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For my daughter, Rebecca



Mental illness is nothing to be ashamed of, but stigma
and bias shame us all.

—William Jefferson Clinton
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MY DEPRESSION

Dad’s gun is in the left hand drawer of his dresser, I thought to myself.
It was there for protection and it was always loaded. My father was
good that way—always having the right tools for the right circum-
stances.

The last time I fired his single action semiautomatic pistol was at
the outdoor firing range in Farmingdale as a young teenager. From
time to time, he’d take me and my sisters there, or to the indoor gun
range at Marine Headquarters in Garden City, to learn how to han-
dle guns and shoot with confidence. I recall how he placed the foam
green earmuffs on my head and balanced the yellow-tinted aviator
glasses on the bridge of my nose. Both were too big for my frame,
but they worked nonetheless. The glasses sharpened my visual acu-
ity, making the target crisp with clarity, and the earmuffs muted
the thunderous sound as I pulled the trigger. I was a good shooter,
especially with a handgun.

“You have a good eye,” my dad often said.

One time, I hit the paper target with such precision at the indoor
range that I took it home and tacked it on the inside door of my
closet. I was so proud.

Growing up around rifles, pistols, and bullets made me keenly
aware of all the rules of gun use. Always keep the gun pointed away
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from you and in a safe direction. Always keep the safety on until
you’re ready to use it. Always keep your fingers off the trigger until
you are ready to shoot.

I was going to ignore one of the three rules today.

Wait till everyone leaves in the morning and get it. Then, go in the
bathroom, get in the bathtub, and make sure to close the shower curtain.

The year was 1980, and I was a nineteen-year-old descending into
the abyss of crippling depression. I'd always been a bit sullen as a
child, like Eeyore, the sad-sack donkey who lived in the Hundred
Acre Wood'—but a dimness began clipping at the edges of my life
that I'd never experienced. It started slowly, presenting me with
symptoms I didn’t readily recognize—confusion, fatigue, disinterest.
I thought I was just having trouble transitioning to my new life, like
most college students.

I transferred from Nassau Community College in Uniondale to
Hofstra University in August of that year, beginning the fall semester
as a junior. As an upperclassman, my courses were more demanding,
and [ worried about maintaining the necessary grade-point average
to keep my academic scholarship. Up until my transfer to Hofstra, I
was undecided as to what would be my major, and time was running
out. I had to make a decision in the next few weeks and felt pressure
to make a commitment. I had an interest in education and psychol-
ogy, but was equally torn between the two.

In addition to these academic demands was the fact that I was
splintered socially. I was a commuter student, and found it difficult
breaking into social groups or finding friends on campus. Though I
enjoyed my classes, I felt quite lonely and disconnected at Hofstra. My
home life was growing chaotic at this time as well. My parents’ mar-
riage became strained and they pulled me into the center of their dis-
putes like a referee at a boxing match. It was a role I didn’t want and
often avoided, but witnessing the emotional upheavals was enough to
weaken my already fragile state. My younger sisters experienced the
turmoil, but their scheduled lives kept them out of the house more so
than did mine. I tried to keep tethered to my hometown friends that
were scattered across the country at different universities, but they
were busy with their lives. So, too, were my friends from community
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college. This was not the era of e-mails, cell phones, texting, or answer-
ing machines. This was a landline time, when phones were answered
only if someone was home to get the call. So, since my friends were
living life out loud, they were rarely home. And when they were back
in their rooms, it was in the wee hours of morning—hours I wasn’t
keeping, since I was living at home.

Not having any kind of support system, I began feeling more un-
plugged and detached from the world and began suffering with back
pain and headaches. Soon, the buckling of these emotional burdens
on my body heightened my fatigue. I started sleeping more as time
went by, crawling into bed after my morning classes and staying
there for the rest of the day. When I did get out of bed to eat or
shower, my body felt heavy, like gravity was pressing exponentially
on me. Body clean and stomach full, I'd flop back into a state of iner-
tia like a marionette that had its strings cut. And wherever I fell was
where I slept—on top of the blanket or at the foot of the bed, on the
floor or in a chair. My parents were embroiled in their marital issues.
My younger sisters had their busy lives. My friends were miles away.
It was easy for me to slip away.

Make sure the shower curtain stretches to each wall. It'll keep the mess
to a minimum. Then lie down and unlatch the safety.

The thoughts of hurting myself came in September, when sleep-
ing no longer took away the feelings of sadness and isolation. I cried
easily, sometimes for minutes at a time, and my interest in school
significantly diminished. I took less care with my assignments and
then avoided doing them altogether. I'd put off going to class by
sleeping in, or would sit in my car in the parking lot when I did man-
age to get to campus. My downward spiral continued with feelings
so overwhelming in their breadth and depth that I lost track of time.
I didn’t know if it was Tuesday or Wednesday, if it was morning or
afternoon. My thoughts became muddled and foggy, and soon my
depression devolved into despair. I couldn’t put words to my feel-
ings or figure out ways to dampen the emotions. Furthermore, my
judgment grew more distorted and filled me with self-doubt. Awak-
ening to this anguish day after day soon set into motion a pattern of
destructive thoughts.
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Who cares?

What's the point?

I can’t do this anymore.

At first, the mere idea of killing myself brought relief. But, then,
the fleeting thought wasn’t enough. The insidiousness of depression
does many things to a person, but it is the distorting of one’s judg-
ment that makes this illness so dangerous.? In my depressed state, 1
didn’t think that my wish to die underscored a desire to just escape
the stress of my life. I didn’t bother to consider the fallout from what
my suicide would do to those who loved me, either. All I wanted was
to be free from the emotional pain.

By October, my suicidal thoughts became more detailed. I imag-
ined how I'd carry thought into action, and that intellectual exercise
offered a reprieve from my misery. But just like before, it wasn’t
enough after a while. The arc of my suicidal thinking grew menacing.
First, the thoughts coaxed: Why not do this? It could be a way out. Then
they challenged: You're too chicken to kill yourself. Who are you fooling?
Finally, they directed: Put the gun by your head, and pull the trigger.

I was teetering on the act the day I stood at my parents’ bedroom
door, but something interrupted my self-destructive impulse. I sud-
denly found myself in a space between thinking and doing—a mo-
ment before thought turned into action. This pause enabled me to
reflect on what I was about to do with lucidity, perhaps for the first
time in weeks. It was a second, maybe less, yet it was enough time to
stop my hand from turning the doorknob. Suddenly, the gruesome-
ness of my plan sickened me. I stepped back as a flurry of images
hit: my father guilt ridden for showing me how to use guns; pictur-
ing how my mother would never get over seeing me dead, my face
bloody and unrecognizable; my sisters unable to make sense of my
suicide and how heartbroken they’d be.

I’d never describe myself as an impulsive or violent person, in
fact, just the opposite. My mother tells the story of how she’d of-
ten leave me in my high chair as a baby and how I’d keep myself
amused while she was gone. Whether she was in the basement do-
ing laundry or upstairs making the beds, my passive temperament
made leaving me unattended for a long period of time an easy thing
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to do. I didn’t protest, cry, or demand much as a baby. As a young
girl, I wasn’t spontaneous like my sisters, or as wild and rebellious. I
preferred solitary play, choosing to read, write, draw, or paint, than
be outside with friends from the neighborhood. Instead of rocking
out to The Who, The Rolling Stones, or Bruce Springsteen, as a teen-
ager, I sought the melancholy chords of Bread, Chicago, and Jackson
Browne. I had an introverted and docile disposition, but the illness
of depression deformed the predictability of my character. I went
from passive to reactive, in a sense from Eeyore to Tigger. The lens
of depression made me see one and only one way to put an end to
my misery.

No. 1 told myself. Don't.

Like a bone in the throat, I was choking on despair. Handling my
depressive symptoms on my own proved to be ineffective and dan-
gerous, threatening my very life. I needed help to dislodge the grip
they had on me. I ran downstairs and called my mother.

“Mom . ..” I said, crying into the telephone.

“What’s wrong?” she asked.

My voice shrank to a whisper. “I need you to come home. Right
now.”

My mother worked down the road at a local school and was home
within minutes. I told half-truths about my intentions, not wanting
to frighten her more than she already was, and together we called
a therapist she knew that was affiliated with Adelphi University’s
Center for Psychological Services. Fearful and shaky, I left a message
and later that day received a return phone call.

Dr. B. was a gentle, smart, and understanding psychologist.
Though it was hard to reveal my thoughts and feelings, I soon
learned to trust and share. I felt immediate relief at the first session
and sensed my depressive symptoms lifting within weeks. I took a
medical leave from college and continued with therapy, sometimes
having sessions more than once a week. Within months, the despair,
confusion, and fatigue were gone and I learned about major depres-
sive disorder.}

In the following years, I finished college, went to graduate school,
obtained a doctoral degree in psychology, fell in love, and mar-
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ried—all while continuing psychotherapy. Through talk therapy,
I learned how my unique life history, experiences, and specific
traumas influenced the way I thought, felt, behaved, and ultimately
shaped who I was as a young woman. The insight I gained was life
changing and life saving. I applied the learned skills and techniques
whenever difficulties presented. And they did—many times over. I
never fell into a deep depression again.

That is, until 1993.

In early 1990, my husband, Ira, and I lived in a small two bed-
room garden apartment in Ronkonkoma, a working-class suburb on
Long Island. We spent the early part of our marriage solidifying our
bond as a couple while carving out meaningful careers. Ira worked
as an attorney in a large law firm in Bay Shore, and I had a small
private practice as a solo practitioner in Commack. We were well into
our thirties when we felt emotionally secure and financially settled
enough to start a family—and soon found ourselves expecting. I was
a wife, a psychologist, and a mother-to-be who was involved in all
of those roles fully. I worked in my practice until my ninth month,
prepared my patients for my maternity leave, and waited for the
next chapter in my life to begin.

But it didn’t unfold in the way I’d hoped.

Just after returning home with my healthy, beautiful daughter,
Rebecca, I started to feel weepy, anxious, and restless. As a practitio-
ner, I knew that upwards of 60 percent of new mothers experienced
radical hormonal changes and mood swings called baby blues.* I at-
tributed my negative feelings to this medical event and believed that
all the internal chaos I experienced would soon wane. Baby blues
were transient, which meant that the swell of feelings would come
and go and not last longer than two to three weeks. When my daugh-
ter’s one-month birthday passed and I was still feeling unhappy and
agitated, I thought I could be experiencing postpartum depression.
It wasn’t a big leap to come to that diagnostic conclusion, since new
mothers who’ve had a previous major depressive disorder were at
risk for developing postpartum depression.?

As time marched on, so did my corrosive thoughts. They moved
into the repertoire of my life like an undesirable guest at a party
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who arrives early, monopolizes the conversation, and never knows
when to leave. I couldn’t avoid them, renounce them, or give them
the slip. I felt worthless, although my husband loved and adored
me. [ felt incompetent as a new mother, even though I tended to my
daughter and her needs with the utmost of care. I felt empty, despite
being surrounded by family and friends. Like before, my ability to
form sound decisions and perceive things realistically was coming
undone. Yet again, weariness and fatigue started to take hold. I felt
boneless, breathless. I shared my struggles with Ira and together we
decided to schedule a doctor’s appointment.

The weekend before my checkup was our first big outing as new
parents. Ira and I were invited to spend the Labor Day holiday with
friends at their beach house at Fire Island, a barrier island off Long
Island. We both agreed that a day at the shore could be an antidote
to the monotonous routine of feedings, diaper changes, and shift
sleeping. Since I wasn’t getting outside much with Rebecca and our
apartment was notoriously dark by design, we also thought that
soaking up the sun would offer some medicinal benefits for me.

I recall the day trip to Ocean Beach was wonderful. Ira and I
marveled at the little red wagons and bicycles everyone used to get
around, and the bohemian feel of the town. We enjoyed our hosts’
company as well as the food, drinks, and goings-on around the is-
land. Furthermore, it was a perfect beach day—hot and breezy with
thick bands of cloud cover that allowed the scorching sand to peri-
odically cool. Absent were my negative thoughts and the lingering
fatigue. I felt good—happy, even.

We bid our good-byes as the sun set over Great South Bay and
boarded the Fire Island Ferry to Long Island. Wanting to feel the sea
breeze as we chugged back home, Ira and I settled into the topside
seats and tucked Rebecca into her carriage. I couldn’t tell whether it
was the reality of heading home, the distractions of the day fading
away, or a combination of both, but my mood took a downturn. I felt
my state of mind darken, and my body grew heavy again. Then I felt
the stab of a terribly destructive impulse.

Jump in the water.

I sat bolt upright, determined to fight the urge.
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Do it.

I looked over the railing at the thirty-foot drop.

Jump. Jump in the water.

I grabbed Ira’s hand and leaned closer toward him.

“What’s wrong?” he asked. “You cold?”

“No,” I said. “I was just thinking about my appointment tomor-
row.”

“Everything okay?” Ira asked in a slow, uneasy tone.

“Yes,” I lied. “Everything’s fine.”

Just like I felt about my mother’s worry earlier in my life, I didn’t
want Ira’s worry to worsen. I kept my eyes fixed on my husband and
daughter—my lifelines—while I quietly cursed the beckoning waves
and my unrelenting depression. With the return of suicidal thoughts,
there was no doubt in my mind that I was experiencing another de-
pressive episode. I was right, and the onset for the major depressive
episode was postpartum.® Sensing this fact filled me with shame and
doubt. Why was this happening to me again? Was it something I did?
Why couldn’t I prevent it? | had so many questions.

As I sat in my physician’s office, I thought about the many medi-
cal illnesses that can look like depression: anemia, diabetes, coronary
issues, and hypothyroidism, just to name a few. I knew how a com-
plete blood count (CBC) and thorough medical checkup were an
important part of the diagnostic process of depression,” so I made
sure to follow through on every lab test he prescribed.

“All your tests are negative,” my doctor said. “I think you’re right.
Looks like postpartum.”

“That’s what I thought.”

“Couple of options,” he continued. “Just give it some time. Or we
can do a trial of medication.”

The 1990s’ mental health approach to depression was vastly dif-
ferent from the recommended treatments of the early 1980s when
I first experienced it.® Back when I had my depressive episode, psy-
chotherapy was the first-line choice for treating depression. While
medications such as tricyclic antidepressants and monoamine oxi-
dase inhibitors were viable options back then, they weren’t as read-
ily prescribed nor were they without serious side effects—unlike ones
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available today. Even as depression research in the 1970s pointed to
serotonin as a factor involved in the disorder, Prozac didn’t get its
green light from the Food and Drug Administration until 1987.°

I was frightened that the merciless grip of depression would take
hold of me again—and this time I had so much more to lose. I was
ready to try the new approach for depression: medications called
selective serotonin reuptake inhibitors (SSRIs) and psychother-
apy.'? Since SSRIs were relatively new as a treatment, I felt more
confident working with a psychiatrist than with my general practi-
tioner. I turned to my former analytic supervisor, Dr. P., and with
her guidance found my way to a highly regarded psychiatrist named
Dr. M. The consultation with Dr. M. confirmed the second major de-
pressive episode and resulted in a prescription for ten milligrams of
Prozac. He set up a treatment plan and detailed what to expect over
the next several weeks. This pharmacotherapy blueprint helped
ease my anxiety about Prozac. I learned how to take my medication,
the importance of timing the medication, and the significance of
taking it regularly. We talked about possible short-term side effects
and long-term ones, and a timeline for seeing symptom reduction.
The psychiatric consultations helped me address the biology of my
mental illness, something that heretofore wasn’t on my radar.

Many of the questions I had about why I was experiencing an-
other depression episode were answered as I learned about the
Diathesis-Stress Model of depression.'” '* This model states that
people have, in varying degrees, genetic and biological predisposi-
tions for developing mental illness. In the language of this model, the
term used to describe these constitutional vulnerabilities is called
“diatheses.” Diatheses include our genetics, our neurochemical pro-
pensities, and the structures of our psyche. It is the uniqueness of
these diatheses that makes one person more vulnerable than another
to depression. The other part of this model looks at the overwhelm-
ing feature of life events and environmental experiences, otherwise
known as “stress.” The Diathesis-Stress Model would explain my de-
pression in the following way: the life stressors of college and having
a baby set into motion a neurobiological process that resulted in a
major depressive episode. Another way to say this is that my depres-
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sion was a stress-sensitive disorder at both the neurobiological and
psychological levels.

As I continued working with Dr. M. in understanding my
neurobiology, I also focused on the biography of my illness with
Dr. P. Together we analyzed my life story, the psychological choices
I made, my emotional blind spots, and the everyday issues I needed
to address. I came to learn how to avoid stressors that would worsen
my moods (taking on too much in a day, not delegating enough
responsibility to others, limiting my social calendar, for example)
or experiences that would set me up for another depressive episode
(watching too much television news, not exercising enough, allow-
ing fearful thoughts to win without a fight). This dual approach for
treating depression proved to be more powerful than I could have
imagined. With medication and psychotherapy, I began to feel better
in a matter of weeks.

But not only did I feel better. . . I felt better than ever.

For the first time in my life, there was an effortless way of just
being." I no longer felt the heaviness of gravity. There was an ease
to the tempo of my day that never existed before. It was a dramatic
experience for me because I came to realize that I wasn’t just recov-
ering from my second depressive episode. I became painfully aware
that [ was, indeed, depressed my entire life. These two major depres-
sive episodes were not occurrences separated by decades; they were
heightened experiences of a long-standing chronic depression called
dysthymia.™

At first, I scolded myself for not being able to see this diagnostic
picture. I mean, I was a psychologist! I knew I was experiencing
major depressive episodes, but never did I think there was more to
my life story. In time, I realized why I couldn’t detect the trajectory
of my mental illness. My chronic depression wasn’t a big, dark cloud
shrouding me in blackness. It was more of a silent partner. It subtly
pressed itself against me so I became complacent and accepting of
its presence. It’s very hard to know another way of life if the one you
live is the only one you know.

Only when my neurochemistry changed did I realize how deeply
rooted the dysthymia was in my life. It was as if a dull film was

10
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peeled away from my eyes. I was aware of what being in a comfort-
able state of well-being meant. I felt ease. I experienced contented-
ness. I read how depressed individuals were reporting significant
improvement with antidepressant medication—and now I was one
of them.' 16

I met with Dr. M. over several weeks, slowly raising the Prozac
to twenty milligrams and finally to forty. I experienced headaches,
sweating, and dizziness, but, luckily, they were short lived. By the
time I was fully tolerating the forty milligrams, I noticed difficulty
sleeping, a slow creeping weight gain, and a decrease in my sexual
libido. With the postpartum crisis behind me, I returned to my clini-
cal practice not only with a newfound sense of personal well-being
but also with a deeply enriched understanding of depression as a
psychologist. I was amazed by the improvement in the quality of
my life and continued taking Prozac for the next year. As time went
by, the insomnia lessened, but the weight gain continued as did my
sluggish libido. I wanted to know more about the side effects, so I
paid great attention to their unique features. With regard to libido,
I'learned that all the bells and whistles in my body’s sexual response
were healthy, vital, and in working order, but desire was lacking.
Though I ate healthier and hit the treadmill, the weight gain was
hard to combat. I tried to offset these side effects by changing the
dosage, but the trade-off ended up not being worth the effort. With
the lower dosages, my desire reemerged, but so, too, did my depres-
sive symptoms. I'd become physically slimmer, but would gain the
heaviness in psychological forms: despair, fatigue, hopelessness.
Working with Dr. M., I learned that reducing the dosage minimized
the side effects, but didn’t offer therapeutic benefits. As with many
who take medication,' I had to look at the pros and cons. Did the
positive aspects of the antidepressant overshadow the negative?
Were the side effects something I could live with? I joined the ranks
with others who bargained with their prescription. Would I sleep
better if I took my medicine at night or in the morning? If I reduced
the dosage, could I still get the therapeutic benefits but not experi-
ence the side effects? After considering all the possibilities, I made

11
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the decision to continue at the forty-milligram dosage and learned
to live with the residual side effects.

I resisted the urge to come off medication at the one-year mark
despite the fact that I had attained full remission from my depres-
sion many months ago." T knew that depression could be a chronic
condition and that 70 percent of individuals who experienced a sec-
ond depressive episode were prone to have others.” I had dysthymia
and lived through two major depressions with suicidal thinking, so
I made the decision to remain on pharmacotherapy for a long time.

In the years that passed, Dr. M. retired and I began working
with another doctor to monitor my antidepressant treatment. I also
ended psychotherapy with Dr. P., feeling skilled and confident in the
psychological techniques I learned. I'd been in recovery for over a
decade and decided to come off the medication to test the depressive
waters. [ waited until my long summer vacation, and with the help of
my new doctor, slowly came off my medication. At first, there were
no changes in my mood, judgment, and behavior. I began to feel
hopeful that the long years of antidepressant treatment redesigned
my brain’s neurochemistry. I started to slim down and was more
prone to ardently chasing my husband around the house. I slept well
and felt good. I had my fingers crossed—but in the back of my mind,
I also prepared myself for the possibility of a recurrence.

At about the four-week mark, the dull film that peeled away when
I first started taking Prozac returned. I distinctly remember moving
through three stages of disbelief.

“No way,” I protested, not wanting to see the returning symptoms.

“Damn it!” I said that phrase over and over, both quietly and
aloud as the depressive waves rolled in.

By the sixth week, I fell into the funk of fatigue and melancholy
once again. “Aw, shit,” I said, feeling somewhat defeated.

The experiment of coming off medication resulted in a full return
of my dysthymic symptoms.

My life before medication propelled me into two episodes of de-
pression with suicidal thinking. My life with medication lifted the
depressive veil and brought with it an emotional ease. In my mind,
there was one and only one decision—to go back on antidepressant

12
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medication and accept the uniqueness of my neurobiology. And so
I did.

Over the last fifteen years, I've come to terms with my sense of
self, shopping in plus-size stores and embracing my curvy figure.
I appeal to my lack of desire by creating more romance with my
husband. When I don’t sleep well at night, I catnap during the day
to regain my momentum. When it comes to issues in my life, I have
learned which require fight and which demand finesse. My depres-
sive journey has shown me how vital compromise and acceptance
are in living with a chronic illness, and that insight has deepened my
life as a psychologist.

Now, a therapist doesn’t need to live through an event or have
firsthand knowledge to help someone heal. However, the subjec-
tive experience of my mental illness, its long-standing trajectory,
and my familiarity with medication informed me in ways that clini-
cal training and education never could. I lived within the layers of
depression and knew the identifiable, the indescribable, and the
insidious textures of it. When working with children and adults, I
was better able to recognize the roadblocks that came from neuro-
biological aspects of depression versus emotional resistance in the
psychological sense. I understood the shame patients experienced
needing medication or how they felt betrayed by their body’s neu-
robiological weaknesses. I could relate to the stories of frustration
from side effects and to the decisions to stop medication because
side effects were intolerable.

My personal experience with stigma informed my clinical work as
well. I encountered professionals in health-related fields who treated
me with kid gloves the moment it was discovered that I took antide-
pressant medication. I would observe a palpable shift in their inter-
action, sometimes a substantial pause, a crinkled brow, or a grimace
of worry. These were trained professionals—why were they suddenly
frightened of me? I discovered what it felt like to move from being a
“medical patient” to a “psychiatric patient.”

I have experienced fleeting moments of humiliation too.

Once a pharmacist remarked as I called for a refill, “Yes, you
mustn’t forget your Prozac. There’s a full moon out tonight.”

13
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Another time, I noticed an error in my prescription for twenty-
eight pills instead of the usual thirty. I contacted my prescribing
physician, wanting to rectify the mistake so the pharmacy would
dispense the correct amount.

“I don’t think missing two pills will make you go off the deep end,”
the receptionist said with a laugh.

“Not funny,” I replied, “and very unprofessional.”

Over the years, I've heard cruel comments about mental illness
that were ignorant, off-the-cuff, and maliciously intentional. Some-
times they’d prey on my feelings of inadequacy, cutting me to the
bone. Most times, though, they became teachable moments in which
I’d educate the person behind the hurtful jab.

“You know, mental illness is a real illness,” I'd say, using the mo-
ment to inform.

When I'd hear a derogatory remark, I'd move into a gentle con-
frontational approach. “I'm sure you don’t mean to be so thought-
less, but when you make jokes like that you perpetuate stigma
against mental illness.”

Furthering my professional insight came as I negotiated the
labyrinth of the healthcare system to get the necessary outpatient
services and medications I needed. In turn, it made me a better
advocate for my own patients. I became well versed in grievance
protocol and in maneuvering past the built-in roadblocks insurance
companies employed. I knew how to assert my needs, learned about
my patient rights, and fiercely reminded those who were bending or
breaking the law of the consequences that would unfold. This stream
of knowledge saturated my clinical practice. I became a walking
rolodex, ready to offer names, numbers, agencies, and legal statutes
when patients hit healthcare stumbling blocks. Some of the biggest
obstacles in mental health recovery come from gaps in treatment.?’
Some examples of this are when medication is not approved or re-
filled in time to maintain continuity of care or when psychotherapy
gets interrupted due to mishandling of case management. Another
tactic insurance companies use is the “phantom network,” making
it hard for people to find professional healthcare providers in their
areas because none are available.?! I became well versed in aiding
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individuals who did not have health coverage find affordable treat-
ment. I learned all the tricks of the healthcare trade and used that in-
formation to teach my patients. The knowledge that comes from my
personal and my professional experiences with depression continues
to source one another. The understanding I gain from one aspect of
my life imparts a valuable perspective for the other.

At age fifty, I am in recovery from my dysthymic symptoms and
have not had a major depressive episode in over sixteen years. How-
ever, being out of the shadow of depression doesn’t imply that I'm
without struggle. Life and its difficulties press on me, just as they do
with anyone else. Recently, my father’s kidneys failed, and he was
placed on dialysis. Shortly thereafter, my father-in-law was stricken
with cancer, my youngest sister was diagnosed with soft-tissue
sarcoma, and my daughter left for college. It was difficult to move
through these stressful life events (SLE), but I did so without my
depression worsening.

At present, | take the generic form of Prozac, fluoxetine, and have
added shaking of the hands and sweating to my long-term side-effect
list. They are manageable reminders that my medication is hard at
work protecting me from the darkness of depression. Some days are
easier than others, but when I find myself drifting downward, I buoy
myself with the cognitive skills and psychological insight I've learned
in talk therapy.

My emotional journey has taken me from sadness to despair,
through adversity to resolve. Through it all, I discovered within my-
self hidden reserves of strength and spirit—what many in the field
call resilience.?? Writing about depression and advocating for those
who experience mental illness have become the silver lining of my
depressive cloud. I hope that my story will serve as an encouraging
reminder that depression can be treated . . . and that there should be
no shame in living with mental illness.
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UNDERSTANDING
DEPRESSION

“Mood” is defined as the experience of a feeling.! Feelings are emo-
tional experiences that influence our life. Moods impact our behav-
ior, how we think and feel, and shape our emotional experience of
the world.

To be human is to experience an array of different emotions. We
can feel upbeat and hopeful, cool and unconcerned, or frustrated
and fearful in a given day—even in a given moment. The heart of
human experience beats with moments of joy and flashes of sor-
row, and with textures of less potent emotions sprinkled in-between.
When our moods ease back and forth along this continuum, we ex-
perience a healthy sense of well-being. Most people have good days
and bad days, and persevere without becoming sidelined. However,
there are individuals whose moods crescendo to an overexcited state,
plummet toward a hopeless abyss, or cycle between these extremes.
People who have these chronic fluctuations in mood do not know a
healthy sense of well-being. Their emotional experiences negatively
impact how they feel, their connections to school and work, friends
and family, as well as their general physical health. These mood
fluctuations stem from illness—specifically a mental illness—and are
categorized as mood disorders.’
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The predominant feature of a mood disorder is a chronic distur-
bance of mood that disrupts daily functioning. Sometimes called
affective disorders, mood disorders are the most common mental
illness, touching over a hundred million people worldwide.* Mood
disorders include variations that range from mild occurrences to
severe episodes. Mood disorders occur in children and adults, and
are more commonly experienced by females than by males. Of
interest is research that shows the greatest risk for developing a
mood disorder occurs between the ages of fifteen and twenty-four.*

Mood disorders do not arise from a weakness of character, lazi-
ness, or a person’s inability to buck up and be strong. Mood disorders
are a real medical condition.?

ETIOLOGY OF MOOD DISORDERS

The history of understanding mental illness started with the dawn
of man, in the form of primitive beliefs in mysticism, mythology,
and demonology.® Individuals afflicted with depression, euphoria, or
unusual behaviors were seen as evil or possessed. Interventions were
often cruel and barbaric at that time, including blistering, bloodlet-
ting, and the drilling of holes in the skull to exorcise evil spirits. Some
remedies were more direct in their deadliness. Hanging, burning,
and drowning were frequently used to “treat” mental illness. As time
moved forward and centuries passed, logic replaced archaic think-
ing, and science booted supernatural beliefs. Over the last fifty years,
much of the scientific research on mental illness has been devoted
to understanding the relationship between the brain and the body.”
Though we've evolved from the antiquated views of disease, we
carry with us some of the prehistoric ways of thinking. For example,
Mania—the Greek Goddess of madness—is a word we still use today
to clinically describe behavior.?

Research has shown no singular causal root to explain mental
illness. Instead, multi-determining factors explain why one person
is more vulnerable to mental illness than is another. In this vein,
contemporary clinicians use the whole-person approach called the
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Diathesis-Stress Model. As described earlier, in chapter 1, this model
looks at the interactions that occur between a person’s biology, social
environment, and unique temperament to explain the development
of a mood disorder.

Biology

For decades, evidenced-based data has shown that many mental
illnesses stem from biological issues.” Specifically, children and
adults with mental illness have difficulties in the areas of neuro-
transmission—the process by which neurons and the brain com-
municate. These signaling networks can also show disruptions in the
production and/or absorption of brain chemical messengers, called
neurotransmitters. Though there are hundreds of neurotransmit-
ters that work in our body, serotonin, norepinephrine, dopamine,
glutamate, and gamma-aminobutyric acid stand in the forefront
when it comes to linking biology and mental illness. Neuropep-
tides—protein-like molecules used by neurons to communicate
with each other—like cholecystokinin and galanin have also been
linked to mental illness.'” ' Other studies have shown structural
differences in brain regions responsible for emotions, memory,
motivation, and personality, like the hippocampus, amygdala, and
prefrontal cortex.!? Further investigations into the origin of mental
illness illustrate discrepancies involving hormones and the related
organs in the neuroendocrine system.'

What we can glean from all this data is that mental illness has a
neurobiological basis. Now, how does this happen?

In a word, epigenome.

We've all heard the term DNA, which is an acronym for deoxyri-
bonucleic acid—the blueprint of life. Housed within your DNA is a
genome, which holds the genetic code you inherit from your mother
and your father, and the family lineage of your ancestors. This genetic
code contains instructions for the unique building of your brain and
body."* Within your genome is an epigenome—and your epigenome
switches certain genes on or off. This turning on and off is called gene
expression, and these gene expressions are involved in the biological
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basis for mental illness.” Judith Horstman writes in the book The Sci-
entific American Brave New Brain “that the epigenome can be affected
by many things, from aging and diet to environmental toxins to even
what you think and feel.”'® So, how you live your life, the stressors that
fall on your shoulders, the experiences you move through, what you
eat, drink, breathe, feel, and think affect your epigenomes and, thus,
gene expression. So, it’s not nature or nurture, but nature and nurture.
It’s also important to remember that mental disorders are not trig-
gered by a single gene, but rather by varying gene expressions.'” The
science of who you are—your unique biology and biography—explains
why some of us have mental illness, while others do not. This is called
epidemiology.

Social Environment

Genes, however, are not destiny. Your social environment plays a
significant role in determining who you are. Sometimes, certain ex-
periences trigger mental illness or contribute to its development in
children and adults. These are called risk factors. Risk factors are
not isolated events, but rather complex interactions that press on us.

So, what kinds of issues place you at risk for developing a mental ill-
ness? National and global studies point to many of the same factors.®
These include variables that can be sudden (like a hospitalization or
a death) or chronic (like poverty or physical abuse). Risk factors also
include your response style to life events. Do you isolate yourself?
Does negative thinking keep you from seeing the positive? Do you
believe that you are helpless and powerless? Identifying risk factors
has a twofold gain. Research shows that mental disorders can be sig-
nificantly reduced if at-risk children are identified early and receive
supportive interventions. For adults, recognizing risk factors can serve
as a focal point as they start their recoveries. Here are some examples
of risk factors:

Academic Failure Child Abuse
Addiction Chronic Illness
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Crime Parental Illness
Cultural Considerations Peer Rejection
Death Physical Abuse
Divorce Poor Nutrition
Emotional Neglect Poor Parenting
Exposure to Toxins Poor Prenatal/Postnatal Care
Family Discord Poor Resiliency
Financial Hardship Poverty
Homelessness Separation or Loss
Hospitalization Sexual Abuse
literacy Stress

Isolation Temperament
Learning Problems Terminal Illness
Low Self-Esteem Violence

Negative Thinking Styles War

Taking a look at my life history shows many risk factors that made
me vulnerable to depression. As a baby and young child, my temper-
ament was passive and quiet. I wasn’t demanding and didn’t protest
when I was uncomfortable—or when things were stressful. Family
discord and a series of losses and separations left me frightened
and alone. As I grew older, I experienced physical and sexual abuse,
as well as learning problems and academic failure. I closed down,
isolated myself, and descended into a pattern of negative thinking.
These experiences interlaced with the strong genetic line of depres-
sion from my family to create the perfect storm for mental illness.

Tracing my biology and my biography helped me understand why
I had a mood disorder. Next was how to diagnose my symptoms so
specific treatments could begin.

DIAGNOSING MOOD DISORDERS

Advances in molecular biology, genetics, and brain research are lead-
ing to the development of genetic and blood tests to diagnose mood
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disorders.?” In the near future, these tests will be the tools of choice for
diagnosis. Dr. Muin Khoury, director of the National Office of Public
Health Genomics for the Centers of Disease Control, reports that reli-
able test standards, guidelines, and thorough research are still needed
before these tools can be made available?*—but the fact that these tests
are in the pipeline is very exciting.

In the meantime, diagnosing mood disorders still requires a ruling-
out process. In the United States, the classification system used to
diagnose mental illness is the Diagnostic and Statistical Manual of
Mental Disorders (DSM).?! In all other countries, The World Health
Organization’s International Classification of Diseases* is used. Both
diagnostic manuals are revised to keep up with research and treat-
ment advances in mental illness, and are designed to work in concert
with each other.”

Author and practitioner Dr. James Morrison reminds us that the
ancient Greek word diagnosis means to differentiate or discern.**
Given that many medical illnesses and emotional stressors can
mimic a mood disorder, a multistep approach for diagnosis is recom-
mended— comprehensive medical exams with a general physician
to assess physical health and rule out any illnesses or diseases that
could present as depression or mania. This wide-ranging assessment
should include a physical exam, medical history, and laboratory
studies. Once this is finished, a multidimensional mental status exam
should take place. Herein, a mental health professional conducts a
comprehensive assessment that should include a clinical interview,
standardized testing, and adherence to the symptom clustering in
a respective diagnostic manual. It’s also important to evaluate for
conditions that co-occur with mood disorders. This is called “comor-
bidity”—disorders appearing independently from each other and
requiring separate treatments.

A proper diagnosis of any mental illness hinges as much on the
diagnostician as it does with presenting symptoms. That being said,
it’s crucial to find an experienced mental health professional that
understands and utilizes this all-inclusive, whole-person approach to
diagnose a mood disorder.?®
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CONCEPTUAL VIEW OF MOOD DISORDERS

A good way to understand mood disorders is to view them in three
categories: unipolar (in which mood roots itself in a depressive
state), bipolar (in which mood fluctuates between the lows of
depression and the highs of mania), and other (in which mood is
affected by other disorders or conditions). These varying mood dis-
orders are listed in table 2.1.

Table 2.1. Mood Disorders

Unipolar Bipolar Other
Major Depressive Disorder  Bipolar Disorder | Mood Disorder Due to
Medical Condition
¢ Seasonal Onset Bipolar Disorder I Substance-Induced Mood
Disorder
¢ Postpartum Onset Cyclothymic Disorder ~ Mood Disorder Not
Otherwise Specified
Dysthymic Disorder Bipolar Disorder NOS  Adjustment Disorder
with Depressed Mood
(ADDM)

Depressive Disorder NOS

In order to fully understand these disorders, it’s important to
explain the definition of “unipolar” and “bipolar.” The term “polar”
implies that the range of human emotions has at one end despair,
while the other endpoint is mania. In reading this chapter, you’ve
already come to know that healthy well-being involves a variety of
feelings, good, bad, and in-between. Figure 2.1 illustrates the range
of human emotional well-being.

-
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Despair Well-Being Mania

Figure 2.1. Range of Emotional Well-Being
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l Digspanr | l Well-Being ‘ Manma

Figure 2.2. Unipolar Depression

If a child or adult was in the midst of a unipolar experience, the
ebb and flow of emotions would linger in the margins of depression
and despair. Unmoored and adrift, these feeling states and cognitive
levels never sustain the upbeat ranges. The course of illness would
resemble figure 2.2.

The bipolar experience involves the polar extremes of despair and
mania—and pitches the individual from one pole to the other. The
intensity and length of time for each mood swing is uniquely specific
to each person. Mood swings can be rapid or slow in their cycling.
In fact, the intensity, timing, and frequency of a mood swing helps
to determine which type of bipolar disorder is operating.* Visually
speaking, the experience of bipolar disorder is illustrated in figure 2.3.

Now that you have a working understanding of these disorders,
let’s summarize each one in more detail.

UNIPOLAR DISORDERS

There are three unipolar disorders that comprise the depressive
experience. Those who have a unipolar disorder experience varying
degrees of deep, unshakable sadness, loss of interest, slow thinking,
poor judgment, and in some cases, suicidal thinking.

Major Depressive Disorder (MDD)

Major depressive disorder is the most serious of the unipolar dis-
orders. MDD can be diagnosed after a single depressive episode
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Figure 2.3. Bipolar Depression

that has lasted for a period of two weeks. Some of the hallmark
symptoms of MDD include depressed mood, fatigue, slowness of
thinking, changes in appetite and sleep, and a debilitating sense of
hopelessness—which can lead to despair and suicide. MDD can oc-
cur in children as well as adults, and symptoms must not come from
bereavement, a medical condition, or substance abuse. MDD can
have various types on onset. For example, depression that hits at
various seasonal changes will meet the criteria for “seasonal onset.”
Depressive symptoms that occur after pregnancy will be diagnosed
as “postpartum onset.” Diagnostic specificity for major depressive
disorder can include assigning the depressive episode as mild, mod-
erate, severe, or profound, as well as having an early or late onset.

Dysthymic Disorder (DD)

Dysthymic disorder is characterized by depressed or irritable mood
for at least one year for children and two years for adults. The
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depressive experience takes on a less severe form than MDD but is
more chronic than major depressive disorder. Though dysthymic
disorder is often described as a low-grade depression, the depressive
impairment is quite significant. With major depressive disorder, the
significant change in mood is more readily noticeable. Dysthymic
symptoms can be harder to detect. Fatigue, irritability, negative
thinking, and melancholy can cast an imperceptible shadow—one
that may not be seen so clearly. Because of the slow and subtly
harmful trajectory of dysthymia, individuals who experience dysthy-
mic disorder can also fall into a major depressive disorder. Double
depression is the clinical term used to describe individuals who en-
dure both a major depressive disorder and dysthymic disorder.

Depressive Disorder Not Otherwise Specified (D-NOS)

When depressive symptoms do not meet the criteria for MDD or
DD, a diagnosis of “depressive disorder not otherwise specified” can
be given. This diagnosis is generally offered when the reason for the
presenting depressive characteristics is unclear, but is of significant
enough concern to warrant treatment. The most well known in this
category is premenstrual dysphoric disorder (PMDD). The symp-
toms of PMDD are remarkably similar to those of major depressive
disorder (MDD). PMDD is diagnosed when severe depressive symp-
toms arise before a menstruation cycle. Once menstruation occurs,
symptoms improve and eventually resolve.

BIPOLAR DISORDERS

There are four bipolar disorders that comprise this depressive and
elevated mood experience. Those who have a bipolar disorder have
a fluctuation of moods, some ranging to the extremes of human
experience, from despair to mania—while other symptoms are less
intense in their arc. The experience of bipolar disorders involves a
greater fluctuation of moods than do unipolar disorders. Because of
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this variability, bipolar disorders possess a slightly greater level of
pathological risk.”

Bipolar Disorder I (BD-I)

Bipolar I disorder is the most serious of the bipolar disorders and is
diagnosed after at least one episode of mania. Mania is defined as
an elevated mood where euphoria, impulsivity, irritability, racing
thoughts, and decreased need for sleep significantly impair judg-
ment and daily functioning. Children or adults with bipolar I disor-
der typically also have a major depressive episode in the course of
their lives, but this is not needed for initial diagnosis.

Bipolar Disorder II (BD-II)

Bipolar II disorder is characterized by at least one major depressive
episode and an observable hypomanic episode. Hypomania is a
milder form of elevated mood than is mania and does not necessarily
impact daily functioning. Sometimes called “soft bipolar disorder,”
the symptoms are less intense that bipolar I, but more chronic.

Cyclothymic Disorder (CD)

In cyclothymic disorder, there are numerous hypomanic periods,
usually of a relatively short duration, that alternate with clusters of
depressive symptoms. The sequence and experience of these symp-
toms do not meet the criteria of major depressive disorder or bipolar
I or II. The mood fluctuations are chronic and have to be present at
least two years before a diagnosis of cyclothymia can be made. Many
individuals with cyclothymic disorder eventually develop bipolar
disorder I or II.

Bipolar Disorder Not Otherwise Specified (BD-NOS)

For symptoms that don’t align with the above-mentioned disorders
or follow a different pattern of euphoric and dysphoric symptoms,
“bipolar disorder not otherwise specified” may be used as a diagno-
sis. Researchers and professionals believe that bipolar disorder has a
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spectrum of experience and expression—and that current diagnostic
manuals may change as research better defines bipolar disorders.?

OTHER MOOD DISORDERS

There are times when specific situations and/or medical conditions
can alter mood. In those cases, symptoms fall into the category of
“other mood disorder.” There are four categories in this section.

Adjustment Disorder with Depressed Mood (ADDM)

When a child or an adult moves through identifiable traumas or
stressors, and reports depressive symptoms, “adjustment disorder
with depressed mood” is diagnosed. Criteria for ADDM is met if
symptoms occur within three months of the identified trauma and
do not persist longer than six months.

Mood Disorder Due to Medical Condition

Mood disturbances often accompany medical conditions. For ex-
ample, hypoglycemia (low blood sugar) can spike irritability. Ane-
mia (iron-poor blood) can fatigue and make a person feel listless.
Hypothyroidism (hormone imbalance) can flatten or even agitate
mood. Mood changes may also occur from the psychological stress
of coping with a medical condition or may be caused by the ill-
ness itself or by the medications used to treat it. This is why it’s so
important to obtain a differential diagnosis—a diagnosis that evalu-
ates all possibilities for symptoms.

Substance-Induced Mood Disorder

“Substance-induced mood disorder” is the diagnosis if mood changes
are the direct result of substances such as drugs, alcohol, medica-
tions, or exposure to toxins.
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Mood Disorder Not Otherwise Specified

This category is used when individuals have a mood disorder whose
presentation does not fit the typical diagnostic categories.

OTHER CONSIDERATIONS FOR DIAGNOSIS

When diagnosing mental illness, some disorders use specifiers to
better define symptoms. In the realm of mood disorders, there are
numerous specifiers that help to uniquely describe the course, type,
intensity, special features, and cycling patterns. Documenting speci-
fiers is a complex undertaking, one that you and your mental health
professional should talk about openly and often. The more informa-
tion you have about the uniqueness of your diagnosis, the more
specialized your treatment plan can be made.

Another important consideration is to look for additional mental
disorders. Children and adults who experience a mood disorder typi-
cally experience other comorbid disorders.”” Another way of under-
standing comorbidity is to think of a thunderstorm. The one event,
the heavy rainfall, might lead to another event—a flood. A rainstorm
doesn’t always lead to flooding, but the storm increases the likeli-
hood of flooding. So, having a mood disorder can set the stage for
also experiencing an anxiety disorder, a substance use disorder, or
a personality disorder. There can be considerable overlap between
and among mental illnesses, which is why obtaining an accurate
diagnosis is crucial.

Once a diagnosis is made, the next step is to consider interven-
tion for your depression. In chapter 3, I cover everything you need
to know about traditional, alternative, and experimental treatments.
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TREATMENTS
FOR DEPRESSION

Now that you have an understanding of depression, it’s time to
explore treatments for this disorder. This chapter will look at tradi-
tional interventions, alternative therapies, current trends, and future
technologies for treating depression.

I want to emphasize that the most crucial aspect regarding any
of these approaches is to be an active participant. Learn about psy-
chotherapy. Read up on medicines. Become knowledgeable about
holistic treatments and current trends. Be your own advocate.

TRADITIONAL TREATMENTS

Traditional treatments are so termed because they are the go-to
techniques that have long been used to treat depression. These tra-
ditional methods fall into two major categories: psychological and
medical.

Psychological Treatments
Psychotherapy is the treatment of emotional conflicts through the

use of talking and communicating with a trained professional. Also
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known as “talk therapy,” psychotherapy is practiced by psycholo-
gists, psychiatrists, social workers, and psychiatric nurse practitio-
ners.! There are many different schools of psychotherapy, each one
working from a unique model of mind and behavior. Though the
schools differ in approach and technique, they all share the same
goal: to reduce depressive symptoms. As far as evidence-based re-
search goes, all traditional talk therapies can be effective in reducing
mild-to-moderate depressive symptoms.?

Psychotherapy is not counseling—and it’s important to make this
distinction. Counseling is a short-interval, problem-solving process
that targets a specific situation. The counselor offers advice and sug-
gestions. Psychotherapy is a longer-term treatment that focuses on
gaining insight into chronic behavioral and emotional problems. The
types of psychotherapy are described below.

Behavior therapy (BT) is a psychotherapy that focuses solely on
your behaviors. Typically, you meet with a therapist once a week
to look at what kinds of behaviors reinforce your depressive symp-
toms.® Are you focusing on the negative aspects in life instead of
the positive ones? Are you stuck in a loop of negative social rein-
forcement from other people? Do they respond to you with great
concern when things are bad, and gloss over the happier moments?
Do you lack a set of skills to combat fatigue? Behavior therapy
helps sharpen your observational skills, teaches you about the
power of consequences, and shows you that well-being can come
from changing your actions.

Cognitive-behavioral therapy (CBT) expanded the theory of behav-
iorism by looking at thoughts as well as actions. Cognitive-behavioral
therapy stresses that specific thinking patterns cause depression.
Does sadness leave you thinking that there’s no way out? Are your
thoughts an endless stream of self-critical statements? Do you think
in all-or-nothing terms? In this therapy, you meet once a week with
a therapist to begin identifying the belief systems you use on a daily
basis. The goal in this type of psychotherapy is to correct unrealistic
beliefs and distorted thoughts by replacing them with more realistic
attitudes.* Essentially, changing how you think will change the way
you feel.
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Psychoanalysis is a deep-exploration therapy whose beginnings
originated with Sigmund Freud. It is the most intensive of all psycho-
therapies, requiring a passion and commitment to attending sessions
four to five times a week. In this treatment, you and your analyst
will peel away depressive symptoms to find their subconscious and
conscious origins.’ Psychoanalysis is a long process, so it’s not a first-
line choice for acute depression intervention. It’s also not generally
a choice for children. Psychoanalysis can be a meaningful experience
for adults who have stabilized their depression and want to work on
understanding the subtleties and intricacies of their life.

Psychoanalytic psychotherapy is a less intensive form of psycho-
analysis. Though it retains the vibrancy and depth of psychoanaly-
sis, psychoanalytic psychotherapy is shorter in its duration. In this
treatment, you and your analyst meet two to three times a week to
explore inner thoughts, personal struggles, and how you deal with
crucial aspects of your life.® Through interpretation and the study-
ing of your defense mechanisms, you and your analyst will bring
meaning to past and recurring events that keep you stuck. The re-
duction of depressive symptoms comes not only from learning about
your personality, unresolved conflicts, and desires, but also from the
changes you make in how you live your life as a result of your self-
discovery.” Unlike psychoanalysis, psychoanalytic psychotherapy is
a viable treatment for children and teens.

Psychodynamic therapy, also known as “insight-oriented ther-
apy,” is the least intensive of the psychoanalytic therapies. Psy-
chodynamic therapy focuses on motivation, meaning, and the
understanding of relationships in one’s life. The immediate goals
of psychodynamic psychotherapy are to label feelings and learn
new behaviors by creating corrective emotional experiences.® In
this treatment, a therapist meets with you once a week to work on
these issues. The goal here is not only to reduce depressive symp-
toms but also to understand the underlying issues that might be
contributing to your illness.

Psychotherapy integration is not restricted to following a single
school of theory and/or practice when treating mental illness. Psy-
chotherapy integration believes that all types of psychotherapy
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share curative factors. Some of the approaches include technical
eclecticism (in which one uses techniques from many different psy-
chotherapy schools but is not concerned with following any particu-
lar theory) and assimilative integration (in which a therapist relies
on one major school of psychology, but borrows from others). Most
therapists who practice within a psychotherapy integration frame-
work are willing to be flexible in their training to find what works
best for their patients.’

For me, one of the great things about training as a psycholo-
gist was the opportunity to explore different schools of theory and
practice. 've had the good fortune to experience each one of these
traditional therapies. I began my psychological schooling in a behav-
ioral and social learning theory undergraduate program. I completed
cognitive and psychodynamic studies in my doctoral program, and,
finally, psychoanalytic training in post-doctoral training. I strongly
believe that each of these psychotherapies offers tremendous ben-
efits for dealing with depression.

My practice style comes from the field of psychotherapy integra-
tion. m a trained psychoanalyst and operate from that theoretical
framework but borrow from the fields of behavior and cognitive
therapy when I work with children and adults. Personally speaking,
I use many techniques from the varying schools. Of course, some
days are better than others. When a bad day knocks me down, 'm
not down for the count. I tap into my insight, change my negative
thinking to more positive thoughts, and behave in ways that rein-
force feeling good. I do this hoping to get back on my feet—and if I
don’t readily bounce back, I keep at it.

Medical Treatments

Pharmacotherapy, the oldest of the traditional therapies for mental
illness, has been practiced for thousands of years. Pharmacotherapy
treats emotional illness through the use of medication. Long ago,
plants and flowers were sourced for their medicinal purposes. Nowa-
days, scientists in the medical field of psychopharmacology create
bioactive compounds. Sometimes referred to as drug therapy, phar-
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macotherapy changes the neurochemistry in your brain and body to
prevent and treat illness.!”

In this treatment, you meet for a consultation with a trained med-
ical professional who specializes in the management of psychiatric
and psychological disorders. Professionals that perform pharmaco-
therapy include psychiatrists, certified nurse practitioners, and psy-
chiatric nurse practitioners. Though any medical doctor or certified
nurse practitioner can prescribe medication, I champion the belief
that you should seek highly specialized professionals who work in
the field of mental illness. Pharmacotherapy is one of the most rap-
idly developing fields in modern science. Adding medication to your
treatment regime requires confidence in the professional with whom
you are working. So, having someone who knows the latest research,
trends, and side effects is critical.

The pharmacotherapy process involves a thorough medical his-
tory, one that will take up your entire first consultation. While
you’re there, the specialist will match your symptoms with relevant
medications and begin you on a small dose. At first, you will have
scheduled appointments within weeks of starting your medication.
As time progresses, dosage may remain the same or increase based
on your reported symptoms. If side effects are intolerable, a change
in medication may be necessary. However, once you are stabilized
on your medication, you won’t need to be seen as often.

Since depression can have co-occurring disorders, it’s impor-
tant for your pharmacotherapy consult to cover all bases. Modern
pharmacotherapy typically uses these six medicinal categories for
healing:"

1. Antipsychotics: Medications that are generally used in the
treatment of schizophrenia or extreme states of agitation.
Sometimes called “major tranquilizers,” they are known in the
medical field as “neuroleptics.”

2. Antidepressants: A class of medications used to treat de-
pression. These include selective serotonin reuptake inhibi-
tors (SSRIs), serotonin norepinephrine reuptake inhibitors
(SNRIs), norepinephrine and dopamine reuptake inhibitors

35



CHAPTER 3

(NDRIs), tricyclic antidepressants, and monoamine oxidase
inhibitors (MAOQOIs).

3. Mood Stabilizers: Medications that treat symptoms of mania,
hypomania, mixed states of mania, and issues related to rapid
cycling.

4. Anxiolytics: Medications that address anxiety and tension.
These medications are sometimes called “minor tranquilizers.”

5. Psychostimulants: Medications that are used to increase drive
and performance, concentration and focus. They are most
often prescribed for attention deficit disorders and are com-
monly known as “stimulants.”

6. Nootropics: Medications that are generally used in the elderly
population to improve memory functioning. Sometimes called
“anti-dementia” or “smart drugs,” these medications improve
the brain’s oxygen supply and stimulate nerve growth.

It’s not unusual for your medication treatment plan to include
one or more of these medicines. Your unique experiences will help
determine in what direction pharmacotherapy will progress. Try to
refrain from comparing your medical regime to others or placing a
negative spin on the kinds of medication you are taking. What works
for one, does not work for all. The important thing is to find what
works for you.

Personally, I found a medication that worked well for me the first
go-round. As previously mentioned in chapter 1, fluoxetine, generic
Prozac, affords me symptom relief with tolerable side effects. Profes-
sionally, I've worked with children and adults who found pharma-
cotherapy successful the first time around as well. P've also worked
with others who’ve had to try many different types of medications
at varying dosages. Sometimes this took months, even years. The
hardest cases of all are when patients experience a depression so
problematic that alternative treatments have to be sought. This type
of depression is treatment resistant depression (TRD).

Keep in mind that many elements are required when undertaking
pharmacotherapy. You need to have trust in a skilled professional,
confidence in your own ability to evaluate the status of your medica-
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tion, patience while this all goes on, and the resolve to move on to
other possibilities if medication doesn’t work.

Inpatient hospitalization is a good choice for treatment of
your depression if talk therapy and/or pharmacotherapy are not
reducing symptoms. Also, if you'’re in a fragile state, contemplating
suicide, or in the throes of an agitated mania, the safe setting of a
hospital is vital. Hospital wards for those with mental illness vary.
Generally speaking, private and parochial hospitals tend to have a
more residential feel to their psychiatric departments than do state,
community, or government-run hospitals. Find out the quality of
hospitals in your neighborhood. If you want, use guidance from a
mental-health professional. This way, you can be informed should
you need this type of intervention.

When inpatient hospitalization is planned, it’s helpful for your
practitioner to call ahead to aid in your admission. This can ease
the transition for you and help professionals on staff to be pre-
pared. In an emergency situation, there often isn’t time to set up
admission. In this event, getting to the nearest hospital’s emer-
gency room is the primary goal.

Many inpatient hospital wards are more like college dormitories
than the sterile-white secure units portrayed in movies. Single or
double rooms with beds and desks are the norm. There’s a com-
munity room with welcoming chairs and sofas, television, and
recreational activities—and phones for keeping in contact with
loved ones. It’s true that most of these hospital zones are locked
and there are rules that need to be followed—like visitation times,
permissible clothing, and accessories, just to name a few. These
precautions keep you and others safe and enable the staff to man-
age the floor with continuity.

The purpose of seeking inpatient treatment is to intensify all
aspects of therapy. Medication is monitored more closely. Talk
therapy occurs on a daily basis, either individually, in group, or
with family members. Once you’re feeling better and stabilized,
you’'ll be discharged. Long stays in hospital settings are rare. When
you leave, you may have the ability to continue care in a partial
hospital program. In this kind of treatment, you go on with your
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daily routine—be it work, school, or otherwise—and return in the
evening for daily supplemental therapies.

Electroconvulsive therapy (ECT) is an often misunderstood
medical intervention for severe, treatment-resistant depression. It
is usually the technique of choice when numerous medications and
long-term use of psychotherapy have not been successful. Refined
from its early beginnings, Fink (2008) reminds us that ECT is no
longer the fearsome treatment pictured in television and films.!?
In fact, ECT is performed while you'’re asleep. A team of skilled
professionals oversee the procedure. Those involved are anesthe-
siologists, nurses, and medical doctors. Essentially, ECT is the pro-
cess by which electrical currents are passed through the brain to
create a brief seizure. This procedure affects signal pathways and
neurotransmitters in the brain, and reduces the severity of depres-
sion. ECT treatments are generally given every other day for up to
twelve treatments. The treatment takes about fifteen minutes to
perform. There can be side effects, which include periods of confu-
sion after the procedure, forgetfulness, memory loss, nausea, and
muscle soreness."

Pve worked with adults whose depressions were so severe that ECT
was used as a treatment. Some reported confusion and memory loss,
and were frustrated by these side effects. Others, though, were willing
to live with side effects because their depression lifted. The stigma at-
tached to ECT appears to be the greatest obstacle, but education and
visits to ECT therapy suites can give way to more acceptance.

ALTERNATIVE TREATMENTS

Light therapy is an alternative treatment for the relief of depres-
sion with a seasonal onset. Sometimes called winter blues, seasonal
affective disorder (SAD) occurs when a person is exposed to
shortened daylight hours. There appears to be a biological reason
for SAD, involving production of the hormone melatonin from the
pineal gland (a small brain structure that functions as the body’s
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timekeeper). The retinas of the eyes register light when exposed to
sunshine, sending impulses to the pineal gland. In turn, the pineal
gland produces melatonin, which regulates our circadian rhythm
and body clock. During the darker days and nights, the retinas reg-
ister less light and overproduce melatonin. These higher hormone
levels increase depressive symptoms. Depression with seasonal onset
affects women more than it does men, and children can experience
SAD as well. Exposure to periods of direct sunlight can combat the
surge of melatonin and reduce depressive symptoms, but for indi-
viduals who don’t have the ability to find abundant sunshine, light
therapy is a good option.

Light boxes are available for purchase with and without a pre-
scription. Research says the success of light therapy depends on
finding a bulb that provides a balanced spectrum of light equivalent
to being outdoors. Also necessary is to have exposure to this light
between twenty and thirty minutes a day.!

Omega-3 is a critical fatty acid responsible for helping nerve
cell membranes function well. Research has found that omega-3
works in conjunction with the neurotransmitter serotonin, helping
to regulate its distribution in the brain. Several studies indicate
that supplemental omega-3 may be helpful in the management of
depression. Of interest were findings using omega-3 as a supportive
treatment, not as a singular intervention, which yielded the most
significant decrease in depression."

Omega-3 can be found in foods like salmon, nuts, eggs, and olive
oil, just to name a few. Dietary supplements can also be used, but be
mindful of the recommended dosages for optimal benefits.

Low folate and vitamin B12 deficiency have been linked to
depression. Studies show that depressed patients often have low
levels of red-cell folate, serum folate, and vitamin B12.'¢ Folate can
be found in leafy green vegetables and certain dried beans like black-
eyed peas and lentils, as well as in fruits like oranges and bananas.
Vitamin B12 can be found in seafood like snapper, shrimp, and
scallops, and in fermented vegetables like miso and tofu. Just like
omega-3, folate and vitamin B12 dietary supplements can be useful.
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St. Johns wort (SJW) is a yellow flower commonly known as Tip-
ton’s weed. The botanical extract from this plant has been used as an
herbal antidepressant for over two thousand years."” Studies on St.
John’s wort, sometimes referred to in research as Hypericum perfo-
ratum, show it to be more effective than a placebo and, in several
studies, more effective than common antidepressant medications in
treating minor depression. It’s important to note that research on St.
John’s wort for treating major depression, cyclothymia, or any of the
bipolar disorders is limited.'®

St. John’s wort impacts the neurotransmitter systems of serotonin,
dopamine, and gamma-aminobutyric acid (GABA). Side effects are
generally well tolerated and include gastrointestinal distress, allergy
to the sun (photosensitivity), and fatigue. With mild depression, St.
John’s wort should be used as a singular treatment, because there are
risks when combining SJW with traditional antidepressants. SJW can
be purchased in grocery stores, drugstores, and health-food stores.
While SJW doesn’t require a prescription, be mindful to follow dos-
age directions to gain the full benefit.

Ive been living with depression long enough to try all of these al-
ternative therapies. I've found that some of them provide great sup-
port in managing my depression. I take my medication daily, but use
light therapy as a supplemental treatment in the winter months. I've
actually tried all three kinds of light therapy: (1) full-spectrum light,
where bulbs create the feel of natural sunlight; (2) broad-spectrum
light, which throws off a full spectrum of light without the danger
of ultraviolet rays; and (3) blue-light therapy, in which intensive
blue lights shine. I've felt less depressed and slept better with light
therapy. What I do most days, though, is read or meditate in a sunny
spot. I enjoy the warmth of the sun and the color of its hue better
than sitting in the vicinity of an artificial light.

With dietary supplements, it’s important to note that no agency,
government, or professional oversees product safety. Therefore, it'’s
wise to make sure the manufacturer of dietary supplements has a
good record. For me, I take vitamin supplements, including folate and
vitamin B12, but can’t tolerate omega-3 capsules. They’re torture on
my stomach and give me the worst reflux. St. John’s wort affects me
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similarly. I have difficulty metabolizing them. Given that I had a major
depressive disorder, SJW provided little relief for me, so I went back to
prescription antidepressants.

As a clinician, I endorse the use of alternative measures and
encourage patients to learn about them. I think well-being is an art
form. It involves the understanding of science, embracing of the ho-
listic, and finding the balance that works uniquely for you.

CURRENT TRENDS

Traditional therapies continue to be the go-to treatments for depres-
sion, but several new techniques are taking center stage. As with any-
thing you choose to undertake, be an educated consumer by learning
all you can about these treatments. Become familiar with their risks
and benefits, pros and cons, short-term versus long-term benefits, and
cost and accessibility, so you can make an informed decision.

Psychotherapy Trends

Behavioral activation (BA) therapy proposes that the act of
avoidance leads to depression.”” This offshoot of behavior therapy
attempts to make you aware of the inactivity and patterns of avoid-
ance in your life, so that you can modify your behavior. BA teaches
activation strategies—behaviors that get you involved and engaged
with others. You and your therapist will monitor your progress with
charts and rating scales during this ten-to-twelve-week therapy.?
Mindfulness-based cognitive therapy (MBCT) is a treatment
only for individuals who have become free from depressive symp-
toms. The aim of MBCT is to teach you about thoughts, feelings, and
bodily sensations by using cognitive therapy and meditation prac-
tices. The purpose of this approach is to help you detect and respond
to the warning signs of relapse. This treatment is presented in class
format for eight weeks by licensed professionals trained in MBCT.*
Therapeutic lifestyle change (TLC) is a fourteen-week holistic
program that focuses on six essential areas including aerobic exercise,
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light therapy, adequate sleep, learning of anti-rumination strategies,
omega-3 fatty acid supplements, and enhanced social support. This
program is in its research stage at the University of Kansas under the
direction of Dr. Stephen Ilardi.??

Medical Trends (Nonsurgical)

Repetitive transcranial magnetic stimulation (*TMS) is a treat-
ment in which a coil-like tool is positioned around your head to
apply short, undetectable magnetic pulses to excite target-specific
areas in the brain. Less invasive that ECT, studies report minimal
side effects, such as headache, tingling, and light-headedness. These
side effects were reported to decline quickly, however. Repetitive
transcranial magnetic stimulation is performed while you're awake,
often in a doctor’s office. Some individuals report discomfort with
the clicking sounds the magnetic coil makes, so earplugs can help.
The treatment takes about forty minutes, and daily treatments are
recommended for a month. There is no down time, so you can drive
home the same day and carry on with your daily routine. Like ECT,
you will come back from time to time for additional treatments if
your depressive symptoms return.?®* Because rTMS is so new, there
are no long-term studies to review.

Magnetic seizure therapy (MST) is a novel brain-stimulation
method using high intensity repetitive transcranial magnetic stimu-
lation in order to induce a therapeutic seizure. The procedure is
done under general anesthesia and performed in an electroconvul-
sive therapy suite with a team of professionals. MST enables doctors
to target specific brain areas in a more focalized fashion than is
possible with ECT. Individuals who have undergone MST reported
a decrease in their depressive symptoms with no side effects—no
memory loss, confusion, forgetfulness, or muscle strain.**

Medical Trends (Surgical)

The following surgical trends, vagus nerve stimulation and deep
brain stimulation, are highly involved surgical procedures. Similar
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to cardiac pacemakers, they send electrical signals that help regulate
neurobiological functions in the brain.

Vagus nerve stimulation (VNS) involves the surgical implanta-
tion of a device that sends electrical pulses through the vagus nerve,
a nerve pathway that sends information to and from the brain. Long
used for Parkinson’s disease and other motor illnesses, VNS has
recently been developed to treat severe depression. VNS is a treat-
ment that relies on pulses that originate from a small battery that
is surgically implanted under the skin in the collarbone area. Elec-
trical leads are threaded from the battery, under the skin, into the
vagus nerve. After implantation, your surgeon programs the device
to deliver small electrical bursts every few minutes. You generally
remain in the hospital overnight for monitoring. Individuals who
have undergone this treatment report almost immediate reduction
in depressive symptoms with no side effects in memory or thinking.
Typically, complaints are soreness, irritation, or infection at the sur-
gical site.” Battery power lasts three-to-five years and will require
replacement, which means undergoing surgery again.

Deep brain stimulation (DBS) was approved as a treatment
for movement disorders, such as epilepsy and Parkinson’s disease,
in 2002—and has recently been used in the treatment of obsessive-
compulsive disorder and treatment-resistant depression. Sometimes
called neuromodulation, deep brain stimulation activates specific
brain areas instead of the vagus nerve. In this treatment, a surgeon
implants two tiny electrodes directly into brain structures such
as the basal ganglia, thalamus regions, Brodmann Area 25, or
the medial prefrontal cortex. Similar to VNS, wires connect to a
battery-powered pulse generator near your collarbone; however,
since DBS involves two electrodes, you will also have two battery
packs. You and your doctor will personalize the electrical pulse set-
tings, which can take some time to hone in on. Also, side effects from
DBS are more involved than with VNS. Wound infections, complica-
tions from hardware malfunction, numbness, and confusion have
been reported.” This medical technology is in its infancy stage. In
time, improvements and modifications may make this alternative
treatment safer, and with fewer complications.
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FUTURE TECHNOLOGIES

As human beings, we share similar biological designs of flesh, bone,
and blood. Despite having such similarities, the fields of mental ill-
ness and neurobiology demonstrate that we’re not a “one size fits
all” society. Treatments work for some, but not for all. Medications
work for others, while many find no relief. Research tells us that
the future of treating mental illness will move from a universal ap-
proach to a more personalized one.

Coming down the pike is the field of personalized medicine. Al-
ready given the shorthand abbreviation “PM,” personalized medicine
is described as “the delivery of the right medicine to the right patient
at the right dosage.” Personalized medicine will build on advances in
genetics, therapeutic delivery, and computational biology to create
targeted therapies and targeted medications for your unique genetic
makeup.”” As a result, this tailored approach will work more success-
tully, with few if any side effects, and be more cost-efficient.

Biomimetics, sometimes called “biomimicry,” an innovative sci-
ence that studies nature and imitates its design, is an up-and-coming
field. Researchers promise the creation of artificial neural systems
and artificial brain structures to help alleviate depression.”® Fur-
thermore, bionic brain implants will potentially serve as an elegant
replacement for ECT, VNS, and DBS treatments of today.

Already in test and delivery stages are gene therapy (which alters
or replaces defective genes), stem cell therapy (which helps replace-
ment cells take the form of defective or missing cells), and nano-
medicine (which sends treatment to the brain directly through the
bloodstream).”

When I think about the future of mental-illness treatment, I
brim with excitement. Breakthroughs in science come from creative
minds that think out of the box—and from courageous individuals
who participate in the research and development of these technolo-
gies. The gratitude we owe them is enormous.
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If you only learned about the symptoms and treatments of depres-
sion, yow’d only be seeing half the picture of mental illness. This
chapter will highlight the often unwritten and unaddressed aspects
of depression. To understand the full depressive experience, you
need to know details about psychotherapy, medication, and health-
care coverage. The good, the bad, and the ugly of them all. What I
call the “inside track.”

PSYCHOTHERAPY: THE INSIDE TRACK

Human beings have been talking to others about feelings and
thoughts as far back as prehistoric times. Be it in pictorial cave draw-
ings or at a local Starbucks, social intervention continues to thread
itself into the fabric of human life.

Talking to another about issues became more scientific with the
discovery of the talking cure in the 1890s by neurologist Sigmund
Freud, physician Josef Breuer, and patient Bertha Pappenheim.!
Freud developed the talking cure further and created the study and
practice of psychoanalysis. Since Freud, numerous types of psycho-
therapies have been born, with some emerging as more modern in
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their approach, while others remain classical. All of these forms of
talk therapy have the same goal, which is to reduce symptoms and
develop well-being. With regard to depression, the treatment of psy-
chotherapy can offer great success, but there are some fundamentals
you need to know.

Psychotherapy cannot be successful unless you want to be there.
Though I believe everyone can benefit from psychotherapy, you
can’t heal if you don’t come on your own accord. First and foremost,
it’s essential that you not feel trapped into making an appointment.
Out of concern and love, parents sometimes force children and teens
into therapy before they are ready. The same goes for adults when
partners, friends, or relatives pressure them to get into treatment. If
you feel coerced into going to therapy, express your discomfort to
the therapist. Often, I detect when this has happened and rework
the session to give the decision-making power back to the patient.
There are other times that 'm not so attuned and miss the clues.
Therapists are nurturers and helpers but not mind readers, so don’t
hold in your reluctance.

Psychotherapy will not fix you. You will fix you. A psychotherapist’s
task is to help you help yourself. Think of the Chinese proverb, “Give a
man a fish, you feed him for a day. Teach a man to fish, you feed him
for a lifetime.” Advice-giving creates dependency, whereas helping
you discover your desires and motives creates self-awareness. The
goal of psychotherapy is to empower you with ways to deal with life
issues, learn the triggers for your depression, and build resiliency, so
you can find well-being.

Psychotherapy does not always make you feel better. Making a break-
through in therapy is always exciting and meaningful. However,
achieving awareness sometimes requires you to be brave and fear-
less. Recalling memories and experiences, or changing a behavioral
style, can be trying, upsetting—even overwhelming. Being in therapy
will reduce your symptoms and help you feel better, but it’s benefi-
cial to know that the journey can sometimes be bumpy. So, for psy-
chotherapy to be a successful, you have to crave change, possess a
curiosity of your inner world and an interest in understanding what
motivates you, and tolerate a moderate degree of frustration. This is
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where the myth that only crazy people—or weak-minded individu-
als—go to therapy gets the boot. Talk therapy is a valiant undertak-
ing. And anyone who says otherwise is foolishly misinformed.

Psychotherapy will not work if you have unrealistic expectations. Set-
ting realistic goals can make psychotherapy a winning experience.
Change does not happen overnight. Nor does the development of
insight. Hardest of all is replacing old behaviors with new ones. It
takes time.

I remember feeling frustrated that I couldn’t resume my college
studies faster when I first entered treatment. My suicidal thinking
was reduced and my despair lifted in just a few sessions. Why did I
have to wait until next semester to get back to classes? I didn’t want
to graduate a semester late, and I seemed more concerned about the
passage of time than the healing that needed to be done. Talking
with my therapist helped me realize that I was being unrealistic—and
that I needed time to recover from my depressive episode. Once I
realized that I had other hurdles to cross, talk therapy took on a
deeper meaning to me.

When it comes to your depression, make sure you and your thera-
pist center therapy with sensible and realistic objectives, specific to
your needs. As time progresses, you can review these targeted goals
and redefine them if necessary. Remember, yard by yard is hard,
inch by inch a cinch.

Psychotherapy is not like talking to a friend. Therapy is the forming
of an alliance to bring about change in your life. This is done with a
therapist who is caring, empathic, and skilled in the symptoms and/
or illness you experience. Psychotherapists train many years in the
art of listening and, unlike a friend or family member, listen not only
with the intent to just understand but also with the goal to identify
and analyze. Being an active listener enables a therapist to use the-
ory and techniques to stir your observations as treatment proceeds.
I often hear people say, “Therapy is a big rip off,” or, “You’re pay-
ing for someone to listen to you.” Well, it is true that you'’re paying
for someone to listen, but a psychotherapist’s skills go beyond that
of ordinary listening. When you’re in therapy, you’re working with
an Olympic medal listener. That, combined with your therapist’s

47



CHAPTER 4

clinical objectivity, enables you to get a balanced, unbiased frame of
reference in treatment. Something friendship often blurs.

Psychotherapy requires you to be comfortable with your therapist.
There’s a lot of chemistry in talk therapy. The kind in which you
and your therapist click, and you find a sense of ease. Without this
connection, it may be difficult to feel comfortable talking about
difficult issues and to feel safe letting go of fears or trying out new
behaviors. The importance of your therapist’s training should be
equally matched with the level of comfort you feel in sessions. Once
you've done your research on finding a therapist, let your phone call
be the first litmus test for this chemistry connection. Many times,
you can get a sense of how a therapist conducts him- or herself with
this initial phone contact. Thereafter, let your gut instincts take over
at the consultation. If you don’t feel comfortable, it’s perfectly fine
to seek out another professional. I've done this when I sought out
treatment as a patient—and as a therapist, I encourage second opin-
ions if the match isn’t there. Finding a “good fit” in therapy is more
important than in any other kind of professional relationship you’ll
have in your life.

MEDICATION: THE INSIDE TRACK

Though science has made great gains in understanding depression,
there is much that medicine cannot do. In this section, you will
learn about the limitations of prescription medication, safety issues
coming off medication, and how to obtain medication if you cannot
afford it.

Some medications work, while others don'’t. It’s a well-known fact in
professional circles that prescription medicine improves only a cer-
tain percentage of depressed individuals. This information, though,
is kept out of the mainstream by the pharmaceutical companies.
Only about 40 percent of children and adults with depression see a
reduction of their symptoms with medication.?

Why does this happen?
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Dr. Marcia Angell writes in the must-read book The Truth about
Drug Companies that the pharmaceutical industry “discovers few
genuinely innovative drugs.” Big Pharma spends little on research
and development of new medications, and uses the lion’s share
of its profits on marketing. Many of the new medications that are
being promoted are actually remnants of older ones with a contem-
porary spin.

Most of the time, Big Pharma extends the life of a blockbuster
drug that is going off-patent by making another mock-up version of
it. Often called a me-too drug, it is structurally similar to already-
manufactured medications.* So, the “new” me-too medication really
isn’t new at all—or novel or innovative, for that matter. What’s more
is the fact that Big Pharma doesn’t have to show that a me-too drug
is more effective than one that has already been produced.

According to the Food and Drug Administration guidelines, all
Big Pharma has to show is that a “new” medication is simply effec-
tive—as in better than taking nothing.

I have a love-hate relationship with the pharmaceutical industry.
Big Pharma saved me. Without Prozac, I know that depression would
consume me and that despair would cloud my judgment. Yet at the
same time, 'm angry that capitalistic endeavors propel pharmaceuti-
cal companies more than does finding healing discoveries. But, that
is the sad truth here. Because Big Pharma spins out old drug varia-
tions in new forms, research discoveries as to why many people don’t
benefit from medication get neglected.

What science knows about drug metabolism isn’t readily used by
Big Pharma. Let me explain. There are over thirty drug-metabolizing
enzymes in the human body—with many having unique genetic
variations from person to person.® Due to these variations, some
individuals experience benefits from medication, while others don’t.
Again, one size does not fit all here.

Most antidepressants are metabolized by the enzyme family
involving Cytochrome P450 (CYP). Research in the field of pharma-
cogenomics, the study of genetic variations in drug metabolism, re-
veals that individuals who are nonresponders to medication possess
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variants in genes responsible for setting into motion metabolizing
enzymes. Chances are if you haven’t found success with an antide-
pressant medication, your genetics are the reason why.

Evidence-based data has identified four metabolizing categories.
Poor, intermediate, extensive, and ultrarapid. Let’s look at these in
more detail.

A poor metabolizer (PM) is a person whose metabolism takes
in the medication very slowly, resulting in increased levels of the
medicine in the bloodstream. This sluggish process causes significant
side effects, and poses toxicity risks such as serotonin syndrome—a
potentially life-threatening condition caused by toxic levels of sero-
tonin.” If you’re a poor metabolizer, you not only have the hardship
of experiencing side effects and toxicity, you also continue to have
depressive symptoms.

An intermediate metabolizer (IM) is a person whose metabo-
lism of a drug occurs at a slower rate than normal. People in this
category experience side effects and mild toxicity but not as intensely
as do poor metabolizers. As you might expect, medication success is
guarded in this category. You notice some symptom relief, but it won’t
be substantial.

Extensive metabolizers (EM) have an average expected range
for metabolism. Herein, you absorb medication effectively and are
able to experience symptom relief with few if any side effects. I fall
into this category with my fluoxetine.

Ultrarapid metabolizers (UM) quickly process medication, ren-
dering drug treatment virtually ineffective. Because your genetic
metabolism synthesizes the medication too fast, you cannot experi-
ence its therapeutic effects. If you're an ultrarapid metabolizer, you
feel no symptom relief whatsoever.

Pharmacogenomics research also observes differences in genes that
regulate the entire serotonin system.® Specifically, the serotonin trans-
porter gene (SERT) and the Serotonin 2A Receptor Gene (HTR2A). 1
Genetic testing reveals that children and adults with such gene varia-
tions have poorer therapeutic responses with antidepressant medica-
tions and more frequent serious side effects during treatment.!!
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The good news is that there are tests available to identify these
genetic variations. Known as DNA microarray tests, they usually
require a blood sample or cheek swab. The results can determine if
you’re a poor, intermediate, extensive, or ultrarapid metabolizer—
and/or if you have gene variations in the serotonin system.

Now, I've never been good with the hard sciences, so my head
begins to hurt when I try to make sense of all these findings. For me,
the simplest way to understand this data is to view metabolism and
the target delivery systems for medicine as being variable from person
to person. Big Pharma needs to work alongside pharmacogenomic
experts to create medications that address these issues. Until then,
the rate of medication success for those with depression will remain
at this low rate.

Stopping medication abruptly can cause serious health issues. Often,
professionals prescribing medication will take you through a very de-
tailed list of how to take your medications. This is a very important
process, and one that you should follow with regularity. Medication
success has a great deal to do with timing of your doses and consis-
tency in taking them as prescribed.

Usually, you will begin your antidepressant medication at a low
dose, with a possible increase over time to reduce symptoms. At
this stage, your neurochemistry is gently shifting, working slowly to
bring you closer to well-being. It generally takes approximately four-
to-six weeks for medication to reach its full effect. Hopefully, at this
point, you are experiencing a reduction in your depressive symp-
toms. If so, you will remain at this dosage. If not, another increase
may be recommended to find your optimal dosage.

As described earlier, many children and adults may not find
relief after a prolonged period of taking medication. Additionally,
others can experience intolerable side effects. Usually at this junc-
ture, frustration leads to a decision to stop taking medication. It
is crucial that you use the same care and consistency coming off
medication as you did when you started it. Not many people are
aware, some health professionals included, that there is a need to
come off medications in a specific way. If not, a variety of physical
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experiences may leave you feeling very ill. This is known as anti-
depressant discontinuation syndrome."

Sometimes shortened to “discontinuation syndrome,” abrupt
halting of medication will set into motion experiences that can in-
clude dizziness, nausea, headache, numb or shock-like sensations,
diarrhea, and sweating, just to name a few. Unlike withdrawal effects
from addictive drugs or alcohol, there is no drug craving. Antidepres-
sants are not addictive. If you come off your prescription(s) carefully,
your neurochemistry slowly returns to its original functioning.
However, hastily stopping medication jars your system—and your
body takes the hit. Most individuals who experience discontinuation
syndrome think they have the flu or a very bad cold—and don’t attri-
bute these symptoms to the stopping of antidepressant medication.
Coming off medication in a controlled way, overseen by your health
professional, avoids this uncomfortable experience.

The decision to take medication can be a very positive step in
treating your depression. It doesn’t have to be a scary or sickening
experience if done conscientiously. Here are some tips to avoid anti-
depressant discontinuation syndrome:

1. Never stop taking your medication(s) without talking with
your nurse practitioner or doctor. An open and honest forum
can ensure that you come off your dosage in a safe manner.

2. If lowering your dosage, follow the instructions given by your
prescribing healthcare professional to the letter. If you begin
experiencing symptoms of discontinuation syndrome, immedi-
ately contact her or him. You may need to take a higher dosage
for a longer period of time before weaning your body off of the
medicine completely.

3. If not being on medication causes previous psychological or
psychiatric issues to resume, consider returning to medication
as a treatment. There is no shame in having neurobiology that
requires pharmacological help. I've come off my medication
twice, gradually discontinuing dosages with the help of my
doctor, only to discover that my depression recurred.
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4. If your health professionals or therapists have never heard of
discontinuation syndrome, shake a finger at them, and then drag
them to the nearest computer.

Other avenues that you can use to obtain prescription medication are
available. Prescription medications come in two categories: brand-
name (an original medication that is patented by a pharmaceutical
company and given a trade or brand-name) and generic (a medica-
tion that is a biochemical equivalent to a brand-name one and may
be produced by any manufacturer).

If you have no health insurance coverage, you may be eligible to
get brand-name medication for free directly from pharmaceutical
companies. Often called “patient assistance programs” or “pre-
scription assistance programs,” these online resources require you
to simply fill out an application form for review. You can have your
prescribing healthcare professional call on your behalf as well. Here
are several resources:

Patient Assistance
Telephone: 888-788-7921
Website: patientassistance.com

Partnership for Prescription Assistance
Telephone: 888-4ppa-now (888-477-2669)
Website: pparx.org

Rx Assist
Telephone: 401-729-3284
Website: rxassist.org

Another way to obtain free brand-name medication is to contact
the pharmaceutical company directly. For example, if you are taking
Depakote, a medication for bipolar disorder manufactured by Ab-
bott Laboratories, you can contact their patient assistance program
to make a request. Taking Cymbalta for depression? Contact Eli Lilly
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directly. Does your teenager have a prescription for Zoloft? Get in
touch with the prescription program at Pfizer. You get the idea.

If you are not eligible for free medication and are paying for
brand-name prescriptions, there are some avenues that can help
defray costs. I don’t know why this is still a well-guarded secret,
but the cat’s out of the bag now. You can ask pharmaceutical com-
panies if they have special discount programs or rebates for your
brand-name medication. For example, I take a hypertension medi-
cation, Diovan, which erupted to a $75 copayment under my new
health insurance. Astonished, I inquired about this high expense
by calling the pharmaceutical company and managed to get a dis-
count card for $25 off each monthly refill for a year.

You can look into discount prescription cards, which are made
available by organizations independent from insurance companies.
For example, in the United States, where I live, Drug Card America,
UNA Rx Card, and “your state” RX Card can be accessed online for
immediate coverage. Once you fill in your name and address, your
card is ready. Click, print, and begin using it at cooperating pharma-
cies. My local pharmacies, Target and CVS, both participate—which
makes me happy and pocket-change wealthy. Don’t be a coupon
discount snob. Money saved is money earned. Check into your coun-
try’s discount prescription card programs.

Another avenue to obtain affordable medication is to go the ge-
neric route. As mentioned earlier, generic medications have similar
compounds as brand-name, but cost significantly less. Though ac-
tive ingredients in generics are considered to be bioequivalents of
their brand counterparts, there can be variations in the inactive
compounds (fillers and binders). Generics are not identical medica-
tions to brand-name medications. So it’s crucial to discuss with your
prescribing healthcare professional if a switch from brand-name to
generic is a feasible idea.

When the patent for Prozac expired in 2001, I waited to see how
its generic equivalent, fluoxetine, fared the medical field. Noting
that it was well received and tolerated by most first-time users, I
decided to join the generic bandwagon. Luckily, I felt no difference
whatsoever as I made the switch.
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Professionally speaking, I've seen many patients swap with ease
from brand-name to generic, while others didn’t manage so well.
Whereas little or no side effects were seen with brand-name antide-
pressants, the taking of generic equivalents for some of my patients
resulted in many new complaints—headaches, stomachaches, and,
worst of all, insufficient reduction of depressive symptoms. A swift
return to brand-name medication brought back the needed equilib-
rium and well-being. I think we’d all agree that feeling better trumps
saving money.

INSURANCE COVERAGE: THE INSIDE TRACK

Healthcare varies around the world. In the industrialized countries
of the United Kingdom, New Zealand, and Australia, coverage is
funded through various government-subsidized programs. Canada,
Taiwan, and France use private-sector providers and privately-run
hospitals that are paid by government-run insurance. The best-rated
healthcare coverage occurs in Switzerland, Germany, the Nether-
lands, and Japan, where nonprofit insurance companies and govern-
ment subsidies ensure all citizens receive healthcare.”® The worst-
rated healthcare system is in the United States of America, where
nearly fifty million citizens receive no health coverage. Those who
do receive healthcare benefit from either governmental programs,
subsidies, or out-of-pocket payment for private coverage.

Report complaints regarding your healthcare. In whatever country
you reside, you can register complaints if you experience difficul-
ties getting medication or psychotherapy for your depression. For
example, consumer watchdog organizations, ombudsman services,
and state departments are available to investigate and arbitrate is-
sues. For specific information for your country, see appendix B at
the end of this book. In addition to having these resources at the
ready, you need to do the following:

1. Do your homework. Before you lodge any complaints or queries,
know your healthcare coverage. This means reading through
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paperwork or accessing information online to learn exactly
what you are entitled to receive. If you’re in a depressed state
or in a compromised mood, have someone explain the details
of your health plan to you.

. Keep a folder on all your healthcare issues. Create a main folder—
be it old school with paper and pen, or geek chic with a com-
puter file—that includes all your medical records. Medication,
treatments, reports, and so on should be included in this folder
for easy access.

. Start a journal record of your contacts. Whenever you make an
inquiry regarding your healthcare, record every contact you
have and with whom you speak. This keeps a running tab of
the calls you’ve made, e-mails you’ve sent, and the information
you’ve received.

. When speaking to anyone, get her or his full name. Ask the cus-
tomer representative to spell his or her name for you—first
and last. Request their direct telephone number as well. Now,
sometimes you might not get the rep’s last name or direct line,
but it sets the stage with whomever you’re speaking that you
are a skilled consumer.

. Get the customer representative’s title. “What is your job title?
And what exactly are your job responsibilities?” Requesting
this information tells the customer representative that you
wish to know exactly who he or she is, and grounds the con-
versation in a professional and polite tone.

. Ask why your claim was denied. Sometimes healthcare denials
or late processing of claims are clerical errors. This is usually
an easy fix. Other times, coverage may be delayed or denied
due to “medical necessity.” In these instances, request a formal
review and follow the procedures therein.

. Access outside agencies to lodge complaints or arbitrate on your
behalf. If everything described above fails to work, this is the
time to seek appeals outside of your healthcare program. DO
NOT WAIT. Again, if you're feeling overwhelmed by this
process, reach out to a family member or friend to help you
navigate this course of action.
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THE UGLY TRUTH ABOUT U.S. HEALTHCARE

If you have the dubious honor of living in the Unites States, you can
read further on things your insurance carrier doesn’t want you to
know at Insurance.com.' It’s a bewildering account of the totemic
power of money and the callousness of private enterprise. I will sum-
marize five key issues reported by Dr. Linda Peeno, former medical
director of a managed-care company and healthcare whistle-blower.'®

Health carriers don’t want you to know how to access your benefits.
Have you ever called to inquire about a claim or coverage only to get
different answers along the way? That’s because the health insurers
create a maze in which they hope you get frustrated. Feeling help-
less, they hope you’ll give up and not pursue issues further. Denying
you care keeps money in their accounts. And money in their accounts
balloons their profits.

It is more cost-efficient to let you die than to treat you for a serious
condition. Healthcare companies can get into legal trouble for deny-
ing you proper care. The ugly truth is that they don’t deny care but
they deny payment of care. This deceptive process sends your claim
into “pending” purgatory. Remember, denying you payment boosts
their profits.

Healthcare companies find “technical” denials to delay paying you
money. Waiting for a reimbursement, but it never comes in the mail?
Have you called to inquire as to why you haven’t been paid only to
be told that there is “missing” or “wrong” information on the claim?
This is done intentionally to delay your payment—and thousands
of others—so the healthcare company’s money can earn interest in
their accounts.

Healthcare lingo is used as a tool to deny coverage. The terms “medi-
cal necessity,” “urgent,” “emergency,” and “evidenced-based” are
used by healthcare companies to make denials stick. Often, denials
are crafted by using these terms in such a way that your present
symptoms or illness won’t qualify for coverage.

Healthcare companies use ghost networks. Have you called a health-
care professional “in your plan” only to discover that this specialist
is not a participating provider? Have you found yourself feeling

» «
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disgusted from this experience, deciding not to go further? Consider
yourself haunted by a ghost network. A Ghost Network, also called
a phantom Network, is a collective list of health professionals and
specialists that your insurer insists are contracted providers for your
medical or mental-health needs. However, these identified individu-
als are not members of the network.

Remember, the goal of most insurance carriers is to take your
money and limit your coverage. However, don’t let these ugly truths
get you down. Your defeat signals profits for the healthcare carriers—
and you can’t let them win. Instead, arm yourself with knowledge,
resources, and tools to get what you deserve.

HOW TO DEAL WITH YOUR U.S. HEALTH
INSURANCE CARRIER

Experience is a great teacher, and man, do I have experience with
healthcare insurance companies. Professionally, 've been part of
a ghost network and have seen patients experience delayed claims
and denial of services. I've been told I filled out claims wrong when
I didn’t, and have even seen healthcare lingo deem suicidal behavior
not an emergency condition. Personally, I've had to fight to get ser-
vices, medication, and treatment many times over. Instead of getting
discouraged, these negative experiences spur me on. The following
are tactics I use and encourage you to do the same.

1. Fill out every section of a claim form. I've learned over the
years, personally and professionally, to fill out every inch of
a claim form. Though it’s not always necessary to do so, it
ensures that “nothing is left out”—a classic delay tactic health
organizations use.

2. Consider sending claims via registered or certified mail. To ensure
that your claims are “received,” it may be worth the extra money
to send them through the post with a signature guarantee. This
postal strategy officially documents that your claim has been
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delivered. It also begins the time clock as your insurance carrier
has a deadline to return your claim. Sending your claims via
registered or certified mail makes it harder for them to say
there is no record of your claim or it wasn’t received.

3. Copy all documents. 1 make copies of every claim I submit
personally and professionally. If an insurance carrier says
that there’s missing information or it’s filled out incorrectly,
I pull out my copy and challenge the so-called error. Then, I
kindly inform how I will be contacting the state attorney and
insurance departments if the claim is not cleared for payment
immediately. This is when having the claim representative’s
name and the date, time, and content of the discussion makes
for good use. No one wants to be the responsible named party
in a lodged complaint.

4. Know your state attorney general. Every U.S. state attorney gen-
eral has a healthcare bureau or department where you can file
a grievance and have them work on your behalf to fight insur-
ance companies. Be prepared by having your state attorney
general’s name and contact information when you call your
healthcare carrier. Inform the customer representative that
you’ll be seeking the help of the state attorney general—and
follow through if your situation is not remedied.

5. Know your state insurance department contact information. Ev-
ery U.S. state also has an insurance department where you can
seek guidance and lodge a formal complaint. You should also
have this information at your fingertips when you query your
insurance carrier. Remember, follow through and file your
complaint. Don’t make hollow threats.

WHAT TO DO IF YOU ARE UNINSURED
If you are one of the fifty million children and adults who don’t

have health coverage, there are ways to get the care you need for
your depression.
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Psychotherapy

1. Sliding Scale and Pro-bono Services. Many, but not all, psycho-
therapists make accommodations to see children and adults
at low fees (sliding scale) or no fee (pro bono). When seeking
therapy, you should ask during the initial phone call if sliding-
fee or pro-bono services are available. You may also contact your
local psychological, social work, and psychiatric societies to see if
any members provide these services. My first experience in psy-
chotherapy was at a low fee, something that was helpful, since I
was in college and making very little money. When I was older
and able to afford more, I paid full fees to my therapists and
supervisors. When hard times fell again, they accommodated me
and lowered their fees. Professionally, I set aside time to provide
sessions at low fees and no fees. Not only is it my way to give
back what I once found so valuable, but it also makes services
affordable to individuals who don’t have healthcare coverage.

2. University Programs. Many university and college programs
offer psychotherapy to children and adults at low fees. Gener-
ally staffed by graduate students earning degrees in related
psychotherapy fields, the treatment takes place in the univer-
sity setting. These “therapists-in-training” are supervised by
licensed mental-health professionals who oversee the treat-
ment. If you are interested in pursuing this possibility, make
inquiries at local colleges and universities to find out which
ones have community psychotherapy centers. Keep in mind
that these are student therapists and that continuity of treat-
ment could be interrupted should the student be required to
move on to other training assignments.

3. Postdoctoral or Postgraduate Psychotherapy Centers. Another
avenue to obtain low-cost therapy is to consider working with
an already-licensed mental-health expert who is pursuing a
postgraduate degree in psychotherapy. By and large, these
professionals have a desire to become even more specialized in
the field of psychotherapy—and they seek training programs to
hone their skills. Similar to university centers, they offer low-fee
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treatment. Unlike university centers, sessions commonly oc-
cur in the therapist’s office, and there is no worry of treatment
interruption. Generally speaking, long-term therapy with the
same therapist is the norm here. To learn more, research local
postdoctoral or postgraduate psychotherapy programs in your
area. Contacting local psychological, psychiatric, and social work
organizations can also help point you in the right direction.

4. State and County Clinics. There are over fifteen hundred free
clinics in the United States, providing health services to children
and adults who have no healthcare coverage. As a rule, you go
through a clinic screening, where your overall health is evalu-
ated. Most clinics have case managers that will help you find
mental-health services. The National Association of Free Clinics
is a great satellite organization that catalogs clinics in every state.

National Association of Free Clinics
1800 Diagonal Road, Suite 600
Alexandria, Virginia 22314
Telephone: 703-647-7427

Website: freeclinics.us

Pharmacotherapy

1. As mentioned earlier, if you have no health insurance, you
may be eligible to get medication from patient assistance pro-
grams and prescription assistance programs.

2. Get hold of a discount prescription card, which will help defray
costs of medication.

3. State and county free clinics work alongside the pharmaceu-
tical industry’s patient assistance programs. Once you move
through your initial screening, a case manager will help you
obtain free medication.

Remember, there is no shame in not having healthcare insurance.
If you'’re struggling with depression and need psychological treatment
or medication, utilize these resources. And if this undertaking is too
much to bear, rally friend, family, or resource hotlines to help you.
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YOUR DEPRESSION

At this point in your reading, you’ve become well-informed on di-
agnosing, treating, and dealing with the inside track of depression.
But now we come to the most important chapter of all. The chapter
about you and your depression.

THE TWO-B FACTOR

Depression is not experienced in a universal way. Though we may
share symptoms and diagnostic markers, your depression has its
own distinctive feel—as does my depression. The factors that make
your depression unique—and my depression unique—include biol-
ogy (genetics) and biography (life experience). I call this the “Two-B
Factor.” Your particular biology and biography create the singular
experience that you've come to know as your life. The nature and
nurture of my existence craft a life of my very own as well. And let’s
not forget to include the life stories and genetic predispositions that
shape each and every other person in the world.

I believe that the unexamined life is a perilous one. If you fail to
understand the inner workings of who you are, what strengths you
have, and what weaknesses you own, your life becomes a featureless
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existence. Not learning about your biology and biography holds you
hostage and keeps you helpless because you don’t know who you
are and what you need. Awareness, on the other hand, empowers
you with facts, details, and specifics. And these experiences not only
bring substance and uniqueness to your life, they also become data
to be used in the management of your depression.

Historically, healthcare professionals assumed the role of “ex-
pert” when it came to knowing what was best for you. You see, they
had the medical or the psychological training. However, this belief
has been upended by the modern attitude that you are an expert
as well, having firsthand knowledge of your own body and mind.!
Nowadays, healthcare can be a collaborative participation between
you and your professional(s). I know a great deal about my biology
and biography and call upon that knowledge when I work with any
healthcare professional. Being an expert in who I am and where
I came from makes me an important team member. My feelings
count. My sensibilities matter.

I encourage you to measure your experiences. Find words to de-
scribe them. Keep track of the subtlest of sensations as well as the
pronounced ones. Learn about your family history and dwell in your
own life narrative. Don’t hesitate to report or share issues with your
healthcare professional, because your observations and participation
are crucial in shaping your well-being. Without them, the treatment
and management of your depression becomes a boilerplate arrange-
ment. And you know by now that “one size fits all” is not how depres-
sion operates. Making use of the Two-B Factor will aid significantly
in the treatment of your depression.

The more you know, the better things go.

BE MINDFUL OF YOUR TREATMENT PLAN

Depression is an illness that requires a good deal of self-care. Rates
for relapse fall between 60 and 80 percent for children and adults
with depression.? You and your mental-health specialist will work
toward reducing depressive symptoms, achieving remission, and
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managing risks to prevent relapse—but ultimately, it is up to you to
stick with your treatment plan.

Gaps in maintaining effective treatment are a major healthcare
issue, with relapse causing personal, social, and economic strains in
industrialized countries.* Most individuals who experience a mild
depression and reach remission return to their routines and respon-
sibilities with ease. However, children and adults whose depressions
are more intensive and serious require greater care.

When you’re in the quiet agony of depression or suffering with
painful feelings, it’s easy to follow your treatment plan. When you
yearn to feel better, you attend every therapy session and take your
medications regularly. There’s a rhythm and tempo to your heal-
ing that is consistent. As things improve, many individuals remain
resolute in their treatment plan. Others, though, become casual as
they start feeling better. Their commitment to treatment becomes
more laid-back. They begin skipping sessions or call to cancel at the
last minute. They run out of medication or don’t renew the prescrip-
tion. Slowly, there is less formality in dealing with their depression.
The new behaviors they’ve adapted into their repertoire relax, and
old habits return and negative thinking patterns resume. Soon the
ability to monitor warning signs for depression gets blurred. Then,
before they realize it, they’ve relapsed.*

In order to avoid this slippery slope, there are several self-care
factors to keep in mind:

1. Don't skip scheduled sessions with your therapist. If you feel great
or aren’t in the mood to go to sessions, make it your business to
be there and talk about your reluctance. If adjustments in the
frequency of sessions are warranted, you and your therapist
can make changes. Missing sessions on a whim can arouse feel-
ings of guilt, which can set into motion self-defeating thoughts.

Personally, the times I skipped sessions with my therapist
showed me that I was avoiding profound subjects—or that I
was reacting defensively to something in my life. Talking in-
stead of walking showed me how self-defeating patterns were
operating and that I needed to address these tendencies.
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Professionally speaking, when people I work with begin

missing sessions or become erratic with taking medication, I
immediately shoehorn myself into the situation. Together, we
explore the reasons for these behaviors and take steps to ad-
dress issues.
. Be consistent with your medication. If you’re taking prescrip-
tion medication for your depression, be diligent about
taking doses in a timely manner. Missing doses interrupts
the efficiency of your neurobiology, which can impede the
therapeutic success of your medication—or cause depressive
symptoms to return. Stopping medication suddenly could
launch discontinuation syndrome, a most uncomfortable and
precarious withdrawal-like experience. It’s also good to be
watchful of your use of alcohol and other drugs so that they
don’t interfere with your antidepressant medication. If you
feel your depression has lifted and you want to stop your
medication, do so with the help of your prescribing health-
care professional. Together, you can look into the possibil-
ity of being medication-free on a trial basis and what to do
should your depressive symptoms return.

Pm very diligent about taking my antidepressants, keeping
the prescription flowing month to month. I carry a pillbox with
spare doses to use when I forget to take my medication, which
happens from time to time. I like to feel safe and in control, so
I don’t drink, smoke, or engage in risky behaviors. I read over-
the-counter labels when taking other medications and main-
tain a good working relationship with my pharmacist. He’s a
great go-to guy who clues me in to what medications work best
with my antidepressants.

When I decided to come off medication, I did so in a
planned manner with the help of my psychiatrist. After a
full recovery from my depression occurred, my doctor and I
waited six more months before slowly stopping antidepressant
treatment—the guidelines recommended by the American
Psychiatric Association.® I followed his recommendations and
didn’t experience any negative side effects or discontinuation
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syndrome. I was hopeful that my neurobiology self-corrected,
but, unfortunately, my depression returned. At first, it was up-
setting to think that my neurobiology required ongoing repair
and that I'd be one of the 20 percent of individuals who need
medication for the rest of their lives.® Over time, I came to
view my depression as a chronic condition—one that required
me to take medication much like a child with diabetes takes
insulin, an adult with epilepsy takes antiseizure medication, or
someone with poor eyesight wears glasses. It’s just something
I need to do each day to be at my best.

. Be attentive to your sleep cycle. Keep the same bedtime and
wakeful hour schedules to make sure you don’t sleep in too
much. Also, try not to overextend your wakeful states when
you don’t feel sleepy. Sleeping patterns have a large role in af-
fecting mood disorders, so it’s important to keep a predictable
sleep cycle.” Having too little sleep worsens mania, whereas too
much sleep aggravates depression. Sometimes adjusting your
medication, changing the dosage or time you take it, can help
create a healthy sleep cycle. Be vigilant of your caffeine intake
from soda, chocolate, coffee, and tea—and modify the timing of
their consumption. Avoid stressful activities like paying bills or
making big decisions at night. And for goodness sake, unplug
from electronics, especially from computers and cell phones in
the evening!

I had a variety of side effects that bothered me, including
insomnia, when I first started taking Prozac. My psychiatrist
suggested moving my dosage from the morning to the eve-
ning, which relieved my sleeping problems straight away.
Fatigue, a residual symptom of my depression, is an ever-
present experience for me so I catnap daily. I monitor my
midday snoozes to be sure they don’t last longer than a half
an hour. More than that interferes with my nighttime sleep.
There’s no caffeine after three o’clock in the afternoon for
me or I'll find myself up all night. The tackling of administra-
tive, financial, and social decisions is done in daytime hours
because I need nighttime to be as calm as possible.
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Be a keen observer and notice how your habits and behav-

iors relate to the architecture of your sleep. Adjust your routine
so you can get the kind of rest that keeps depression manage-
able. If sleeping issues remain difficult to manage consult with
your healthcare professional to consider holistic measures (i.e.,
melatonin supplements, aromatherapy, massage therapy),
behavioral techniques (i.e., meditation, relaxation training,
self-hypnosis) or additional prescription or over-the-counter
medications to help you get a good night’s sleep.
. Move your body. The lethargy of depression can make exercise
seem like impossibility. I know, I grew roots and collected dust
when I was anchored to my depression. I can still recall how
getting out of bed was a feat in and of itself. I could barely
fight gravity to sit up. My body was so heavy and everything
hurt. But the truth is, moving your body is a key element in
keeping depression at bay.® You don’t have to run a marathon
or become a gym rat. Just move your body—stretch, breathe,
get yourself into a bath or shower. Tend to things around the
house—chores that may have fallen to the wayside. If you can
do more, start by accelerating your heart rate by doing low
impact activities like walking, yoga, or swimming. Take the dog
out for a walkabout or play catch with the kids.

I needed a great deal of support getting myself out of the
frozen state of depression. I still do. I call neighbors to set up
walking dates, and I call friends for social calisthenics. I run
errands daily instead of completing them in one fell swoop,
and break up chores around the house so that I'm always doing
something every single day.

. Eat wisely and well. Poor nutrition plays a significant role in
depression. Eating too little or too much can worsen fatigue,
effect cognition, and influence mood states. Dr. Fernando
Goémez-Pinilla, professor of neuropsychology at the Univer-
sity of Southern California, who has long studied the effects
of nutrition on the brain says, “Food is like a pharmaceutical
compound that affects the brain. The more balanced you make
your meals, the more balanced will be your brain function-
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ing.”” Consider choosing foods that vary in vitamins and min-
erals and contain omega-3 and other healthy ingredients. The
bottom line is to make sure you nourish yourself on a regular
basis. If you're too tired and overwhelmed to go out to shop,
local supermarkets and gourmet food companies offer online
shopping and delivery. If cooking wisely and well is not your
forte, call on friends and family to help you do so. Also, local
churches, temples, and community organizations offer Meals-
on-Wheels programs, which deliver nutritious foods right to
your doorstep at no cost.

DESIGN A HEALTHY ENVIRONMENT

Living with depression requires the creation of a safe and strong
environment. Teach yourself to monitor thoughts and feelings that
result from various experiences. If certain situations leave you
agitated, upset, or helpless, see if you can minimize your exposure
to them. If you can’t sidestep them, consider what you can do to
strengthen your reserve. Are negative thinking patterns returning
when you’re with certain people? Analyze why this is happening.
Could their presence be toxic? When you use self-observations, you
detect what’s going on in your world.

1. Know your triggers. Triggers are experiences that weaken your
current state of functioning. Sometimes called stressors, triggers
are powerful emotional and physical responses that can be set
off by external events, interactions with others, and even by
our own negative self-statements. Becoming familiar with what
pushes your buttons, sets you off, or presses heavily on you can
help minimize relapse or recurrence of depression. Discover-
ing triggers requires you to put your needs first. This can be a
straightforward exercise if that comes easy to you. If it doesn’t,
you’ll need to work a little harder at it to be more “self focused.”

It took a great deal of work for me to learn my triggers, but
it was well worth the effort. I learned in therapy to put myself
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first and to understand my needs. I'm very selective with the
people in my life. If you’re a supportive, nurturing, grounded
person, you're in. Self-important or high maintenance? You're
out. I can’t juggle a lot of social experiences, as I burn out fast.
The same goes for my work and teaching schedule. I learned
this the hard way and now balance my calendar with great
care. | won’t watch movies with themes of abuse or merciless
violence—they’re just too much for me. The last serious movie
I saw with these themes was “Sophie’s Choice.” It sidelined
me for weeks. But I can read books that delve into these issues
without it triggering me. I can’t tolerate loudness or overly
stimulating environments, so if you find me at a concert,
sporting event, or nightclub, chances are I'll have earplugs and
tinted glasses on.

I adjust, accommodate, or avoid things in my life to mini-

mize the trauma of triggers and encourage you to do the same.
Through trial and error and self-observation you’ll learn what
experiences are triggers for you. Make them known to yourself,
and make them known aloud to others. Insist that people in
your life honor and respect them. Do your best to adjust your
lifestyle, but be careful not to let your world become too nar-
row.
. Avoid toxic people. Individuals who are well-defined characters
are easy to spot. The juicy gossiper always has a tale to tell. The
spoilsport can be counted on to harsh your mellow. The self-
righteous prig will wave a flag of superiority without fail. The
bitch-on-wheels screeches her presence like a call to war. When
you know the behavioral predictability for a person, you can
modulate your responses. In these examples, you’d make sure
not to reveal anything personal to the gossipmonger, refrain
from talking too long with the resident buzz killer, and avoid
the bitch-on-wheels and self-righteous flag-waver at all costs.

Most toxic people, though, are not as easy to see coming.
Their toxicity is cloaked, hidden beneath the surface of an ordi-
nary average-Joe personality. Initially, you find your time with
this person easy and enjoyable—but slowly notice difficult and
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demanding moments. Toxic people come armed with envy,
competition, control, and judgment, just to name a few. They
monopolize your time and energy and leave you feeling worn-
out. Like emotional vampires, they suck the life out of you.

You need to disentangle yourself from toxic people once

you discover these fully operational characteristics. They will
compromise your recovery and remission, and even worsen
the likelihood for relapse.’ Limit your exposure to them if you
cannot make a clean break, and consider diluting their toxic-
ity by having more healthy people close at hand when you’re
with them.
. Stay connected through social support. When you’re depressed
or in the midst of recovery, it can be very difficult to summon
the energy to be connected to others. Depression is an intro-
verted experience with social isolation being a most serious
symptom.!!

I encourage children and adults I work with to understand
how social isolation is their worst enemy. I have also worked
long and hard at reminding myself that too much seclusion is
dangerous for me, too. I tell myself that the sense of dread I
feel when I have social plans often fades as soon as I connect
to others. There are other times that I have to force myself
out of bed and out the door over and over again. I find that
making plans helps me stay more connected to others than
does saying “no” when ideas are suggested. I think the energy
it takes to call or disappoint another works to combat my de-
pressive tendencies. I also try to schedule social experiences
that I enjoy—and keep a bag of resources (books, magazines,
crossword puzzles) when I'm in a place that I'm not keen on. I
make sure to have healthy people in my life by avoiding toxic
ones and minimize my exposure to relatives and friends that
I cannot avoid.

Steer yourself toward people instead of maneuvering away
from them. They will nourish you, even though it may take
time for you to realize their value. Should you have difficulty
finding social connections consider volunteering, joining a
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support group, or interfacing with like-minded people through
social media websites and blogs. Ask friends and family mem-
bers to look in on you—and to encourage you to socialize when
you drag your feet.

. Create a nurturing space. Depression can often feel like an expe-
rience of depletion. You’re worn down, hollowed out—devoid
of enthusiasm or vitality. Your senses are faint, perhaps dulled
to the point of not taking in anything at all. In this state, you’re
likely to be unaware of your environment—but research says
that creating a nurturing space can help you revitalize your
mind, body, and soul.?

First and foremost, let there be light. Open the shades, part
the curtains, or draw the blinds to let the sun in. During my
depressive episodes, I made a habit of sleeping at night with
the shades up so the morning sunshine would swathe me and
the room in natural light. It also prevented me from lingering
in bed and in darkness for too long.

Continue reawakening your senses with inviting fragrance.
There is strong scientific evidence that scents alter gene activ-
ity, blood chemistry, and the brain’s limbic system in ways
that reduce stress levels, improve sleep, fight pain, and boost
immunity.” In particular, the fragrances of lemon and laven-
der were shown to improve melancholy and depression by
increasing norepinephrine release.* Consider using essential
oils, candles, soaps, or incense as aromatherapy. If you're fra-
grance sensitive, you can dilute essential oils or use dried fruits
or flowers for a less-intensive experience. I have an assortment
of candles, essential oils, and soaps that I use for relaxation and
for invigoration. Lavender, lilac, vanilla, and mango are scents
that work for me. Don’t let research bog you down with what’s
“best” for your symptoms. Follow your nose, find what aromas
work for you, and let that be all the proof you need.

Don’t forget to feed your soul with music and the colors
of nature. They have strong medicinal effects to lift your
mood."™ ¢ If you have a spiritual side, faith and prayer offer
benefits, as do meditation, guided imagery, and yoga. Remind
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yourself to register the simple sensation of touch, like the
warmth that emanates from a cup of tea or a simple breeze
that brushes across your skin.

De-clutter your home, and take care of disorganization.
Depression makes it hard to tackle everyday chores. Tidy up
messes, or do something as easy as tend to the mail. Before you
know it, you have a physical and emotional mountain of mess
to climb. Clean and clear a little at a time, or, if this is beyond
the realm of your abilities, ask others to help you out. Coming
home to an unruffled setting can do wonders for your mood.

5. Empower yourself. “Self-empowerment” is defined as taking
charge of your own life. With regard to depression, self-
empowerment signifies that you not only manage your illness,
treatment, and care, but that you also advocate and educate
yourself. The manner in which you gain this empowerment
is by moving through all of the above-mentioned experiences.
By learning about your biology and biography, following your
treatment plan, and creating a healthy environment, you don’t
allow anyone to minimize you or your depression. Instead of
avoiding struggles, you learn from them. You trust your own
instincts and abilities because they are uniquely yours. If you
experience a setback, you summon learned skills and seek
help from others to get back on-point. If a person’s ignorance
of mental illness presents itself in the form of a joke or stigma,
you clear the air with your knowledge of neurobiology and
psychology.

All of these empowering experiences lead to the psychologi-
cal state called resilience. Children and adults who are resilient
are less likely to feel helpless and more likely to stretch their
comfort zones. Resilience boosts problem solving as well as the
capacity to deal with stress.!”

Simply speaking, the combination of empowerment and resilience
reduces depression and the chances of relapse.
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THE 5 RS

In this chapter, you will learn about the 5 R’s of depression. Thera-
peutically speaking, they are the clinical experiences known as re-
sponse, remission, recovery, relapse, and recurrence. As a rule, if you're
in treatment for depression, you will likely move through many, if
not all, of these experiences. Understanding the particulars of each
category will help you stay on track with your treatment plan and
sharpen your self-observations skills.

RESPONSE

The first goal in the treatment of your depression is to get you to a
response level. “Response” is clinically defined as an improvement
from the initial onset of your illness.! Think of the last time you
needed an antibiotic for an infection—let’s say, strep throat. You
begin taking your medicine as prescribed and slowly start to feel less
pain. Your body is in a response mode. Treatment for depression fol-
lows a similar course. You involve yourself in psychotherapy and/or
pharmacotherapy and soon find yourself feeling better. The example
of staying on your antibiotic for the full, recommended course is the
same as remaining on-task with your depression treatment—both
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require a pledge to see it through to completion. If you stop taking
your antibiotic or miss doses because you feel better, your strep
throat infection is likely to return. The same goes for the treatment
of your depression.

Getting to a response level will be easy for some, moderate for
others, and harder for those with treatment-resistant depression. As
mentioned in chapter 4, treatment for depression is not a one-size-
fits-all experience. If you're taking medication, genetics will play a
role in finding a suitable antidepressant for your symptoms. If you’re
in psychotherapy, your improvement will depend on many vari-
ables. If you have a nonresponsive type of depression you may need
to go beyond the scope of classic treatments toward experimental
ones to find relief. The bottom line when it comes to response is try
not to compare your level with anyone else’s. Instead, focus on your
biology and biography to set realistic goals.

While many individuals promise to continue with treatment once
they reach this response level, others jump ship as soon as they feel
relief. As a clinician, I see this all the time. It’s hard to appeal to a
child or adolescent about the need for “commitment to treatment”
because they’re young and feel invincible. They roll their eyes or
give me an I-know-what’s-better-for-me-than-you look. Though it’s
easier to plead this case to adults, many want to “see how things go”
or “try to work this on my own.” I remind them that my door is open
should they want to try again. Some do, and return wiser and more
mindful of the power of depression. Others don’t, which worries me
because stopping treatment at the response level increases the likeli-
hood of depression relapse by 80 percent. For those that I don’t see
again, I hope they’ve found a way to manage depressive symptoms
or found another professional with whom to work—and are not with-
out continuation of care.

REMISSION

The second goal in treating your depression is to bring you to a full
state of remission. “Remission” is clinically defined as the experi-
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ence of being symptom-free from illness.? This differs from response
in that you not only report an improvement from when you started
treatment but also describe the presence of well-being, optimism,
self-confidence, and a return to a healthy state of functioning.® Di-
agnostically speaking, remission is achieved when fewer than three
of the Diagnostic and Statistical Manual of Mental Disorders, fourth
edition, text revision (DSM-IV-TR) diagnostic criteria are noted, and
your feelings of well-being continue for three consecutive weeks.

The goal of getting you to a state of remission requires many
things to move smoothly. For example, your commitment to treat-
ment, the steady flow of medications month to month, your health-
care professional’s monitoring of progress, tracking your triggers,
knowing relapse warning signs, and maintaining a healthy lifestyle
are vital to remission. One of the most disturbing issues regarding
depression is the fact that most children and adults never reach full
remission.* There are many reasons for this troubling statistic.

Treatment of depression can sometimes reach a partial
remission—an experience of significant improvement in which
mild symptoms still exist. These mild depressive symptoms, called
“residual symptoms,” are often overlooked in the maintenance of
depression.” Children and adults who are depressed report “feel-
ing better” is their decisive factor for gauging remission, while
practitioners look at clinical data from symptoms checklists and
diagnostic criteria.® Given this discrepancy, it is vital for you and
your healthcare professional to have a clear working definition of
remission. Using symptom checklists at the beginning of treatment,
during treatment, and at remission stages can solidify the diagnos-
tic and emotional features of your depression.

Remember, if you’re still experiencing depressive symptoms,
you have not reached a full remission. Partial remission with residual
symptoms signals the need to continue with your antidepressant
treatment. Depression has a trajectory that is unique. If you’re in
psychotherapy and/or taking medication longer than most people,
remind yourself that “one size fits all” doesn’t apply for depression.
If you're feeling better and want to “see how things go,” resist the
urge to leave treatment early.
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Another obstacle to full remission is disruption of healthcare.
Some examples of interruption of treatment are skipped sessions,
insurance delays for session approval, denials for specialist visits,
missed doses, or delays in prescription refills. These gaps in treat-
ment interfere with response, and without response remission can-
not occur. Sometimes you can control gaps in treatment, like making
sure you get to sessions and being diligent about filling your pre-
scriptions and/or having them on hand. Other times, gaps in treat-
ment are more difficult to monitor. If you’re dealing with managed
care, keep a calendar of when sessions are approved, and remind
your practitioner to ready the paperwork to extend care. If approvals
for treatment are lost or delayed in a clerical maze, inquire if your
practitioner can continue working with you or if medication can be
advanced while the matter is arbitrated. From time to time, pharma-
cists have given me a week’s supply of medication so my pharmaco-
therapy didn’t get interrupted during clerical delays. Professionally,
I make sure that children and adults I work with don’t experience
gaps in treatment by continuing to see them while insurance issues
get ironed out. If you’re someone who has no health insurance, don’t
let that prevent you from getting treatment or make you think you
will not experience continuity of care. There are clinics, hospitals,
and research programs you can access to get the care you need.

Treatment-resistant depression (TRD) poses another hurdle in
attaining full remission. Treatment-resistant depression is NOT clas-
sified if a child or adult is refusing treatment, if treatment is discon-
tinued prematurely, or if comorbid mental or physical diagnoses are
operating but are currently undetected. Generally speaking, TRD is
defined as an inability to achieve a response with four or more trials
of different antidepressant medications, including augmentation—
which is the use of an additional medicinal agent to boost the effect
of a currently prescribed antidepressant.’

There appear to be a variety of factors that cause 25 percent of
depressed individuals to experience treatment-resistant depression.
For most, a genetic metabolizing factor, or overactivity in Brodmann
Area 25, prevents current treatments from reducing depressive
symptoms. For those who have these issues, it’s helpful not to blame
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yourself for these genetic traits. Instead, realize that medical sci-
ence has not yet caught up with technological advances and genetic
findings and therefore cannot utilize these resources to create suit-
able treatments that provide full remission. Another cause for TRD
is linked to chronicity, or the length and intensity of a depressive
episode. A lengthy and severe unipolar episode increases the likeli-
hood for TRD.

Many of the alternative therapies (ECT, vagus nerve stimulation,
transcranial magnetic therapy, deep brain stimulation) address TRD
factors. So don’t let being a nonresponder weaken your already fragile
state or make you believe that feeling better is beyond reach. Alter-
native therapies can result in a response or partial remission with
residual symptoms. The bottom line here is that if you’re someone
with treatment-resistant depression, you'll likely have more than one
round of alternative treatment to manage your symptoms. Finding a
specialist who understands treatment-resistant depression can help
you design an appropriate course of action. I've worked with several
individuals with TRD. With the help of specialists, alternative thera-
pies, such as electroconvulsive therapy and transcranial magnetic
therapy, were administered with successful results. Though not in full
remission, the symptom reduction of depression oftered all of them a
newfound quality of life.

Another issue that can hinder remission is double depression,
the experience of having a major depressive disorder and a dysthy-
mic disorder. Stigma, a mark of disgrace or reproach, is yet another
obstacle preventing many with depression from attaining remission.®
Despite the fact that evidence-based research shows that mental ill-
ness is a real medical disorder, stigma is on the rise instead of on the
decline. David Satcher, former surgeon general of the United States
writes, “Stigma was expected to abate with increased knowledge of
mental illness, but just the opposite occurred: Stigma in some ways
intensified over the past forty years even though understanding
improved. Knowledge of mental illness appears by itself insufficient
to dispel stigma.™ It is an undisputed fact that individuals who
experience mental-health issues face discrimination that results
from misconceptions of their illness. As a result, many won’t seek
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treatment for fear that they will be viewed in a negative way." The
World Health Organization agrees and says that of the four hundred
million people worldwide who are affected by mental illness, only 20
percent reach out for help."

RECOVERY

By now, you’ve learned that depression has its own unique trajec-
tory. But did you know that recovery has a course all its own? Well,
it does—and the experience of your recovery will be as personal and
distinctive as was your depression.

“Recovery” is clinically defined as the absence of symptoms for
at least four months following the onset of remission. Recovery
consists of periods of improvement and growth as well as setbacks
and stumbling blocks. Your personal biography and biology will
have a bearing on the ebb and flow of your recovery, so refrain
from measuring the arc of your progress with anyone else. Just
know that, at times, recovery may be like a smooth-paved super-
highway, moving quickly, easily, and effortlessly—or like a simple,
single-lane country road, progressing slowly and gently. Recovery
could also hit a rough, rutted, and potholed street, leaving you
broken down on the side of the road. The important issue here is
to use your newly learned skills to solve problems, reframe reality,
and create detours if necessary.

Being symptom-free from depression is the cornerstone of recov-
ery, but don’t forget to note functional improvements that occur in
your life in school, work, social relationships, and cognitive function-
ing.’? The World Health Organization reminds us that recovery is not
just an illness-free state of physical, emotional, and social well-being,
but occurs when “an individual realizes his or her own abilities, can
cope with the normal stresses of life, can work productively and
fruitfully, and is able to make a contribution to his or her commu-
nity.”?

One of my favorite definitions of recovery comes from author
Dr. William A. Anthony, who writes, “Recovery is a deeply personal,
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unique process of changing one’s attitudes, values, feelings, goals,
skills, and/or roles. It is a way of living a satisfying, hopeful, and
contributing life even with limitations caused by illness. Recovery
involves the development of new meaning and purpose in one’s life
as one grows beyond the catastrophic effects of mental illness.”!*

RELAPSE AND RECURRENCE

“Relapse” and “recurrence” are terms commonly used to describe a
return of depressive symptoms. In truth, though, they are distinctly
different experiences. “Relapse” is defined as a full return of depres-
sive symptoms once remission has occurred—but before recovery has
taken hold. “Recurrence” refers to another depressive episode after
recovery has been attained.

Depression is often a chronic condition, where upwards of 80
percent of treated individuals experience subsequent episodes.
Additional statistics report that 60 percent of children and adults
who’ve had one depressive episode are prone to relapse. Individu-
als with two depressive episodes are 70 percent more likely to have
a third recurrence, and 90 percent of people with three depressive
episodes will have a fourth episode.” Significantly important is
research showing that relapse rates are radically lower for children
and adults who’ve reached full remission—further emphasizing the
importance of treatment commitment.'

Just as there are risk factors for developing depression, so, too, are
there risk factors for relapse and recurrence. Variables that increase
risk begin with your family history. Your likelihood of relapse and/
or recurrence will be higher if you have a relative with a depressive
disorder. For me, genetics proved to be a strong factor for recur-
rence, revealing a long line of unipolar and bipolar depression in my
immediate and extended family.

Another variable is age of onset—the age at which you first expe-
rience your depressive symptoms. The earlier the age of onset for
unipolar or bipolar depression increases the probability of a return
of depressive illness. Severity and length of depression, sometimes
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called “chronicity,” will heighten the odds for relapse and/or recur-
rence as will having a coexisting mental illness.”” Though the official
onset of my depressive illness occurred in my late teens, it could
be traced back to early childhood. The course of any mental ill-
ness usually goes this way: (1) the earlier the symptoms, the more
guarded the prognosis, and (2) if you’ve had a recurrence, you are
likely to have another. So, add together the intensity of my depres-
sive episode, having two recurrences since recovery, and a coexisting
posttraumatic stress disorder from sexual abuse—and my risk for
recurrence skyrockets.

Stressful life events (SLEs) are challenging for anyone, but tend
to bear down more so on an adult or child living with depression.'®
With regard to relapse and recurrence, issues that weren’t present
during the onset of your depressive illness but are operating during
your recovery can weaken your resolve. Another example can be
an unrelenting series of SLEs that burden your state of well-being.
Stressful life events were tipping points for my depression. It wasn’t
a series of SLEs but rather singular life events that proved formida-
ble. Going to college sent me into my first major depressive disorder.
Giving birth plunged me into the next one.

The loss of social support and high levels of negative thinking can
trigger relapse and recurrence.’” When the social network of family
and friends that cared for me during my depression diminished,
I felt fragile and alone. It didn’t take long for negative thinking to
creep in, and as soon as hopelessness took root, I fell back into a
depression again.

Another cause of relapse and recurrence involves neurobiology.
“Antidepressant tachyphylaxis” (AT) occurs when your body no
longer functions to counteract or control serotonin, norepinephrine,
or other neurotransmitters.”’ Sometimes called “poop-out syn-
drome” or “drug tolerance,” AT can be regulated by increasing the
dosage of your current medication or by adding a supplementary
medication to augment therapy.”!

If you'’re at risk for either relapse or recurrence, consider setting
up a relapse-recurrence prevention plan to monitor early signals.
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Creating a unique plan and solutions will ensure that you can avoid
or minimize the potential for a return of depressive symptoms.

RELAPSE-RECURRENCE PREVENTION PLAN

Designing a way for you to keep track of relapse and recurrence will
also teach you how to use self-monitoring for your well-being. Self-
observation, sometime called an observing ego, helps you to view
your inner thoughts and external behaviors, detect the reasons for
them, and make proactive changes by taking action. Here are some
good ways to take care of yourself:

1. Pay attention to warning signs. Warning signs can be subtle
changes of thinking, feeling, and behaving that mark either a
return or a repeat of your depression. Stressful life events and
triggers are more-obvious warning signs that can jolt your well-
being. Warning signs can range within these extremes, so take
stock and listen to your instincts. Think about how you’ll know
that what you’re experiencing are warning signs and not just
a temporary bump in the road. What will convince you that a
relapse or recurrence is occurring? What will you do for subtle
warning signs? What will you do if your symptoms are serious?

2. Ask others to keep you informed. Don’t be shy to invite trusted
people to let you know if they detect any changes in how you
present. Sometimes others can detect a resurgence of depres-
sive symptoms before we do.

3. Take action if symptoms return. Keep your mental health pro-
fessional’s contact numbers on hand as well as those of family
and friends should you feel you can’t access the care you need.
If your symptoms return, make an appointment immediately
with your healthcare practitioner—or if necessary, go to the
nearest hospital emergency room.

4. Review your skill set. What tools can you use to keep strong? Can
you summon positive thinking to offset negative thoughts? Do
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you need to delegate more? How are your eating, sleeping, and
exercise patterns? Are you alone too much? If you take medica-
tion, are you consistent with it? Reviewing what interventions
are needed can help you minimize relapse or recurrence.

. Consider long-term maintenance. If relapse occurs, it may be
prudent to consider remaining in treatment this next time
around longer than your first intervention. Remember, de-
pression is not a one-size-fits-all illness. You need to create
a unique regiment just for you. If recurrence is operating, it
may be wise to continue pursuing treatment indefinitely. Per-
sonally, my depression, its recurrences, and my professional
experiences with mental illness helped me make the decision
to remain on antidepressant medication for the rest of my life.
It can be devastating, though, to view the big picture of depres-
sion, so professionally, I encourage children and adults whose
depressions return to make decisions about treatment in small
steps. If you look at your progress through small windows, it
makes the landscape easier to navigate.
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“Suicide” is the intentional act of killing oneself. “Right-to-die,”
“euthanasia,” and “assisted suicide” fall into this definition, but the
matters of terminal illness and death-with-dignity are not the focal
point here. Suicide by untreated or unresolved mental illness is the
great concern I want to highlight in this chapter.

Worldwide, most deaths by suicide occur as a result of mental ill-
ness, with mood disorders being a principal factor. Though suicide
is the most preventable kind of death, more than three thousand
children and adults die by suicide each day—more than all the deaths
caused by accidents, wars, and homicides, around the world, com-
bined. To look at this another way, worldwide, over one million deaths
by suicide occur each year. Of the one million who die by suicide,
there are 10-20 percent more who are treated for nonfatal suicidal
injuries in hospital emergency rooms, doctor offices, and public clin-
ics. If we add to the mix the individuals who have a nonfatal suicide
attempt but receive no treatment at all—whether they choose not to
seek treatment, have no coverage for care, or keep the suicide attempt
a secret—the percentage of suicide attempts may be even higher.

Research shows that males have a higher death-by-suicide rate
than do females.! The reason for this is that, generally speaking,
men and boys choose more immediate and lethal means to complete
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suicide than do girls and women. Suicide is an aggressive act that
requires a violent impulse. Males are more aggressive and impulsive
(due to their gender-specific neurobiology) than are females, so their
suicide methods include firearms, hanging, and stabbing more often
than do females’. Suicide methods for females fall into the categories
of overdosing, cutting, or slashing, which don’t always have a direct
fatal effect. This trend explains why females attempt suicide more
often than their male counterparts, as their first attempt may not
have been lethal enough to cause death.?

Suicide is a significant risk for anyone with a mental illness, but is
exponentially higher for people with depression. Suicide is the fourth
leading cause of death for children aged nine to fourteen; the third
leading cause of death for adolescents aged fifteen to twenty-four,
and the second leading cause of death in adults aged twenty-five to
thirty-four.® One of the most debilitating effects of death by suicide
is the loss that family and friends experience. For some, it takes
time to make sense of a death by suicide. For others, healing moves
very, very slowly. Many surviving friends and family members have
described a similar theme of long-standing, unshakable grief. It’s as
if the unspeakable sadness that darkened the life of the person who
died by suicide lives on within those who loved them. The emotional
consequences of death by suicide are so powerful that the American
Foundation for Suicide Prevention (AFSP) holds an annual global
awareness day to help survivors of suicide continue in their healing.
The National Survivors of Suicide Day was created in 1999 by U.S.
Senator Harry Reid of Nevada, who lost his father to suicide. Every
year in November, the AFSP sponsors national and global events to
provide for the survivor community to come together for support,
healing, information, and empowerment.’

SUICIDE AND MOOD DISORDERS
The kind of mood disorder you experience slightly varies your risk
for suicide. Data shows that 15 percent of individuals with unipolar

depression attempt suicide, whereas 20 percent with bipolar attempt
suicide.® As mentioned in chapter 2, bipolar disorders possess a
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slightly greater level of pathological risk than do unipolar disorders in
this regard.” Many think the bipolar experience is one in which mania,
hypomania, or mixed states predominate the quality of life, but the
fact is that, on average, people with bipolar disorders spend 50 percent
of the time in a depressive episode and only 11 percent in a manic or
hypomanic state.® Children and adults with bipolar disorders tend to
experience agitation, irritability, and drivenness more so than do those
with unipolar depression. These high-octane symptoms, sometimes
called behavioral activation symptoms, can spur on the acting out of
suicidal thoughts. With regard to unipolar disorders, lethargy, fatigue,
and vegetative despair make it hard to put suicidal thoughts into ac-
tion. However, risk for suicide increases for those with unipolar disor-
ders as the descent into a depressive episode happens or as emergence
from one occurs. If you recall my narrative, I was descending into the
depths of a deep depressive episode when I attempted suicide. I had
not yet succumbed to the deeply immobilizing symptoms of depres-
sion. My mind and body were active enough to set off my suicidal
thoughts, which put me at great risk.

Unipolar and bipolar disorders not only disrupt your mood but
also greatly impair the ability to think clearly. When severe, the
neurobiology of mood disorders derails how you reflect and problem
solve. Rational sensibilities fall to the wayside and thinking takes on
a flat and fixed characteristic. When hopelessness appears, the risk
for death by suicide soars.” This perilous mix of destructive thinking
and hopelessness make the suicidal person believe there’s one and
only one solution—end his or her life. Suicide not only feels like a
viable option but is also viewed as a practical solution. 've seen this
inflexible thinking style many times with patients who were suicidal,
as well as when I went through my own suicidal experiences. Depres-
sion infects the clarity of your mind like a virus attacks the body.
It weakens your defenses, cripples your resolve, and leaves you
vulnerable to corrosive thoughts. It’s no wonder that people who've
survived a suicide attempt marvel at their own distorted thinking.

Thank god I didn’t go through with it.
I never even considered options when I was suicidal.
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What was I thinking?
I wasn'’t in my right mind—but am now.

When suicidal behaviors are detected, prevention can occur.
However, there are many children and adults whose suicidal symp-
toms are well hidden. In these instances, detection and prevention
remain elusive. The person whose suicidal symptoms are well
hidden and who dies by suicide surprises and stuns us, leaving no
clues to consider. The hard and cold truth is that not all suicides
are preventable.

UNDERSTANDING SUICIDALITY

“Suicidality” is defined as a series of ideas and behaviors, ranging
from subconscious thoughts to the act of suicide itself. Researchers
specializing in diagnosing and treating suicide believe that detailing
distinct categories of suicidality helps identify at-risk children and
adults, as well as aids in prevention and intervention efforts.! If you
have a mood disorder, or know someone who does, become familiar
with these suicidal stages and categories:

1. Self-harm behavior with subconscious suicidal intent is the cat-
egory that describes the actions of children and adults who
hurt, wound, or harm themselves without understanding the
intention of their behavior. Often, the self-harm act has a care-
less or ambiguous tone of its own. I totally don’t know how I cut
my arm. The car came out of nowhere and hit me as I crossed the
street. Inquiring further about “unintended” cuts or wounds,
self-destructive behaviors, or “accidental” overdosing may re-
veal feelings of unworthiness, guilt, and despair, and pessimis-
tic attitudes—symptoms that suicidal thinking is percolating
just under the surface of awareness.

2. Suicidal ideation, sometimes called “suicidal thinking,” is the
stage in which a person consciously thinks about suicide. The
thoughts of sleeping forever, not waking up, or being dead fall
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into this category as do more detailed fantasies about how
death by suicide could happen.

3. Suicidal intent is the category in which thought is accompanied
by intention to perform the suicidal act. For some children and
adults, intent is expressed but with no active plan to carry it
out. I've thought about taking a handful of pills, but I'd never go
through with it. Others, though, express intent to act on their
suicidal urges and express a specific manner in which they in-
tend to carry out their intentions. I'm gonna wait till everyone’s
asleep and then take all the pills.

4. Preparatory acts toward imminent suicide is the category in
which suicidal ideation and intent move into full-on action.
A number of children and adults start taking care of personal
issues, like giving things away or asking for others to oversee
matters. Some make remarks like “This won’t be a problem
anymore” or “I won’t be a burden to anyone much longer.”
I've worked with adults who made sure the house was clean
and the bills were paid, children who gave away prized posses-
sions to others, and those who wrote a suicide note. This is the
stage when the suicide plan becomes actualized and the items
or methods for suicide are needed—like drugs, firearms, rope,
a knife—and are made available for use.

5. Interrupted suicide attempt is the category in which a child or
adult initiates a death by suicide but is interrupted by either
another person, an outside circumstance, or by their own self-
reflection. No physical harm or injury occurs in this category.

6. Nonfatal suicide attempt is the category that describes a suicide
attempt that was carried out by a child or adult but was not fa-
tal. Perhaps the overdose wasn'’t toxic enough, the rope frayed
and broke apart, the cut wasn’t lethal, or the gun misfired. Re-
sults of nonfatal suicide attempts can range from no physical
injury to mild, moderate, and serious injury.

7. Completed suicide is the category describing a death by suicide.

Back when I had my first depressive episode, I wasn’t familiar with
the different levels of suicidality. Then, unlike today, talking about
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suicide and its signs wasn’t a commonplace thing. Back in 1980, I
stopped myself in mid action, which places my behavior in the inter-
rupted suicide attempt category. It’s hard for me to recall specifics of my
life that long ago, but it’s likely that I moved through the other levels
of suicidality before reaching that lethal stage. Had I known about
risk behaviors and signals earlier in my life, maybe I would’ve reached
out for help sooner. Perhaps, family and friends would’ve picked up
on my solitary and hopeless behaviors and intervened. Though I can’t
change any of that now, I'm thankful that I reflected and put a stop
to my suicidal plan.

SUICIDE RISK FACTORS

There’s no single identifying risk factor for depression, and the same
applies for suicide. Research suggests that certain multiple experi-
ences increase the risk for death by suicide—the most significant of
which are a previous suicide attempt and hopelessness."!

Other risk factors include a family history of suicide and mental
illness, severity of depressive and rapid cycling symptoms, alcohol,
drug, and cigarette use, and being the victim of child abuse. Take
time to familiarize yourself with the other causal risk factors for
suicide. The knowledge you gain can help monitor your own mood
disorder—and assist in the detection of suicidality in someone you
know or love. Here are examples of suicidal risk factors:

Access to Lethal Means Divorce

Alcohol Abuse Eating Disorders
Atheism Family History of Suicide
Borderline Personality Financial Hardship
Celebrity Suicide History of Child Abuse
Chronic Pain Hopelessness

Cigarette Smoking Impulsivity

Clusters of Suicide Isolation

Comorbid Mental Illness Lack of Healthcare

Culture Beliefs Supporting Suicide  Loss, Death, or Separation
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Mood Disorder Substance Use

Previous Suicide Attempt Trauma

Prolonged Grief Unaddressed School Failure
Shame Unemployment

Stigma Untreated Mental Illness

SUICIDE PROTECTIVE FACTORS

Protective factors are features that help inoculate a child or adult
from engaging in suicidal behavior. Protective factors include per-
sonal, cultural, and religious attitudes, cohesive support from family,
friends, and community, as well as access to treatment for mental
illness. Just as you did in the risk-factor section above, familiarize
yourself with the kinds of positive influences that can protect against
suicide. It is important, however, to understand that protective fac-
tors don’t necessarily balance or cancel out risk factors.'* So, keep
in mind that evaluating risk for suicide is not like setting up a list
of pros and cons. There is no specific formula for detecting and pre-
venting suicide. What I recommend is to look at a person’s biology,
biography, risk, and protective factors—as well as her or his current
mental health status to determine if a suicide attempt is a real pos-
sibility. Here are examples of suicide protective factors:

Academic Success Good Physical Health
Access to Healthcare Healthy Avoidance of Risky
Adherence to Medication Behaviors
Treatment Hopefulness
Belief in Future Resilience
Cigarette, Drug, and Alcohol Restricted Access to Lethal
Avoidance Means
Cohesive Family Structure Social Support
Community Prevention Stable Work or School
Programs Environment
Continuity of Treatment Strong Self-esteem
Cultural Discouragement of Trust in Others
Suicide

91



CHAPTER 7

SUICIDE PREVENTION

The importance of suicide prevention has developed so signifi-
cantly over the last decade that nearly every industrialized country
in the world has a suicide prevention program.' Suicide prevention
plans feature strongly in business, education, healthcare, military,
and government. The World Health Organization continues to be
the global ambassador in this regard, not only by championing the
need for ongoing research, diagnosis, and intervention programs
for suicide but also by hosting World Suicide Prevention Day ev-
ery September 10. This global campaign also boasts sponsorship
from the International Association for Suicide Prevention and the
United Nations as well as thousands of grassroots organizations and
agencies worldwide.

Suicide Prevention Plan

As discussed in the previous chapter, self-monitoring can help you
keep track of your mood disorder. Putting together a suicide pre-
vention plan can ensure your safety and keep your mood disorder
manageable. Here are some suggestions.

1. Make a “life plan.” Keep a list of suicide-intervention names,
doctors, professionals, agencies, and hotlines, and their re-
spective contact numbers near all landline telephones. These
should also be programmed into cell and cordless phones and
bookmarked in personal computers and laptops.

2. Ask others to keep you informed. Don’t be shy to invite trusted
people to let you know if they detect any changes in how
you're thinking or behaving. Suicidal intentions can be de-
tected in how you think, communicate, and behave, so others
may see these high-risk symptoms before you do.

3. Choose life-affirming experiences. Resist reading and viewing
tragic or trauma-filled books, news stories, and films. These
negative experiences can worsen feelings of hopelessness and
despair. Instead, embrace nature, feed your senses, and sur-
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round yourself with children and adults who brim with pur-
pose and pulse with life. Remember to dodge isolation as much
as possible at home, school, or work. Seclusion heightens the
likelihood of death by suicide.

4. Sequester lethal means. Consider having a family or friend hold
your prescription and over-the-counter medications. Keep
trigger items like razors, knives, firearms, rope, and other
items out of reach by throwing them out or having someone
safeguard them. Sequestering such items subdues the impulse
for their use.

5. Keep away from drugs and alcohol. Substance use increases
impulsivity and blurs cognition. Refrain from this fatal com-
bination by keeping all alcohol and drugs out of reach. Avoid
socializing with people who don’t adhere to this policy or who
push the agenda that alcohol and drugs will mellow you out.
They won’t. In fact, using drugs and alcohol significantly in-
creases your odds of dying by suicide.

6. Pay attention to signs of suicidality. Exercise your observing-
ego by frequently analyzing inner thoughts and feelings.
Are they positive, hopeful, and realistic? Are they becom-
ing negative and morbid? Remember that subtle changes in
thinking, feeling, and behaving not only can signal a relapse
or recurrence of depression but can also set the stage for sui-
cidal behavior. Become familiar with the seven categories of
suicidality. Knowing their textures and subtleties before you
actually experience them can hasten intervention.

7. Have an “action plan.” You already know that suicidal think-
ing hijacks reasoning and common sense. If you detect your
judgment worsening, immediately contact a healthcare profes-
sional, take yourself to the nearest hospital emergency room,
or call a friend or family member. Do not wait. There’s no
shame in alerting others that self-destructive urges or thoughts
are percolating within you.

Having a suicide plan can get tricky and more difficult if you’re
unaware of the level of distorted thinking that’s operating—or if a
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flurry of stressors dulls your resolve. For this reason, I suggest you
ask family or friends to check in on you periodically. In this circum-
stance, the hope is that others will take note of your suicidal behav-
iors and intervene on your behalf.

I keep a life plan and an action plan ready in case I become inca-
pacitated by suicidal thinking. For example, I don’t have firearms in
my home. I don’t smoke, drink alcohol, or use recreational drugs. I
keep a list of my healthcare professionals, as well as a list of prescrip-
tion medications, in my wallet in case I get taken to the hospital. I
don’t watch fear-based news or films that are triggers for me. The
company I keep are like-minded souls who look out for me, as I do
for them. And when someone I meet teases me for “being square” or
says, “C'mon, live a little,” I think about how close I came to death
and how lucky I was that hopelessness and despair didn’t win out.

“No thanks, I'm good,” I say.

And I am.
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It is the twenty-first century, and though evidence-based research
proves that mental illness is a real medical disorder, stigma is on the
rise instead of on the decline. In fact, the dogged adherence to mis-
taken beliefs, misinformation, and ignorance makes mental illness
one of the most stigmatized conditions in the world.!

Derived from the ancient Greeks, stigma was the primitive prac-
tice of burning or cutting a part of the body of an objectionable per-
son as a means to identify them to others. The bearer of this “mark”
was to be avoided, shunned, and spurned in public. Those who were
stigmatized were assigned the most undesirable category in the com-
munity.? Though modern use of the word stigma no longer involves
physical markings, a person with mental illness carries an indelible
mark of shame nonetheless. This happens because society views
mental illness as menacing, deviant, and unpredictable, and as such,
categorizes people with mental illness as undesirable. The fallout
from these stigmatizing beliefs causes children and adults with psy-
chological disorders to be “tagged and labeled, set apart, connected
to undesirable characteristics and broadly discriminated against as a
result.” Studies show that an individual with mental illness is more
likely to be unemployed, have less income, experience a diminished
sense of self, and have fewer support systems.*
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Stigma is a very complex phenomenon that can feature strongly
in the life of a person with mental illness. In order to fully under-
stand its breadth and depth, we need to start with the subject of
diagnosis.

THE EXPERIENCE OF DIAGNOSIS

Putting a name to a set of experiences can be an empowering mo-
ment. For instance, a family I’d been working with reported a sense
of relief when the diagnosis of “auditory processing disorder” re-
sulted from an evaluation of their child. Discovering that there was a
neurological basis for their son’s academic difficulties put everything
into perspective. “I knew it was something,” says another patient
who learned that her daughter has Asperger’s disorder. Receiving
the diagnosis validated her instincts as a mother, which had been
previously minimized by various professionals and teachers before
she sought evaluation. The first time I saw a written diagnosis of my
major depressive disorder on paper, it confirmed what I had thought
and, consequently, comforted me.

Being informed of a diagnosis can swing to the other extreme,
one of shock and trauma. When my sister heard the word “sar-
coma” from the oncologist, she fell to the ground in the doctor’s of-
fice, nearly passing out. A referred patient told me that it took her
years to acknowledge that she had bipolar disorder, and even lon-
ger to seek treatment because she refused to accept the diagnosis.
Another example of diagnostic trauma, due to how a professional
delivers the news, happens all too often. The attitude and manner
in which a specialist informs a patient of a diagnosis can cause
significant distress, especially if the tone of speech, words spoken,
and emotional support are devoid of sensitivity.?

An additional category of the experience of diagnosis includes
those who avoid confirmation of their illness or condition. Fear and
anxiety are powerful dynamics that pitch our defense mechanisms
into overdrive. Denial, the most common reaction to such events,
can show up in an undetectable way. We call this an “unconscious
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experience.” “There’s nothing wrong with me,” is an example of this
kind of denial. Other times, denial can be tucked just slightly out of
awareness. This is a subconscious experience. “I know there’s some-
thing wrong, but I don’t need any help,” captures this level of aware-
ness. Those who steer clear of naming their set of symptoms never
get appropriate treatment or suffer for many years until they do.

There is no doubt that the process of diagnosis elicits strong
reactions. The examples above illustrate some of the extremes, but
keep in mind that any diagnosis, no matter how simple or serious,
carries with it an emotional journey. For professionals, making a
diagnosis marks the goal of their work. For patients, it marks the
beginning of an odyssey. And part of that odyssey can be navigat-
ing the turbulent waters of stigma.

SELF-STIGMA

Soon after the comfort of my diagnosis subsided, a wave of shame
and guilt hit. I felt inadequate and embarrassed by my diagnosis. I
knew that society feared anything that strayed from the norm, and
the idea of being seen as different, disabled, or dysfunctional really
frightened me. I didn’t tell anyone about my depression, kept my
medication hidden in a bedside dresser, and kept secret my feelings
of failure. I even went so far as to believe that I should hang up my
shingle as a practicing psychologist because, clearly, I was incapable
of taking care of myself as a person. How could I take care of others as
a professional? Despite the fact that I was a psychologist educated in
the mind, brain, and body, the misconceptions about mental illness
shoehorned themselves into my life. Falling into this negative frame
of thinking is called “self-stigma.”® More specifically, self-stigma is
a “belief in negative stereotypes about a group to which one belongs
and the application of those beliefs to oneself, thereby undermining
one’s self-esteem.” The pessimistic aspects of self-stigma can be so
socially isolating that children and adults with mental illness become
passive and accepting of their stigmatized fate. Dr. Patrick Corrigan,
prolific author and researcher of mental-illness stigma, terms this
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the “why try” effect.® I certainly experienced this in the beginning
stages of my depression.

Now, not everyone with a diagnosed mental illness will experi-
ence self-stigma. In fact, some individuals remain indifferent to their
diagnoses, unaware of stigma; while others become invigorated by
society’s prejudicial views of mental illness.” Personally, as I began to
feel better, my self-stigma diminished. As my depression lifted and
my ability to think clearly was restored, I was able to brush aside
what previously made me feel inadequate and ashamed. The goal
for anyone who experiences self-stigma is to counter misconceptions
and irrational beliefs with truths and facts. It’s not an easy task to
correct the emotional and cognitive mind-set, but with professional
help, participation in grassroots organizations, and/or educational
support from loved ones, you can live with your mental illness real-
istically, and with integrity.

PUBLIC STIGMA

Research has shown that the corrosive effect of stigma is higher now
than ever before, with the general public being twice as likely today
to fear a person with mental illness."’ Studies show that 70 percent
of people are unwilling to have someone with mental illness marry
into the family, 60 percent are unwilling to work with someone with
mental illness, and nearly 40 percent are unwilling to be friends with
someone who has mental illness."! Much of the public’s perception
of mental illness is shaped by mass media. Unfortunately, scores
of advertisements, newspapers, and broadcasts, as well as films
and television, portray mental illness in an unfavorable light. At its
worst, media perpetuates misinformation about mental illness, often
condoning the use of stigmatizing phrases and labels. For example, a
recent commercial for Burger King used the following dialogue, “The
king’s insane for selling hamburgers so cheap.” The advertisement
involved men dressed in white lab coats chasing down the Burger
King while a person enjoying one of the hamburgers replies, “You’re
the one who's nuts.”" A global news story about a European toymak-
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er’s line of mentally ill stuffed animals showed them using the tag
line, “Psychiatry for Abused Toys.” The toymakers incorporated an
“asylum,” archaic treatments, and displayed the animals with stereo-
typed “crazy” behaviors in their marketing campaign.’® Newspapers
often use fear to sell stories, and propaganda about mental illness is
a frequent subject. For example, a 2007 article in the London Stan-
dard, headlined “Schizophrenic Obsessed by Hannibal the Cannibal
Freed to Kill Friend,” gives the impression that anyone with schizo-
phrenia is more likely to be violent than ill, and that little is done to
monitor and treat such individuals.’ Similarly, characters that have
mental illness in television and movies are often portrayed as evil,
unpredictable, and dangerous.'” The powerful influence media has
on stigma trickles down from large masses to small groups. Stigma-
tizing views that are witnessed on television, read in print, or heard
on the radio are eventually conveyed at bus stops and water cool-
ers, through jokes and degrading humor, and by the social distance
people keep from children and adults who have mental illness.!® At
its best, media can help reduce stigma by factually reporting about
mental illness, refraining from using pejorative words like “maniac,”
“psycho,” “nut-case,” and having fictional characters embody a range
of human experience that is more realistic. “The Voice Awards,” a
partnership of the U.S. Department of Health and Human Services,
Substance Abuse and Mental Health Services Administration, and
Center for Mental Health Services, recognize positive media portray-
als of mental illness in television, books, and movies. So, too, has the
American Psychological Association’s Media Division, Mental Health
America, Mind UK, and SANE Australia, just to name a few. Simply
stated, realism about mental illness in print, online, and over the
airwaves can reduce stigma.

Another area of concern for public stigma may come from your
own country. Here in the United States, prejudicial tendencies
about mental illness were seen in the fight for mental health par-
ity. Signed into law in 2008, the long battle for equal mental-health
coverage showcased how deeply engrained stigmatizing views of
mental illness were in many elected officials.!” If our own govern-
ment devalued the need for mental-health coverage, why wouldn’t
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that seep into the public’s perception? How about when branches of
your country’s military deny the existence of mental illness? Case in
point is the Department of Veterans Affairs’ denial of posttraumatic
stress disorder in veterans returning from war. Dr. John Grohol, CEO
and president of PsychCentral, wondered how the undersecretary
of health for the Department of Veteran Affairs could advocate for
mental-health care but deny the legitimacy of particular disorders at
the same time.'® I wonder too. How exactly does that work?

Issues like these create a distorted reality about mental illness that
negatively sways the public’s attitudes on mental health. Luckily,
research has shown there are methods to address public misconcep-
tions about mental illness. Dr. Patrick Corrigan reports that public
stigma can be addressed by following a three-pronged approach:
protest, education, and contact. When stigma is detected, protest
can serve as a means to suppress negative attitudes about mental ill-
ness. Educational campaigns ground mental health issues in truths
instead of myths. Contact, the most meaningful approach for reduc-
ing stigma, showcases the personal experience of people living with
mental illness to the public.”

PROFESSIONAL STIGMA

Stigmatizing views of mental illness are not limited to the general
public. Studies have shown that well-trained professionals from an
array of health fields stereotype psychological disorders.”® Expla-
nations for these prejudicial behaviors run the range from profes-
sionals being trained to “treat the chart” rather than the person,?
to career pessimism,? and, finally, to job burnout.*® Other studies
demonstrate that stigma exists in the health field itself, with profes-
sionals marginalizing career choices of those who wish to specialize
in psychiatry and nursing.** What all this data shows is that even in
the mental health field, stigma can run deep.

I have witnessed this as both a patient and as a professional. In
my personal experiences, healthcare workers who had little under-
standing of mental illness would make jokes about my prescription,
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speak condescendingly to me, and one even requested not to be
left alone in the room with me during a procedure. Of course, not
all professionals behave like this. Many are knowledgeable, skilled,
and consummate in their job performance. Professionally speaking,
I've heard colleagues use pejorative terms to describe patients, like
“frequent flier” (a person who is frequently in and out of the hospi-
tal), “kook,” “crazy,” and other such words in the company of other
therapists. When I first took note of these behaviors, I attributed this
kind of talk to being a way for some professionals to relieve stress.
Now, I don’t consider it a style of coping but rather a form of stigma
that needs to be addressed.

LABEL STIGMA

Another form of stigma occurs with the use of diagnostic labels. As
previously mentioned, diagnosis is a meaningful way to identify ill-
ness. However, there can be a downside in that diagnosis differenti-
ates you from others. Labels inform society who is “in” and who is
“out.” If you’ve been stamped with a diagnosis, you’re one of “them,”
not one of “us.” Assigning a label to a person with mental illness fur-
ther encourages society to think in “either’s” and “or’s.” Either she’s
“sane” or “crazy,” “violent” or “calm,” “cooperative” or “belligerent.”
There’s no in-between. This rigid thinking can be found in stereo-
typed public beliefs that mentally ill people are unable to make deci-
sions for themselves, are childlike and require constant help, and are
dangerous and need to be isolated from society.”®

Studies show that the more severe a diagnosis, the more debili-
tating the stigma.?® Essentially, “more is worse.” If two individuals
are in debt—one with a $5,000 deficit and the other with a $50,000
deficit—the more troubled one is the person with the larger debt.
Similar is the degree of perceived mental illness. If two people have
mental illness, one with the label of “bipolar disorder” and the other
with “schizophrenia,” the person with schizophrenia will be viewed
as being more troubled. Research reports that children and adults
labeled by their mental illness tend to receive poorer healthcare and

» «
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are less likely to receive the same quality of health insurance cover-
age than non—mentally ill people.?” ® Culture and religion also shape
stigmatizing attitudes about mental health. For example, a study of
Muslim university students found that during times of psychologi-
cal turmoil, prayer was more acceptable than seeking treatment at a
healthcare agency.”’

Corrigan and his colleagues emphasize that the stigma of labeling
can lead to label avoidance.®® This occurs when people conceal their
mental illness, avoid places that provide mental-health services, and/
or completely deny themselves care for fear of being the object of
stigma. In the simplest of terms, if you avoid the label, you avoid the
stigma. From time to time, I have seen label avoidance in my practice.
I've had adults say they’ll come in for treatment, will pay my fee, but
will not seek reimbursement from their insurance company for fear
that the diagnosis will tag them and travel with them forever. I've
been asked by parents to “find a diagnosis” that can work for their
child, implying that they are worried about future stigma. Personally,
I became label avoidant in the early stages of my depression—literally
and figuratively. In the literal sense, I peeled the prescription off of
the Prozac bottle every month for almost a year. I didn’t want anyone
to know what medication I was taking. Figuratively speaking, I man-
aged my “psychiatric” prescriptions at a drugstore several towns away,
whereas my “medical” prescriptions were refilled around the corner
from my home. I didn’t want there to be any chance that awareness
of my mental illness could occur.

STIGMA BY ASSOCIATION

Stigma doesn’t affect the life of only the person with mental illness.
If you are a family member, friend, coworker, or neighbor of some-
one who has mental illness, you have the potential for finding your-
self socially disqualified from others.’’ Sometimes called courtesy
stigma®® or associative stigma,® stigma by association devalues
your status because you share an affiliation with a child or adult
who has mental illness. The closer your connection, the more others
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believe you have direct involvement or responsibility for the mental
illness. When I moved into my first home, I set up an office and
completed the necessary paperwork for the town’s zoning. Part of
my responsibilities was to contact neighbors to let them know about
the construction plans. At first, there was an outcry that my office
would encourage “sick degenerates” to roam freely in the neighbor-
hood. Having “crazy people” come at all hours of the day would “put
our children in danger.” Gradually, neighbors who were once warm
and engaging held their gaze downward instead of waving hello as
I passed. At the bus stop, I tried to educate parents about the indi-
viduals I worked with, but failed miserably. It didn’t take long for
me to realize how misinformed my neighbors were about mental
illness. Though I was frustrated by their stigmatizing views and the
social disqualification I endured, I knew that time would calm their
concerns. As they began to see that the landscape of the neighbor-
hood remained unchanged, that no sick degenerates wandered into
their yards, and that the people who came and went from my office
were just like they were, their anxiety faded. After the to-do over
my office subsided, nearly everyone in the neighborhood sought
my advice, counsel, or friendship at one time or another. I consider
the teachable moments regarding my home/office to be some of the
proudest anti-stigma moments of my life.

SHARING VS. CONCEALMENT

By now, you’ve come to learn that stigma is a generalized way of
negatively viewing a person based on a single trait. Addressing stigma
is not always an easy thing to do. For many, fighting stigma is not
an option. The misconceptions, intolerance, and biases that wait in
the wings for a person with mental illness can heighten their need
for concealment. Fear of losing a job, friends, and social status are
very real things. For this reason, concealment can be a strategy in
avoiding stigma.* For others, challenging stigma is less risky. Some
openly share their diagnoses and treatment experiences and bring to
the table a realism that helps dispel social myths. This is known as
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“indiscriminant disclosure.” Others decide what, where, and with
whom they share, controlling the information about their mental ill-
ness, but sharing it nonetheless. This is called “selective disclosure.”
I strongly believe that disclosure of one’s mental illness should remain
a personal choice. Just as there can be a trauma with diagnosis, so too
can there be trauma from self-disclosure.* I believe that the decision
to disclose my mood disorder was easier for me to make than it is for
most others. Don’t get me wrong; it was very difficult and emotional.
However, I was self-employed, so I didn’t have to worry about losing
my job. My family was supportive during my depressive episodes, so
there was no blight-on-the-family stigma attached to my illness. As
I wrote and lectured about my depression in the academic world, I
gained friends instead of losing them. And as a trained psychologist,
the tremendous knowledge about the brain and behavior was an ace
up my sleeve, an excellent card to have when confronting stigma, so
my self-esteem didn’t suffer. This might not have been so easy, let’s
say, if I was an airline pilot, a soldier, or a schoolteacher.

TIPS FOR DEALING WITH STIGMA

Stigma not only discriminates against who we are, but also limits
what we can be. If more isn’t done to erase stigma by the year 2020,
the World Health Organization predicts that depression will be the
leading cause of disability for men, women, and children in industri-
alized countries.”” If you or someone you love has a mental illness,
stigma will present itself if one form or another. Here are some tips:

1. Learn as much as you can about the categories of stigma. Ana-
lyze how your own belief systems work for or against issues
pertaining to mental illness.

2. If you’re someone who needs to conceal your mood disorder,
give yourself permission to do so. Allow others to do the work
to shatter the myths stigma perpetuates in society. You may
need to take a different path in living with your mental illness.
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. If you are considering disclosing your mood disorder, bear in
mind that moving from selective disclosure to indiscriminant
disclosure can minimize trauma.

. Broaden your group identity by visiting or joining a grassroots
organization like BringChange2Mind (United States), the Stig-
maBusters of the National Alliance on Mental Illness (United
States), Sane (Australia), or Shift (United Kingdom). These or-
ganizations are welcoming and informative, and work tirelessly
to advocate for people with mental illness.

. Children and teens are often less inhibited about their personal
information and are at higher risk for experiencing stigma as
a result. Help them understand the pros and cons of sharing
their personal narrative. Engage in role-play and educate them
about their mental illness.

. If the issue of stigma wedges itself profoundly into your life,
consider seeking professional, individual, or group psycho-
therapy to assist you.
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LIVING WITH
DEPRESSION

When I was first diagnosed with my depression, I wanted to learn
as much as I could about the disorder. I took advantage of the aca-
demic resources available to me in college to feed my interest. Dur-
ing breaks from classes, I'd walk to the Hofstra University library
to thumb through the reference abstracts. I have vivid memories of
lugging stacks of books to my favorite reading area—a space on the
first floor that overlooked the courtyard gardens. Like a sailor mak-
ing use of the stars to navigate, I used the research in these journals
to plot a course for my recovery. I learned about unipolar and bipo-
lar depression, current trends, and psychological techniques—and
pooled that knowledge with all that I was learning in my sessions
with my therapist.

In the winter of 1981, I continued to experience the benefits
from psychotherapy and felt better each and every day. Family and
friends noticed my improved mood and reenergized outlook on life.
When I returned in the spring semester from my medical leave of
absence, I picked up where I left off in college before the depression
hit—finding my stride again as a passionate student. But despite all
these gains, I kept secret the worry that my depressive thoughts and
suicidal thinking could return.
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It didn’t help that some of my life experiences, at that time,
pressed on these worries. As an undergraduate student, one of my
English courses required us to read The Bell Jar and a collection
of poems by Sylvia Plath."! The long-suffering melancholy and the
tactile feel of her words equally soothed and seared me. However,
when I learned of Plath’s suicide at age thirty, I felt such sorrow. It
was as if the tragedy of her life seeped deep within me, and added
to my already staggering sadness. In another class, a photography
course, we covered the work of photographer Diane Arbus.? Up until
then, I didn’t know who Arbus was, nor did I know about the noto-
riety she garnered for her art. I was drawn to the starkness of her
photos, which were penetrating, alluringly dark, and yet simple in
content. I never captured anything as moving or complex in my own
photos and remained in awe of her talent. As the class progressed,
I learned more about her life. My memory still stores the moment
my professor told the story of her suicide. I can summon the vision
of what I was wearing that day, where I was in class at that moment,
and how the vapors of the photo-developing chemicals knotted in
my throat as a wave of panic surged. Learning about her suicide left
me unsettled. So much so, that I never went back to the studio and
eventually dropped the photography class.

After those curriculum upsets, I became more vigilant about
what courses I took in college. My depressive tendencies left me
fragile, so whenever I could, I chose classes that had an upbeat tone.
Though I became more directive in what experiences shaped my
life, I couldn’t control everything. In 1983, at the age of twenty-one,
my childhood friend Lauri committed suicide by jumping from a
church balcony. A very dear friend who was wild and adventurous,
Lauri spent many months living with me and my family in the early
1980s as she sorted out a tension-filled relationship with her mother.
During her stay, I didn’t notice any depressive symptoms or suicidal
intentions. Nor did my family. But they were there. We just didn’t
know how to see them. Her death devastated me and set me back
significantly in my recuperation.

My recovery took one more hit when I was told that another
childhood friend, Heidi, died by suicide. She and I were friends
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from elementary school and shared seats as clarinet players through
elementary, junior high, and high school. She was a smart, quiet girl,
who often got me in trouble for making me laugh out loud during
band practice. I have this one outstanding memory of playing at her
house as a young girl, listening to a forty-five record of the 1970 song
“Spirit in the Sky” over and over and over again. We must’ve pushed
the auto return button on the record player a dozen times that day.
It was one of the coolest songs out at that time—and we couldn’t get
enough of the guitar riff. Now, whenever I hear that song, I think of
her. I can’t help but register the foreboding lyrics—and the disparity
of how carefree we sang them aloud back then.

When I die and they lay me to rest
Gonna go to the place that’s the best
When I lay me down to die

Goin’ up to the spirit in the sky?

Then there was the discovery that yet another high-school friend
of mine died by suicide. Grace was a dark haired, down-to-earth
girl, who had the most beautiful blue eyes I'd ever seen. They were
gleaming aquamarine with amber flecks, and framed by long, thick-
set black eyelashes. When Grace smiled, she was unforgettable with
those eyes. I remember voting for her for “best eyes” back in high
school—and I remember sitting next to her in Mrs. Gordon’s English
class. Finding out about her suicide was a shock. It felt so out of con-
text from the girl I knew. But that’s what depression does. It deforms
and distorts thinking so much that you become unrecognizable to
yourself and others.

Rounding out these personal experiences were the suicides of
notable individuals in the 1970s and 1980s. Christine Chubbuck®
was not someone I knew personally, but the live-television broad-
cast of her suicide in 1974 was grist for the gossip mills. I didn’t
witness it, but the sensationalism about her death found its way
into every conversation. When the film Network,> a movie about a
news broadcaster who threatened to kill himself on live television,
came out several years later, the tragic story of Chubbuck’s on-air
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suicide scraped the bottom of the gossip barrel again. Another
prominent suicide was that of British stage-and-screen star Rachel
Roberts.® Her face was a familiar one to me, as I'd seen her in a va-
riety of great movies when I was growing up. The explicit details of
her suicide were particularly upsetting to me. It was reported that
she ingested poison and suffered terribly before dying. Then there
were the two members, Peter Ham and Tom Evans, of one of my
favorite British bands, Badfinger, who died by suicide several years
apart from each other.” Another notable suicide that made the
rounds in the news was that of Trent Lehman, who played Butch
on the popular television show Nanny and the Professor. He hanged
himself from a school-yard fence at age twenty.?

It became increasingly unnerving to me that the subject of suicide
was a considerable backstory in my short life. I attempted suicide. I
lost three childhood friends to suicide, and the sensational suicides
of others made things even worse. I often asked myself, “Why were
these news stories on my radar?” Part of the reason, according to
author and psychologist Dr. Otto Wahl,” was that the culture of that
time—and, to some extent, still today—was filled with sensationalism
about mental illness. Stories of mad doctors, maniacal murderers,
and mentally unstable individuals dominated film, television, and
news media. Because of my biology and my biography, I was sen-
sitive to the themes of depression and suicide. And because these
startling stories were out there in print, on television, and making
the rounds at gossip mills, it made for a dangerous mix.

Luckily, things began to shift as I continued working on my de-
pressive and personal issues in psychotherapy. As months turned
to years, and years turned into decades, I resisted plugging into the
shocking news stories of ordinary and extraordinary individuals who
died by suicide. It’s not to say such information bounced off of me
like Teflon, or that I turned a cold cheek to such actions. Whenever I
learned of a person who died by suicide, my heart sank. But in order
to move through these events, my mind-set had to change. Slowly,
my perspective evolved from viewing the world as a half-empty
cup to the half-full one. Psychotherapy does that—it corrects your
emotional and cognitive experiences. And in doing so, something
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profound happened. I began to live with my depression and not fear
that I would die from it.

On the advice of a colleague, I picked up the book Undercurrents:
A Life beneath the Surface by Martha Manning.'® A psychologist
herself, Manning described a yearlong decline into a crippling de-
pression and how electroconvulsive therapy brought her back to
life. What spoke to me most of all was that Manning was a wife, a
mother, and a clinician—just like me. A few years later, I found my
way to Kay Redfield Jamison’s 1997 memoir An Unquiet Mind: A
Memoir of Moods and Madness."" Jamison’s life story of living with
manic depression (now known as “bipolar disorder”) was haunting,
brave, and beautifully written. She spoke candidly about her per-
sonal struggles and professional experiences as a psychologist living
with a mood disorder.

Another psychologist who has a mood disorder. I'm not so alone, 1
thought.

Then I came across Prozac Diary, a 1999 memoir written by
Lauren Slater about her journey with mental illness.”” Slater’s life-
changing turn with the help of taking Prozac was something with
which I could relate. It was the medication that changed my life.
Her struggles and triumphs resonated within me. And the chord
that struck was not a melancholy one. It was a major chord—brim-
ming with a hardy root and jubilant tone. In fact, the crescendo that
arose from reading all these literary works by women who were also
psychologists helped me see that there was a way for me to transi-
tion from illness to health. There was a way to live as a person with
depression and work as a clinician with depression and be unafraid
to speak of it aloud to others, with others, and for others. They were
pioneers, these women, and I wanted to join the journey.

And so I continued by reading books from nonpsychologists who
experienced mood disorders. One of the most moving accounts of
depression for me came from American author William Styron,
whose descent into a “dank joylessness” is vividly worded in his
1990 memoir Darkness Visible.® Truth be told, the movie adaptation
of Styron’s Sophie’s Choice left me so hollowed out and emotionally
depleted, that I resisted reading his memoir for fear that it would
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weaken me further. What I found in his pages, however, was quite
different. The textures of his experiences offered me consolation.
Again, I wasn’t alone. I read the memoirs of actress Patty Duke, A
Brilliant Madness: Living with Manic Depressive Illness,'* and journal-
ist Jane Pauley, A Life Out of the Blue.'> Then there was the biogra-
phy of American President Abraham Lincoln by author Joshua Wolf
Shenk, who describes Lincoln’s descent into depression, his struggle
to live with it, and the spiritual awakenings that led to his presiden-
tial greatness.!®

Brooke Shields’ journey through postpartum depression was the
first celebrity book I'd read about the subject. As she promoted Down
Came the Rain, the subject of postpartum depression was everywhere
in the media. Not only did Shields’ memoir open up a dialogue about
the disorder, her disclosure that she waited too long and endured
too much highlighted the need for swift diagnosis and treatment to
the general public. Soon after, more high-profile individuals began
emerging with their own personal postpartum narratives. Singers
Amy Grant and Marie Osmond—and actors Courtney Cox, Angie
Harmon, Amanda Peet, Geena Lee Nolin, and Lisa Rinna—have
spoken candidly about postpartum struggles. Recently, while I was
waiting at the checkout, I thumbed through a story about actors and
the postpartum experiences of Gwyneth Paltrow and Bryce Dallas
Howard. I remember thinking to myself, This is so great—more celeb-
rities talking about depression. Just then, a woman behind me began
reading the article over my shoulder.

“Celebrity fad du jour,” she said with an arched eyebrow.

“Actually, I think it’s great . . . fad or not,” I replied.

As we waited in line, she and I chatted about the public’s thirst
for all things celebrity, what kinds of stories sell magazines, and
the kinds of symptoms that mark postpartum depression—not your
everyday supermarket conversation, that’s for sure. By the time my
items were scanned and I packed the last of the bags in my cart, the
conversation spilled over to the cashier and a checkout aisle nearby.

“My cousin had postpartum,” the cashier said.

“We called it baby blues back when I had kids,” another woman
chimed in.
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“Don’tcha think you ladies make too much of all this?” an older
man blurted out as he readied a series of paper bags.

I walked away as the women playfully scolded him, and thought
to myself, What a great teachable moment!

As time went by, I began taking note whenever I read something
in a magazine or saw someone on television talking about depres-
sion. The narratives of ordinary people living with unipolar or bipo-
lar depression and surviving suicidal tendencies were poignant and
moving. So, too, were stories from high-profile individuals of their
struggles and triumphs. Sensing this trend, I began tracking inter-
views, magazine articles, books, and news stories from actors, musi-
cians, athletes, writers, journalists, and political leaders whose lives
were touched by depression. Categorizing them into the different
mood disorders became a useful tool when I worked with patients.

“Do you know what tennis player Serena Williams, actress Delta
Burke, singer Eric Clapton, and author J. K. Rowlings have in com-
mon? They live with depression,” I'd say. “Many admire Frank Lloyd
Wright for his architecture, Florence Nightingale for her dedication
as a nurse, and Alvin Ailey for his choreography, but did you know
they lived with bipolar disorder?”

From a marketing standpoint, the prominence of high-profile
individuals sharing personal stories of mental illness certainly sells.
I won’t quarrel with that. But the secondary gain of educating the
public is far more valuable. One of the greatest ways we make sense
of the world is by hearing the stories of others. Through their nar-
ratives, we measure and reframe our internal thoughts and feelings,
learn that we’re not alone, and integrate problem-solving strategies
that we might not have discovered on our own. The narrative expe-
rience helps us move toward new psychological understanding not
only of ourselves but also of the world around us."”

Going further, research tells us that sharing a personal narrative
about mental health inspires and influences.” The telling of posi-
tive stories about living with mental illness significantly reduces the
myths of mental illness.” More specifically, learning about a person
who lives with a mental disorder, manages it well, and experiences a
rewarding life is enormously powerful.*
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So with that powerful notion in mind, please make sure you spend
some time reading the appendix in the back of this book. Learn about
some of the most influential people in the world who list mood dis-
orders as a prominent feature in their lives. This list is by no means
a complete one. It is, however, comprehensive in its scope, and illus-
trates the message I most want readers to learn—that anyone who has
a depressive disorder can have a chance to be successful.
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High-Profile People
with Mood Disorders

Name

John Quincy Adams
Andre Agassi

Alvin Ailey

Buzz Aldrin
Claus Von Amsberg

Hans Christian Andersen
Louie Anderson
Shawn Andrews

Adam Ant
Vin Baker

Alec Baldwin

Brigitte Bardot

James Barrie

Drew Barrymore
Ludwig van Beethoven

Prominence

American President
American Tennis
Player
American
Choreographer
American Astronaut
Prince of
Netherlands
Danish Writer
American Comedian
American Football
Player
British Singer
American Basketball
Player
American Actor
French Actor
Scottish Writer
American Actor
German Composer

Diagnosis

Depression!
Depression?

Bipolar *

Depression?
Depression®

Depression®
Depression’
Depression®

Bipolar’
Depression™

Depression!!
Depression'?
Depression'®
Depression'
Bipolar’



Name

Ingmar Bergman

Irving Berlin

Hector Berloiz
Maurice Bernard
Leonard Bernstein
Halle Berry

Valerie Bertinelli
William Blake

David Bohm

Kjell Magne Bondevik

Clara Bow
Steven Bowditch
David Bowie
Susan Boyle
Lorraine Bracco
Terry Bradshaw

Zach Braff

Lord Melvyn Bragg
Jo Brand

Russell Brand
Marlon Brando

Sir Richard Branson
Charlotte Bronte
Frank Bruno

Art Buchwald
Delta Burke

Carol Burnett
Robert Burton

Tim Burton
Barbara Bush
Gabriel Byrne

Lord Byron
Beverley Callard

APPENDIX A

Prominence

Swedish Film
Director
American Composer
French Composer
American Actor
American Composer
American Actor
American Actor
British Poet
British Physicist
Prime Minister
Norway
American Actor
Australian Golfer
British Singer
Scottish Singer
American Actor
American Football
Player
American Actor
British Writer
British Comedian
British Comedian
American Actor
British Entrepreneur
British Author
British Boxer
American Writer
American Actor
American Comedian
British Academic
British Director
American First Lady
Irish Actor
British Poet
British Actor
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Diagnosis

Depression

Depression'”
Bipolar'®

Bipolar®

Depression®
Depression?!
Depression?
Depression®
Depression®
Depression®

Depression®
Depression®
Depression®
Depression®
Depression®
Depression®!

Depression®
Depression®
Bipolar**

Bipolar®

Depression®
Depression®”
Depression®
Depression®
Bipolar®

Depression®!
Depression*?
Depression®
Bipolar*!

Depression®
Depression*®
Depression®
Depression*®
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Name

Robert Campeau
Jose Canseco
Drew Carey

Jim Carrey
Dick Cavett

Mary Chapin-Carpenter

David Chase
Lawton Chiles
Agatha Christie
Winston Churchill

Eric Clapton
Dick Clark

John Cleese
Rosemary Clooney
Jessie Close

Leonard Cohen
Natalie Cole

Judy Collins

Pat Conroy

Calvin Coolidge
Francis Ford Coppola

Patricia Cornwell
Noel Coward

Simon Cowell

Courtney Cox
Michael Crichton

Prominence

Canadian
Entrepreneur
American Baseball
Player
American Comedian
American Actor
American Talk Show
Host
American Country
Singer
American Writer
American Governor
British Writer
British Prime
Minister
British Musician
American
Entrepreneur
British Actor
American Singer
Sister of Actor Glenn
Close
Canadian Musician
American Singer
American Singer
American Writer
American President
American Film
Director
American Writer
British Writer/
Composer
British Record
Producer
American Actor
American Writer

Diagnosis

Bipolar®
Depression®

Depression®!
Depression®
Depression®

Depression®

Depression®
Depression®
Depression®’
Depression®

Depression®
Depression®

Depression®!
Bipolar®
Bipolar ¢

Depression®
Depression®
Depression®
Depression®”
Depression®
Bipolar®

Bipolar™
Bipolar”!

Depression”

Postpartum 7
Depression”™



Name

Sheryl Crow
Billy Crystal

John Daly
Rodney Dangerfield
Ray Davies

Jack Dee

Edgar Degas
Ellen DeGeneres
Sandy Denton
John Denver
Charles Dickens
Emily Dickinson
Benjamin Disraeli

Scott Donie

Gaetano Donizetti
Fyodor Dostoevsky
Mike Douglas
Theodore Dreiser
Richard Dreyfuss
Kitty Dukakis

Patty Duke

Kirsten Dunst

Adam Duritz

Thomas Eagleton
Thomas Eakins
George Eliot

T. S. Eliot

James Ellroy

Ralph Waldo Emerson
James Farmer

William Faulkner
Jules Feiffer
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Prominence

American Musician
American Comedian/
Actor
American Golfer
American Comedian
British Musician
British Comedian
French Painter
American Comedian
American Singer
American Musician
British Writer
American Poet
British Prime
Minister
American Olympic
Diver
Italian Composer
Russian Writer
American TV host
American Writer
American Actor
First Lady of
Massachusetts
American Actor
American Actor
American Singer
American Senator
American Painter
British Writer
American Writer
American Writer
American Writer
American Civil
Rights Leader
American Writer
American Cartoonist
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Diagnosis

Depression”
Depression’

Bipolar”

Depression”
Bipolar”

Depression®
Depression®!
Depression®
Postpartum®
Depression®
Depression®
Depression®
Depression®

Depression®

Bipolar®
Depression™
Depression’!
Depression®
Bipolar”
Bipolar®™

Bipolar”®

Depression”
Depression®
Depression”
Depression”
Depression!®
Depression!®!
Depression'?
Depression'®
Depression!®

Depression!®
Depression!%
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Name

Craig Ferguson
Sarah Ferguson

Carrie Fisher
Eddie Fisher

F. Scott Fitzgerald
Kevin Foley

Harrison Ford
Tom Ford

Stephen Foster

Connie Francis

Stephen Fry

Peter Gabriel

Lady Gaga

John Kenneth Galbraith
James Garner

Paul Gascoigne

Paul Gauguin

John Paul Getty

John Gibson
Mel Gibson
Sir John Gielgud
Kendall Gill

Matthew Good
Tipper Gore

Francisco de Goya
Amy Grant
Cary Grant

Graham Greene
Tim Gunn

Prominence

Scottish Comedian
British Duchess
of York
American Actor
American Actor
American Writer
South Australia
Deputy Premier
American Actor
American Fashion
Designer
American Composer
American Singer
British Actor
British Musician
American Musician
Canadian Economist
American Actor
British Footballer
French Painter
American
Philanthropist
Irish Pianist
Australian Actor
British Actor
American Basketball
Player
Canadian Musician
Wife of Vice
President
Spanish Painter
American Singer
English-American
Actor
British Writer
American Fashion
Consultant
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Diagnosis

Bipolar!'”
Depression!®
Bipolar'®
Depression
Depression!!!
Depression!'?

110

Depression!®®
Depression!!

Depression!?
Bipolar'¢

Bipolar!'"”

Depression
Depression'"”
Depression'?
Depression!?!
Bipolar'#

Depression
Depression

118

123
124

Bipolar'#
Bipolar'?
Depression'?
Depression'?®
Bipolar'®

Depression!®

Depression?®!

Postpartum?*
Depression®

Bipolar®**
Depression'®



Name

Dorothy Hamill

Linda Hamilton
Susie Favor Hamilton

Tyler Hamilton

John Hamm
George F. Handel
Angie Harmon
Pete Harnisch

Mariette Hartley
Juliana Hatfield
Stephen Hawking
Paige Hemmis
Audrey Hepburn
Hermann Hesse
Hulk Hogan

Dame Kelly Holmes

Sir Anthony Hopkins
Victor Hugo
Henrik Ibsen

Natalie Imbruglia

La India

Jack Irons

Janet Jackson

Kay Redfield Jamison

Thomas Jefferson
Billy Joel

Elton John
Andrew Johns
Daniel Johns
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Prominence

American Olympic
Skater
American Actor
American Olympic
Runner
American Olympic
Bicyclist
American Actor
German Composer
American Actor
American Baseball
Player
American Actor
American Singer
American Physicist
Television Host
British Actor
Swiss Writer
American Wrestler
British Olympic
Runner
British Actor
French Writer
Norwegian
Playwright
Australian Singer/
Actor
Latin Salsa Star
American Musician
American Singer
American
Psychologist
American President
American Musician
British Singer
British Rugby Player
Australian Musician
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Diagnosis
Depression’®
Bipolar'®
Depression’®

Depression'®

Depression!®
Bipolar'*!

Postpartum!*?
Depression'®
Bipolar'#

Depression'®®
Depression'*
Depression'?
Depression!*®
Depression'?
Depression!™
Depression’

Depression'®
Depression'®

Depression’™
Depression’®

Depression'®
Bipolar'”’
Depression'®®
Bipolar'®
Depression!®
Depression!®!
Bipolar'®
Bipolar!'®

Depression'®*
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Name

Russ Johnson

Ashley Judd
Franz Katka
Karen Kain
Kerry Katona
Danny Kaye
John Keats
Patrick Kennedy

Ted Kennedy
Jack Kerouac
Alicia Keys
Margot Kidder
Soren Kierkegaard
Gelsey Kirkland
John Kirwan

Beyonce Knowles
Joey Kramer

Kris Kristofferson
Julie Krone

Akira Kurosawa

Denise L’Estrange-Corbet
Pat LaFontaine

Queen Latifah

Hugh Laurie

Peter Nolan Lawrence
Frances Lear

Vivien Leigh
John Lennon
Neil Lennon
Jennifer Lewis

Prominence

American Baseball
Player
American Actor
Austrian Writer
Canadian Ballerina
British Singer
American Actor
British Poet
American
Congressman
American Senator
American Writer
American Musician
American Actor
Danish Philosopher
American Ballerina
New Zealand Rugby
Player
American Singer
American Musician
American Musician
American Jockey
Japanese Film
Director
New Zealand
Fashion Designer
American Hockey
Player
American Singer
British Actor
British Writer
American TV
Producer
British Actor
British Musician
British Footballer
American Actor

Diagnosis

Depression'®®
Depression!®
Depression’®”
Depression'®®
Bipolar!'®
Depression
Depression!”!
Bipolar'”?

170

Depression'”®
Depression'”*
Depression'”®
Bipolar'”®

Depression'””
Depression'”®
Depression'”’
Depression!®
Depression
Depression
Depression'®
Depression'®

181
182

Depression'®

Depression’®
Depression'®
Depression'®
Bipolar'®
Bipolar'”
Bipolar'!
Depression’®?
Bipolar'”
Bipolar'*
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Name

Meriwether Lewis
Abraham Lincoln
Joshua Logan
Federico Garcia Lorca

Robert Lowell
Salvador Luria

Gustav Mahler
Norman Mailer
Margaret Manning

Ann-Margret
Henri Matisse
Brian May

Sir Paul McCartney
Gary McDonald
Sarah McLachlan
Kristy McNichol
John Mellencamp
Herman Melville
Burgess Meredith
George Michael
Dimitri Mihalas

Kate Millett

Spike Milligan

Claude Monet

J. P. Morgan

Alanis Morissette

Steven Patrick Morrissey
Wolfgang Amadeus Mozart
John Mulheren

Edvard Munch

Robert Munsch

Prominence

American Explorer
American President
Playwright
Spanish Poet/
Playwright
American Poet
Italian Nobel
Laureate
Austrian Composer
American Writer
American
Psychologist
American Actor
French Artist
British Musician
British Musician
Australian Actor
Canadian Musician
American Actor
American Musician
American Writer
American Actor
British Singer
American
Astronomer
American Feminist
Writer
Irish Comedian
French Artist
American Financier
Canadian Singer
British Singer
Austrian Composer
American Financier
Norwegian Artist
Canadian Writer

Diagnosis

Depression'”®
Depression!?
Bipolar'”’

Depression'?®

Depression’”’
Depression®”

Depression®”!
Depression®”
Depression®”
Depression®
Depression®”
Depression®
Depression®”
Depression®®®
Depression
Bipolar*"®

Depression
Depression
Bipolar?®

Depression
Bipolar?®

209

211
212

214

216

Bipolar
Bipolar??’
Depression®!®
Bipolar??®
Depression
Depression®?!
Depression®
Bipolar?*
Depression
Bipolar?®

220

224



HIGH-PROFILE PEOPLE WITH MOOD DISORDERS

Name

Ilie Nastase

Willie Nelson
Isaac Newton
Stevie Nicks

Florence Nightingale

Gena Lee Nolin
Deborah Norville
Graeme O’Bree
Sinead O’Connor
Rosie O’Donnell
Georgia O’Keeffe
Eugene O’Neill
Donny Osmond
Marie Osmond
Ronnie O’Sullivan

Gwyneth Paltrow
Joe Pantoliano
Charlie Parker

Dorothy Parker
Dolly Parton
George S. Patton
Jane Pauley
Amanda Peet
Pierre Péladeau
Charley Pell

Walker Percy
Murray Pezim
Mackenzie Phillips
Kellie Pickler
Chonda Pierce
Jimmy Piersall

Prominence

Romanian Tennis
Player
American Singer
British Physicist
American Singer
British Nurse
American Actor
American TV Host
Scottish Cyclist
Irish Singer
American Comedian
American Painter

American Playwright

American Singer
American Singer
British Snooker
Player
American Actor
American Actor
American Jazz
Composer
American Writer
American Singer
American General
American TV Host
American Actor
Canadian Publisher
American Football
Coach
American Writer
Canadian Financier
American Actor
American Singer
American Comedian
American Baseball
Player

Diagnosis

Bipolar?*
Depression®’
Bipolar?*®
Depression
Bipolar®?
Postpartum
Depression®?
Depression®*
Bipolar®**
Depression
Depression®*
Depression®’
Depression®’
Postpartum?®*
Bipolar®*®

229

231

235

Postpartum?®!

Depression®*
Depression®*

Depression®**
Depression®®
Depression®*
Bipolar®¥

Postpartum?#
Bipolar®*¥

Depression®

Depression®!
Bipolar?*
Depression®*
Depression®*
Depression®®
Bipolar?



Name

Valerie Plame
Edgar Allan Poe
Jackson Pollock
Cole Porter
Alma Powell

Susan Powter

Charley Pride

Sergei Rachmaninoff
Mac Rebenack (Dr. John)
Lou Reed

Jerry Remy

Burt Reynolds
Ann Rice

Lisa Rinna
Joan Rivers
Lynn Rivers

Barret Robbins

Paul Robeson
Norman Rockwell
Lyndsey Rodrigues

Peter Mark Roget
Theodore Roosevelt
Roseanne
Raymond Roussin

]. K. Rowling
Winona Ryder
Yves Saint Laurent

Charles Schulz
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Prominence

American CIA Agent
American Writer
American Painter
American Composer
Wife of U.S.
Secretary of State
American
Motivational
Speaker
American Singer
Russian Composer
American Singer
American Singer
American Sports
Broadcaster
American Actor
American Writer
American Actor
American Comedian
American
Congresswoman
American Football
Player
American Actor
American Artist
Australian TV
Presenter
Creator of Thesaurus
American President
American Comedian
Archbishop Diocese
Vancouver
British Writer
American Actor
French Fashion
Designer
American Cartoonist

Diagnosis
Postpartum®’
Bipolar®®
Depression®’
Depression®®
Depression®!

Depression®®?

Depression®®®
Depression®**
Bipolar*®

Depression

Depression®®”

266

Depression®®®
Depression®®’
Postpartum?®”°
Depression®’!
Bipolar?”

273

Bipolar

Depression®”*
Depression®”
Depression®”®
Depression®”’
Bipolar?’®

Depression
Depression

279
280

Depression®!
Depression®

Depression®

Depression®*
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Name

Robert Schumann
Jim Shea

Mary Shelley
Brooke Shields
Neil Simon
Paul Simon
Lauren Slater

Michael Slater
Tony Slattery
Joey Slinger
Tim Smith

Alonzo Spellman

Diana Spencer
Mutffin Spencer-Devlin
Rick Springfield

Rod Steiger
John Steinbeck
George Stephanopoulos

Ben Stiller
Sting
Darryl Strawberry

Picabo Street

William Styron
Donna Summer
Donald Sutherland
Shaun Tait

Amy Tan

James Taylor

Lili Taylor

Prominence

German Composer
American Olympic
Skeleton Racer
British Writer
American Actor
American Playwright
American Singer
American
Psychologist
Australian Cricketer
British Comedian
Canadian Journalist
Australian Rugby
Player
American Football
Player
Princess of Wales
American Golfer
Australian Actor/
Singer
American Actor
American Writer
American Political
Analyst
American Actor
British Musician
American Baseball
Player
American Olympic
Skier
American Writer
American Singer
Canadian Actor
Australian Cricketer
American Writer
American Musician
American Actor

Diagnosis

Bipolar?*

Depression®®
Depression®”
Postpartum?®
Depression®”
Depression®”
Depression®!
Depression®?
Bipolar®*

Depression
Bipolar?”®
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Depression®*

Depression®”’
Bipolar®*®

Depression®”’
Depression®”
Depression®”!
Depression®”

Bipolar®®
Depression®™
Bipolar®®

Depression®”

Depression®”
Depression®®
Depression®”
Depression®!?
Depression®!!
Depression®!?
Bipolar®®
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Name
Nikki Teasley

Nikola Tesla

Dylan Thomas

Emma Thompson

Tracy Thompson

Gene Tierney

Leo Tolstoy

Henri de Toulouse-Lautrec
Spencer Tracy

Marcus Trescothick
Margaret Trudeau

Ted Turner

Mark Twain

Mike Tyson

Tracy Ullman
Dimitrius Underwood

Vivian Vance
Jean-Claude Van Damme
Towns Van Zandt

Ben Vereen

Alexandrina Victoria

Meredith Vieira

Lars von Trier

Kurt Vonnegut

Tom Waits

Mike Wallace

David Walliams
Arthur Evelyn Waugh
Ruby Wax

Damon Wayans

Prominence

American Basketball
Player
Austrian/American
Inventor
Welsh Poet
British Actor
American Journalist
American Actor
Russian Writer
French Artist
American Actor
British Cricketer
Wife of Prime
Minister of
Canada
American
Entrepreneur
American Writer
American Boxer
British Comedian
American Football
Player
American Actor
Belgian Actor
American Musician
American Actor
Queen Victoria of
UK
American TV Host
Danish Film Director
American Writer
American Musician
American TV Host
British Comedian
British Writer
British Comedian
American Comedian
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Diagnosis

Depression®*

Depression®'
Depression®!®
Depression®"’
Depression®!®
Depression®"’
Depression®?
Depression®*!
Depression®*
Depression®*
Bipolar®**

Bipolar®®
Depression®*
Depression®”
Bipolar®*
Depression®”

Depression®*?
Bipolar®?
Bipolar®*!
Depression®*
Depression®*

Depression®®
Depression®*
Depression®”
Bipolar®®

Depression®”
Depression®*
Depression®*!
Bipolar®*

Depression®®



HIGH-PROFILE PEOPLE WITH MOOD DISORDERS

Name

Mary Foresberg Weiland

Pete Wentz
Robin Williams

Serena Williams

Tennessee Williams
Brian Wilson
Carnie Wilson
Woodrow Wilson
Amy Winehouse
Oprah Winfrey

Jonathan Winters
Frank Lloyd Wright
Tammy Wynette
Bert Yancey

Boris Yeltsin

Robert Young
Warren Zevon

Prominence

American Model
American Musician
American Comedian/
Actor
American Tennis
Player
American Playwright
American Musician
American Singer
American President
British Singer
American Talk Show
Host
American Comedian
American Architect
American Singer
American Golfer
President of Russian
Federation
American Actor
American Musician

Diagnosis

Bipolar**
Bipolar®®
Bipolar**

Depression®

Depression®®
Bipolar¥
Postpartum®°
Depression®!
Bipolar®*
Depression®

Bipolar®*
Bipolar®®
Depression
Bipolar®”
Depression
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Resources

DEPRESSION AND BIPOLAR RESOURCES

Aware—Ireland
National Office
72 Lower Leeson Street Dublin 2
T: 01 661 7211

Website: aware.ie

Black Dog Institute—Australia
Hospital Road

Prince of Wales Hospital
Randwick, New South Wales 2031
T: 12 115 954 197

Website: blackdoginstitute.org.au

Blueprint for Hope—United States
235 East 42nd Street

New York, New York 10017

T: 212-733-2323

Website: blueprintforhope.com
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Child Adolescent Bipolar Foundation—United States
820 Davis Street, Suite 520

Evanston, Illinois 60201

T: 847-492-8519

Website: bpkids.org

Depression Alliance—United Kingdom
20 Great Dover Street

London SE1 4LX, U.K.

T: 0845 123 23 20

Website: depressionalliance.org

Depression and Bipolar Support Alliance—United States
730 North Franklin Street, Suite 501

Chicago, Illinois 60610-3526

T: 800-826-3632

Website: dbsalliance.org

Families for Depression Awareness—United States
395 Totten Pond Road, Suite 404

Waltham, Massachusetts 02451

T: 781-890-0220

Website: familyaware.org

Headspace—New Zealand
Kari Centre

Greenlane, Auckland

T: 09 6234646

Website: headspace.org.nz

Mood Disorder Association of British Columbia—Canada
202-2250 Commercial Drive
Vancouver, BC Canada V5N 5P9



RESOURCES

T: 604-873-0103
Website: mdac.net

Mood Disorders Society of Canada
3-304 Stone Road West, Suite 736
Guelph, Ontario N1G 4W4

T: 519-824-5565

Website: mooddisorderscanada.ca

National Alliance on Mental Illness—United States
3803 N. Fairfax Drive, Suite 100

Arlington, Virginia 22203

T: 703-524-7600

Website: nami.org

National Association for Research on Schizophrenia and
Depression—United States

60 Cutter Mill Road, Suite 404

Great Neck, New York 11021

T: 516-829-0091

Website: narsad.org

Postpartum International

PO Box 60931

Santa Barbara, California 93160
T: 805-967-7636

Website: postpartum.net

Seasonal Affective Disorder—United Kingdom
PO Box 989

Steyning BN44 3HG, U.K.

Website: sada.org.uk
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INSURANCE AND CONSUMER WATCHDOG
ORGANIZATIONS

Australia

Offices of the Health Services Commissioner
570 Bourke Street

Melbourne 3000, Victoria, Australia

T: 613. 8601. 5200

Website: health.vic.gov.au/hsc

Canada

Ombud Service for Life and Health Insurance
401 Bay Street, Box 7

Toronto, Ontario

M5H 2Y4

T: 1-00-268-8099

Website: olhi.ca

Ombud Service for Life and Health Insurance
1001, boul. de Maisonneuve O.

Bureau 640

Montreal, Quebec

H3A 3C8

T: 800-360-8070

New Zealand

Health and Disability Commissioner
Level 10, Tower Centre

45 Queen Street

Auckland, New Zealand

T: 09 373 1060

Website: hdc.org.nz
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United Kingdom

The Parliamentary and Health Service Ombudsman
Millbank Tower

Millbank, London, SW1P 4QP, U.K.

T: 0345 015 4033

Website: ombudsman.org.uk

Patient Advice and Liaison Services

Staffordshire Moorlands Community and Voluntary Services
Bank House, 20 St Edward Street

Leek, Staffordshire, ST13 5DS, U.K.

T: 0116 225 6647

Website: pals.nhs.uk

United States

Consumer Watchdog

1750 Ocean Park Blvd., Suite 200
Santa Monica, California 90405
T: 310-392-0522

Website: consumerwatchdog.org

National Coalition of Mental Health Professionals and Consumers
PO Box 438

Commack, New York 11725

T: 866-8-COALITION (866-262-548-466)

Website: thenationalcoalition.org

MENTAL HEALTH ASSOCIATIONS WORLDWIDE

Australia and New Zealand

Australia and New Zealand Mental Health Association
PO Box 1098 Adelaide Street Post Office
Brisbane
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400 Queensland
T: 243 6193 5548
Website: anzmh.asn.au

Canada

Canadian Mental Health Association
Phenix Professional Building

595 Montreal Road, Suite 303
Ottawa, Ontario K1K 412

T: 613-745-7750

Website: cmha.ca

Europe

Mental Health Europe
Boulevard Clovis 7

B-1000 Bruxelles, Belgium
T: +32/2/280 04 68
Website: mhe-sme.org

South Africa

South African Federation for Mental Health
Private Bag X 3053

Randburg 2125 South Africa

T: +27 (11) 781 1852

Website: safmh.org

United Kingdom

Mental Health Foundation

London Office, 9th Floor

Sea Containers House, 20 Upper Ground
London, SE1 9QB, U.K.

T: 020 7803 1101

Website: mentalhealth.org.uk
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Mental Health Foundation

Scotland Office

Merchants House, 30 George Square, U.K.
Glasgow, G2 1EG

T: 0141 572 0125

Mental Health Foundation

Wales Office Merlin House

No. 1 Langstone Business Park, Priory Drive
Newport, NP18 2HJ, U.K.

T: 01633 415 434

Mind

15-19 Broadway

Stratford, London E15 4BQ, U.K.
T: 020 8519 2122

Website: mind.org.uk

United States

National Alliance on Mental Illness
3803 N. Fairfax Drive, Suite 100
Arlington, Virginia 22203

T: 703-524-7600

Website: nami.org

National Mental Health Association
2001 N. Beauregard Street, 12th Floor
Alexandria, Virginia 22311

T: 800-969-NMHA (800-969-6642)
Website: nmha.org

Substance Abuse and Mental Health Services Administration
PO Box 2345

Rockville, Maryland 20847-2345

T: 877-SAMHSA-7 (877-726-4727)

Website: samhsa.gov
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World

World Association for Infant Mental Health
University of Tampere

Medical School, Laakarinkatu 1

33014 University of Tampere, Finland

T: +358 50 4627379

Website: waimh.org

ONLINE MENTAL HEALTH SCREENING RESOURCES

Mental Health America

2000 N. Beauregard Street, 6th Floor

Alexandria, Virginia 22311

T: 703-684-7722

Website: depression-screening.org/depression_screen.cfm

PsychCentral Depression Screening Test
55 Pleasant Street, Suite 207
Newburyport, Massachusetts 01950

T: 978-992-0008

Website: psychcentral.com/depquiz.htm

Screening for Mental Health

1 Washington Street, Suite 304
Wellesley Hills, Massachusetts 02481
T: 781-239-0071

Website: mentalhealthscreening.org

PHARMACOLOGICAL RESOURCES

Partnership for Prescription Assistance
950 F Street NW, Suite 300
Washington, D.C. 20004



RESOURCES

T: 888-4PPA-NOW (888-477-2669)
Website: pparx.org

Partnership for Prescription Assistance for Kids
950 F Street NW, Suite 300

Washington, D.C. 20004

T: 877-369-1477

Website: kids.pparx.org

Personalized Medicine Coalition

1225 New York Avenue NW, Suite 450
Washington, D.C. 20005

T: 202-589-1770

Website: personalizedmedicinecoalition.org

Pharmaceutical Research and Manufacturers of America
950 F Street NW, Suite 300

Washington, D.C. 20004

T: 202-835-3400

Website: phrma.org

PRESCRIPTION ASSISTANCE ONLINE PROGRAMS

Partnership for Prescription Assistance
T: 888-4ppa-now (888-477-2669)
Website: pparx.org

Patient Assistance
T: 888-788-7921
Website: patientassistance.com

Rx Assist
T: 401-729-3284
Website: rxassist.org
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PRESCRIPTION DISCOUNT CARDS (UNITED STATES)

Drug Card America
T: 877-279-7959
Website: drugcardamerica.com

UNA Rx Card
T: 800-726-4232
Website: unarxcard.com

YourRxCard.com

11608 Darryl Drive

Baton Rouge, Louisiana 70815
T: 866-561-1926

Website: yourrxcard.com

PROFESSIONAL ORGANIZATIONS

American Psychiatric Association: psych.org

American Psychiatric Nurses Association: apna.org

American Psychological Association: apa.org

American Psychotherapy Association: americanpsychotherapy.com

American Society for the Advancement of Pharmacotherapy: apa
.org/about/division/div55.aspx

Australian and New Zealand Psychiatric Association: ranzcp.org

Australian Psychological Association: psychology.org.au

British Psychological Society: bps.org

Canada Psychiatric Association: cpa-apc.org

Canada Psychological Association: cpa.ca

European Psychiatric Association: europsy.net

International Psychoanalytic Association: ipa.org.uk

International Psychotherapy Integration Association: integrative
association.com

International Society of Psychiatric-Mental Health Nurses: ispn
-psych.org

International Sociological Association: isa-sociology.org
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National Association of Social Workers: naswdc.org

Registered Psychiatric Nurses of Canada: rpnc.ca/pages/home.php
Royal College of Psychiatry: rcpsych.ac.uk

World Association of Psychoanalysis: wapol.org

World Psychiatric Association: wpanet.org

SOCIAL MEDIA NETWORKS

Beyond Blue: www.blog.beliefnet.com/beyondblue

Bring Change to Mind: bringchange2mind.org

McMan’s Depression and Bipolar Page: www.mcmanweb.com
No Kidding, Me Too: www.nkm?2.org

Psych Central: www.psychcentral.com

Web MD Health Exchange: exchanges.webmd.com

STIGMA RESOURCES

BASTA

The Alliance for Mentally 11l People
Méhlstr. 26

81675 Miinchen, Germany

T: +49 89 4140-6674

Website: openthedoors.de

Break the Silence

1981 Marcus Avenue Suite C-117
Lake Success, New York 11041

T: 516-326-0797

Website: btslessonplans.org

BringChange2Mind

PO Box 1560

New Canaan, Connecticut 06840
Website: bringchange2mind.org
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The Carter Center

One Copenhill

453 Freedom Parkway
Atlanta, Georgia 30307
T: 800-550-3560
Website: cartercenter.org

Mental Illness Watch

168 Warburton Avenue
Hastings-Hudson, New York 10706
Website: miwatch.org

National Alliance on Mental Illness—StigmaBusters
3803 N. Fairfax Drive, Suite 100

Arlington, Virginia 22203

T: 703-524-7600

Website: nami.org

National Consortium on Stigma Empowerment
[linois Institute of Technology

3015 South Dearborn, Suite 252

Chicago, Illinois 60616

T: 312-567-3500

Website: stigmaandempowerment.org

National Mental Health Clearinghouse
1211 Chestnut Street, Suite 1207
Philadelphia, Pennsylvania 19107

T: 800-533-4539

Website: mhselthelp.org

No Kidding, Me Too

210 West Hamilton Avenue, Suite 229
State College, Pennsylvania, 16801
Website: NoKiddingMeToo.org
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SANE

PO Box 226

South Melbourne
Victoria 3205, Australia
T: +61 3 9682 5933
Website: sane.org

SHIFT

11-13 Cavendish Square
London W1G 0AN, U.K.
T: 0845 223 5447
www.shift.org.uk

Stamp Out Stigma

5 Boroughs Partnership NHS Trust
Hollins Park House

Hollins Lane

Winwick, Warrington, WA2 8WA, U.K.
T: 01925 664000

Website: stampoutstigma.co.uk

SUICIDE HOTLINES

National Suicide Prevention Hotline—United States
50 Broadway, 19th Floor

New York, New York 10004

T: 800-273-TALK (800-273-8255)

Website: suicidepreventionlifeline.org

R U OK?

30 Boronia Street

Redfern, New South Wales 2016, U.K.
T: 1800 629 354

Website: ruokday.com
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Samaritans—Australia

PO Box 228

Launceston, Tasmania 7250
T: 03 63 31 3355

Website: samaritans.org

Samaritans—United Kingdom and Ireland
PO 9090

Stirling, FK8 2SA

T: (United Kingdom) +44 (0) 8457 90 90 90
T: (Ireland) 1850 60 90 90

Website: samaritans.org

Samaritans—United States

141 Tremont Street, 7th Floor
Boston, Massachusetts 02111

T: 877-870-HOPE (877-870-4673)
Website: samaritansusa.org

Suicide Action Montreal Canada
2345 Est. Rue Belanger

H2G 1C9

Montreal, Quebec

T: 514-723-4000

Website: suicideactionmontreal.qc.ca

Suicide and Mental Health Association International

PO Box 702

Sioux Falls, South Dakota 57101-0702

T: 800-273-TALK (800-273-8255)

Website: suicideandmentalhealthassociationinternational.org

The Trevor Project

9056 Santa Monica Boulevard, Suite 208
West Hollywood, California 90069

T: 866-4-U-TREVOR (866-488-7386)
Website: thetrevorproject.org
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SUICIDE RESOURCES

American Association of Suicidology—United States
5221 Wisconsin Avenue NW

Washington, D.C. 20015

T: 202-237-2280

Website: suicidology.org

Centre for Suicide Prevention—Canada
Suite 320, 1202 Centre Street SE
Calgary, Alberta T2G 5A5

T: 403-245-3900

Website: suicideinfo.ca

International Association for Suicide Prevention
Central Administrative Office

Sognsvannsveien 21, Bygg 12

N-0372 Oslo, Norway

T: +47 229 237 15

Website: iasp.info

Suicide Prevention Action Network—United States
1010 Vermont Avenue NW, Suite 408
Washington, D.C. 20005

T: 202-449-3600

Website: spanusa.org

Suicide Prevention International
1045 Park Avenue, Suite 3C
New York, New York 10028

T: 718-381-9800

Website: spiorg.org
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GLOSSARY

affective disorders: Alternative phrase used for mood disorders.

amygdala: Brain structure responsible for emotion and motivation.

antidepressant discontinuation syndrome: Negative experience
that results from reducing dosage of, or coming off, antidepres-
sant medication too quickly.

antidepressant tachyphylaxis: Condition in which one’s neurobiol-
ogy no longer responds to antidepressant medication.

aromatherapy: The practice of using aromas to promote physical
and emotional well-being.

assisted suicide: A legal term denoting the offering by a physician
of the means by which to die by suicide.

associative stigma: A social disqualification that results from one’s
connection to someone with mental illness. See also courtesy
stigma and stigma by association.

augmentation: The pharmacological approach of adding a supple-
mental medication to boost the effectiveness of current antide-
pressant medication.

basal ganglia: Structure located deep within the brain that is in-
volved with movement, thinking, and mood regulation.

behavioral activation (BA) therapy: A form of behavior therapy
that isolates patterns of avoidance and inactivity.



GLOSSARY

behavioral activation symptoms: High-octane symptoms that can
trigger the acting out of suicidal thoughts.

biomimetics: Science that studies nature and imitates its design.

bipolar: Moods that fluctuate between the lows of depression and
the highs of mania.

brand-name: Trade name for a drug developed by a pharmaceutical
company.

Brodmann Area 25: Brain structure implicated in the experience
of depression.

cholecystokinin (CCK): Peptide that has been linked to anxiety and
panic attacks.

chronicity: Length and intensity of a depressive or manic episode.

circadian rhythm: Regularity of daily rhythms, influenced by neu-
rochemistry, light, and darkness.

comorbidity: Having more than one medical or psychiatric disorder.

complete blood count (CBC): Laboratory blood-screening test that
evaluates for a broad spectrum of disorders.

corrective emotional experience: An experience that enables one
to correct past problems in a new and meaningful way.

counseling: A short-term advice-giving form of intervention.

courtesy stigma: See stigma by association and associative stigma.

deep brain stimulation: A neurosurgical procedure for depression
that stimulates deep brain regions through implanted electrodes.

defense mechanisms: Mental operations that keep painful or anxi-
ety-producing thoughts and feelings out of awareness.

deoxyribonucleic acid (DNA): The chemical carrier of the genetic
code for all living things.

Diagnostic & Statistical Manual of Mental Disorders (DSM): A
manual for diagnosis of mental disorders as classified by the
American Psychiatric Association.

Diathesis-Stress Model: A method that examines the interactions
that occur between a person’s biology, social environment, and
unique temperament, to explain the development of a mood
disorder.

discontinuation syndrome See antidepressant discontinuation
syndrome.



GLOSSARY

discount prescription card: A noninsurance card that can help
reduce prescription medication costs.

DNA microarray tests: Tests that determine gene variations in
individuals.

dopamine: An inhibitory neurotransmitter that is involved in regu-
lating mood.

double depression: Presence of major depressive disorder and
dysthymia in a person.

drug therapy: Another term often used for pharmacotherapy.

drug tolerance: Term used to describe antidepressant tachyphy-
laxis.

dysthymia: Clinical depressive disorder less severe in intensity than
major depressive disorder but longer in its duration.

electroconvulsive therapy (ECT): A medical procedure that uses
electrical currents to induce a seizure. It is used to treat resistant
depression.

epidemiology: The frequency and variation of a disorder within the
population.

epigenome: A component of a gene that serves as a chemical switch.

etiology: The cause or origin of a disorder.

euthanasia: The ending of a person’s life by another to free him or
her from pain and suffering.

extensive metabolizer (EM): A person who metabolizes medication
at a normal, expected rate.

folate: Folate is a water-soluble food-based vitamin that works
alongside serotonin. Deficiencies in folate have been linked to
depression.

galanin: Neuropeptide involved in regulation of mood and anxiety.

gamma-amino butyric acid (GABA): An inhibitory neurotrans-
mitter.

gene: A unit of DNA that carries a specific genetic code.

gene expression: The use or nonuse of a gene and its genetic code.

gene therapy: Technique that introduces genes into human cells to
treat or prevent diseases.

generic: A bioequivalent of a brand-name drug.

genome: Structure of a gene that houses hereditary information.
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GLOSSARY

ghost network: See phantom network.

glutamate: Neurotransmitter that has an excitatory role and is
implicated in learning and memory functions.

hippocampus: Brain structure involved in emotional regulation,
learning, and memory.

hormones: Chemical messengers produced by the endocrine glands.

Hypericum perforatum: See St. John’s wort.

hypomania: A less-intensive form of mania.

indiscriminant disclosure: The sharing of personal information to
anyone without worry of stigma.

inpatient hospitalization: A form of treatment in which a person
receives psychiatric and psychological therapy for mental illness
in the hospital setting.

intermediate metabolizer (IM): A person who metabolizes a medi-
cation at a slower rate than normal.

International Classification of Diseases: A manual for diagnosis
of medical and psychiatric disorders as classified by the World
Health Organization.

label avoidance: The concealment of, avoidance of official diagnosis
of, and/or denial of help for one’s mental illness in order to avoid
stigma.

label stigma: Stigma that results from society’s views of labels and
diagnoses.

light therapy: A holistic therapy for depression in which direct sun-
light or artificial lights are used to regulate melatonin production.

limbic system: Series of brain structures involving emotions, mem-
ory, awareness, and homeostasis.

magnetic seizure therapy: A form of brain stimulation that induces
seizures via magnetic fields instead of direct electrical impulses.

major depressive disorder: Clinical mood disorder involving un-
shakable sadness, despair, and fatigue.

medial prefrontal cortex: Brain structure in the prefrontal cortex
involving cognitions and emotions.

melatonin: Hormone that regulates circadian rhythm.

me-too drug: A medication that is marketed as new but is structur-
ally similar to an already manufactured medication.
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mindfulness-based cognitive therapy (MBCT): A short-term
therapy that incorporates aspects of cognitive therapy and the
meditative practices of Buddhism.

monoamine oxidase inhibitors: Class of antidepressant medica-
tions that have powerful side effects and dietary restrictions.

mood: A feeling or emotional state.

mood disorder: A chronic disturbance of mood that disrupts daily
life.

nanomedicine: The use of ultrafine particles to deliver drugs di-
rectly into the bloodstream.

negative thinking: Thinking style that emphasizes negative out-
comes.

neurobiological: Having to do with the biological study of the ner-
vous system and brain behavior.

neuroendocrine system: The interactions between the nervous sys-
tem and the hormones in the endocrine glands.

neuromodulation: The alteration or regulation of nerve activity
through electrical means.

neuropeptides: Protein-like molecules that are associated with
regulation of mood.

neurotransmission: A bioelectrical communication between nerves
in the brain.

neurotransmitter: A chemical that helps communication between
neurons.

norepinephrine: A neurotransmitter that aids in synaptic trans-
mission. It is also a hormone secreted by the adrenal glands that
regulates the fight-flight response.

observing ego: Skills involving self-observation.

omega-3: A critical fatty acid responsible for helping nerve cell
membranes function well.

partial hospital program: A hospital program involving daily sup-
portive therapies after a work or school day.

partial remission: An experience of significant improvement but
with mild symptoms still existing.

patient assistance program: Prescription assistance provided for
eligible children and adults who have no health coverage.



GLOSSARY

personalized medicine: Medical model emphasizing the unique
genetic makeup of a person.

phantom network: A false list of supposedly contracted health pro-
viders made available by an insurer in order to deceive prospec-
tive insurance purchasers.

pharmacogenomics: The study of genetic variations in drug re-
sponses.

pharmacotherapy: A form of therapy that uses medication as a
means to treat disease.

pineal gland: Brain structure that functions as the body’s time clock.

placebo: A fake medication used in research drug trials.

poop-out syndrome: See antidepressant tachyphylaxis.

poor metabolizer (PM): A person who metabolizes a medication
extremely slowly, resulting in significant side effects.

postpartum depression: Subtype of major depressive disorder
with a postpartum onset.

prefrontal cortex: Brain structure involved in the development of
personality, emotional expression, thought, planning, and deci-
sion making.

premenstrual dysphoric disorder (PMDD): Severe occurrence of
depressive symptoms prior to menstrual cycle.

prescription assistance program: See patient assistance program.

professional stigma: Subcategory of stigma that denotes the en-
gagement of professionals in stigmatizing behaviors.

psychoanalysis: A form of talk therapy that looks at inner drives,
defenses, and unconscious mental processes to explain psycho-
logical symptoms and behaviors.

psychopharmacology: See pharmacotherapy.

recovery: Experience of being symptom-free for at least four months
after achieving remission.

recurrence: Another depressive episode after recovery has been
attained.

relapse: A full return of depressive symptoms after remission but
before recovery.

remission: The experience of being symptom-free.



GLOSSARY

repetitive transcranial magnetic stimulation (rTMS): Noninvasive
procedure that uses electromagnetic induction to treat depression.

residual symptoms: Generally mild depressive symptoms that are
noted in partial remission.

resilience: The ability to overcome difficulties and function in a
state of well-being.

response: Improvement from the initial onset of illness.

right-to-die: The entitlement of a person with a terminal illness to
die by suicide.

risk factors: Variables that increase the chance of developing men-
tal or physical illness.

seasonal affective disorder (SAD): A subtype of major depressive
disorder with a seasonal onset.

selective disclosure: The sharing of personal information to a
select few.

selective serotonin reuptake inhibitors (SSRIs): A class of anti-
depressants that block the reabsorption of the neurotransmitter
serotonin in the brain.

self-stigma: Self-belief that stereotyped views of mental illness are
true.

serotonin: Neurotransmitter that regulates behavioral and emo-
tional expression.

serotonin syndrome: A toxic response arising from high levels of
serotonin.

soft bipolar disorder: A term used to describe atypical bipolar II
and bipolar spectrum disorders.

specifiers: Additional terms that describe the course, severity, and
special features of a mental disorder.

stem cell therapy: The use of harvested stem cells to heal damaged
tissues, reverse illness progression, or prevent disease.

stigma: Social disapproval or marginalizing of a person with mental
illness.

stigma by association: A form of stigma that results from one’s
connection to someone with mental illness. See also associative
stigma and courtesy stigma.
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St. John’s wort: A yellow flowering plant that is used to holistically
treat depression; also known as Tipton’s weed.

stressful live events (SLE): Significant situations that press nega-
tively on one’s life experience.

suicidality: A range of self-harm and suicidal behaviors.

talk therapy: A term used to describe psychotherapy.

talking cure: Another term used to describe psychotherapy.

temperament: A biologically based inclination to behave in a par-
ticular way.

thalamus: A walnut-sized structure that functions as a major relay
station for communication in the brain.

therapeutic lifestyle change (TLC): A series of structural changes
in one’s lifestyle that can aid in the reduction of depression.

treatment-resistant depression (TRD): Depression that does not
respond well to traditional therapies and medications.

tricyclic antidepressants: Used widely in the 1950s for the treatment
of mood disorders, these medications have strong sedation side
effects.

triggers: Feelings, thoughts, or experiences that cause trauma.

ultrarapid metabolizer (UM): A person who metabolizes medica-
tion at such a fast rate that the medication is virtually ineffective.

unipolar: Moods that are rooted in a depressive state.

vagus nerve stimulation: An implanted pacemaker that sends elec-
trical impulses through the vagus nerve to treat depression.

vitamin B12 deficiency: Vitamin B12 is essential for emotional
and neurological health. Deficiencies have been shown to cause
symptoms of depression.
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