive counseling plus medication.
I go to counseling every 2 weeks. | can honestly thank god and them for

me being alive”

Using psychotherapy and medication together is probably as effec-
tive as either treatment on its own, and there is growing evidence that
this combination can be better than either treatment alone.16 Com-
bination treatment is particularly helpful for chronic depression. '

Therapies used for combination treatment include Cognitive Be-
havioral Therapy (CBT), Interpersonal Therapy (IPT), Psychody-
namic Therapy and Supportive Therapy.

4. ECT

ECT is primarily used in two situations, (1) when severe depression
does not respond to any form of medication management, and (2)
when serious medical illness rules out the possibility of taking an
antidepressant. Clinicians usually try several different combina-
tions of antidepressants before considering ECT.
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Outpatient ECT usually involves a series of treatments given
over the course of one to two weeks. The number of treatments de-
pends on how quickly symptoms improve. Some doctors report that
ECT is particularly successful in relieving suicidal or psychotic
symptoms that failed to respond to antidepressant and antipsychotic
medications.!? _ -

When used by physicians trained in the use and delivery of this
procedure, ECT can be a safe, effective treatment with few risks or
side effects. As mentioned previously, the side effects include those
associated with general anesthesia.

5. Light Therapy

The principal indication for Light Therapy is for mild to moderate
depression with a well-documented pattern of recurrent seasonal
symptoms. This treatment is frequently used in combination with
antidepressant medications.

WHAT ARE THE INDICATIONS
FOR HOSPITAL TREATMENT?

Sometimes Clinical Depression is so severe that sufferers cannot be
adequately or safely treated in an outpatient setting. This is the case
for those without hope, who believe that suicide is the only way out,
and for those with psychotic thoughts, who feel compelled to hurt
others. In both cases, inpatient treatment may be crucial to keep-
ing them out of harm’s way. Hospital treatment may, also, become
necessary when the depressed can’t function at home or become
so withdrawn that they don’t take care of themselves.

Suicidal thoughts

The risk of suicide in depression is high. Of patients treated in spe-
cialty clinics, about 15%, or about 1 out of every 7, will eventually
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kill themselves.18 Because the danger is so great, people with suici-
dal thoughts need immediate evaluation by a healthcare professional.

Not everyone with suicidal thoughts needs immediate hospital-
ization. However, if the depressed go beyond just thinking about
suicide and begin to make plans for ways to accomplish it, believe
that suicide is the only hope for ending the suffering, and have a
personal or family history of suicide or suicide attempts, hospital-
ization may be the only safe way to treat the depression.

Irrational thoughts about harming others

Sometimes the severely depressed begin thinking irrationally.
When this happens, they begin having bizarre thoughts and para-
noid suspicions about those around them. Sometimes thinking be-
comes so disturbed that they feel compelled to kill to protect
themselves or their loved loves. In their mental confusion they be-
lieve that they are doing the right thing. These are symptoms of psy-
chosis and also require immediate assessment.

When the depressed have severe psychotic symptoms that don’t
respond to outpatient treatment, especially when they begin to think
about hurting someone, hospitalization is probably the best way to
protect everyone involved.

Severe depression with complete loss of ability to function

Some people with severe depression lose almost all of their ability
to function. They can’t care for themselves and need someone to
prompt them to feed, groom, and clothe themselves. Some lie in
bed all day, others sit staring at the walls. They usually don’t re-
spond to encouragement and often resent it because they feel that
others simply don’t understand.

When medications don’t help them improve, they may need in-
tensive hospital care.
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Hospitalization allows for close clinical observation. Clinicians
provide minute-to-minute evaluation and management of dangerous
symptoms. The same treatments used in outpatient settings are avail-
able in the inpatient setting; however, unless there are specific reasons
not to use them, medications are almost always used. Severe symp-
toms sometimes require medications that can only be used in a hos-
pital setting. ECT is both an inpatient and outpatient treatment.

Table 3.6 presents a comparison of various treatments for depression.

Table 3.6 Comparison of treatments

Psychotherapy | Medications | ECT Light Therapy
Apprepriate for |Mild or All: Severe Orly used for
which levels of | moderate (mild, moderate Seasonal
severity of or severe) Affective
Clinical Disorder
Depression
Cost The exact cost to the individual depends on insurance status
{whether one has health insurance} and the type of health
insurance plan
Type of trained | Therapist Psychiatrist Psychiatrist Psychiatrist
prefessional {LCSW, {MD), (MD) MD})
who can MFCC, MFT), | Primary care
provide Psychologist | clinician {MD)
treatment (PhD),
Psychiatrist (MD)
Frequency Weekly sessions | Daily medication | Individualized Individualized
of visits (sometimes with follow-up
raore than appointment
once a week) intervals of 1-3
months depend-
ing on the rate
of improvement
Duration of Typically 12 Typically & Typically weeks | Typically weeks
treatment weeks to 1 year, | months to 1year, | but can last but can last
but can last but can last longer longer
longer longer
When you'll start | Responses to treatment vary by individual. See Chapter 6 for
feeling better | more information about the recovery process.
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CHAPTER 4 .

GETTING
THE BEST CARE

“{ began therapy and my new medication. My first visit with the psychologist
was incredible. Towards the end of that session she said to me, ‘After all
you have told me, it's no wonder you are sick, depressed, and having anxi-
ety attacks.’ Finally someone understood. Finally | had some support”

“What | would recommend for others in my situation is to go get help, go to
mental health, tell other people you)r problem. If only my son would have
asked for help. Instead of making people think everything was-okay.

He would still be afive."

The good news about Clinical Depression is that people do not have
to suffer in silence or feel doomed to a life of relentless emotional
pain. There are many successful treatments. Moreover, the discov-
ery of new and better treatments continues.

After reading the previous chapters you may begin to realize that
you or someone close to you suffers from Clinical Depression. This
chapter is about how to get the best possible care. Step-by-step
we’ll guide you through the process of getting the treatment needed
to recover from depression and begin enjoying life.
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Getting better starts with finding the healthcare professional who
can best help you. Waiting without starting treatment increases the
chances that the symptoms will worsen and become more severe. If
you do not already have a family doctor, or if you do not see anyone
for routine medical care, finding someone to work with you is key.
Even a regular doctor may not ensure that you get the best care.

Although this book provides you with information about the many
signs and symptoms of depression, it cannot take the place of a thor-
ough assessment by a trained healthcare professional. It is very im-
portant that anyone with depressive symptoms see a doctor, someone
experienced in diagnosing and treating Clinical Depression.

WHO TREATS CLINICAL DEPRESSION?

There are two basic categories of healthcare practitioners who di-
agnose and treat Clinical Depression: Primary Care Clinicians and
Mental Health Specialists. These groups are further divided into
those who prescribe medications, those who provide psychotherapy,
and those who can provide both treatment modalities.

Primary Care Clinicians provide comprehensive medical care.
Another term for a Primary Care Doctor is “Family Doctor” or
“General Practitioner.” Nurse Practitioners are Registered Nurses
with additional training in medical diagnosis and treatment. They
can also deliver primary care. Primary care is the overall healthcare
to prevent illness and maintain your health across physical and
emotional health concerns. The primary care specialties include
Family Practice, Internal Medicine, Pediatrics, and Gynecology.

Mental Health specialties include Psychiatry, Psychology, and
Social Work. Some states* license another category of counselor—
Marriage, Family, and Child Counselors (MFCC) or Marriage and
Family Therapists (MFT)}—to provide therapy. All licensed Mental

* California, for example.
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Health Specialists have special training in psychotherapy. Because
Cognitive Behavioral Therapy and Interpersonal Therapy require
additional training, not all Mental Health Specialists can offer these
treatments.

A psychiatrist is a medical doctor (M.D.) with specialty training
in the diagnosis and treatment of emotional and mental disorders.
Like other medical doctors, they can prescribe medications and,
when necessary, admit patients to the hospital. In most states,
psychiatrists or neurologists are the only specialists who can ad-
minister ECT.

Clinical psychologists have doctoral level training (a Ph.D.) in
the diagnosis and treatment of emotional and mental disorders.
They have special training in psychological testing, tools used to as-
sess emotional, behavioral, and learning difficulties. As a general
rule, psychologists are not licensed to prescribe medications or
admit to the hospital.

Social workers work in many areas of healthcare, including men-
tal health. There are three educational degrees in social work: Li-
censed Clinical Social Work (L.C.S.W.), Masters in Social Work
(M.S.W.), and Doctoral Degree in Social Work (Ph.D.) In addition
to psychotherapy, social workers have training in the assessment
of individual and family problems related to welfare, homelessness,
or other resource issues.

Part of the process of finding care is evaluating any obstacles to
your full participation in an ongoing treatment plan. Financial con-
siderations, problems arranging time off from work, worry about
finding someone to watch the children, and overcoming family re-
sistance to getting help for emotional problems are some of the
things that make getting regular care difficult. The next section
helps you identify possible barriers and gives suggestions on how to
overcome them.
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STEP 1. ASSESSING ANY BARRIERS
TO GETTING CARE

A. Insurance Status

To a large extent, your health insurance status will determine where
you go for care and what type of clinician you see. Insurance sta-
tus means whether you have health insurance and, if so, the type of
coverage provided by your particular plan. Because of the special
importance of health insurance to people’s ability to get care, we
discuss it in detail.

1. If you don’t have health insurance. . .

Most states provide a publicly funded healthcare systeni for those
who don’t have the financial resources to pay for needed health
care. If you do not have health insurance, one of the first things to
do is investigate your community healthcare resources. Your area
may have state or county clinics where you can register for state or
federally subsidized care.

Some public hospitals also provide outpatient care through a net-
work of ambulatory care clinics. The yellow pages of the telephone
directory almost always list city, county, and state healthcare facil-
ities in your area. If not, call information to get the telephone num-
ber of your county or state health department. They should be able
to direct you to the facility nearest you. Male and female veterans
are eligible for care at federally funded Veterans Administration
healthcare facilities. Local veterans’ organizations can provide in-
formation about the location of VA hospitals and clinics.

The county and state health departments are also a good source
of information about eligibility criteria for state and federal health
insurance programs. Depending on your finances, you may qual-
ify for Medicaid (the state program) or Medicare (the federal pro-
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gram which covers people with disabilities and those aged 65 or
older). Medicaid coverage varies by state. Most states provide at
least some coverage for mental health services, although not all do.

If you have children at home, you may qualify for Healthy Fam-
ilies, or State Children’s Health Insurance (S-CHIP), a relatively
new federal/state partnership program that, like Medicaid, covers
different healthcare services, depending on the state.

In addition to publicly funded facilities, some communities have
privately funded, non-profit clinics that offer reduced fees for those
with financial need who don’t qualify for state or federal programs.
Some areas have special programs to help pay for the costs of pre-
scription medications. Some clinics have a “sliding scale” fee
schedule, where individuals are charged only what they can afford
to pay, usually based on a pre-defined set of rules for payment.

2. If you do have health insurance. ..

There are two basic types of private health insurance: fee-for-serv-
ice and managed care, Some plans offer elements of both. Almost
all elderly people in the United States have Medicare, which is a
federal health-insurance program with two major components: Part
A, which is mandatory, and Part B, which is optional and provides
additional coverage. Medicare is designed as a fee-for-service plan,
but there are also managed care plans that carry contracts with
Medicare. People on Medicare can also have supplemental private
insurance, which then acts like any other private health-insurance
plan which means that the private insurance pays a portion (or all)
of the costs not covered by Medicare.

Fee-for-service insurance plans usually do not limit an enrollee’s
choice of clinicians or facilities that provide care. Using standard
guidelines for provider training and licensing, they reimburse care
chosen by the client. The insured pay a fixed percent, or amount of
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costs, after a predetermined yearly premium for the insurance,
which may be paid by them or their employer. Most private insur-
ance is through employment. '

When planning to get care for depression, it is important to an-
ticipate that you may have insurance coverage for mental-health
care that is less generous than you are used to based on your expe-
rience with your general medical care. You can look at your insur-
ance policy and the summary in your booklet or on your insurance
card. Insurance policies have been changing rapidly lately, so make
sure you have the current information. The costs you face for men-
tal health care, if you have a fee-for-service insurance plan, will de-
pend on your exact type of coverage.

Care for depression—particularly hospitalization and some pre-
scribed medications—can be expensive. It is important to treat de-
pression early before it becomes so severe that the higher level of
care you require might exceed what your insurance plan covers.

Sometimes plans also exclude coverage for pre-existing condi-
tions. This means that if you’ve had a problem before, your insur-
ance might not cover the benefits for care for the same conditions
when you sign up for a new plan. This can happen with both men-
tal and physical disorders. Sometimes you can still be covered for a
prior condition, but have to pay more for the coverage. It’s important
to consider this feature when signing up for a plan. If you have al-
ready signed up for a plan that you expect to stay with for some time,
this is not likely to be a problem at the point that you start care.

Managed care is the second type of insurance plan today. Man-
aged care is called that because the plans and practices use different
types of “management” approaches to keep the costs of healthcare
low. Managed care also uses administrative and clinical oversight or
care, which is sometimes also referred to as case management.
Under these procedures, doctors or patients have to receive ap-
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proval for the care that is delivered. Some insurance plans offer a
combination of elements from both fee-for-service and managed
care. Some fee-for-service plans offer a list of preferred providers
and hospitals.

Managed-care plans generally pay for all authorized care after
the co-payment. The insured who choose clinicians outside of the
preferred list generally pay a larger percent of their healthcare
Costs.

For either fee-for-service or managed care, it’s important for you
to understand what your plan covers. You need to:

1. Review your insurance plan. List the different costs to you of re-
ceiving mental-health care. Obtain a list of the specialists who
can provide mental-health care for your plan. Check whether you
need prior approval. .

2. Review your choice of clinicians covered by your plan.

B. Work Issues

Getting healthcare takes time. If your job doesn’t allow time for
medical care or sick leave, there may be other ways of arranging
time off for a medical visit. One possibility is adjusting your work
hours (for example, coming in later and leaving later) on the day
of your appointment so that you don’t lose pay. Discussing sched-
uling options with your boss or supervisor is one way to begin. An
alternative is to find clinics that have evening or weekend hours or
that can schedule appointments when you are free.

In the Partners in Care study, we found that patients who re-
ceived good quality care for depression were more likely to have
jobs than patients who did not.* Researchers learned that one im-

* At the 18 month point in the Partners in Care study, patients who visited practices with special
programs to improve the quality of care for Clinical Depression were more likely to have jobs
than those in clinics without the special programs.
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portant effect of improving the quality of care for depression is im-
proving the stability of employment. Good care helps rather than
harms the chances for getting and keeping a job.

C. Family Attitudes and/or Cultural Beliefs

“Do not let social taboos dissuade you from seeking help. Alfow yourself to
be human. There are upwards of five billion people on this planet and every
single one of us has feet of clay. Be at least as good to yourself as you are

to others.”

Family members or people from your cultural, racial, ethnic, or so-
cial community may have beliefs or attitudes that make you reluc-
tant to seek medical treatment. They may even think that emotional
issues should not be discussed outside of the family. There are still
many people who don’t understand that depression is a medical ill-
ness, one that affects millions of people each year. Seeking treat-
ment is a sign of strength, not weakness. As friends and family see
you improve, their opinions will probably change.

As you learned in Chapter 1, there are many myths about de-
pression. These misconceptions cause some people to have unhelp-
ful attitudes or unrealistic ideas about this kind of emotional
distress. It may be hard for your family, or you, to accept that you
have dcpressibn. Accurate information is the best way to overcome
these kinds of misunderstandings.

D. Childcare

Having young children in the examining room can interfere with
your ability to talk openly with your doctor. The person evaluating
you may need to ask very personal questions. You may need to dis-
cuss problems that are not appropriate for your children to hear.
Most medical offices don’t have the facilities to provide childcare '
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during your office visit. Asking a trusted friend or family member
to go with you to watch your children while you talk with the doc-
tor is one way to get help. Still, taking your children with you to.
" the doctor’s office is better than not getting care.

E. Transportation

Getting to routine office visits will be a challenge if you don’t drive
a car and don’t live in an area with good public transportation. Your
community may have resources to help you get to medical appoint-
ments. There may be non-profit organizations that provide van
transportation or taxi vouchers. Contacting your local social service
agency is one way to investigate the possibilities.

Helping with transportation is one way that your family and
friends can assist you in starting and keeping with a treatment plan.
Although the early phases of depression treatment may be the time
when you need the most help finding ways to get to'your clinical
visits, as you improve, you will be able to take over solving these
kinds of problems.

E. No Local Healthcare Facility

If you live in a rural or remote area where there are no healthcare
facilities and no doctors, finding care will be more of a challenge.
Some states and counties fly doctors to isolated areas to conduct
medical clinics at regular intervals. _

Some medical centers provide care “at a distance” thfough a sys-
tem called Telemedicine. Telemedicine doctors use video or tele-
phone conferencing to speak with patients. Pharmacists mail
prescriptions to those requiring medications. Contacting your state
or county health department is a way to find out if your state pro-
vides this kind of care. Friends in your area can also share strategies
for how they got care.
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G. Language Issues (Including Deafne§s)

For some, language is a significant barrier. This includes sign lan-
guage. Finding a clinic with healthcare providers who speak your
language is not always easy. Some facilities have interpreters
trained to translate in healthcare settings. Many centers that don’t
have trained personnel have staff who can speak your language and
communicate your concerns. Asking about interpreter services be-
fore making an appointment will help you get that need met.

Reviewing Barriers

Table 4.1 lists some problems that can make getting treatment dif-
ficult. This list is based on the kinds of barriers reported by the pa-
tients participating in the RAND Partners in Care study. Review
this Iist and check off any conditions that apply to you. Be sure to
add problems affecting you that are not on the list. Share the list of .
 barriers with your doctor or loved ones, so that they can help.

Table 4.1 What things would make it harder for me to get care?

Which of the following reasons would make it difficult for you to get care?

1.  worry about cost. YES NO
2. The clinician won't accept my health insurance. YES NO
3. My health plan won't pay for my treatment, YES ‘NO |
4. | can't find where to go for help. YES NO
B. | can't get an appointment as sﬁon as | need one. .YIES NO
8. | can't get to the clinician's office when it's open. YES NO
7. It takes too long to get to the clinician's office from YES NO
my house or wark.
8. | can’t get through on the telephone or lsave messages.  YES NO
9.t don't think | can be helped. YES NO
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Table 4.1 What things would make it harder for me to get care? (Cont.)

10. | am too embarrassed to discuss my problem - YES NO
with anyone.

11. | am afraid of what others will think of me. : YES NO

12, | can't get work leave for medical appointments YES NO
and will lose pay.

13. | need someone to take care of my children. YES NO

14. No one speaks my language at the clinician’s office. YES NO

15. | feel discriminated against because of my age, YES NO

race, ethnicity, or sexual orientation. -

STEP 2. GETTING A CLINICAL EVALUATION
AND DIAGNOSIS

“Getting treatment was] a big help to me in helping me talk about my
problems and worrigs. It helped me open up more to my family and | was
able to recognize they were there to support me for as long as it took to
get back to helping them."

In many ways this is the hardest step. Talking about personal feel-
ings is never easy, and is especially difficult when you're feeling
sad or hopeless. Depression is a profoundly disabling illness. It can
sap your energy; making it almost impossible to do the things that
will help you get better. Even if you already have a family doctor,
this task can seem overwhelming.

There is a Chinese proverb that says, “The journey begins with
the first step.” In the case of Clinical Depression, the journey to re-
lief begins with finding a clinician to assess you and determine
whether you have Clinical Depression.

For most people, the first person they will see at a public or pri-
vate clinic is a Primary Care Clinician, someone trained to provide
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comprehensive medical care. As you learned in Chapter 2, depres-
sive symptoms can indicate other medical ilinesses besides Clinical
Depression. For this reason, it is important to get a thorough med-
ical evaluation before beginning any treatment regimen. This eval-
uation should include a complete physical examination with
screening blood work to rule out other diseases.

As a general rule, doctors will ask you about any troubling symp-
toms before performing a physical examination. It is important that
you mention everything that bothers you, including when your
symptoms began and whether your feelings affect your ability to
work or enjoy social activities. One of the best ways to ensure that
you mention everything is to write down your key symptoms and
problems on a sheet of paper.

Table 4.2 gives a sample of the kind of list you should make. You
will find the same list in the Appendix at the end of the book. There -
is space to add any symptoms that you don’t see on the list. Copy,
photocopy, or remove the page, then check the column(s) next to
the symptoms you experience. A sheet for listing any current med-
ications appears on page 186 of the Appendix. Bring the completed
sheets with you to your medical visit. The list will help you re-
member what you need to tell your doctor.

Table 4.2 Feelings that ’m experiencing

v | Key Symptoms and Problems

| feel sad or “empty” almost alf of the time.

I don't have interest in things that | used to find enjoyable, like sex, sports,
reading, or listening to music.

i have trouble concentrating, thinking, remembering, or making decisions.

I have trouble falling asleep, staying asleep or sleeping too much,

I've noticed a loss of energy and feel tired.
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Table 4.2 Feelings that I'm experiencing (Cont.)

I'm noticing a change in my eating pattern with either a loss of appetite
or eating much more than usual. . .

'm losing or gaining weight without trying. |

{ cry or feel like crying a lot,

| feel irritable or *on edge” a lot.

| feel warthless or guilty a lot.

| feel hopeless or pessimistic most of the time.

| think a lot about death, including thoughts about suicide.
| have frequent headaches, body aches, and pains.

i have stomach and digestive trouble with bowel irregularity.

You will also need to inform your doctor about any past treatments
for depression. Providing a list of all previous treatment and med-
ications will help in making the decision about which treatment
course to begin.

In Partners in Care, study participants used checklists of symp-
toms similar to the one in Chapter 1. This helped them explain
symptoms to their doctors.

After taking a history of your symptoms, your doctor should per-
form a routine physical examination and order screening tests,
which may include laboratory work, a chest X-ray, and a cardio-
gram. Request an internal exam (pelvic for women, rectal for men)
if you have not had a medical evaluation in more than a year.

At the end of your medical evaluation, your doctor will talk about
any physical findings and discuss whether your symptoms indicate
Clinical Depression.” If the answer is “yes,” the next step is review-
ing available treatments and determining a course of action.

* Laboratory results may modify or change the preliminary diagnosis.
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STEP 3. WORKING WITH YOUR
DOCTOR TO CHOOSE THE BEST
TREATMENT REGIMEN

“l am extremely fortunate in having a loving, caring family. . . and a very
understanding PAC [Primary Care Clinician]. She is a wonderful listener
and has become a good friend. When | became more concerned about my
mental-health condition, she explained to me in detail about prescribing

an antidepressant”

Unfortunately, getting the diagnosis of Clinical Depression does
not ensure that you will get the best possible care. Much depends on
the type of clinician treating you and the mental health resources
in your community, as well as your own initiative and persistence,
as you’ve seen in the letters in this book.

Primary Care Clinicians vary in their level of comfort and ex-
pertise in prescribing antidepressant medications. Also, clinicians
occasionally differ in their personal opinions about the effective-
ness of some treatments. This is especially true in the case of psy-
chotherapy. Many outside of the field of mental health have little or
no information about the role of psychotherapy as treatment for de-
pression. They may not know that structured psychotherapies are as
effective as medications in treating most types of depression that
are treated on an outpatient basis. |

A recent national study found that people with Clinical Depres-
sion in treatment with general medical doctors were less likely to
receive appropriate care than those treated by mental-health spe-
cialists.! This does not mean that you won’t get good care if you see
a primary care doctor. There are primary care doctors who success-
fully treat depression. This finding does suggest that, when possi-
~ ble, you should select your clinician very carefully. Make sure that
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your clinician is aware of your symptoms and has access to good in-
formation on treating depression.

There is information about the kind of care that ensures good
treatment. The Partners in Care research study worked with pa-
tients and primary care doctors to identify ways to improve de-
pression care in general medical settings. Researchers identified
several components of care that enhanced the quality. Educating
patients about depression was one important element. Researchers
prepared special materials, including booklets and a video, which
explained Clinical Depression and discussed treatment.

People with depression can have problems remembering ap-
pointments and often struggle when trying to manage their own
care. For this reason another key ingredient of the study was the
role of the nurse care coordinator. A nurse, functioning in this ca-
pacity, helped participants prepare for medical visits by helping
them review and list their symptoms. As the care coordinator, this
nurse also helped them think about their treatment preferences and
coached them in ways to raise this issue with the doctor, The co-
ordinator also kept track of scheduled office visits and contacted
participants who missed appointments. They followed how treat-
ments affected people, including side effects, and relayed problems
to the doctor.

If the system or medical practice where you go for care does-
n’t have a nurse or other clinical person who can help you in the
way that nurse coordinators functioned in the Partners in Care
study, there may still be ways to incorporate some of the things
they did into your treatment regimen. Your doctor may be able
to provide someone who can remind you of appointments by
telephoning you or mailing postcard reminders. If not, you could
ask a good friend, spouse, or roommate to help remind you of
appointments.
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Working with an experienced clinician, one familiar with diag-
nosing and treating depression, is crucial to receiving the appro-
priate medication and getting a timely referral to a mental health
specialist when needed.

“... Gone are those lonely and protracted days and weeks of depression.
And I am convinced that if  had not fearned how and what to ask and/or to
state to my doctors | would stilf be in the same boat | was four or five

years ago.”

A. Investigating the Available Treatments

Chapter 3 discussed the standard treatments for Clinical Depressmn
and briefly reviewed their use in clinical practice. Each of these
treatments (medications, psychotherapy, and procedures) can be
used alone or in combination, depending on each person’s specific
symptoms. The treatments described in that chapter are evidence-
based treatments, meaning that solid clinical research confirms
their effectiveness.

Chapter 3 also described how the severity of symptoms impacts
treatment choice. To briefly review, in most cases, treatment with
psychotherapy alone is an alternative only for those with mild to
moderate symptoms. Medication management is an option for all
levels of severity, including mild to moderate depression. Combi-
nation treatment is also an option for all levels of severity. Return-
ing to Chapter 3 can help you review this issue.

Healthcare resources vary widely from community to commu-
nity, however. Depending on where you live and your health insur-
ance, the full range of evidence-based treatments may not be
available to you. In reality, your particular treatment options depend
not only on your preferences and the severity of your symptoms,
but also on your community’s healthcare resources.
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Although some hospitals and insurance plans restrict the antide-
pressants that they provide,* most antidepressant medications are
widely available. This is not the case for the two psychotherapies
shown to effectively treat Clinical Depression. Cognitive Behav-
ioral Therapy (CBT) and Interpersonal Therapy (IPT) require ther-
apists to undertake additional training and certification. Both are
treatments that use special protocols. The psychotherapists in your
area may not have CBT or IPT training. However, getting some
form of psychotherapy may still be a possibility, even if your doctor
cannot locate a CBT or IPT therapist.

Psychiatrists, psychologists, and most other mental-health spe-
cialists receive training in supportive and psychodynamic therapy.
Future research may show these other therapies to be helpful in
treating depression. Many therapists use techniques similar to
those used in CBT and IPT. However, CBT and IPT are currently
the only two forms of psychotherapy recommended for use with-
out medications.

B. Reviewing Your Preferences

People with depression, especially those with severe symptoms, can
feel overwhelmed at the thought of having to make a decision about
treatment. Making choices is difficult when a person has trouble
concentrating or feels hopeless.

After reading through the chapter on depression treatments,
however, you may discover that you feel more comfortable starting
psychotherapy or medication. Combination treatment may be your
preferred choice. If so, your doctor needs to know how you feel.
Open communication is essential to finding the right regimen. If
you don’t have a strong preference, then you can decide on the

* Some Managed Care Organizations restrict their drug formularies to certain medications.
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basis of what fits best into your life, the costs, or even your doc-
tor’s preference. ‘

You may also have an opinion about who treats your depression,
including the person who prescribes your medications. If you would
prefer to see a psychiatrist for medications, and your health plan al-
lows you that choice, mention this to the doctor. It is vital that you
work with someone you trust.

If you are concerned, there are ways to talk about these issues
without sounding discourteous or antagonistic. Table 4.3 gives
some examples. If you feel too uneasy or uncomfortable, you might
ask a trusted friend or family member to accompany you to the visit
and participate in the discussion. A caring clinician will always ap-
preciate your input.

Table 4.3 Sample questions for working with your doctor to determine
your preferences and decide who treats your depression

if your options “Doctor X, will you prescribe my antidepressant

and preferences medications or will you refer me to a psychiatrist for
include medication medication management?”

alone:

If your options and “If possible, | would like to try psychotherapy before
preferences include considering medications. I've read about two special
psychotherapy therapies for people with Clinical Depression. Are there
alone: therapists in my community who can provide these

particular treatments ?”

Nofe: If the answer is “no," you need to decide whether you
would still like to pursue psychotherapy alone or in combination
with medications.

If your options and “l would like to try both medication and psychotherapy.
preferences include Is there a way to arrange for me to get both treatments?”
combination treatment:

Tables 4.4 and 4.5 review your treatment history and prompt you
to think about your treatment preferences.
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Table 4.4 Experience and attitudes about depression treatment

As you and your doctor discuss treatment options, it's important to talk about
your past experiences with depression treatment(s), including those of family
members.

Have you been diagnosed with depreséion in the past? YES NO
if yes, did you receive any form of treatment? YES NO
Have you ever taken antidepressant medications? . YES NO
I yes, were they helpful? YES NO
Have any family or friends taken antidepressant YES NO
medications?

If yes, were they helpful? YES NO
Have you ever tried counseling or therapy? R YES NO
if yes, was it helpful? YES NO
Have any family or friends tried counseling or therapy? YES NO
I yes, was it helpful? - YES NO
Are you against taking medications? YES NO
If yes, why?

Are you against counseling or therapy? . YES- -~ NO
if yes, why?

Table 4.5 What are my personal depression treatment preferences?*

- v | Options and preferences

Psychotherapy alone (for those with mild to moderate symptoms only)
Medication alone {for those with mild, maderate, or severe symptoms)

Combination treatment-medication and psychotherapy {for those with mild,
moderate, or severe symptoms)

*ff all are indicated, and avaifable.
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STEP 4. BEGINNING TREATMENT:

WHAT TO EXPECT

“When can I expect to start feeling better?” is one of the first ques-
tions asked when starting treatment for depression. Even though the
precise amount of time it takes to recover from depression varies,
there are general guidelines for how long each treatment should
take. Like most other medical illnesses, full recovery may take sev-
eral weeks.

A. Psychotherapy Alone

People with mild to moderate symptoms who get weekly Cogni-
tive- Behavioral or Interpersonal Therapy generally start to notice
some improvement in about six to eight weeks. Their mood grad-
ually lifts. They start feeling better about themselves and more
hopeful about the future. Complete recovery usually takes several
more weeks.

Some therapists feel that other forms of therapy also can help
with depression. However, research studies have not yet confirmed
the effectiveness of other therapies. Because of this, it is best to be
cautious in choosing any treatment that is not standard.

For any form of psychotherapy, if by 12 weeks you notice only
slight improvement, or if your symptoms have not improved at all,
medication may be the next step.

To have a good chance of obtaining the benefit from psy-
chotherapy, you need to do your best to follow through with ap-
pointments and recommendations.

B. Medications

I now have chosen to take medication. | do not want to have to take meds,

but it’s easier to get through the days.”
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People taking medications usually start feeling better in about four
to six weeks. Medications are especially effective in managing
problems with sleep, appetite, and energy level. These are some
of the first symptoms to improve. As the weeks progress, people
feel less downhearted and more optimistic about life getting back
to normal. '

All medications carry the risk of drug interactions and side ef-
fects. Some side effects are minor and go away with time. Others
are more serious and need immediate medical attention. Although
not everyone taking antidepressants experiences side effects, each
person needs this kind of information about their particular med-
ication(s) to prepare them in the event that they do.

Make sure that you have a clear understanding of the dose, the
timing, and possible side effects. You need to know how many pills
you should take each day, the exact time for taking each one, and
important warning signs. Discuss this with your doctor and ask for
material to take home to help you remember what to look for.
Many medical offices and pharmacies provide patient information
sheets with detailed information. A list of some additional re-
sources appeats on page 177.

As with therapy, you may well need help to take medications in
the way that your doctor prescribed. Talk to your doctor and phar-
macist to make sure that you know the exact amounts and times for
taking your pills. Alert your doctor about any side effects. Don’t
stop taking the medication without his/her approval.

“What's funny now is that | feel better than [ ever did before | got sick.

| have made many positive changes in my fife and somehow | feel stronger
than I was before my depression. Will the depression ever come again?

{ hope not, but | know if it does, I'll be ready for it"
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CHAPTER 5

" TEN THINGS I CAN DO
TO HELP MYSELF

It’s hard to think about doing anything when you’re feeling de-
moralized and weak. Even small changes can provide significant
benefits, however. In addition to getting clinical treatment, there
are many things that you can do to help yourself. This chapter dis-
cusses ten of them. These are simple, uncomplicated techniques
that can, over time, assist the process of your recovery. However,
they should complement, not replace, good clinical care.

If you are severely depressed and feel that you don’t have the en-
ergy to undertake any of the things discussed here, waiting until
your depression begins to respond to treatment may be the best
course of action. But, if you can find it within yourself to try some
of these suggestions, there is a good chance that you’ll find them
beneficial.

There are times when you need to ask a friend or family mem-
ber to lend a hand. Asking for help is never easy and can be
particularly difficult when you’re depressed. In Chapter 7 there
1s a special section on talking with family and friends about your
depression. Clinical Depression also impacts those who care
about you.
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TEN THINGS I CAN DO TO HELP MYSELF

1. Have a regular bedtime

Sleep disruption is one of the most common and troubling symp-
toms of Clinical Depression. Even those with mild depression can
experience difficulty getting to sleep and find that they awaken
throughout the night. In the early phases of depression some think
that insomnia is the major problem and think that their fatigue and
lack of energy are a result of not getting enough rest. Some go to
the drug store to get an over-the-counter preparation or ask their
doctors for a sleep medication. Others just hope they’ll get better
with time. This symptom rarely improves by itself, and sleep
medications are only a temporary solution. They don’t treat the
underlying condition and carry the real risk of physical and
psychological addiction.

Fortunately, insomnia usually responds well to depression treat-
ment. As the depression clears, sleep improves. However, it may
take several weeks before you begin to notice the effects of treat-
ment. As you learned in Chapter 4, both psychotherapy and med-
ication can take from four to six weeks to begin relieving
symptoms. In the period before you begin to notice improvement,
there is a technique that can help with falling asleep. It is having a
regular bedtime and before-sleep routine.

This may seem peculiar to those who delay going to bed until
they feel extremely tired in hope of increasing their chances of
falling asleep. Some fear that an earlier bedtime will mean tossing
and turning for longer periods.

A regular bedtime and sleep routine, though, is a way of signal-
ing the body that it’s time to rest. It is a practice that, over time, pre-
pares the body for sleep. The exact hour does not matter as much
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as lying down at approximately the same time each night. This habit
conditions the body for sleep.

A bedtime ritual also helps. This can be as simple as a nightly
bath or sipping a warm glass of milk. Reading or watching televi-
sion in bed is not good for those who have trouble falling asleep.
Both activities require a level of alertness that can make it difficult
for the mind to calm down. Resting quietly in a darkened room
is best.

This same kind of conditioning happens to anyone who needs to
get up at the same time each morning to make it to work or school
on time. Initially, they may need to set an alarm. After a while,
though, they usually find themselves waking automatically, often
before the alarm. The daily routine trained them.

Those in treatment who have severe insomnia that doesn’t
respond to treatment or these techniques should talk with their
doctor. Sometimes a brief trial of sleep medication can help during
the period of reassessment. The treatment may need to be changed
or modified. |

2, Get daily, moderate exercise

“My solution to being depressed is to join a ballroom dance class. . .
it gives a reason to get dressed up, get out of the house. People may be
scared, may have sad faces, but with laughter over fearning, the sound of

music—{'ve seen such changes”

There are numerous reports demonstrating that routine exercise
can improve mood.! But, busy schedules make it difficult, some-
times impossible, to find the time. Even in the best circumstances,
starting a new fitness regimen takes effort. Joining a gym or
participating in a fitness class may feel uncomfortable or too
expensive.
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You can increase your physical activity without making elaborate
preparations or spending large amounts of money and time. There
is research showing that even small amounts of time (as little as
twenty minutes, three times a week) are enough to increase overall
physical fitness.2

One of the easiest ways to exercise is to walk. Racing around ata
fast pace isn’t necessary. Walking at a speed that doesn’t tire you
or leave you breathless is fine.

If you don’t like walking there are many other activities. Gar-
dening, swimming, and bicycling are other ways to become more
active. Finding the time and doing it regularly is what’s important,

- Finding an exercise partner or a group can help those of you who
don’t like exercising alone. Many community and senior citizen
centers coordinate walking groups and provide contact telephone
numbers for local groups.

Before starting any exercise routine you must check with your
doctor. A good time to talk about this is when you get your physi-
cal exam. Make sure that you also discuss the appropriate exercises
for your age, weight, and physical condition.

3. Manage stress

There is no way to avoid all the stress of everyday living. Life today
is very busy and most people need to juggle several responsibilities.
Even those who don’t work outside the home face the challenge of
trying to coordinate many things to keep personal and family life
in order.

Although people respond differently to strain and hardship,
being alone or without emotional support, struggling with limited
finances, living in poverty, enduring troubled family or work rela-
tionships, and suffering with serious medical problems are some
of the things that can crush anyone’s spirits. When circumstances
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are bad, stress can become a serious enough problem to negatively
impact general health and well-being.

The worry and anxiety that accompany difficult life situations can
increase the risk of developing depression. In fact, the iliness often
starts during the most emotionally vulnerable times. For those with
Clinical Depression, the iliness is an additional burden.

Most people don’t have the means to change their immediate cir-
cumstances. Even if they could, there are usually no simple or quick
solutions to troubling conditions. The primary goal of stress man-
agement practices is to develop constructive ways to respond to dif-
ficult situations. The following section discusses techniques and
practices that can help.

A. Spiritual Practice

Many find that spiritual faith sustains and comforts them through dif-
ficult times. Following a spiritual tradition is an essential part of their
lives. They may, or may not, belong to a traditional religion.” Regu-
lar participation in religious services is their way of decreasing anx-
iety and maintaining hope. For them, integrating religious practice
into their treatment program is key to helping decrease the stress as-
sociated with having Clinical Depression. Sharing concerns about the
illness with a caring spiritual advisor can ease worry. Religious prac-
tice can work in harmony with any depression treatment.

Sadly, there are times when the unrelenting hopelessness of Clin-
ical Depression erodes spiritual belief and causes it to waver. Some
fear that they are losing their faith and experience tremendous guilt
and shame. If this is true for you, talking with your spiritual advi-
sor and getting additional spiritual support can help you maintain
hope. Most traditional religions offer some form of pastoral coun-
seling to help those in need.

* Christianity, Judaism, Islam, Buddhism, Hinduism, etc.
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B. Relaxation Techniques

“My counselor started me on refaxation exercises. At first | didn't believe
that they could help. . .. Was it easy, no! It was [hard] and | fell backwards

more than | could count”

There are several relaxation techniques that can help with manag-
ing stress. Biofeedback®, hypnosis, yoga, and massage are four
- techniques that can help decrease stress. However, they require that
you work with certified practitioners.

Other, less technical practices that you can try on your own include
listening to relaxation audiotapes, warm baths, stretching exercises,
and deep breathing exercises. These techniques increase the feeling
of relaxation by relieving the muscle tension that accompanies stress.

Most libraries and bookstores carry self-help books and audio-
tapes that describe how to do relaxation exercises. Your local librar-
ian or bookstore clerk can help you locate them. The Internet is
another source for information (see healthy.net or yourhealth.com).

Sometimes the stress and anxiety are so overwhelming that none
of these techniques work. In this case, one of the more technical
interventions mentioned may help. Talk with your therapist or doc-
tor about referral to a qualified person.

4. Avoid being alone for long periods

“I cope by taking drawing lessons, exercise classes, volunteering at an
elementary school. . . | suggest people push themselves into activity but
know how to enjoy a quiet moment.”

Depression is an illness that can cause a tremendous sense of lone-
liness and isolation. Many withdraw and stay away from friends and

*“Biofeedback is a technique in which electronic equipment is used to enable a person to monitor
his or her stress responses so that he or she can modify them. In hypnosis, a practitioner nuses words
and suggestions to help the client reach a deep state of relaxation. Some practitioners train clients
in self-hypnosis.” [Modified definition from The Oxford English Dictionary. See the OED. 2/e, on-
line version, 2002 {oed.com).]
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loved ones because they feel so awful. For them, interacting with
others is too painful to bear. Even those with outgoing, fun-loving
personalities experience dramatic changes in the way they relate.
They avoid those they care about and choose to stay by themselves.
Spending long periods alone is not good and can make the situation
worse. When depressed people isolate themselves, they may risk
becoming even more depressed.

Research looking at people with depression found that those who
had poor social support carried a greater risk of having depression. So-
cially isolated people tended to experience more depressive symptoms,3

For those with mild to moderate symptoms, becoming more so-
cially active can help the recovery process. This doesn’t mean doing
activities that cause more stress. Doing simple things that don’t re-
quire a lot of energy or effort are best. Going to a movie or concert
with friends, attending a religious service, or meeting someone for
coffee or dinner are some of the things that you can do.

Some people enjoy volunteering for community organizations.
They find that helping others lifts their mood and makes life more
meaningful. Again, avoid taking on tasks that make life more dif-
ficult. Many areas have “walks” that raise money for various dis-
eases and charities. There are walks for breast cancer, AIDS,
multiple sclerosis, diabetes and many other medical conditions.
They are one way to be with people while doing something that is
important to you. For those who enjoy athletic activities, partici-
pating in sports is another way to socialize.

Self-help groups can also give social support. There are organiza-
tions for the depressed that provide information and conduct sup-
port groups for those coping and living with depression. Membership
in these groups is usually free of charge. The National Depressive
and Manic Depressive Association (NDMDA)} is one of these organ-
izations, but there are others. These organizations also provide sup-
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port groups for friends and family of the depressed. A list of some re-
sources that offer these services is provided on page 177. In addi-
tion to providing information about mental health, some of these
organizations advocate for research and public policy positions.

For those with severe depression, the situation is somewhat dif-
ferent. They often have trouble managing simple daily tasks. In that
state, socializing is usually beyond their capacities. They also need
a social support system, but it’s to help with things like buying gro-
ceries and remembering clinic appointments. Family and friends
need to become more involved in the tasks of their daily lives.

If you are depressed and live by yourself; if you don’t have
friends or family nearby, talk with your therapist or doctor. They
may be able to suggest ways for you to find people and activities
to keep you in contact with others who can help you.

When the hopelessness of depression turns into thoughts of sui-
cide and death, being alone is dangerous. The risk of suicide is
much higher for those who live alone and have no social support.
When someone with suicidal thoughts begins to think and plan
ways to kill themselves, the situation is a true emergency. They
need immediate medical help.

If you have serious thoughts about killing yourself and have
gone so far as to make plans and cannot get to a doctor, call 911
or go immediately to the nearest emergency room for help.

5. Keep scheduled appointments

Regular visits are an integral part of any treatment plan. Your doc-
tor or therapist needs to see you to assess your progress and evalu-
ate whether any part of your regimen needs modifying. This is
particularly true if you are taking medications. If you have troubling
side effects and if your symptoms show litile improvement, your
doctor may need to adjust your dose or change your medication.
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Keeping scheduled appointments would seem to be an easy task.
For people with Clinical Depression, it is not. Because of problems
with concentration, many have trouble remembering dates and
times. This, added to symptoms of fatigue and low motivation,
make it a challenge to get regular care.

Here are some things that you can do besides relying on your
memory to keep appointments. Doing some, or all, of the following
things can help. They are:

1. Make appointments at times that are convenient for you.

2. Keep a calendar or appointment book with you at all times.

3. Leave a note on your refrigerator or mirror listing upcoming
appointments. '

4. Ask your doctor’s or therapist’s office to call you or send a post- |
card reminder listing the dates and times for appointments.

5. Ask a friend or family member to keep a duplicate copy of your
schedule so that they can remind you about clinic appointments,

6. Make work-leave arrangements well ahead of scheduled ap-
pointment times so that you don’t have to worry about asking
for time-off at the last minute.

You may have other ideas. Making sure that you don’t miss any as-
pect of care is vital to your recovery.

6. Record and report all medication side effects

I have to work on taking my medications faithfully and being aware that the
black cloud can come anytime, taking one day at a time."

Successful medication management requires that both you and your
doctor pay close attention to any and all side effects. As mentioned
in the previous section, if your symptoms don’t improve, or if you
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experience severe side effects, your doctor may need to change you
to another antidepressant regimen.

Keep a list of possible side effects for your medications. If your
doctor or pharmacist doesn’t have a brochure or pamphlet with this
information, ask them to make a list for you. The Appendix of this
book provides a sample blank sheet that your doctor or pharmacist
can use.

7. Eat a healthy diet

Proper nutrition is one of the most important building blocks of
good physical and emotional health. A nutritious diet can aid recu-
peration. People with Clinical Depression can experience a signif-
icant change in their appetite. Losing or gaining a significant
amount of weight over a short period of time is common. In either
case, eating nourishing food can help keep the body in balance as
it begins to heal.

Information about ways to construct a healthy diet is available
from the United States Department of Health and Human Ser-
vices (DHHS). DHHS publishes brochures giving dietary guide-
lines and offers them free to the public. The Internet is another
way to find information about the building blocks of a healthy
diet. You will find these and other sources listed in the Depression
Resources section.

8. Avoid taking on new or difficult tasks at work or at home

One of the early symptoms of depression is difficulty concentrat-
ing and paying attention. Many depressed people stop reading or
watching television because they have trouble focusing on the in-
formation at hand. Taking on something new or difficult requires
a level of effort and attention that is beyond the capacity of most
people with Clinical Depression. Because the level of stress in-
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creases with each added responsibility, they avoid activities
that take extra effort. Those doing dangerous work, where even a
minor lapse of attention risks severe injury, need to take special
care.

Until symptoms improve and the depression lifts, it is best to
avoid any new responsibilities. This is especially true if you do haz-
ardous work. After recovery, you will probably find it easier to take
on more difficult tasks. In the meantime, you may want to discuss
the situation with your boss or supervisor. If needed, your doctor
or therapist can help you explain your situation to your manager.
Chapter 7 discusses ways to do this. |

9. Follow doctor and therapist recommendations

“After a couple months of weekly therapy and taking Prozac | began to
feel some relief. | felt as if heavy weights had been lifted off my chest. This
was a very hopeful period for me. | did, however, make a mistake by taking
myseff off of Prozac thinking | didn't need it anymore. My depression

roared back within a couple of weeks.”

The best way to ensure the success of your treatment is to follow the
suggestions and recommendations of your doctor and/or therapist.
This includes sticking with your general treatment plan and fol-
lowing all special instructions.

If you are on antidepressants, following your treatment plan
means taking the prescribed dose at the correct time each day.
Skipping doses or taking extra pills can harm you and slow your
progress. As you begin to feel better you may feel tempted to try
going without medication. Don’t. Even after the depression lifts
you may need to take medications for several more months to pre-
vent an immediate relapse. Never stop a prescribed medication
without discussing it first with your doctor.
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From time to time, Cognitive Behavioral Therapy (CBT) and In-
terpersonal Therapy (IPT) therapists give “homework.” This usually
includes things like writing down your feelings and thoughts that
come up between sessions. In the early stages of treatment you may
feel too fatigued to do this. The therapist’s recommendations are
an integral part of the treatment. Making an effort to complete the
assignments is essential to recovery.

10. Avoid alcohol and illegal drugs

Alcohol is an addictive substance that can also change and depress
mood. Excessive drinking and alcoholism increase the risk of de-
veloping Clinical Depression. The same is true for illegal (some-
times called “street”) drugs like cocaine, crack, marijuana, and
heroin. In addition to risking depression, there is the very real prob-
lem of becoming physically dependent on a drug that is prohibited .
by law.

If you have problems with drinking or using drugs and think that
you might have an addiction, speak with your doctor. There are
medical programs and community centers that specialize in treating
problems with addiction. Alcoholics Anonymous and Narcotics
Anonymous are two national organizations that help those with
addiction problems. Both organizations have meetings in commu-
nities throughout the United States and in most countries.

Table 5.1 and Table 5.2 list some general activities that you can
do to help yourself.

Table 5.1 Things | can do to help myself

1. Regular bedtime
Daily moderate exercise

2
3. Decrease stress
4

Avoid being alone for long periods
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Table 5.1 Things | can do to help myself (Cont.)

5. Keep scheduled appointments

6. Report any and all medication side effects

7. Eat a healthy diet

8. Avoid taking on new or difficult tasks

9. Follow doctor and therapist recommendations

10.  Avoid alcohal and illegal drugs

Table 5.2 Things 1 can do to help myself

In addition to getting treatment from a professional, there are things that you
can do to help yourself. Think about actions or activities that can help your
recovery process. Small things can make a big difference, 50 you don't need
to plan special activities or make big changes. List the things that you ¢an do
to help yourself.

Pleasant Activities

(List activities that you find enjoyable, fun, rewarding, meaningful, or motivational; e.g.,
watching a movie, taking a nature walk, reading.)

1.

S RN

Relaxing Activities
{Name some activities that help to soothe or relax you and reduce stress and worries;
8.g., taking a bath, meditation, spiritual practice.)

8.
7
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Table 5.2 Things | can do to help myself (Cont.)

Exercise, Diet, and Sleep

(What can you do to help yourself maintain a heaithy diet, get some regular exercise,
and get enough sleep?)

1.
12,
13.
14,
15.

People, Places, Things to Avoid
(Are there things you should stay away from until you are feeling better?)

186.
17
18.
19.
20.

Other ideas for Recovery:
- 21,
22,
23,
24,
25.
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CHAPTER 6

 COPING WITH
© SPECIAL ISSUES

Clinical Depression occurs in people of every race, ethnicity, gender,
age, and income. It is a common disorder. Nevertheless, current re-
search reveals that in general medical settings some groups have more
difficulty getting the correct diagnosis and appropriate treatment than
others. This finding is cause for serious concern. It means that there
are segments of our population who must endure the terrible pain and
suffering of depression while successful treatments exist.

This chapter looks at some special problems encountered by
many with depressive symptoms. In addition to discussing charac-
teristics that put people at additional risk for poor or inadequate
care, this section discusses special circumstances that either in-
crease the risk of developing Clinical Depression or significantly
change the intensity of care needed to get better.

A. RACE, ETHNICITY, CULTURE

Although there is no credible biological evidence for the concept of
race,l.2 there are groups that share common cultural characteristics,
origins, and experiences. “Ethnicity” is probably a more accurate
term than “race” to distinguish social groups. What people usually
mean when they talk about race is skin color. It is clear that, for
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many, skin color plays a powerful role in shaping how others inter-
act with and treat them.

The 2001 United States Surgeon General’s Report on Mental
Health reported remarkable racial and ethnic group differences in
minorities’ access to healthcare and in the quality of the healthcare
they received.3 The report states that, “Minorities have less access
to, and availability of, mental health services. Minorities are less
likely to receive needed mental health services. Minorities in treat-
ment often receive a poorer quality of mental health care.”™ In this
report, the phrase “racial and ethnic minority” refers to four main
groups; African Americans, Hispanic Americans (including Mexi-
can Americans and others with roots in Spanish-speaking coun-
tries), Asian Americans (including Pacific Islanders) and Native
Americans (including American Indians and Alaska Natives).

Prejudice, discrimination, cultural misinterpretation, distrust,
and poor communication are some of the theories thought to ex-
plain why these groups are less likely to receive good quality care.
The likely answer is that various combinations of these factors, as
well as additional factors such as insurance status, financial status,
and community resources determine the type and quality of care a
person receives.

Faced with this information, especially if you are a member of an
ethnic minority, you may worry that you will have trouble finding
the care you need. Although these facts are troubling, they do not
mean that you cannot find good care. These findings do mean that
you will need to pay close attention to the way your clinic and cli-
nician treat you.

Dealing with Prejudice and Discrimination

Race, ethnicity, and sexual orientation are three characteristics that
can increase the likelihood of encountering prejudice and discrim-
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ination. Gender and age are others. If your clinician treats you in
a rude, abrupt manner, or appears uninterested, contact the person
in charge of the clinic or medical office. You should do the same
if the clinician makes inappropriate comments that reveal negative,
biased attitudes. The director or chief can arrange to speak with
this person and counsel them about the need to treat everyone with
respect. This administrator can also arrange for your transfer to the
care of another doctor or therapist. An important component of
high-quality care is respectful treatment. You do not have to settle
for care with someone who disrespects you.

If you live in an area with few doctors or therapists and feel
there is no way to transfer your care to someone else, having a
frank discussion with the person freating you is one possibility.
Prejudice is a highly emotional issue and speaking about it is never
easy. There are ways to confront it, however, without getting into
heated arguments. Table 6.1 gives sample phrases to use in this
situation.

Table 6.1 Suggestions for ways to talk about sensitive issues

“I'm feeling uncomfortable. ¥'m concerned that my (race, ethnicity, gender, age, sexual
otientation) is a problem (or a difficult issue) for you. I'd like fo discuss this before
going further with my treatment.

“'m worried that there are misunderstandings or misperceptions about me based on
my {ethnicity, gender, age, sexual orientation}. I'm also concerned that these ttings
might affect my treatment. Are you open {or willing) to talking about this?"

*Have you worked with many patients of my (ethnicity, gender, age, sexual orientation)?
| know that there are misunderstandings or misperceptions surrounding this issue
sometimes, so I'd like us to be able to discuss it '

Getting good care is very important. Inadequate or inappropriate
treatment jeopardizes your chances for recovery. Bad care can be
worse than no care.
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B. EXPOSURE TO LIFE-THREATENING EVENTS

Those who go through the ordeal of a life-threatening event aimost
always experience serious emotional distress. The clinically
depressed are especially vulnerable. Even those in treatment can
notice that their symptoms increase or worsen, prolonging their
recovery.

During the past two hundred years, unprecedented numbers of
people experienced catastrophic events. Wars, bombings, mas-
sacres, genocide, torture, and terrorism have caused incredible
pain and suffering for millions of people. Being a victim of rape,
violent crime, a serious accident, or natural disaster, such as a
hurricane or earthquake, is also extremely emotionally traumatic.
Additionally, terrible events cause emotional trauma for those
who witness these events as well as those who escape without
physical injury. | .

The families, friends, and co-workers of those killed, lost, or in-
jured also experience terrible distress. The terrorist attacks of
September 11, 2001, killed thousands, but traumatized many thou-
sands more who knew and loved the dead and injured.

Phases of Trauma Recovery>6

Elisabeth Kiibler-Ross was one of the first physicians to document
that the process of recovery from trauma occurs in distinct stages.”
She initially worked with those dying from terminal illness. Clin-
icians, building on her work, observed that trauma victims go
through similar phases of emotional recovery after experiencing
a life-threatening event. Those with Clinical Depression go
through the same stages after a serious trauma, however, their
symptoms are frequently more severe and continue for longer pe-
riods of time.
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The next section describes the phases of trauma recovery. For the
purpose of simplifying the discussion, we divide them into four
basic stages: (1) shock and disbelief; (2) anger and sadness; (3)
emotional readjustment; and (4) return to usual “before the event”
functioning. Emotional symptoms can occur throughout all four
phases, but are most intense during the first three. As you’ll note,
many of the symptoms are similar to those experienced during an
episode of Clinical Depression. The difference is that the symptoms
begin or, in the case of those with depression, markedly increase,
after the major traumatic event.

Phase 1. Shock and Disbelief

The initial emotional response to severe traurna is that of shock and
disbelief. Coming so close to dying or witnessing the death and dis-
figurement of others is more than anyone’s mind can grasp right
away. Many are frightened and too stunned to talk. Some become
panic-stricken and cry uncontrollably.

Sleeplessness, extreme fear, anxiety, recurrent memories of the
event, and nightmares are common signs of emotional trauma.
Many victims re-experience the horror through vivid flashbacks
that occur at unexpected times. Some avoid anything and anyone
that reminds them about what happened. Others can’t stop think-
ing or talking about the event.

Symptoms usually begin within hours or days. In some rare in-
stances, however, the signs of emotional trauma appear years after
the event.

Typically, the emotional reaction is most severe during the first
few weeks and lessens in intensity in the following months. There
is no set rule, though. The level of suffering can fluctuate from
day to day, with some days or weeks being much worse than
others.
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Phase 2. Anger and Sadness

Anger and sadness are also part of the recovery. Victims and their

loved ones often feel tremendous anger at those who caused the

trauma, or, in the case of natural disasters, at nature or at God. Fam- -
ily and friends may become angry with the dead or injured loved

one. This is particularly true if they believe that the person, either

deliberately or innocently, put himself or herself in harm’s way.

Besides anger, victims and their loved ones experience over-
whelming sorrow. Tearfulness with frequent crying spells occurs
frequently during this time. This second phase is also a time of in-
tense yearning and grieving for life as it was before the event.

In disasters, many survivors have trouble coming to terms with
the fact that they lived while others died. The term used to describe
this phenomenon is “survivor guilt.” As with many of the other
symptoms, the feelings of guilt tend to go away as survivors learn
to adjust to life after the event. '

Phase 3. Emotional Readjustment

During this period, sufferers slowly but steadily find themselves
having more good days than bad. There are fewer symptoms and the
intensity of feelings is much less severe. Victims begin to come
to terms with their life and lifestyle changes brought about by
the event.

Phase 4. Return to Normal Functioning

Most people return to normal or near-normal functioning by the
end of the first year after the trauma. There is no set timeframe,
however. Individuals differ. Some take longer to emotionally re-
group. Ongoing trauma, the kind that happens in war, and manag-
ing injuries or disabilities that require prolonged medical care, can
delay the process of emotional healing.
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There are things that can help the recovery process. Early inter-
vention is one. Talking to someone trained in managing emotional
trauma is probably best, but support groups made up of other
trauma victims also can help. Many emergency-response teams
have mental health personnel available to counsel those in need.
Trauma hospitals and clinics usually provide emergency mental
health staff to assist victims of disasters and violent crime. Sev-
eral states and community organizations fund victim-assistance
programs that pay for counseling and support groups.

The emotional aftermath of any traumatic event can be agoniz-
ing. Because of severe emotional pain and anxiety, some victims
wonder if their feelings are signs of a serious mental disorder. As
you learned in the previous sections, trauma victims can develop
symptoms that are similar to those seen in depression. It is also
true that these kinds of events can increase the risk of developing
a Clinical Depression. “Normal” trauma symptoms differ from
Clinical Depression in two fundamental ways: (1) symptoms re-
lated to the trauma start almost immediately after experiencing
or witnessing a life-threatening event and, (2) over time, these
symptoms show sometimes slow but consistent improvement.
In Clinical Depression, symptoms don’t usually improve, in fact,
they tend to get worse over time. This is a major warning sign.
If this happens to you, even after a serious traumatic event, see
a doctor.

C. CHILD AND ADOLESCENT DEPRESSIONS

“Please let parents know that if their child shows strange behavior, not fo
count it off as typical childhood problems. Growing up problems. Sorne
signs | had that were not taken seriously were: a loner, very quiet, does not

participate in class, always taking blame, too passive. These are a few signs
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I know | put out. No one recognized that they could be a problem. This is
not a problem for everyone, but it is better to be safe than sorry. | was one

of the lucky ones. Some children are not so lucky."

Adults are not the only ones who become clinically depressed.
Children and adolescents can also suffer with this very disabling
disorder. Childhood depression is very similar to adult depression;
however, depending on a child’s age and stage of emotional devel-
opment, the onset may be more subtle and the symptoms somewhat
different. .

Most young children have trouble expressing their feelings in
words. Adolescents, too, often struggle when trying to express how
they feel. Behavior is the primary way most children and adoles-
cents express emotional distress. For this reason, any significant
change in behavior, especially an increase in negative or “acting-
out” behavior, should raise warning flags about the child’s or ado-
lescent’s emotional state. In childhood depression, negative or
destructive behaviors occur throughout the day, almost every day,
and last for weeks.

Ongoing agitation, with hyperactivity, restlessness, and acting
out are common symptoms of childhood depression. The same is
true for continual problems with irritability, grouchiness, and anger.
Many of the symptoms overlap with those seen in Attention Deficit
and Hyperactivity Disorders. What distinguishes depression from
these other disorders is the fact that these symptoms represent a
change from the child’s or teenager’s previous ways of behaving.

Like others with depression, children can become emotionally
withdrawn and refuse to participate in family activities and social
events. Friendships suffer as they lose interest in their friends. Even
very young children can lose interest in play and other activities
that they enjoyed in the past.
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Frequent complaints of stomachaches, headaches, and other -
body aches and pains are especially common in young children
with depression. Sleep and appetite problems can also occur, but
are less likely in this age group.

Deterioration in school performance is one of the first signs of
depression in school-age children and adolescents. Their grades
drop as they struggle to focus and pay attention in class. Many lose
interest in schoolwork and stop participating in extracurricular ac-
tivities. Some children thought to have learning disabilities actually
have Clinical Depression. In these cases, the learning disability re-
solves when the child recovers.

Teenage depression looks more like adult depression, although
adolescents typically don’t complain of problems with sleep and
appetite. Substance abuse can become a major problem when they

.use alcohol and illegal drugs to relieve their emotional pain. Fig-
ure 6.1 shows the cycle of symptoms for depressed adolescents
and children. ' '

As with adults, children can get caught in a downward spiral of
escalating problems at home and at school. Children with the most
severe forms of depression feel hopeless. Some become preoccu-
pied with death and consider suicide. The second leading cause of
death for teenagers is suicide. Adolescent males, particularly
African Americans, Hispanic Americans, and Native Americans,
are especially vulnerable. The suicide rate for ethnic-minority-
group boys is higher than the national average. Adolescent girls
also try to kill themselves, but their rate of completed suicide is
much lower. Suicide in young children is rare. Section E discusses
suicide in more detail.

Finding good care for children and adolescents often requires a
great deal of effort on the part of parents and guardians. Children
are not “little adults.” Their emotional and biological needs are dif-
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Figure 6.1 Child and adolescent depression: the cycle of symptoms
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ferent. Because of this, their care is more complex. They require
special forms of psychotherapy and individually tailored doses of
antidepressant medication when indicated.

If, after reading this section, you suspect that your child suffers
from Clinical Depression, it is vitally important that you get them
assessed by a qualified clinician, someone experienced in identi-
fying and treating childhood emotional problems. The first step is
discussing the situation with your child’s doctor. If your pediatri-
cian or family doctor has little or no experience in diagnosing and
treating childhood depression, ask for a referral to a psychologist
(Ph.D.} or psychiatrist (M.D.) who specializes in child and adoles-
cent disorders.

As with adults, the severity of the Clinical Depression deter-
mines the type of treatment recommended.

D. DEPRESSION IN THE ELDERLY

“Living by myself; taking care of my home and yard, and being a senior
citizen on a small monthly income have been factors in my having down

periods.”

Clinical Depression is common among the elderly. The risk in-
creases with age and is highest after age 80. This finding appears to
relate to the fact that a large number of older adults have several of
the same factors that increase depression risk in other groups. For
example, seniors are more likely to experience many losses, in-
“cluding the death of a spouse or loved one. Many struggle to live on
fixed incomes and fall into poverty. Social isolation is common.
The elderly are also more likely to have serious and disabling med-
~ ical conditions.

The symptoms of depression are the same for the elderly as for
younger adults. As with children and adolescents, the onset of
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symptoms in older adults is frequently subtle. One of the major
problems is that the medical disorders combined with the medica-
tions that the elderly often take can mask the beginning stages of
a depression.

Many assume that the slowed thinking, poor memory, and prob-
lems with concentration that accompany depression are signs of
worsening medical illness. Some worry about senility or diseases
like Alzheimer’s.

Complaints of fatigue, body aches and pains, and problems with
sleep are common in syndromes like heart disease, diabetes, and
arthritis. These and similar symptoms are also common in neuro-
logical diseases like Parkinson’s and multiple sclerosis.

Diagnosing Clinical Depression is especially difficult when the
clderly suffer from several forms of illness that have clinical
symptoms overlapping or the same as those seen in depression.
Furthermore, to complicate matters, some of the medications that
effectively treat medical problems common in the elderly also in-
crease the risk of developing depression (see Chapter 2 and The
Appendix). Seniors who don’t have medical illnesses can also
overlook early symptoms. They mistakenly believe that their lack
of energy is simply a sign of getting old. They think that their
growing feelings of sadness come from having to cope with the
many losses and changes that occur with aging.

Some of the barriers to getting care are more significant for the
elderly, particularly when they are poor and live alone. Although
most seniors have Medicare, many do not have the kind of supple-
mental insurance that covers extensive psychological care or anti-
depressant medication. Those who don’t drive and live in areas
without good public transportation can have problems getting to the
doctor’s office. Those who need the assistance of a family member
or caretaker can face similar problems.
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Fortunately, most states and counties have social service agen-
cies that specialize in care for the aged. Many areas have senior
centers and other institutions prepared to help the elderly. Any one
of these organizations can be a good source for information about
transportation and other assistance. Chapter 4 reviews other barri-
ers and gives suggestions on how to overcome them.

A thorough medical evaluation is as importaht for an elderly per-
son as for others experiencing depressive symptoms. Because, as a
group, they have more medical conditions and take more medica-
tions, they need a good assessment of their health status before
starting any treatment.

Medication side effects are more common, and often more seri-
ous in the elderly. Those taking several prescriptions confront the
risk of potentially dangerous drug interactions. For these reasons,
seniors with serious medical illness who have mild to moderate de-
pressive symptoms may want to avoid medications. ECT is an op-
tion for those with severe Clinical Depression. All of these are
issues to discuss with the doctor performing the clinical evaluation.
Elders with severe depression may be referred to a geriatric psy-
chiatrist, a physician who specializes in the diagnosis and treatment
of emotional disorders in people age 65 and older.

Fortunately, most older adults respond to treatment in the same
way as their younger counterparts. Good treatment works to help
seniors recover from Clinical Depression. Although serious medical
problems may narrow the treatment options, they do not prevent
someone from recovering from this mood disorder. Getting good
care is as successful, and, therefore, as important, for the elderly
as it is for other adults and children.

One of the critical problems for older adults with depression is
having constant or increasing thoughts about death and dying.
Those with severe depression may begin to long for death and se-
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riously consider suicide. Older men carry one of the highest risks of
killing themselves. Learning when to get help is crucial. The next
section discusses suicide and talks about ways to recognize when
it’s time to get emergency help.

E. PERSISTENT THOUGHTS OF DEATH
AND SUICIDE

"It was so frustrating. | got to the pofnt where [ wanted to be put a'way.
| even fried committing suicide. | know now that is not the solution, but the
end. Nothing would have been settled”

The most serious symptom for anyone with depression is suicidal
thoughts. Sufferers begin to feel that there is no way to get relief,
that there is no way out of the intense emotional pain. They lose
hope and begin to think that death is the only way to stop the pain.
Although not everyone who thinks about death seriously considers
suicide, it is a dangerous symptom. The risk of suicide, especially
for those with depression, is real.

While both men and women attempt suicide, men are more likely
to kill themselves. Teenage boys have a higher rate of suicide than
teenage girls. The risk for men increases with age and is highest
for men over age 65. Males are more likely to use a gun or other
methods with a high fatality rate. Women are more likely to take
an overdose of pills. ‘

Research looking at suicidal behavior reveals that there are
several factors that can increase the risk of making an attempt.?
Briefly, they are: age (older than 45); being male; alcohol and drug
abuse; previous suicide attempts; Clinical Depression; long dura-
tion of the depression; recent losses; declining physical health; not
working; and being single (including widowed, legally separated,
and divorced). It is important to note that risk factors are not ab-
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solute predictors of who will commit suicide. Those without any
risk factors can make an attempt.

Not everyone with suicidal thoughts attempts suicide. Some who
think about death and dying do not seriously consider killing them-
selves. Religious faith or worry about the effect of their death on
loved ones prevents many from ever making an attempt.

“When times got hard, | many a time wanted to leave this world. It was the
fove [ had for my three chifdren and, yes, the scare of losing them, if |
actually went through with suicide [that stopped mel”

The two most important questions to ask someone who is talking
about wanting to die are “Are you thinking about how you would
do it?” and “Have you thought about when you'd do it?”” An answer
to “how?” can indicate that a person is imagining or planning a spe-
cific way to die. An answer to “when” is of even more concern. It
- means that the person is close to attempting suicide. Formulating a
plan is one of the most important predictors of a suicide attempt.

Suicidal thoughts are always a very serious maiter. They can
occur in all forms of depression and at any level of severity. Mem-
bers of all ages and ethnic groups can begin to think seriously about
killing themselves.

Remember, depression affects the way you think about yourself
and the world. Feeling pessimistic and hopeless is part of the ill-
ness. For those already in care, suicidal thoughts may indicate that
the treatment plan needs to be re-evaluated. For those who are not
in treatment, suicidal thoughts indicate the need for careful medical
assessment.

If you or your loved one begin to think about death and to fan-
tasize about ways to die, let your doctor know right away. You
need an immediate assessment to see if it is safe for you to stay
at home.
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E. PREGNANCY

If you are trying to get pregnant, or are pregnant, tell your doctor
right away. Pregnancy can affect your treatment options. The po-
tential adverse effects of medications are always a concern for preg-
nant women or those who are trying to get pregnant. Although there
is some early evidence that antidepressant medications are safe dur-
ing pregnancy, the true risks are not known.

Women of childbearing age, and those trying to get pregnant,
should be especially careful when considering medications for an
episode of Clinical Depression. There is evidence that medications
other than antidepressants—tranquilizers, sedatives, and other
mood stabilizers—can have potentially dangerous effects on the
mother and/or the unborn child, especially during the early months
of pregnancy. This does not mean that pregnant women cannot take
any of these medications. Before taking any pills (prescribed or not)
they should carefully discuss and review all medicines with their
doctor and/or OB-GYN specialist. Those with diagnosed depres-
sion should discuss medication choices with their doctor before try-
ing to get pregnant. For women with mild to moderate symptoms,
psychotherapy, especially one of the effective forms discussed ear-
lier in this book (Cognitive Behavioral Therapy or Interpersonal
Therapy) may be an effective choice for treatment, If a pregnant
woman’s depression is very severe and if she becomes suicidal,
however, there may be no choice but to consider medication and/or
hospitalization.

All of the special issues presented in this chapter represent areas
of particular concern. Reviewing each topic can help you anticipate
problems and give you a strategy for finding a solution.
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CHAPTER 7

LIVINGWITH
DEPRESSION

Those with Clinical Depression already understand that living with
depression is no easy feat. It takes a great deal of courage to begin
each day knowing that even simple things like getting out of bed,
require monumental effort. Yet there are millions who summon
the strength to struggle through, hoping that somehow, some way,
things will get better.

As we discussed in previous chapters, with treatment, there is
. good reason to hope. Recovery is the rule, not the exception.
Without treatment, symptoms of Clinical Depression almost al-
ways become more severe. Depressed people who don’t get care
can find themselves caught in a maze of worsening symptoms,
feeling that there is no way out. While some people—the minor-
ity—-get better on their own, there’s no way to tell if that will hap-
pen to you. Waiting to find out if you’ll get better on your own
may take months, even years. Almost everyone needs good treat-
ment to recover.

Even with good treatment, life doesn’t immediately return to
normal. Recovery takes time. There are many paths to recovery,
and sometimes you have to switch or add new treatments for a’
good result.
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This chapter is about the steady, but sometimes slow, process of
healing. The first section gives an overview of the important things
to know about the process of recovery. We explain the four stages of
recovery and review ways to recognize when your treatment plan
is not working and needs adjusting.

The second section covers home and job issues. It discusses im-
portant topics like confidentiality that can impact your family and
work life. Privacy is a central concern for those who fear misun-
derstanding or mistreatment if they reveal that they suffer with
Clinical Depression.

The third, and final, section of this chapter discusses ways to rec-
ognize a later episode of Clinical Depression. The clinical term for
this is relapse. Despite everyone’s best efforts, there are times when
depressive symptoms return. This is not a sign of failure of either
the initial treatment or you. Depression is simply an illness that
sometimes recurs. A relapse can happen after months, or years, of
feeling fine. Fortunately, relapses respond to treatment as well as
first episodes. They are less likely to happen if you recover fully
from any earlier episodes. Early treatment is as important for any
recurrence or relapse as it is for the first episode. Delayed care re-
sults in prolonged and needless pain.

STAGES OF RECOVERY
FROM CLINICAL DEPRESSION

“l had a dedicated therapist and she helped me get to the point of realizing .
my life had to change."

One of the most difficult things about the period between starting
treatment and feeling better is that it requires a great deal of pa-
tience at a time when sufferers want relief to come quickly. As is
true for other serious medical illnesses, treatments don’t improve
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depressive symptoms overnight. Psychotherapy and antidepressants
are not like antibiotics that eliminate symptoms within hours and
cure disease within days. In Clinical Depression, most people start
feeling better within the first few weeks, but it can be more than a
month before they notice significant improvement. The time to full
recovery, to living completely free of symptoms, can take longer.
The healing occurs in phases over several months.

The process of recovery typically occurs in four stages: Initiation of
treatment, Response, Remission, and Recovery.! The time spent in each
phase is highly variable, because it depends on the severity of symp-
toms and the quality of the response to therapy and/or medication.

Learning about these stages can help you gauge your progress.
You can monitor your improvement by keeping a weekly record of
any current symptoms. Make several photocopies of the symptom
checklist provided in the Appendix or use a journal to document
how you’re feeling, : |

In early phases of treatment, it’s a good idea to monitor your
symptoms each week. After the first month, you can record them
every 2 weeks. After several months, you can switch to tracking
your symptoms monthly or so. You may need to keep tracking for
six to twelve months to make sure that you are consistently im-
proving and staying well. o

Stage I—Initiation of Treatment

“When my counselor wanted me to go on medication—That is when [
decided that | would snap out of this hell | was living...."”

The first stage of recovery, the acute phase, begins the day you start
your treatment regimen. If you choose psychotherapy, it starts with
your first session. If you take medication, it starts with your first
dose. With ECT, it begins with your first procedure.
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The time from starting treatment to noticing partial improve-
ment can take a few weeks. Some people notice some improve-
ment within two weeks; however, most find that it takes up to a
month before they begin to feel significantly better. Physical
symptoms like sleep, appetite, and fatigue are generally among
the first to improve. The sadness and pessimism take longer
to resolve.

This stage lasts about the same amount of time that it takes the
human body to mend a broken bone. An uncomplicated fracture
heals in about six weeks. The first phase also takes about six
weeks, but can last up to twelve weeks. This analogy also applies
to the general way depression treatments work. A cast stabilizes
and protects an injured bone, thus allowing it to heal. Psychother-
apy and medications function in a similar way. They both “stabi-
lize” depression and initiate the healing process.

Fc{r those in psychotherapy, this is the period of learning new
techniques for coping with the situations and relationships that im-
pact your symptoms. It is a period for learning not only about what
hurts, but also what helps you. Doing the homework assignments
and applying your therapist’s suggestions are essential. Not doing
these things can jeopardize your chances for improvement.

For those receiving medication, this is the time when your doc-
tor and you will decide which medication(s) and which dose(s) to
use. The initial dosing regimen is not always the one that you stay
with. Depending on your sensitivity to the initial medication and
side effects, your doctor may need to make minor or major adjust-
ments to your regimen. The physician may take antidepressant

blood levels to determine the appropriate dose for you. This is the

period of time when all of these issues get worked out.
Towards the end of this phase, the severity of the depression
should begin to diminish. Although many of the depressive symp-
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toms are still present, most are much less intense. Because depres-
sive symptoms resolve slowly, the person with the depression is
often the last to recognize that they are gradually getting better.
Family and friends are typically the first to comment on the gradual
lifting of spirifs. Each week should bring added relief. If by the end
of the first 6 weeks, you feel no improvement or you feel worse, your
doctor or therapist needs to reassess and change the regimen or
refer you to a specialist.

For all patients with any illness, it can be difficult to follow treat-
ments “just as the doctor ordered.” It’s commeon for people on an-
tibiotics to feel tempted to stop when they feel well. Just as with
antibiotics, though, stopping antidepressants in the middle of treat- -
ment can lead to a relapse or return of the problem. |

Stage 2—Response to Treatment

“What would [I] recommend to others in [my] situation? First, not to be
afraid to ask for help. Second, to listen to yourself. If you know things are
not right, get hrelp. Third, don’t give up. It wilf not go away overnight. Learn
the signs and how to deal with it. It could be a lifelong fight. However,
with help from lour doctors], it can be a fot easier to get through it. | still
have down times, but nothing like before, Life is wonderful”

The second stage of recovery begins when the treatment regimen
stabilizes. Psychotherapy and/or medication routines are settled and
no longer need significant restructuring. There is noticeable im-
provement in almost all of the depressive symptoms. Remaining
symptoms are much milder than at the start of treatment.

Hobbies and social activities become interesting again. Pes-
simism decreases. Work at home and on the job is easier and takes
a lot less effort. Some still experience occasional “blue days, but
bounce back quickly. Periods of feeling downhearted or discour-

129



BEATING DEPRESSION

aged don’t last for days or weeks on end. The shadow of depres-
sion fades.

Using a checklist to keep a record of the gradual decline in the
severity and number of symptoms is helpful during this period. This
gives tangible evidence that the Clinical Depression is responding
to treatment. '

People feel tremendous relief when they reach this stage.
Because of this, some give in to the temptation to take on new
or difficult projects. They wrongly assume that feeling better in-
dicates that everything is back to normal. This is a serious mis-
take. The added stress of additional work can cause a serious
setback. The analogy of the broken leg applies here, too. Taking
on a new or challenging task before the depression thoroughly re-
solves is like jogging before the fracture completely heals. Those
who do this risk re-injury. There is the real danger of prolonging
their illness. Following the doctor and therapist’s recommenda-
tions is as important during this phase as in the beginning of
treatment,

The amount of time spent in this stage depends on how long it
takes for symptoms to resolve. Usually by the third month of con-
sistent treatment, most symptoms show marked improvement. By
the end of this stage, few, if any, symptoms are still present.

Stage 3—Remission of Symptoms

‘After a couple months of weekly therapy and taking [medication], | began
to feef some relief. | felt as if heavy weights had been lifted off my chest”

During this stage, most, if not all, depressive symptoms diminish or
disappear. This stage is also called the Maintenance phase of re-
covery. It refers to the fact that depressed people still need some
form of treatment to maintain their improvement. By this point,
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time is between four and nine months. During this time, people
are essentially symptom-free and able to handle work and family
life without much difficulty. This doesn’t mean that everything
in life is perfect. People still experience the normal ups and downs
of daily living. Still, at this point, they can manage without
becoming overwhelmed. This is the time to consider discontin-
uing treatment.

Some medications require a gradual taper. Stopping them too
abruptly can cause uncomfortable side effects. For example, in-
somnia, physical aches, nausea, and anxiety are some side effects
that occur when tricyclic antidepressants aren’t carefully tapered.
These side effects don’t normally last for more than a week or two,
but they cause unnecessary discomfort. The tapering process for
antidepressant medication can take anywhere from two to eight
weeks, depending on the type of medication and the individual’s
response to stopping.

This stage is also the time for those in therapy to review their
readiness to end psychotherapy. There may be other personal issues
that require additional help and insight. Those living in difficult cir-
cumstances may need the additional emotional support that psy-
chotherapy provides. Others may be ready to stop.

After months of feeling well, some are afraid that symptoms will
return and their lives will deteriorate if they stop any of their treat-
ments. Family members may add to these fears and concerns by
questioning the wisdom of going off treatment; others may urge
them to stop treatment before they are ready. For those who expe-
rience anxiety about bringing treatment to a close, discussing the
situation with their treating clinician can help. There are several op-
tions that can ease the termination process.

. The first alternative is to continue treatment for another three
to six months before making a decision. During this time, psy-
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those with Clinical Depression no longer look depressed. They
function at near-normal levels.

Physical aches and pains caused by, or associated with, depres-
sion decrease. The ability to concenirate and focus on details re-
turns to normal. Those who previously enjoyed reading look
forward to starting a new book. The same is true for hobbies and
other leisure activities.

Those who participated in Cognitive or Interpersonal Psy-
chotherapy need to continue practicing the skills learned in therapy.
People who consistently apply these techniques and principles usu-
ally note steady improvement.

Those on medication need to continue taking antidepressants as
prescribed and keep follow-up appointments with their doctor. The
temptation to discontinue medication is greatest during this period,
because people feel so much better. Those with lingering side ef-
fects may want to decrease or stop taking their medications. Doing
so is dangerous and significantly increases the chances that symp-
toms will not only return, but get much worse. Routine follow-up,
while continuing to take medication, is vital to sustaining and en-
hancing recovery. ‘

Most people should continue taking their antidepressant medica-
tion a few months after getting completely well to make sure that
the episode has fully healed.

“f work every day to keep going, taking one day at a time. | even tried to go
off my depression medication a couple times, saying, ‘Oh, | can do it on
my own. That's a joke.”

Stage 4—Recovery and Termination of Treatment

This stage starts after a prolonged period of treatment without
perceptible signs of Clinical Depression. The typical amount of
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chotherapy sessions, medication doses, and medical visits can
continue as usual.

The second option is to start a very slow taper, spacing out ther-
apy sessions and/or decreasing medication over the course of
months rather than weeks. .

The third alternative is to arrange a two-to-three month trial
without treatment. (This plan is not advised for persons with a his-
tory of multiple depressions or risk factors for relapse.) This
arrangement should include a specific date to review and reassess
the need for further care. The success of the trial depends on con-
tacting the doctor or therapist right away when troubling symptoms
begin. Waiting until the next scheduled appointment wouldn’t be
wise and might increase the risk of the depression returning.

Full recovery signals the end of the Clinical Depression. People
begin to live normal lives again. In some cases, particularly for
those who gained insight from psychotherapy, their lives improve.

THE RETURN OF SYMPTOMS
DURING TREATMENT

There are times when depressive symptoms resurface during
treatment. Between 10 and 20% of people have this experience.?
It can happen at any stage of the recovery process. For most, these
episodes last for a short while and are not very severe. They are
usually mild and go away without any need for clinical inter-
vention. If symptoms continue, worsen or become severe, how-
ever, the treatment plan needs review. Continuing symptoms
indicate that there is an inadequate or poor response to the current
regimen.

Recovery is the rule and not the exception; nonetheless, there are
instances when people need ongoing, long-term, treatment. For a
small number of people, troubling symptoms return whenever they
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try to terminate treatment. They need to continue treatment for
much longer periods.

More rare than the return of depressive symptoms during treat-
ment is the development of a syndrome called “mania” after start-
ing an antidepressant medication. “Mania” is a rapid acceleration
of mood to the point where people feel agitated, nervous, or irri-
table. They speak quickly and ideas race through their head. They
sleep less, but don’t feel tired. These symptoms indicate the pres-
ence of an underlying illness called Manic Depression or Bipolar
Disorder. There are successful treatments for Bipolar Disorder, but
they are different than the medications used to treat Clinical De-
pression. We reviewed this disorder in Chapter 3. If manic symp-
toms emerge during treatment for depression, your doctor should
refer you to a psychiatrist.

If there is a history of Bipolar Disorder in your family, you
should alert your doctor during the initial phase of choosing a
treatment. Even though a positive family history of manic-depres-
sive illness increases the risk of this illness, not everyone with
family history develops manic symptoms when they take antide-
pressants. Your doctor will want to monitor your symptoms very
closely, however. '

WORK AND FAMILY ISSUES

Many people with Clinical Depression have concerns about dis-
closing their feelings and experiences to loved ones and people at
work. They don’t know how to talk about their depression and
worry that others will respond negatively. Some worry that others
will look at them differently, seeing them as permanently impaired
or mentally unfit.

Another worry is that private medical information will leak out
and expose them to bad consequences at work, or hurt their chances
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for future employment. Many fear that their boss or supervisor will
react by giving them a bad evaluation, reducing their rank, or even
firing them.

This section focuses on work and family issues for those re-
covering from Clinical Depression. It discusses ways to minimize
or overcome the fears associated with disclosing such personal
information.

Privacy Issues at Work

There are federal laws that govern the disclosure of medical infor-
mation. For the most part, you have the ability to determine who
gets information about your illness and clinical care. If your job
provides your health insurance, however, there is a real possibility
that someone in your Human Resources department knows when
you receive treatment for depression.

To process your claims, your health insurance requires docu-
mentation of the diagnosis that prompted treatment. They also have
access to your medical records as part of their review process. If
this concerns you, you need to talk with your treating clinician
about the level of detail used in your medical record.

Some high-risk and high-level security jobs restrict the kinds of
medications that employees can take while working. This situation
may require workers to take an extended leave or transfer to a
lower-level job during the recovery period. Fortunately, most peo-
ple with Clinical Depression need treatment for a relatively short
period of time and can return to a full level of work. '

The major concern for most people with depression is whether to
tell the manager or boss about the illness and, if so, when and what
to disclose. One of the key determinants is how you function at
work. This includes your ability to get to work, stay at work, and
complete the tasks assigned to you.
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Those with mild depression can often continue to work, although
they may struggle to keep a normal pace. They may determine that
telling their boss is unnecessary, because their work performance is
at a high enough level that they can manage while the treatment
takes effect. Taking on especially difficult assignments may cause
problems in their recovery, however. The wise course of action may
be to talk with the boss.

Those with moderate depression may work, but frequently find
themselves falling behind or missing deadlines. At this point, the
supervisor and colleagues probably notice that something is wrong.
Alerting the boss to the fact that you have a medical problem and
are in treatment can help make adjustments in your workload until
you are back to normal.

Those with severe depression are usually so impaired that they
can’t complete assignments and use more sick days than other em-
- ployees. Those who do not disclose something about the true reason
for their low functioning risk getting poor evaluations and jeopard-
izing their future in that job. Those with moderate to severe depres-
sion will probably want to negotiate for a reduced workload until
they are well enough to take on more assignments.

Talking with a boss or supervisor is not easy. Telling him or her
that you have a medical disorder and are in treatment may be all that
is necessary. Depending on the kind of relationship that you have
with your boss, you may not need to state the exact nature of your
illness. If you trust your boss to help you while keeping your in-
formation private, you may decide to disclose that you suffer with
Clinical Depression. You can share this book to help him or her
learn about this disorder.

Most supervisors will ask for some form of documentation, es-
pecially to justify a workload or schedule change. The treating doc-
tor can write a simple note documenting that there is a medical

136



LIVING WITH DEPRESSION

illness and stating that you are in treatment. If asked about the ex-
pected recuperation time, you can give an estimate based on your
current stage of recovery. As reviewed earlier in this chapter, the av-
erage time from starting treatment to significant response is from
6 to 12 weeks.

In the most extreme cases, sufferers need to request temporary
medical disability while they recover from depression. Medical doc-
tors must certify the disability and complete the necessary forms.

Most states supply some form of medical compensation for dis-
abled workers, but lengths of time and amounts of money vary.
Some states have laws that protect those needing temporary med-
ical disability. Checking with the Human Resources or Personnel
Department is a good way to find out about your rights with respect
to returning to your same job and workplace after full recovery.

Caution: If you must leave your job, check on the possibility of
continuing your present insurance policy so that you remain insured.

Talking with work colleagues is a very personal and individual
decision. If your job requires you to collaborate with others to com-

- plete assignments, informing them that you have a medical disor-
der, but expect to fully recover, may help keep their goodwill.
Instead of informing them yourself, you may want to ask your su-
pervisor to quietly inform those who need to know. -

Talking with Family and Friends

“To me it meant | was less than a man at times when { thought of not
being able to help around the home with physical tasks and duties. . . .
[Treatment] was a big help to me in helping me tafk about my problems
and worries. It helped me open up more to my family and [ was able to
recognize that they were there to support me for as long as it took to get
back to helping them.”
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You have a right to your privacy, even with family and friends. You
must weigh your discomfort with disclosure against your real néed
for their help. Those who live with you on a day-to-day basis are
probably already aware that something is seriously wrong. In fact,
they may have a better sense of your mood and level of impairment
than you, in the beginning. People close to you are also affected by
this illness.

Spouses or relationship partners go through experiences that are
almost as intense as the person with the depression. They, too, suf-
fer when they watch their loved one go through this kind of an-
guish. In the early phases of treatment, they need to take on major
responsibilities such as keeping track of appointments, remember-
ing the names of medications and doses, keeping records of symp-
toms, and participating in discussions with the doctor about
preferences for treatment.

Even so, talking with loved ones is not easy when you feel so un-
happy or when you worry about bothering them with your fears. If
you feel that you can’t discuss your depression with your partner,
ask your doctor or therapist to help you explain. They can meet with
both of you and go over any concerns.

If you aren’t married or in an intimate relationship, talking with
sympathetic relatives and friends can help you weather the some-
times long process of finding a clinician, getting the diagnosis, and
starting treatment. People with moderate to severe symptoms need
assistance until they reach the point where symptoms no longer in-
terfere with their lives. Sharing concerns with loved ones can help
them learn how to provide the support you need.

Talking with children is also important. Children are very sensi-
tive to their parents’ moods. They may not understand the exact na-
ture of the problem, but they do know that something is not right.
Children often assume that a parent’s change in behavior is their
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fault. This holds true regardless of whether the pareht is irritable,
sad, or withdrawn. They need reassurance that they are not the
cause of their parent’s pain. '

The decision about what to tell children depends on their age and
level of emotional maturity, Very young children don’t need long or
detailed explanations. They won’t grasp the concept of this kind of
medical illness and will probably become confused. They do un-
derstand that people have days when they have pain or don’t feel
well. They also know that people sometimes need to take medicine
and go to the doctor. Using plain words and simple explanations is
" best. Here is an example of one way to talk to a young child:

“Mommy [or Daddy] isn’t feeling well right now. I need a doc-
tor’s help to get better. I'm not sad because of you. You didn’t do
anything wrong. Things are going to get better, but it may take a
little time. Just remember that I love you veéry much.”

Older children and adolescents can understand more complex
concepts. Through television, books, or their own experiences they
have more familiarity with illness. Telling them about depression,
and giving them accurate information, can keep them from becom-
ing confused. Teenagers who want to know more can read sections
of this book. Emphasizing the real hope of complete recovery helps
allay their fears. Children of all ages need reassurance. -

It is important to continue talking and interacting with children,
whatever their age. Many children feel a sense of rejection when a
parent becomes depressed and emotionally withdrawn. Excluding
them can make them feel unwanted or unloved.

When children and adolescents feel worried or upset, they are
much more likely to behave in ways that get them into trouble at
home and at school. This is a normal way for them to communi-
cate distress. This is an added burden for a mother or father with
Clinical Depression, however, especially when they shoulder par-
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enting responsibilities by themselves. When depressed parents feel
overwhelmed by their child’s respornse to their illness, they may
need to have a family session with a counselor or therapist. Those
not already in therapy can ask their doctor for a referral to a coun-
selor. The therapist or counselor can also give suggestions about
whether and how to include children without burdening them.

Sometimes when a parent becomes depressed, a child becomes
depressed, too. When children become depressed, a depressed par-
ent may miss it. If you feel you are barely hanging on yourself as
you try to recover, then recruit a family member or trusted friend
to help you with making sure your child receives an evaluation and
any needed treatment.

RECOGNIZING A RECURRENCE OR RELAPSE

“In that depression, fin my casel, is chronic, I've done well. Occasionally
 still experience terrible days, but I've fearned a thing or two about coping
and am able to persevere. [l cope] by trying to organize my thinking so
that I can recognize the onset of an episode and act accordingly.”

Sometimes, after years without symptoms, a person will experi-
ence a second episode of Clinical Depression. About half of the
people with Clinical Depression go on to develop a second or third
episode later in life. Unfortunately, the chance of experiencing an-
other depression increases with each new episode. Ninety percent
of people with a history of three episodes go on to have a fourth.3
Again, the good news is that the effectiveness of treatments does-
n’t diminish. Often the same medication, or class of medications,
used to successfully treat the first episode is equally effective for
later occurrences of the disorder. Again, recovery is the rule and
not the exception.
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Recognizing a relapse is important, because getting help early
can keep the depression from becoming severe. The signs and
symptoms of a recurrence are the same as for the initial episode.
Problems with sleep, appetite, energy level, and mood return.
Symptoms can have a slow or fast onset. It depends on the individ-
ual. The same risk factors and circumstances apply to later
episodes. Financial, physical, and emotional setbacks can set the
stage for a relapse. ‘

When a relapse occurs, the major consideration is how long to
treat the depression. There are special circumstances that can in-
dicate the need for long-term treatment with antidepressant med-
ication. When this happens, ongoing treatment can last for a
period of a few years to several decades. The'length of treatment
depends on the severity and frequency of previous depressions.
Clinicians consider long-term maintenance treatment for those
with three or more episodes of Clinical Depression. They also
consider continuous treatment for patients experiencing at least
two depressive episodes with the following conditions: 1) two
episodes within a five-year period, 2) strong family history of re-
current mood disorders, 3) first episode of depression before 20
years old, 4) two severe episodes with serious thoughts about sui-
cide, and 5) a relapse within twelve months of stopping a success-
ful medication regimen.*

People who have both chronic depression (Dysthymic Disorder)
and Major Depression are more likely to need longer-term treat-
ment. If you fall into any of these categories, you and your doctor
should consider long-term medication maintenance. The primary
goal of continuous treatment is to prevent a recurrence of Clinical
Depression.

Table 7.1 gives you a list to check for warning signs of a relapse.

141



BEATING DEPRESSION

Table 7.1 Warning signs: Am | becoming depressed again?*

Put a checkmark by the symptoms you experienced before getting treatment. Review this list
from time to time to help you notice if you are becoming clinically depressed again,

v

Symptom

How | feel now. Is it time to seek
hefp again?

Feeling sad or “empty”

Loss of interest in things that used
to be enjoyable, like sex, sports,
reading, or listening to music

Trouble concentrating, thinking,
remembering, or making decisions

Trouble sleeping or sleeping too much
Loss of energy or feeling tired
Loss of appetite or eating too much

Losing weight or gaining weight
without trying

Crying or feeling like crying a lot
Feeling irritable or “on edge”
Feeling worthiess or guilty
Fesling hopeless or negative

Thinking a lot about death, including
thoughts about suicide

Frequent headaches, body aches,
and pains

Stomach and digestive trouble with
bowel irregularity

Other symptoms:

* If you start experiencing these symptoms again, talk to your doctor.
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CHAPTER 8

PUTTINGIT
ALL TOGETHER:
STAYING WELL

In depression, recovery is a process and not a single, isolated event.
Even in the best of circumstances, healing is a gradual, sometimes
slow return to feeling normal. The whole process requires a great
deal of patience. Because sufferers and their loved ones are so re-
lieved when the depression lifts, they sometimes forget to think
about ways to stay well. They don’t realize that after the symptoms
improve, they need to shift their attention to maintaining health, to
doing the things that can protect against a relapse. Staying well is as
important as getting well.

The first part of this chapter briefly recaps and reviews important
topics covered by previous chapters. It gives an overview of key is-
sues to consider while going through the process of getting care and
getting well. Chapter 8 is very similar to a travel guide that high-
lights major areas and warns you about potential obstacles. In this
case, the guide walks travelers through the process of recognizing
and getting treatment for a depressive episode. In other words, the
journey begins with the recognition of depressive symptoms and
ends with entry into recovery.
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The second part of the chapter focuses on staying well. It ex-
plores ways to prepare for life after a depressive episode resolves.
This section takes all of the topics presented in previous chapters
and synthesizes them into a simple self-management plan for stay-
ing well. A plan does not guarantee that you will never experience
another depressive episode, but it helps you anticipate problems
and develop a strategy for dealing with them. A plan of action is
like a fire drill. You hope to never experience a fire, but in the event
that you do, you’re prepared.

PART I. SUMMARIZING THE JOURNEY

This section recaps the journey from depression to recovery. Like
any good travel guide, this chapter provides a map. The map is in
the form of a diagram that outlines seven major questions and nine
crucial steps. It is important to answer each question fully before
proceeding because your answers are crucial and determine the
next step. Figure 8.1 presents a simple diagram of the questions and
steps to use as you plan.

Question 1. Do I have depressive symptoms?

This is the first and most basic question, and it is very complex. It’s
difficult, if not impossible, to find a person who would deny ever
having had a period when they felt downhearted or “blue.” Almost
everyone has occasional periods when they feel sad or out-of-sorts.
Nevertheless, Clinical Depression is a common disorder, one that
affects women and men of all ages, races, and incomes. If you have
depressive symptoms, you might have Clinical Depression.

Step 1. Learn the common symptoms

Chapter 1 reviewed common depressive symptoms and highlighted
the important differences between the blues and more serious illness.
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Figure 8.1 Steps from depression to recovery

Q.1 Do | have depressive symptoms?

Step 1 (Chapter 1)
: Learn the common
L] symploms

Q.2 Do [ have clinicat depression?

Step 2 (Chapter 2)
Learn about the
disorder

Step 3 (Chapter 8)
Learn the treatment options
and think about preferences

il

Y
0.3 How do | get diagnosed and get the best care?

Step 4 (Chapter 4)
Evaluate my resources and
bartiers lo getting care
Step 5 (Chapter 4)
Getting the clinical evaluation
) and starting freatment
(.4 What can | do to help myself?
Step & (Chapter 5)
Doing the things that help im-
prove my symptoms
Y
Q.5 Do | have any special Step 7 (Chapter 7)
problems that can affect my Determine whether | have
treatment and recovery? special issues
Step 8 (Chapter 7) Q.6 I've started treatment.
Learn the stages How do | live with
f e depression while t heal?
o1 Teooven P Step & {Chapter 8)
+ Develop my plan for
Q.7 How do | stay well? staying well
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The blues come and go. They seldom linger for weeks or months
without some periods of relief. In Clinical Depression, people ex-
perience symptoms most of the day, almost every day for weeks,
months and sometimes years. The blues make people feel awful, but
they rarely interfere with their ability to function. People with Clin-
ical Depression struggle to manage the activities of daily life.

Step 2. Learn more about the disorder

The major point of the second chapter is that Clinical Depression
is a medical disorder, a clinical illness that affects the mood. It is
not just one disorder, however; there are many different types of
Clinical Depression. The various types differ in the number of
symptoms, the intensity of symptoms, and how long symptoms last.
Chapter 2 also talked about the circumstances and personal sit-
uations that can increase the risk of having a depressive episode.

Question 2. Do I have Clinical Depression?

After learning the symptoms and reading more about the illness,
you may realize that the chances are good that you have Clinical
Depression. Again, the good news is that Clinical Depression is a
treatable illness. Depending on the number and severity of symp-
toms, there are a number of treatment options. While considering
all of this, it helps to remember that recovery is the rule, and not the
exception.

Step 3. Learn the treatment options and begin to think

about preferences '

Chapter 3 reviewed the three main options for treatment. They are
psychotherapy, medication, or a combination of the two. That chap-
ter also briefly described two specialized “procedural” treatments
(ECT and Light Therapy) used in less common situations.
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Learning about all of these treatments can help you explore your
preferences as you prepare to answer question 3.

Question 3. How do I get diagnosed and
how do I get the best care?

The recovery process begins when you ask this fundamental ques-
tion. Not only do you need a correct diagnosis, you also need the
kind of care that will give you the best chance for recovering from
depression. Depending on your particular situation and circum-
stances, you may have barriers and obstacles that interfere with
your ability to get the best care. This question leads us to Step 4.

Step 4. Evaluating resources and barriers to getting care

The first part of Chapter 4 led you through a process of examining your
resources and evaluating any barriers that might interfere with
getting an evaluation and ongoing care. Assessing both issues (re-
sources and barriers) is crucial to getting the kind of care that you need.

Step 5. Getting a clinical evaluation and starting treatment

Chapter 4 also addressed the pivotal and most important step: get-
ting the correct diagnosis. After reading the first few chapters of
this book, you may reach the conclusion that you or a loved one
has Clinical Depression. To begin treatment you need this diagno-
sis confirmed by a trained professional. This section helped you de-
termine your preferences both for the form of treatment and the
type of clinician to provide care. | '

Question 4. What canIdo to help myself?

Along with starting treatment, it is important to do things that pro-
mote your health and well-being. Making even modest changes can
reap big rewards in terms of helping you feel better.
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Step 6. Doing the things that help improve my symptoms

Clinical Depression causes people to feel listless and fatigued. Be-
cause of this, even those with mild symptoms can have trouble find-
ing the motivation to take on anything new.

~ Chapter 5 reviewed 10 of the things that the depressed can do to
help themselves. Although they are simple, they require some effort
and a commitment to getting well. Each of these things can work
together with clinical treatment to ease symptoms.

Question 5. Do I have any special problems that can
affect my treatment and recovery?

As you go through the steps toward getting care, you may find that
you have special problems or issues that either impact your ability
to get care or affect your treatment choices. Although it’s impor-
tant to review these things at the beginning of treatment, it’s equally
important to keep them in mind as you recover from Clinical De-
pression. These issues can complicate each stage of this disorder.
They require a higher level of attention and care.

Step 7. Determine whether I have any special issues
or circumstances

Chapter 6 covered several special issues that can affect the diagno-
sis and management of Clinical Depression. It started off by briefly
exploring the Surgeon General’s findings on the impact of race, eth-
nicity, and culture on the ability to get good quality assessments and
treatments. Additionally there were suggestions for how to handle
prejudice and discrimination (which can be based on race, ethnic-
ity, gender, age and sexual orientation) when it occurs in medical
settings.

Children, adolescents, and the elderly need more complex as-
sessments and treatments. Many of them are more sensitive to
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medications and their side effects than young to middle-aged
adults. Because of these issues, some need treatment with a physi-
cian specialist. _

Experiencing a life-threatening event can slow the recovery from
Clinical Depression. This section discussed the normal phases of
emotional adjustment to this kind of trauma.

Other special circumstances that can alter the treatment plan in-
clude persistent thoughts about suicide and pregnancy.

Question 6. I've started treatment. How do I live
with depression while I heal?

‘Although the process of recovery begins with your medical assess-
ment, the real healing begins when you start treatment. The process
takes time and requires patience. Learning about the stages of re-
covery is a way to help you chart your progress and alert you when
things are not going well.

Step. 8. Learn the stages of recovery

Chapter 7 described the stages of recovery and gave estimates for
how long each stage should last. These estimates are only guide-
lines to help you assess if things are going well. The stages begin
with the start of treatment and end when your symptoms resolve.

Sometimes depressed people need to have adjustments made to
their schedules and work assignments. They may also need to have
a family member take over responsibilities at home. The second
part of Chapter 7 turned to work and family issues and suggested
ways to talk with loved ones and colleagues about them.

Question 7. How do I stay well?

This chapter started with the statement that recovery is a process,
not a single isolated event. The process of healing continues after
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treatment stops. After getting better, it is still important to pay at-
tention to how you feel and to continue to do the things that pro-
mote emotional and physical health.

Part II of this chapter focuses on strategies for staying well. This
section is not only for those who are at the stage of terminating
treatment. These principles apply to anyone who has ever had a de-
pressive episode.,

There are two basic reasons for developing a management plan
for staying well. The first is to help you find a way of living that can
minimize the risk of having future depressive episodes. The sec-
ond reason is to give you a systematic way of solving the problems
that emerge if you begin to have symptoms again.

PART II. MY PLAN FOR STAYING WELL
A. Continue to do the things that help you feel better

One of the early tasks of recovery is to find out what makes you feel
better. If you tried some of the things mentioned in Chapter 5, you
probably realize by now that putting forth the effort was well worth
the gains that you made in relieving some of your symptoms. Of the
things mentioned in that chapter, there are six techniques that

should be continued throughout the post-recovery period. They are:
| having a regular bedtime, getting daily moderate exercise, manag-
ing stress, not staying alone for long periods, eating a healthy diet,
and avoiding addictive substances like alcohol and illegal or recre-
ational drugs. All of these are things that promote physical and
emotional health. .

B. Keep in contact with your doctor or therapist

For those who are no longer in treatment, it is a good idea to keep in
contact with your doctor or therapist. That way, if you need help in
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the future, you can go to someone who knows you and understands
your medical history. One of the easiest ways to do this is by having
a yearly follow-up visit to assess and confirm your progress. Keep
telephone numbers and addresses in a place where you can easily
find them. '

In the event that either you or your doctor/therapist moves or
leaves the area, make sure that you have a back-up person or clinic
where you can get care. Keep a list of all medications, including
those that didn’t work. This information will help guide your fu-
ture treatment. ‘

C. Strategize ways to overcome barriers to future care

If you need to review possible barriers, you can re-read Chapter 4.
To briefly recap, some of the important barriers to getting care are:
health insurance status, health insurance plan restrictions, difficulty
getting time off from work for office visits, family and/or cultural
attitudes that interfere with seeking care, lack of adequate child-
care, transportation problems, language, and lack of available
healthcare facilities. All of these things can be continuing issues
and each of them can be difficult to overcome. Chapter 4 also gives
suggestions for ways to minimize and manage obstacles.

D. Getting early treatment for any symptoms that recur

It is important that you continue to pay attention to symptoms, es-
~ pecially those you experienced during your most recent depressive
episode. Don’t overlook or underestimate symptoms in hopes that
they’ll just go away. Ignoring your feelings will only prolong the
discomfort and put you at risk for developing a more severe form of

the illness.
The best predictor of the treatment that will succeed is the treat-

ment that worked in the past. If you took medications, you may be
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tempted to start yourself on antidepressants by either taking leftover
pills or taking a friend’s medication. This is a bad idea that can, in
fact, be dangerous if it keeps you from getting a good clinical as-
sessment. Also, your age and physical health status may have
changed. You need an evaluation to ensure that you get the best and
most up-to-date care.

E. Ongoing assessment of how your job and family
responsibilities impact how you feel

You may not have the ability to change your responsibilities at work
or at home. What you can do, though, is assess your everyday level
of stress. Learning relaxation techniques can help you cope until
you can modify or change your situation. If stress is a significant
problem in your life, ask your doctor for a referral to someone who
can help you learn relaxation techniques.

F. When possible, avoid people and things that
negatively impact your mood

This may not be possible, especially if these people are family mem-
bers or colleagues. You can try to limit your contact, though. Associ-
ating with people who constantly criticize you or treat you with
disrespect is never good. For those with Clinical Depression it can
be very damaging because this kind of disapproval can worsen the
pessimism and low self-esteem. It is better to nurture supportive re-
lationships, and socialize with those who truly care about you.

After reading the previous section you will probably discover
other strategies and techniques to add to your general care plan.
These suggestions are meant to be guidelines for you to use. It’s
important that you customize them to meet your specific needs.
Table 8.1 gives you a template to use in constructing your summary
plan for recovery.
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Table 8.1 Summary of my pian for recovery

My Symptoms (write down the key symptoms you experience with depression):

My Diagnosis:

My Doctors and/or Therapists:

~ My Health Insurance:

My Medications (names of medications 'm taking):

My Treatment Plan {e.g., type and schedule of medications, schedule of therapy):

Things | can do to help myself:

Things | need to pay attention to {e.g., thoughts, feelings, actions, symptoms, and
when | shouid contact my clinician):
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YOU CANDOIT!

Do you remember the story of Janet Johnson? She’s the woman
whose story you read in Chapter 1. When we left her she was ex-
periencing severe symptoms and didn’t know where to turn. She
had little hope of getting better. Fortunately her story didn’t end
there. Janet’s husband became concerned when she started to avoid
friends and family members. He noticed that she was no longer in-
terested in her Girl Scout troop and missed several meetings. He
finally encouraged her to get a medical evaluation.

She made an appointment with her family doctor. After a com-
plete evaluation and physical her doctor determined that she, in-
deed, had moderate to severe Clinical Depression. She initially
opted for medication management but after a month decided to add
psychotherapy to her treatment regimen. Her symptoms resolved
over the course of about three months. She continued in treatment
for a total of sixteen months.

After the depression her life didn’t immediately return to normal.
She decided that prior to the onset of symptoms she had taken on
too much responsibility at home, at work, and at church. All three
had combined to cause her a great deal of stress.

Psychotherapy helped her learn to set priorities and share or del-
egate tasks. She finally learned that she didn’t have to do every-
thing herself. Her therapist also helped her design her plan for
staying well,

Janet keeps in touch with both her family doctor and her thera-
pist. She has a yearly appointment with both. Like most who go
through a depressive episode, she has been symptom free for vears.

Like Janet, you can recover from Clinical Depression, There are
many things that you can do to help yourself. You are not doomed to
suffer and life is not hopeless. The important thing is to educate
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yourself about the illness and the treatments so that you can get
good care. It is our sincere hope that this book can become a trusted
companion on your road to health. You can do it! You can recover
from this debilitating illness and live a life of hope and joy.

“When | come across a person that is having similar problems as | had,

! always tell them what worked for me. Getting to a good psychologist

is most important. Do not stay with a doctor that you feel does not under-
stand you or that you feel is not helping. Always remember that it takes a
very long time to start feeling better. Some days you feel up and other days
not. Be kind to yourself, do it for yourself.”

"What's funny now is that | feel better than | ever did before { got sick.
I have made many positive changes in my life and somehow I feel stronger
than | was before my depression. Will the depression ever come again?

1 hope not but | know if it does, I'll be ready for it”
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'GLOSSARY

Addiction. Habitual drive for and use of substances, such as alcohol,

drugs or tobacco, with harmful consequences for the individual
. and/or their loved ones.

Adjustment disorders. IIness that develops as a reaction to a difficult life
event. Symptoms are less severe than in Clinical Depression and the
disorder will usually get better within six months of the event.

Affective Disorder. The large class of mood disorders that includes
Clinical Depression and mania or Bipolar Disorder.

Bipolar disorder (also known as Manic Depression). Mood disorder
that causes periods of extreme highs (mania) and extreme lows |
(depression).

Clinical Depression. A severe form of depression affecting mood with
several other types of symptoms or problems at the same time, and
lasting at least two weeks but commonly several months or years.
Includes Major Depression, Dysthymic Disorder, and Seasonal Af-
fective Disorder.

Clinical evaluation. Assessment of a person’s health, well-being, and
functioning.

Clinician. Healthcare professional who provides treatment; e.g., doctor,
therapist, psychologist, psychiatrist.

Cognitive behavioral therapy. Type of therapy for mental, emotional,
and behavioral health problems. Focuses on identifying and chang-
ing the individual’s thoughts, actions, and feelings that contribute to
the problem. :

Cyclic antidepressants. Type of prescription medication used to
treat mental, emotional, and behavioral health problems, main-
ly depression. Tricyclic antidepressants are one class of cyclic
antidepressants.
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GLOSSARY

Depression. A disturbance of affect or mood with associated symptoms
such as poor sleep, appetite, or physical problems. Includes minor
symptoms as well as different forms of Clinical Depression.

Dysthymic disorder. Type of Clinical Depression that is characterized
by recurring episodes of depression over a period of at least two
years. Symptoms may not be as severe as in Major Depressive
Disorder.

Electroconvulsive therapy. Treatment for mental health disorders (ad-
ministered by a psychiatrist) that delivers low-voltage current
through electrodes attached to the patient, while the patient is under
anesthesia. Highly effective for severe depression.

Functioning. Describes a person’s perceptions of their health and their
ability to carry out their daily activities.

Herbals. Preparations of herbs available over-the-counter. Some herbals
have been promoted as a treatment for depression, their effective-
ness is not yet known.

Initiation of treatment. Start of a treatment episode.

Inpatient care. Treatment for a health problem received while in a hos-
pital or other overnight healthcare facility.

Insurance status. Indicates whether a person has heaith insurance and,
if so, what type.

Interpersonal therapy. Form of therapy used to treat mental, emo-
tional, and behavioral problems. Focuses on identifying and cop-
ing better with the events, people, or circumstances that cause or
worsen the emotional problems.

Licensed Clinical Social Worker (Secial Worker) (L.C.S.W.). Men-
tal health professional who treats mental, emotional, and behavioral
health problems with therapeutic techniques.

Light therapy. Treatment used for seasonal affective disorder, in which
the patient is exposed to exceptionally bright artificial light, pre-
scribed by a physician.

Maintenance treatment. Continuing treatment (usually medica-
tion) after recovery to avoid subsequent episodes of Clinical
Depression.
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GLOSSARY

Major Depressive Disorder. Type of Clinical Depression that is char-
acterized by mood disturbance and the presence of multiple symp-
toms of depression, occurring daily for two weeks or more and
usually lasting several months.

Mania. A type of Bipolar Disorder that dramatically affects an individ-

" unal’s feelings, thoughts, and behaviors, and causes them to be very
agitated, hyperactive, and euphoric.

Marriage and family therapist (M.F.T.) [also known as marriage,
family, and child counselor (MLF.C.C.)]. Mental health profes-
sional who treats mental, emotional, and behavioral problems with
therapy.

Minor Depression. Presence of symptoms of depression that are either
less severe or do not last long enough to meet criteria for Major De-
pressive Disorder or Dysthymic Disorder.

Monoamine oxidase inhibitor. Type of medication used to treat de-
pression.

Neurotransmitters. Chemicals in the brain that carry messages be-
tween brain cells.

Norepinephrine. One of the neurotransmitters in the brain that regu-
lates mood.

Outpatient care (also known as day treatment). Treatment for a health
problem provided at a healthcare facility that does not require the
patient to stay overnight.

Posttraumatic stress disorder. Illness that develops as a result of
experiencing or witnessing life-threatening and/or violent events
or attacks. '

Psychiatrist (M.D.). Medical doctor who specializes in mental, emo-
tional, and behavioral disorders. Conducts evaluations and provides
treatment, using therapy, medication, electroconvulsive therapy,
and/or light therapy.

Psychodynamic therapy. Form of treatment for mental, emotional, and
behavioral health problems that focuses on identifying and resolv-
ing emotional conflicts that arise from the interaction between per-
sonality and circumstance.
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GLOSSARY

Psychologist (Ph.D.). Doctoral-level mental health professional trained
in evaluating and treating mental, emotional, and behavioral health
problems through the use of therapy and other treatments.

Psychosis. A form of severe mental iflness, in which a person’s percep-
tion of reality is markedly distorted, affecting their thoughts, ac-
tions, ability to relate to others, and sometimes their ability to care
for them or others. )

Psychotherapist (also known as therapist). Trained mental health pro-
fessional who evaluates and treats mental, emotional, and behav-
ioral problems, using verbal and nonverbal therapeutic techniques.

Psychotherapy (also known as therapy). Treatment for mental, emo-
tional, and behavioral problems that involves talking to a trained
health professional.

Recurrence (relapse). A new episode of an illness after a period of re-
mission.

Remission. Recovery from an episode of an illness.

Response to treatment. Indicates how the patient is reacting to the
treatment.

Seasonal pattern depression (also known as Seasonal affective disor-
der). Depressive disorder that occurs at certain times of the year,
typically during the fall or winter months. More common in cli-
mates that have long hours of darkness.

Selective serotonin reuptake inhibitors. Type of antidepressant that is
used to treat depression and other mood disorders. Thought to elevate
mood by increasing the amount of serotorin available to the brain.

Serotonin. One of the neurotransmitters in the brain that regulates
mood.

Supportive therapy. Form of treatment for mental, emotional, and be-
havioral disorders that focuses on helping people deal with the im-
pact of their disorder on their daily life. Not known to be effective
when used alone for treating Clinical Depression.

Termination of treatment. Ending or stopping treatment.

Tricyclic antidepressants. A type of cyclic antidepressant.
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DEPRESSION
RESOURCES

Advocacy, Support, and Educational Associations or Groups
for Patients and Families

Freedom From Fear: Building Bridges from Education to Treatment
Freedom From Fear

308 Seaview Avenue

Staten Island, New York 10305

Phone: (718) 351-1717

Fax: (718) 667-8893

www.freedomfromfear.org

National Alliance for the Mentally Tl (NAMI)
Colonial Place Three | |
2107 Wilson Blvd., Suite 300

Arlington, VA 22201

Phone: (703) 524-7600

NAMI HelpLine: 1-800-950-NAMI [6264]
WWW.nami.org

National Depressive and Manic-Depressive Assoclatlon (NDMDA)
730 N. Franklin Street, Suite 501

Chicago, Illinois 60610-7204

Phone: (800) 826-3632; (312) 642-0049

Fax: (312) 642-7243

www.ndmda.org
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DEPRESSION RESQURCES

National Mental Health Association -

1021 Prince Street

Alexandria, VA 22314-2971

Phone: (703) 684-7722

Fax: (703) 684-5968

Mental Health Information Center (800) 369-NMHA
TTY Line (800) 433-5959

www.nmha.org

Scientific and Professional Associations

American Psychiatric Association
1400 K Street N.W. ’
Washington, DC 20005

Phone: (888) 357-7924

Fax: (202) 682-6850
www.psych.org

American Psychological Association

750 First Street, NE,

Washington, DC 20002-4242 |
Phone: (800) 374-2721; (202) 336-5510TDD/TTY: (202) 336-6123
www.apa.org .

Government Resources

Center for Mental Health Services (CMHS)
Phone: (310) 443-0001

Fax: (310) 443-1563
http://www.samhsa.gov/centers/cmhs/cmhs.html

Center for Nutrition Policy and Promotion (CNPP) (part of the
United States Department of Agriculture [USDA])

3101 Park Center Drive, Room 1034

Alexandria, VA 22302-1594
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DEPRESSION RESOURCES

Phone: 703-305-7600
Fax: 703-305-3400
website: www.usda.gov/cnpp

Center for Substance Abuse Prevention (CSAP)
Phone: (310) 443-0365

Fax: (310) 443-5447
http://www.samhsa.gov/centers/csap/csap.html

Center for Substance Abuse Treatment (CSAT)
Phone: (310) 443-5700

Fax: (310) 443-8751
http://www.samhsa.gov/centers/csat/csat.html

Centers for Disease Control and Preventmn (CDC)
1600 Clifton Road '
Atlanta, GA 30333

Phone: (404) 639-3311

Public Inquiries: (404) 639-3534; (800) 311-3435 -
http://www.cdc.gov/netinfo.htm

www.cdc.gov

Food and Nutrition Information Center -
Agricultural Research Service, USDA
National Agricultural Library, Room 105
10301 Baltimore Avenue

Beltsville, MD 20705-2351

Phone: 301-504-5719

Fax: 301-504-6409

TTY: 301-504-6856

email; fnic@nal.usda.gov

website: http://www.nal.usda.gov/fnic/
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DEPRESSION RESOURCES

Knowledge Exchange Network (KEN)

KEN provides information about mental health through the internet
and a toli-free number and offers educational publications.

Phone: (800) 789-2647

TDD: (301) 443-9006

email: ken@mentalhealith.org

www.mentalhealth.org

National Institute of Mental Health (NIMH)

(Part of the National Institutes of Health, which is an agency of the
U.S. Department of Health and Human Services)

NIMH Public Inquiries

6001 Executive Boulevard, Rm. 8184, MSC 9663

Bethesda, MD 20892-9663

Phone: (301) 443-4513

Fax: (301) 443-4279

www.nimh.nih.gov

Office of Applied Statistics
Phone: (310) 443-6239
Fax: (310) 443-9847

Office of Communications
Phone: (310) 443-8956
Fax: (310) 443-9050

Office of Managed Care
Phone: (310) 443-2817
Fax: (310) 443-8711

Office of Minority Health
Phone: (310) 443-7265
Fax: (310) 443-9538
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DEPRESSION RESOURCES

Office of Policy and Program Coordination
Phone: (310) 443-4111
Fax: (310) 443-0496

Office of Program Service
Phone: (310) 443-3875
Fax: (310) 443-0247

Office of the Surgeon General
The Surgeon General

Office of the Surgeon General
5600 Fishers Lane

Room 18-66

Rockville, MD 20857
http://www.osophs.dhhs.gov/

Substance Abuse and Mental Health Services Agency (SAMHSA)
(An agency of the U.S. Department of Health and Human Services)
SAMHSA

5600 Fishers Lane

Rockville, MD 20857

www.samhsa.gov
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APPENDIX

- DEPRESSION TOOLKIT

In this book, we have discussed many aspects of depression and we
have presented a lot of information. Getting an overall picture of
depression is helpful, but the way people experience depression and
the special issues they deal with are all very personal. Because de-
pression is so personal, it is important to identify what information
is most helpful to you. In order to help you think about your own
experiénce, we have included the following tables, or tools. These
are intended to help you better understand what you are experienc-
ing and to help you develop a plan for your road to recovery.

Things I’'m experiencing

{Place a check by the symptoms you are experiencing or have experienced in the past few
months, then indicate how much that symptom is affecting you.)

v | Key Symptoms and Problems Does this symptom affect you a little
: of the time, some of the time ora
lot of the time?
Feeling sad or “empty” Alittle ___Some Alot
Loss of interest in things thatused |-.__._Alitle __ Some __ Alot
to be enjoyable like sex, sports, .
reading, or listening to music _
Trouble concentrating, thinking, Alitle _Some ___Alot
remembering, or making decisions
Trouble sleeping or sleeping Aflitle __Some __ Alot
too much :
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DEPRESSION TOOLKIT

Things I'm experiencing (Cont.)

v

Key Symptoms and Problems

Does this symptom affect you a little
of the time, some of the time or a
lot of the time?

Loss of energy or feeling tired
Loss of appetite or eating too much

Losing weight or gaining weight
without trying

Crying or feeling like crying
Feeling irritable or “on edge”
Feeling worihless or guilty
Feeling hopeless or negative

Thinking about death, includ-
ing thoughts about suicide

Frequent headaches, body aches,
and pains

Stomach and digestive trouble
with bowel iregularity

Other symptoms:

___Alitle __Some __ Aot
___Alitte __Some __ Alot
___Alitle __Some __Alot
__Alitle _Some __Alot
___Alite __Some __Alot
_ Alttle __Some __Alot
___Alittle  __Some ___Alot
_ Alttle __Some __Alot
___Alttle _ _Some __ Alot
___Alittle __Some ___Alot
___Alittle __Some __ Alot
_ U Alittle  _ Some ___Alot
. Alittle __Some __Alot
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DEPRESSION TOOLKIT

Life events | have experienced: During the past 12 months, did any of the
following things happen to you?

Someone close to me died. ‘ YES NO
I had a serious argument with someone who lives at my home, YES NO
| had a serious problem with a close friend, relative, YES NO
or neighbor not living at home.

| separated, divorced or ended an engagement or relationship. YES NO
| had arguments or other difficulties with people at work. YES NO
Someone moved out of my home. o | YES NO
{ was laid off or fired from work. . _ YES NO
I had a serious injury or iliness. YES NO
1 had minor financial problems. _ YES NO
I had a major financial crisis. YES NO
Someone close to me had a sudden sericus illness or injury. YES NO
}, or someone important to me, had problems because of YES NO

discrimination based on age, gender, race, ethnicity
or immigration status?

I lost my home. YES NO
Other: YES NO
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DEPRESSION TOOLKIT

Is alcohol a special problem for me? A “yes” answer to any one of these
questions may indicate that you have a drinking problem.

In the last month, was there a single day in which you YES NO
had five or more drinks of beer, wine, or liquor?

Did you ever think that you were an excessive drinker? YES NO
Has there ever been a period of two weeks when you YES NO

were drinking seven or more alcoholic drinks
{beer, wine, or other alcoholic beverage) a day?

Have you ever drunk as much as a fifth of liquor in one day? | YES, more than once
(That would be about twenty drinks or three bottles of wine | YES, but only once
or as much as three six-packs of beer in one day.) NO

My Medications

Nzame of Medication Dose _aﬁd Frequency of Medication

1 Dose
{daily, weekly, menthly, as needed)

10
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Comparison of treatments

DEPRESSION TOOLKIT

Psychotherapy [Medications ECT Light Therapy
Appropriate for |Mild or All: Severe Only used for
which fevels of | moderate {mild, moderate Seasonal
severity of or severe) Affective
Clinical Disorder
Depression
Cost The exact cost o the individual depends on insurance status
(whether one has health insurance) and the type of health
insurance plan
Type of trained | Therapist Psychiatrist Psychiatrist Psychiatrist
professional {LCSW, (MD), (MD) MD)
who can MFCC, MFT), |Primary care
provide Psychologist | clinician (MD)
treatment (PhD),
Psychiatrist (MD}
Frequency Weekly sessions | Daily medication | Individualized | Individualized
of visits {sometimes with follow-up
more than appointment
once a week) | intervals of 1-3
manths depend-
ing on the rate
of improvement
Duration of Typically 12 Typically 6 Typically weeks |Typically weeks
treatment weeks to 1 year, | months to 1 year, | but can last but can last
but can last but can last longer longer
longer longer
When you'll start | Responses to treatment vary by individual. See Chapter 6 for
feeling better | more information about the recovery process.
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DEPRESSION TOOLKIT

What things would make it harder for me to get care?

Which of the following reasons would make it difficult for you to get care?

1. | worry about cost.
2, The clinician won't accept my health insurance.
3. My health plan won't pay for my treatment.
4. | can't find where to go for help.

* 5.1 can't get an appointment as soon as | need one.
6. | can't get to the clinician’s office when it's open.

7. It takes too long to get to the clinician’s office from
rny house or work.

8. 1 can't get through on the telephone or leave messages.

9.1 don't think | can be helped.

10. t am too embarrassed to discuss my problem
with anyone.

11. | am afraid of what others will think of me.

12. 1 can't get work leave for medical appointments
and will lose pay.

13. | need someone to take care of my children.
14. No one speaks my language at the clinician's office.

15. | feel discriminated against because of my age,
race, ethnicity, or sexual orientation.

YES
YES
YES

YES

YES
YES

YES

YES
YES
YES

YES
YES

YES
YES
YES

NO
NO

NO

NO
NO
NO
NO

NO
NO
NO

NO
NO

NO
NO
NO
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DEPRESSION TOOLKIT

What is my experience with treatment (my treatment history)?

" As you and your doctor discuss treatment options, it's important to talk about
your past experiences with depression treatment(s), including those of famify
members, Discuss your experience and your attitudes about treatment with your
doctor. '

Have you been diagnosed with depression in the past? YES NO
If yes, did you receive any form of treatment? YES NO
Have you ever taken antidepressant medications® YES NO
If yes, were they helpful? , - YES NO
Have any family or friends taken antidepressant YES- NO
medications?

If yes, were they helpful? YES NO
Have you ever tried counseling or therapy? YES NO
If yes, was it helpful? YES NO
Have any family or friends tried counseling or therapy? YES NO
If yes, was it helpful? YES NO
Are you against taking medications? - YES NO
If yes, why?

Are you against counseling or therapy? YES NO
If yes, why?
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DEPRESSION TOOLKIT

What are my personal depression treatment preferences?

v | Options and preferences

Psychotherapy alone {for those with mild to moderate symptoms only)
Medication alone (for those with mild, moderate, or severe symptoms)

Combination treatment-medication and psychotherapy (for those with mild,
moderate, or severe symptoms)

'If all are indicated, and available.
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Questions for my doctor

It is important to talk with your doctor about your concerns and preferences re-
garding treatment and about any special issues you may have. The following are
some sample questions you might want to use.

Preferences or Concerns Sample Questions
If your options and “Wili you prescribe my antidepressant medications
preferences include or wilt you refer me to a psychiatrist?” B

medication alone “When will | start feeling better?"

“Our next appointment is scheduled for
If t haven't noticed a change by what date, when
should | call you?”

“If | don't start feeling better by a certain time, what
is the next step?”

“Are there any other things | should contact you
-about before our next appointment?”

“What side effects might | experience?”

“| also take ({list other medications). Is
it safe to take all of these together? Should | take
them at different times of the day?”

If your options and “If possible, | would like to try psychotherapy before

preferences include considering medications. I've read about two special

psychotherapy alone therapies for people with Clinical Depression. Are
there therapists who can provide these particular
treatments?”

(¥ the answer is “no," you need to decide whether
you would still fike to pursue psychotherapy alone or
in combination with medications.}

“Can you refer me to a therapist? If not, how can |
find one’?"

“Would you like me to follow-up with you after | have
started therapy?” :

“if | don't notice any change after a certain amount of
time, should { contact you? What would the next
step be?”

“Would you like to speak with the therapist once |
start treatment?”
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Questions for my doctor (Cont.)

Preferences or Concerns

Sample Questions

If your options and
preferences include
combination treatment

{Also see questions
for medication and
psychotherapy alone.)

*l would like to try both medication and
psychotherapy. Is there a way to arrange for me to
get both treatments?”

“Is that arranged through my health plan or do | need
1o find a therapist outside of the plan?”

“Is there anyone who can help me find a therapist?”

“Would you like to speak with my therapist so that
both of you can discuss the treatment?”

“When should | come in for another appointment
with you?"

Questions for the therapist

“What can | expect?"

"How is the therapy going to help my depression?”

‘At a certain point, should | consider going on
. medication, if 'm not feeling better?"

“Would you like to speak with my doctor?”

“Are there things | should be doing on my own?”

“If things don't seem to be going right, how should |
bring it up with you?”
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Things | can do to help myself

In addition to getting treatment from a professional, there are things that you
can do to help yourself, We discussed many of these techniques in Chapter 5.
Think about actions or activities that can hefp your recovery process. Small
things can make a big difference, so you don't need to plan special activities or
make big changes. List the things that you can do te help yourself.

Pleasant Activities

(List activities that you find enjoyable, fun, rewarding, meaningful, or motivational; e.g.,
watching a movie, taking a nature walk, reading.)

1.

S

Relaxing Activities

{Name some activities that help to soothe or refax you and reduce stress and worries;
e.9., taking a bath, meditation, spiritual practice.)

6.
7
8.
9.
1.

Exercise, Diet, and Sleep

{What can you do to help yourself maintain a healthy diet, get some regular exercise,
and get enough sleep?)

1.
12.
13.
14,
5.
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Things I can do to help myself (Cont.)

People, Places, Things to Avoid
{Are there things you should stay away from until you are feeling better?)

16.
17,
18,
18,
- 20.

Other ldeas for Recovery:
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Warning signs: Am | becoming depressed again?*

Put & checkmark by the symptoms you experienced before gatting treatment. Review this list
from time fo time fo help you notice if you are becoming clinically depressed again.

v

Symptom

How | feel now. Is it time to seek
help again?

Feeling sad or "empty”

Loss of interest in things that used
to be enjoyable, like sex, sports,
reading, or listening to music

Trouble concentrating, thinking,
remembering, or making decisions

Trouble sleeping or sleeping too much
Loss of energy or feeling tired
Loss of appetite or eating too much

Losing weight or gaining weight.
without trying

Crying or feeling like crying a lot
Feeling irritable or “on edge”
Feeling worthless or guitty
Feeling hopeless or negative

Thinking a lot about death, including
thoughts about suicide

Frequent headaches, body aches,
and pains

Stomach and digestive trouble with
bowel irregularity

Other symptoms:

* If you start experiencing these symptoms again, talk to your doctor,
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Summary of my plan for recovery

My Symptoms (White down the key symptoms you experience with Clinical Depression):

My Diagnosis:

My Doctors and/or Therapists:

My Health Insurance:

My Medications (names of medications 'm taking}:

My Treatment Plan (e.g., type and schedule of medications, schedule of therapy):

Things | can do to help myself:

Things | need to pay attention to {e.g., thoughts, feelings, actions, symptoms, and
when | should contact my doctar or therapist):
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Abnormal thoughts/experiences, 10
and Postpartum Depression, 36
and Severe-Major Depression, 35

Access to healtheare, 110

Accidents, setious, 42

Aches and pains, ¢
and childhood depression, 117
and elderly depression, 120
and recovery, 131 :
and stopping medications, 132

Acting out 116

Activity
phys:cal 10-11, 97-98
social, 129

Adapin, 61

Adjustment Disorders, 43

Adolescents:
and Cognitive Behavioral Therapy, 55
depression in, 115-119
talking about depression with, 139

Adrenal disease (as factor in depression), 27

Aftican Americans, 110, 117

Age factors and suicide, 122

Agitation, 8
and childhood depression, 116
and Major Depressmn, 32, 33
and mania, 134

AIDS, 23

Airplane glue, 24

Alaska, 44

Alcohol abuse, 32
avoiding, 106
checklist for, 24
as factor in depression, 23-24
and suicide, 122
and teenagers, 117

Alcoholics Anonymous, 106

Aloneness, avoiding, 100-102

Amitriptyline, 60

Amoxapine, 61

Amphetamnes, 24

Anafranil, 6

Anesthesia (w:th ECT), 65

Anger:
and childhood depression, 116
and Posttraumatic Stress Disorder, 43
and recovery, 114

Anger and sadness (phase 2), 114

Antibiotics (as factor in depression), 25

Antidepressant medications

(see Pharmacotherapy)

Arnxiety:
and Dysthymic Disorder, 37, 38
and terminating medications, 132

Appearance, loss of interest in, 7 -

Appetite:
changes in, 7-8
and childhood depression, 117

Appetite (Cont.): -
healthy diet to improve, 104
and recovery, 128
Appointments, keeping, 87, 102-103
Asendin, 61
Agsian Americans, 110
Assaults, physical, 25, 42
Attention Deficit Disorder, 116
Attention to details, 5
Attitudes, family (as treatment barriers), 89
Availability of treatment, 88-89
Aventyl, 61

“Baby Blues,” 35
Barriers to getting treatment, 76-83
checklist for, 82~83
childcare issues, 80-81
and elderly depression, 120 )
family attitudes/cultural beliefs, 80
health insurance, 76-79
lack of facilities, 81
language/deafess, 82
transportation, 81
work issues, 79-80
Bedtime, regular, 96-97
Behavioral therapy (see Cognitive Behmoral
Therapy)
Behaviors:
with Bipolar Disorder, 41
with childhood depression, 116-118
with Dysthymic Disorder, 37
with Major Depressive Disorder, 33
and Psychodynamic Thetapy, 55 :
Bereavement, 21, 32 -
Biological rhy'thms 66
Bipolar Disorder, 40-42
Birth control pills {as factor in depression), 23
Bizarre thoughts, 35
Blame, 9
Blood pressure:
affected by MAOIs, 63
depression caused by medication for, 25
Bowel irregularity, 9
Boys, suicide in, 122
Brain disease(s):
depression caused by, 22
depression caused by mechcatmn for, 25
Bupropion, 64

Caesar, 17
Cancer:
depression caused by, 23
depression caused by drugs for, 25
Care coordinator, nurse, 87
CBT (see Cognitive Behavioral Therapy)
Celexa, 62
Character flaws, myths about, 13
Cheese and MAOIs, 62
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Chemistry:
of cyclic antidepressants, 60
depression changes in, 18-19
of MAOISs, 52
of newer antidepressants, 63
and Pharmacotherapy, 59
of 88R1s, 61
Childcare (as treatment barrier), 80-81
Childhood expetiences, 55
Children:

depression in, 115119
and myths about depression, 14
and suicide, 117
talking about depression with, 138-139
Chronic depression (see Dysthymic Disorder)
Circumstances:
as factors in depression, 21
and Interpersonai Therapy, 52-53
Citalopram, 62
Clinical depression, 30-31
Clinical evaluation, 8385
Clinical psychologists, 75
Clinics, non-prefit, 77
Clomipramine, 60 -
Clooney, Rosemary 17
Cocaine, 24
Cognitive Behavioral Therapy (CBT), 53-55,67-69
availability of, 89
homework with, 106
providers of, 75
and recovery, 131
what to expect with, 52
Communication:
about suicide, 123
with family and friends, 137-140
and myths about depresmon, 15
and sensitive issues, 111
and treatment plans, 8590
and work issues, 136-137
Compensation, medical, 137
Concentration, 5
and Dysthymic Disorder, 37, 38
and Major Depression, 32, 33
and new/difficult tasks, 104—105
and Posttraumatic Stress Disorder, 43 -
and recovery, 131 .
Coordinator, narse care, 87
((:3ounlselm1% pastoral, 99
ouple’s Therapy, 57
Cultural beliefs, 80
Cultural issues, 109-111
Cyclic antidepressants, 6061

Daylight, 66

Deafness, 82

Death and dying, thoughts of:
and elderly depression, 121122
and Major Depression, 32
persistent, 122123

Death of loved one, 21, 32, 43

Decision-making abilities;
and Dysthymic Disorder, 37, 38
and Major Depression, 32, 33
and treatment plans, 89

Dementia, 23

Department of Health and Human Semces
(DHHS), 104
Depression:
Bipolar Disorder (see Bipolar Disorder)
clinical, 30-31
Dysthy:lruc Dlsorder (see Dysthyrmc Disorder)
effects of, 3
factor(s) in (see Factor[s] in depression)
Major Depressive Disorder (see Major
Depressive Disorder)
Minor Depressive Disorder (see Minor
Depressive Disorder)
“normal” trauma vs., 15
“out of the blue,” 29
Postpartum Depression {see Postpartum
Depression)
treatment of (see Treatment[s] for depression)
Depression Due to General Medical Condition, 40
Depression in Primary Care, 65
Desipramine, 60
Despair, 9
Desyrel, 61
Details, attention to, 5
Dexedrine, 24
Diabetes, 23, 27
Diagnosis, 83-85
Diagnostic and Statistical Manual of. Memal
Disorders (DSM-1V), 30, 37

‘Diet:

MAQIs and restrictions on, 6263
and mood, 104
Disability status, medicat, 137
Disasters, natural, 42
Disbelief, 113
Discrimination, dealing with, 110-111
Diseases: .
and elderly depression, 120
as factor in depression, 22-23
suicidal thoughts of patients with incurable, 40

. Divorce, 21,43

Doctoral Degree in Social Work, 75
Double Depression, 39
Doxepin, 61
Drug abuse:
avoiding, 106
as factor in depression, 23-24 ..
and Major Depressive Disorder, 32
-and suicide, 122
and teenagers, 117
Drug interactions and elderly depression, 121
DSM-IV (see Diagnostic end Statistical Manual
of Mental Disorders)
Dynanﬁ_cﬂ]:sychotherapy (see Psychodynamic

erapy)
Dysthymic Disorder, 36-39
criteria for, 38
and long-term treatrnent, 141

Eating habits; .
changes in, 7-8
and Dysthymic Disorder, 37, 38
and Major Depression, 32, 33
and Pharmacotherapy, 93
ECT (see Electroconvulsive Therapy)
Education of patients, 87
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Effexor, 64
Elavil, 60
Eldepryl, 63
Elderly:

depression in, 119-122

and Medicare coverage, 76-77

and tricyclic antidepressants, 60
Electroconvulsive Therapy (ECT), 6466, 69-70

and elderly depression, 121

and psychiatrists, 75

freatment comparison of, 72
Emotional readjustment (phase 3), 114
Emotions, self-destructive, 55
Employment (see Work issues)
Emptiness (as symptom of depression), 4
Endep, 60
Energy levels, 67

and Bipolar Disorder, 41 :

and Dysthymic Disorder, 37, 38

and elderly depression, 120

and Major Depressive Disorder, 32

and Pharmacotherapy, 93
Epinephtine and MAOIs, 62
Estrogen (as factor in depresswn), 27
Ethnic issues, 109-11
Evaluation:

clinical, 83-85

of elderdy, 121
Events, bad/stressful:

as factor in Adjustment Disorders, 43

as factor in depression, 20-22

and Interpersonal Therapy, 52

and Posttraumatic Stress Disorder, 42
Exercise to improve mood, 97-98 - -
Expectations about treatment, 92-93
Experiences, abnormal (see Abnormal

thoughts/experiences) .

Facilities, lack of healthcare, 81
Factors, potential protective, 29-30 -
Factor(s) m depression, 20-29 -
drug/alcohol abuse as, 23_.24
family history as, 20
hormones as, 27-28
and Interpersonal Therapy, 52
medical illness as, 22-23, 40
past history as, 26-27
physical/sexual abuse as, 25
poverty as, 26
prescription medications as, 2425
significant losses/bad events as, 20--22
social isolation as, 29
Faith, spiritual, 99
Fanily and friends:
attitudes of, 80
as support system, 102
and terminating freatment, 132. .
Family Doctors, 74, 86-87, 119
Family history:
as factor in Bipolar Disorder, 134
as factor in depression, 20
Family issves:
and recovery, 137-140
and social workers, 75
and Supportive Therapy, 58
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Family Therapy, 57, 140
Fatigue, 7
and Dysthymic Disorder, 37, 38 -
and elderly depression, 120
and Major Depression, 32, 33
and recovery, 128
Fault, 13
FDA (Food and Drug Administration}, 63
Fee schedules, sliding scale, 77
Fee-for-service insurance plans, 77-79
Feelings:
with Bipelar Disorder, 41
with Dysthymic Disorder, 37
with Major Depressive Disorder, 33
Financial problems, 21, 43
Financial status and depression, 14, 15
Flashbacks, 4243, 113
Fluoxetine, 62
Fluvoxamine, 62
Focus:
problems with, 5
and recovery, 131
Food and Drug Administration (FDA), 63
Friends (see Family and fijends)
Function, ability to:
as hospitaiization indicator, 71
returning to pormal, 114-115

General Practitioners (see anary Care Clunc:ans}
Genetics, 20

Geriatric psychiatrists, 121

Girls, suicide in, 117

Glandular diseases, 27 -

Gogh, Vincent van, 17

Good news, effects of, 4

Gore, Tipper, 17

Grief, 21, 114

Grouchiness and childhood depression, 116
Group Therapy, 57

Guilt, survivor, 114

Guilt feelings, 8-9, 32, 33

Harm to others, 71
Hazardous occupations, § -
Head injuries, 23
Health departments, 76
Health insuzance, 76-79
Healthcare practitioners, 7473
Healthcare services:
and insurance coverage, 76-77
lack of, 81
minorities’ access to, 110
Healthy Families (insurance), 77
Heart medications (as factor in deprcssmn), 25
Heartbeat, irregular, 60 .
Help, self- (see Self-help)
Herbals, 64
Heroin, 24
Heterocyclic antidepressants, 61
Hippocrates, 17
Hispanic Americans, 110, 117
History, personal/family, 20, 26-27, 85, 134
Hobbies:
loss of interest in, 5
and recovery, 129, 131
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Homeless issues, 75
Homework (with CBT or IPT), 106
Hopelessness, feelings of, 9
and Dysthymic Disorder, 37, 38
letter describing, 4648
and Major Depression, 32, 33
and teenage depression, 117
Hormones:
as factor in depression, 27-28

in medications as factor in depression, 25 -

Hospital treatments:
cost coverage of, 78
facilities for, 76
indications for, 70-72
Hyperactivity Disorder, 116
Hypertension, 23

Iceland, 44
Tlness, medical:
depression due to, 40
and ECT, 69
and elderly depression, 119
as factor in depression, 21-23
Imipramine, 61
Indecisiveness (see Decision-making abllmes)
Inferiority, feelings of, 37, 38
Information, medical, 135
Inhalants, 24
Initiation of treatment (stage 1), 127-129
Injuries, head, 23
Insomnia:
and Major Depression, 32, 33
routine for improving, 96-97
and terminating medications, 132
Insurance:
coverage, 76-79
and elderly depression, 120
Jjob changes and continuing, 137
and privacy issues, 135
Interest, lack of
and childhood depression, 116
and Major Depression, 32, 33
and recovery, 129
as symptom of depression, 5
Interpersonal Therapy (IPT), 52-53, 6769
availability of, 89
homework mth, 106
providers of, 75
and recovery, 131
what to expect with, 92
Interpreter services, 82
IPT (see Interpersonal Therapy}
Irrational thoughts, 71
Irregular heattbeats, 60
Irregularity, bowel, &
Irritablity, 8
and Bipolar Disorder, 41
and childhood depression, 116
and mania, 134
and mencpause, 28
Isocarboxazid, 63
Isolation, social (see Social zsolauon)

Jackson, Janet, 17
Job losses, 21, 43

Joblessness and suicide, 122
Jobg (see Occupations; Work issues)
Jolie, Angelina, 17

Kiibler-Ross, Elizabeth, 112

Language barrier, 82
L.C.SW. (Licensed Clinical Social Work) degree,
75

Learning disabilities and childhood depression, 117
Licensed Clinical Social Work (L.C.5.W)) degree,
75

Life events checklist, 21-22
Life-threatening cvents:
and Postiraumatic Stress Disorder, 4243
recovery from, 112-115
Light therapy, 66, 70, 72
Listening problems, 5
Liver disease, 23
Living conditions, unsafe, 26 :
Loneliness (as factor in depression), 29
Loss of ability to function, 71
Losses, significant:
and Adjustment Disorders, 43
as factor in depression, 21, 32
and suicide, 122
LSD, 24
Ludiomil, 61
Luvox, 62

Maintenance phase of recovery, 130-131
Major Depressive Disorder, 31-35

Bipolar Disorder vs., 42

and Cognitive Behavioral Therapy, 55

criteria for, 32-34

" and Dysthymic Disorder, 39

and long-term treatment, 141

Mild, 34

Moderate, 34-35

Severe, 35
Managed care health plans, 77-79
Mania, 41, 134
Manic Depressive Disorder (see Bipolar Disorder)
MAQOIs (see Monoamine Oxidase Inhibitors)
Maprotiline, 61
Marital problems, 21
Marital status and suicide, 122
Marplan, 63
Marriage, Family, and Child Counselors (MFCC),

74

Marriage and Family Therapists (MFT), 74
Marx, Kar, 17
Masters in Social Work (M.S.W)), 75
Medicaid, 76, 77 -
Medical compensation, 137
Medical disability status, 137
Medical evaluation, 83-85, 121
Medical illness {see {liness, medical)
Medical information, 135
Medicare, 76-77
Medication therapy {see Phannacotherapy)
Medications, prescription:

cost coverage of, 77, 78

elderly depresston masked by, 120

as factor in depression, 24-25
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Melancholia, 17
Memory problems:
with depression, 56
with ECT, 63
and keepmg appointments, 87
Men, suicide in, 122
Menopause (as factor in depression), 28
Mensirual cycles (as factor in depression), 27-28
Mental Health Specialists, 74-75
Methedrine, 24
MFCC (Ma.rriage, Fa.mily, and Child Counselors),

MFT (Mamage and Family Therapists), 74
Mild depression, 68
Mild major depressive disorder, 34
Minor Depressive Disorder, 39
Minorities, access to healthcare by, 110
Mirtazapine, 64
Moderate depression, 68
Moderate major depressive disorder, 34-35
Money-spending and Bipolar Disorder, 41
Monoamine Qxidase Inhibitors (MAQLs), 62-63
Mood:

and Bipolar Disorder, 4l 42

disturbed, 17-18

and menopause, 28

and neurotransmitters, 19

and psychotherapy, 92
Mood regulators, 19, 124
Morphine, 24
Mothers:

depression in new, 28

Postpartum Depression in, 35-36
Motivation loss, 6-7
M.8.W. (Masters in Social Work), 75
Multiple sclerosis, 23
Myths about depression, 13-15

Napoleon, 17
Natcotics Anonymous, 106
Nardil, 63
National Depressive and Manic-Depressive
Association (NDMDA), 38, 101
National Institute of Mental Health (N]MH) 64
Native Americans, 110, 117
Natural disasters, 42
Nausea, 132
NDMDA (see National Depressive and Manic-
Depressive Association)
Nefazodone, 64
Negative thinking, 53-54
Nerve medications, 25
Nervousness, 8, 134 -
Neurological diseases:
depression caused by, 22
depression caused by medication for, 25
and elderly depression, 120 :
Neurotransmitters:
and MAOIs, 62
medication effects on, 39
and mood, 19
Nightmares, 42
NIMH (National Institute of Mental Health), 64
Norepinephrine, 19
Normal functioning, return to, 114-115
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Norpramtn, 60
Nortriptyline, 61
Numbness, 4

Nurse care coordinator, 87
Nurse Practitioners, 74
Nutrition, 104

Occupations:
depression and hazardous, 5
medications and high-security, 135
O’Domnell, Rosie, 17
Oploids, 24
Organization problems, 7
“Out of the blue” depression, 29

Pain med;catwns (as factor in depressmn), 25
Pains (see Aches and pains)
Pamelor, 61
Paranoid suspicions:
as hospitalization indicator, 71
and Severe-Major Depresswn 35
Parkinson’s disease, 23
Parnate, 63
Paroxetine, 62
Partners in Care study:
barriers to treatment in, 8283
and Bipolar Disorder, 42
Cognitive Behavioral 'Iherapy used in, 55
and employment, 79-80
improved care in, 50
letiers received durmg, 45-47
and selection of regimen, 87
Past history of depression, 26—27 85
Pastoral counseling, 99
Paxil, 62
PCP (phencyclidine), 24
Pediatrician, 119
Personal weakness, nyths about, 13
Personality and Psychodynamic Thcrapy, 55-57
Pertofrane, 60
Pessimistic thoughts, 53-54
and Major Depression, 32,33 -
and recovery, 128
Pharmacotherapy, 5865
comparison of other treatments with, 72
and following treatment plan, 105-106
herbals, 64
in hospltal settings, 72
and monitoring side effects, 103-104
Monoamine Oxidase Inhibitors, 6263
newer antidepressants, 63-64
and pregnancy, 124
providers of, 75
psychotherapy combined with, 69
and recovery, 128, 131
Selective Serotonin Reuptake Inhibitors, 61-62
for severe depression, 6869
termination of, 132-133
tricyclic antidepressants, 60-61, 132
what to expect with, 92-93
Phencyclidine (PCP}, 24
Phenelzine, 63
Physical activity:
changes in, 10-11
and improvement in mood, 97-98
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Physical complaints, 910 (See aiso Aches and pains)
Physical violence:
as factor in depression, 25
as factor in Posttraumatic Stress Dlsorder, 42
Pleasure, lack of, 32, 33
PMS (Pre-Menstmal Syndrome), 28
Postpartam Depression, 28, 35-36, 4546
Posttrawmatic Stress Disorder, 4243
Potential protective factors, 29-30
Poverty:
and elderly depression, 119
as factor in depression, 26 |
and myths about depression, 15
Pre-existing conditions, 77, 78
Preferences, treatment, 89-91
Pregnancy, 124
Prejudice, dealing with, 110111
Pre-Menstrual Syndrome (PMS), 28
Prescrip;ionzmedicaljons {as factor in depression),
4--25
Primary Care Clinicians, 74, 86--87
Privacy issues at work, 135
Progesterone (as factor in depression), 27
Protective factors, potential, 29-30
Protriptyline, 61
Prozac, 62
Psychedelic drugs, 24
Psychiatric Diagnostic and Statistical Manual, 31
Psychiatrists, 75, 121 )
Psychodynamic Therapy, 55-57
Psychological testing, 75
Psychologists, 75
Psychosis/psychotic symptoms:
ECT for treatment of, 70
as hospitalization indicator, 71
and Postparmam Depression, 36
with Severe-Major Depressive Disorder, 35
Psychotherapy, 56-58
Cognitive Behavioral Therapy (see Cogmtwe
Behavioral Therapy) -
desctiption of, 51 :
Interpersonal Therapy (see Interpersonal
Therapy}
medication combined with, 69
for mild/moderate depression, §7—69
Psychodynamic Therapy, 5557
- and recovery, 128
Supportive Psychotherapy, 58
treatment comparison of, 72
what to expect with, 92

Questions to ask:
of doctor, 90
of someone wanting to die, 123

Racial issues, 109-111
Racmg thoughts and Bipolar Disorder, 41, 134

as factor in depression, 23

as factor in Posttraumatic Stress Disorder, 42
Reading problems, 5, 131
Readjustment, emotmnal 114
Recovery from depression, 126-142

and family issues, 137-140

initiation of treatment (stage 1), 127-129

Recovery from depression (Cont ):
and relapses, 133--134, 140-142
remission from symptoms (stage 3), 130-131
response to treatment (stage 2), 129-130
summary plan for, 153
termination of treatment (stage 4), 131-133
and work issues, 134137

Recurrence of depression, 26-27

Recurrent thoughts and Posttrauratic Stress

Disorder, 42
Regulators, mood, 19

- Relapses, 126, 133-134

checklist for, 142

recognizing, 140142
Relationship probiems:

as factor in depression, 21

and Interpersonal Therapy, 52

and Psychodynamic Therapy, 57 -
Relaxation techniques, 100
Religion:

mmproving mood by practicing, 99

and myths about depression, 13
Remeron, 64
Reminders, appointinent, 87, 103
Remission from symptoms {stage 3), 130131
Restlessness:

and childhood depression, 116

and Major Depression, 32, 33
Retardation, psychomotor, 32, 33
Return to nonmnal functioning (phase 4), 114-115
Risky activities and Bipolar Disorder, 41
Routines, sleep, 96-97

SAD (see Seasonal Affective Disorder)
Sadness:

and elderly depression, 120

and Major Depression, 32, 33

and recovery, 114, 128

as symptom of depression, 4
Safety concerns:
" as factor in depression, 26

occupational, 5
St. John's wort (Hypericum perforatunt), 64
Scandinavia, 44
S-CHIP (State Children’s Health Insurance), 77
School performance:

and childhood depression, 117

and depression in family members, 139
Seasonal Affective Disorder (SAD), 44, 66, 70

. Seasonal Mood Disorder (see Seasonal ‘Affective

Disorder)
Seasonal Pattern Depression (see Seasonal
Affective Disorder)

Security jobs, 135

Sedatives, 124
Selective Serotonin Reuptake Inhibitors (SSRIs),
61-62
Selegiline, 63
Self-destructive emuhonsfbehavmrs 55
Self-csteem, §-9
Setf-help, 95-108
and avoiding alcohol and drugs, 106
and avoiding being alone, 100-102
and avoiding new/difficuit tasks, 104-105
and bedtime routine, 96-97
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Self-help (Cont j:
checklist for, 106-107
and exercise, 97-98
and following treatment plan, 105-106
and myths about depression, 14
and nutrition, 104
and recording of side effects, 103-104
and regular treatments, 102-103
relaxation techniques, 100
spiritual practice, 99
stress managerment, 97-100
support groups, 101-102
Self-help groups, 58
Senior centers, 121
Sensitive igsues, talking about, 111
Separation, forced:
and Adjustment Disorders, 43
as factor in depression, 21
Serotonin:
and MAOIs, 62
as mood regulator, 19
and $SRIs, 61
Sertraline, 62
Serzone, 64
Severe depressiom:
ECT used for, 69-70
as hospitalization indicator, 71
medication for, 6869
Severe-major depressive disorder, 35
Sex, loss of interest in:
as side effect of SSRIs, 62
as symptom of depression, 5
Sexual behavior and Bipolar Disorder, 41
Sexual violence (as factor in depression), 25
Shame and dcpressmn 14
Sharing feelings, 135
Shock aud dlsbehef {phase 1), 113
Side effects, 59
and elderly depression, 121
of herbals, 64
of MAOIs, 62-63
of newer antidepressants, 63
and pregnancy, 124
recording/reporting of, 103--104
and recovery, 131
of S8Rls, 62
and terminating medications, 132
of tricyclic antidepressants, 60
what to expect with, 93
Sign langnage (as barrier to treatment), 82
Significant losses/events, 20-22
Sinequan, 61
Sleep and sleep disorders, 6, 32
and Bipolar Disorder, 41, 134
and childhood depression, 117
and Dysthymic Disorder, 37, 38
and elderly depression, 120
and Major Depression, 32, 33
and Pharmacotherapy, 93
and Posttraumatic Stress Disorder, 43
and recovery, 128
routine for improving sleep, 96-97
Sliding scale fee schedules, 77
Slowed thoughts, §, 32, 33
Social activities, 129

INDEX

Social isolation:
and childhood depression, 116
and elderly depression, 119
as factor in depression, 29
improving mood by avoiding, 100-102
as symptom of depression, 10
Social resl_:;tionships and Psychodynamic Therapy,

Social service agencies, 121
Social workers, 75
Spending money and Bipolar Disorder, 4]
Spiritual practice, 99
SSRIs (see Selective Serotonin Reuptake Inhibitors)
State Children's Health Insurance (S-CHIPY, 77
Strange thoughts/experiences (see Abnormal
thoughts/expetiences)
Stress:
as factor in Adjustment Disorders, 43
management of, 97-100
Suicidal thoughts, 9
and being alone, 102
ECT for treatment of, 65, 70
and elderly depression, 121-122
as hospitalization indicator, 7071
of incurably ill patients, 40
with Major Depressive Disorder, 32-34
and myths about depression, 14
persistent, 122-123
with Postpartum Depression, 36
and pregnancy, 124
and teenage depression, 117
Sunlight, 66 o
Superiority, feelings of, 41
Support groups, 58 )
for drug/alcohol problems, 106
improving mood with, 101-102
and trauma recovery, 113
Supportive Psychotherapy, 58, 69 - -
Surmontil, 61
“Survivor guilt,” 114
Symptor(s), 2-12
abnormal thoughts/experiences as, 10
appetite changes as, 7-8
checklist for evaluation of, 84-85
checklist of, 12
of childhood depression, 116-118
concentration problems as, 56
curation of, 2
of elderly depression, 120 .
energy loss as, 6-7 o
feelings of worthlessness as, 89
guilt feelings as, 8-9 )
helplessness as, 9
irritability as, 8
isolation as, 10
loss of interest as, 5
memory problems as, 5-6
montitoring of, 127, 130
motivation loss as, 67
numbness as, 4
physical activity changes as, 10-11
physical complaints as, 9-10
of relapses, 141
return of, 133-134
sadness as, 4
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INDEX

Symptom(s) (Cont.}:

sleep problems as, 6

suicidal thoughts as, 9

thinking problems as, 56
Syphilis (as factor in depression), 23

Talking and Bipolar Disorder, 41
Tapering medications, 132-133
Tasks, new/difficult;
avoiding, 104-105
and recavery, 130, 136
TCA (see Tricyclic antidepressants)
Teenagers:
and Cognitive Behavioral Therapy, 55
depresston in, 117
and myths about depression, 14
and suicide, 122
talking about depression with, 139
Telemedicine, 81
Telephone conferencing (heaitheare), 81
Termination of treatment (stage 4), 131-133
Terrorist attacks and Posttraumatic Stress Disor-
der, 42
Testing, psychological, 75
Therapeutic procedures, 64-66
'Iheraples {see Treatmentfs] for depression)
Thougits:
abnormal (see Abnormal thoughts/experiences)
bizarre, 35
death and dying (see Death and dying,
thoughts of)
negative, 53-54
pessimistic (see Pessimistic thoughts)
racing, 41, 134
recurrent, 42
slowed, 5, 32, 33
Thyroid disease (as factor in depression}, 23, 27
Tiredness (see Fatigue)
Tofranil, 61
Tranquilizers and pregnancy, 124
Transportation:
as barrier to treatment, 81
and elderly depression, 120
Tranylcypromine, 63
Trauma:
depression vs. “normal,” 115
as factor in depression, 26
as factor in Posttraumatic Stress Disorder, 43
Trauma recovery, 112-115
anger and sadness (phase 2), 114
emotional readjustment (phase 3), 114
return to normal functionng (phase 4), 114-115
shock and disbelief (phase 1), 113
Trazodone, 61
Treatment(s) for depression, 50-93
and availabiity of facilities, 3889
barriers to {see Barriers to getting treatiment)
comparison of, 72
Electroconvulsive Therapy (see Electrocon-
vulsive Therapy)
evalnation and diagnosis, 8385
experience/attitudes about, 91
hospital, 70-72
Light Therapy, 66, 70, 72
and myths about depression, 14

Treatment(s) for depression (1 Cont, J:
Pharmacatherapy (see Pharmacotherapy)
preferences about, 89--91
providers of, 7475, 8688
Psychntherapy (see Psychotherapy)
questions to ask about, 90
and recovery, 129-131
regular, 102103
selection of regimen, 86-91
stickmg with, 105-106
termination of, 131133
what to expect, 92-93
{See also Selftheip)

Tricyclic antidepressants (TCA), 60-61, 132

Triggers, depressive (see Factor[s] in depressmn)

* Trimipramine, 61

Toberculosis, 23

Umpolar Depression {see Major Deprmswc
Disorder)

Unsafe living conditions (as factor in depression),
26

U.S. Department of Heailth and Human Services
(DHHS), 164
US. Surgeon General’s Report on Mental Health, 110

Venlafaxine, 64
Veterans, 76
Veterans Administration, 76
Victim-assistance programs, 115
Video conferencing (healtheare), 81
Violence:
as factor in depression, 25
as factor in Posttraumatic Stress Disorder, 42
in patients with Bipolar Disorder, 41
in patients with Posttraumatic Stress Disorder,
43

Vivactil, 61
Volunteerism (to improve mood), 101

Walking (to improve mood), 97
War and Postiraumatic Stress Disorder, 42
Warning signs of relapses, 142
Weakness, myths about personal, 13
‘Wealth and depression, 14
Weight changes, 8, 32, 33
‘Welfare issues, 75
Weltbutrin, 64
Wine, 62-63
‘Women: :
hormones of, as factor in depression, 27-28
Postpartum Depression in, 35-36
and pregnancy, 124
snicide in, 122
Work issues:
and recovery, 134-137
and Supportive Therapy, 58
and treatment plan, 79-80
Worry (see Anxiety)
Worthlessness, foelings of, 8-9
and Dysthymm Disorder, 37,38
and Major Depression, 32, 33

Zoloft, 62
Zyhan, 64
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Self-Help

The latest advancements in therapy,
medication and self-treatment
provide depression sufferers with
an array of newfound hope

If you, or someone you care about, are one of the nearly 10 million
Americans who suffer from symptoms of depression, then Beating
Depression can help you take the first steps to ending the pain and
making a lasting recovery. Nationally recognized practitioners/
researchers at UCLA and RAND, Maga Jackson-Triche, Kenneth B.
Wells and Katherine Minnium equip you with the knowledge and tools
to help you return to feeling like yourself again.

Based on findings from the landmark RAND “Partners in Care”
Study—which identified ways to improve care for depression—this
book guides you through the steps needed to get good quality care
and find the right mental health professional. Beating Depression
shows you what pharmacology and therapy apprbaches are available
and what skills to use each day to overcome depression. You'll also
find self-assessment tools to help gauge your level of depression and
many inspiring stories from people who have faced the challenges
of identifying their own depression and found the care they needed.

You and your loved ones are not alone.

Beating Depression can help you regain a sense of happiness,
joy and tranquility in your life.

$14.95 US.A. McGraw-Hill
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www.books.megraw-hill.com
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