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      For my father, my mother,
 and my sister


   

      “The light still shines in the darkness,
 and the darkness has never put it out.”


      — JOHN I:5, J. B. PHILLIPS TRANSLATION
 OF THE NEW TESTAMENT


      “The child is the bearer of whatever the future
 shall be…. At this center… his incomparable tenderness
 to experience, his

         malleability, the almost unimaginable
 nakedness and defenselessness of this wondrous
 five-windowed nerve and core.”

      


      — JAMES AGEE, LET US NOW PRAISE FAMOUS MEN


   

      Introduction


      A New Way of Helping Families


      When parents become depressed, they bear a double burden. Even as they wrestle with the darkness that clouds their lives, they

         must struggle to maintain their role as guardians of their children’s future. Making matters worse, depression is often completely

         mystifying both to the sufferers and to those around them.

      


      The key point in understanding depression is to recognize that it is in part a biological illness, although it profoundly

         affects feelings and relationships. Depression is just as much a medical condition as heart disease or diabetes. For many

         depressed people, hope can begin there too, because we now know that depression is not only an illness, but also a highly

         treatable one.

      


      For some, however, awareness of the biological aspect of the disease actually compounds their suffering, because many depressed

         parents fear that, through their genes, they will pass along this illness to their children. Many parents likewise believe

         they have harmed their kids by being withdrawn or angry, or because they are overwhelmed at times when trying to care for

         them. Parents are often ashamed of having the illness and live alone with their fears. They feel they cannot discuss what

         they are going through with family members, and they fear prejudice from outside the family against those with mental illnesses.

         Other parents impose their own rule of silence because they do not want to confirm their worst fear — that they have damaged

         their children.

      


      Unfortunately, fear, shame, and confusion about depression often prevent families from getting help until the problem becomes

         quite severe. All too often, parents shut themselves in and weep for days, lose their jobs, or are hospitalized without ever

         talking to their spouses or children. Families coping silently with depression often live through events so painful that they

         color every aspect of their lives. These events are so disruptive that they become the central component of the family’s collective

         experience, yet often each member of the family is forced to suffer alone. As a result, children are witnesses to mothers

         or fathers being completely overwhelmed (even leaving home in ambulances), yet this is never discussed with them. Spouses

         see the person they married change before their eyes, yet never consider that a medical illness is the cause.

      


      Through a series of long-term studies beginning in 1979, my colleagues and I discovered in family after family that the fear

         and shame that cause people to suffer in silence are simply not justified. Many children raised in the most challenging of

         circumstances overcome their difficulties and become remarkably healthy and happy adults. Parents put under extreme pressure

         by depression have demonstrated time and again that there are specific actions and strategies that they can employ to promote

         healthy development in their children.

      


      In this book, I hope to explain these possibilities to a wide audience and to help families affected by depression learn to

         use these strategies.

      


      Twenty percent of Americans will suffer depression sometime in their lifetimes. Not only is depression common, it is becoming

         increasingly common. Those born in the sixties and seventies have proportionally higher rates of depression than do those

         born in earlier generations. Depression strikes rich and poor alike, and it can show up as an underlying cause whenever people

         don’t do well wrestling with life’s other adversities. Unrecognized and untreated depression is a problem not just in this

         country. Worldwide, depression is the fourth most important cause of impairment in work and home life, and by the year 2020

         it will be the second leading cause. Depression can also compound other problems. Those with heart disease who also suffer

         from depression are far less likely to fully recover. In studies of mothers living in poverty, those with depression failed

         to take advantage of programs directly designed to help them; they did not even make effective use of help offered by friends

         and neighbors.
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      Certain illnesses such as schizophrenia can create adversity, causing people to be unable to manage life tasks, even something

         as fundamental as holding down a job. Depression, on the other hand, often begins with a loss or other adversity, and then

         in turn leads people further downward on the socioeconomic scale. Unrecognized and untreated, depression is the mental illness

         most frequently associated with suicide, both in adults and in children.
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      Offsetting these disturbing statistics is the fact that excellent treatments have become available for the majority of cases

         of depression. Treatments can involve effective medications, such as sertraline, as well as systematic approaches to talking

         through and making sense of the illness. These “talk therapies” — in particular, cognitive, behavioral, and interpersonal

         therapy — can make a significant difference in sufferers’ lives.
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      Yet depression remains constantly underrecognized and under-treated. In many studies, only about a quarter of adults with

         depression received adequate treatment; for children, the percentage was even worse.
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      Treatment begins with recognition. Likewise, in the prevention approach I describe here, we could only help families after

         affected parents acknowledged their depression, recognized that help was available, and availed themselves of that help.

      


      In dozens of families that we have worked with over the years, we have seen that no matter what difficulties parents face,

         the central concern of their lives is not themselves but how to raise their children. Accordingly, our fundamental approach

         is to align resources and strategies with this concern. We try to help families find new ways of interacting and reconnecting

         to the larger world in which their children live. Over time, our aim is to prevent depression by helping families identify

         and build on their strengths and resources.

      


      Because depression is not just a biological illness but affects relationships — it touches the entire community of those committed

         to raising a child — we address the parents’ illness within the context of the whole family: children, grandparents, aunts

         and uncles, and friends.

      


      Parents need many different resources to heal themselves and to help their children. They need good information about what

         depression is and how to recognize it. They need ways to combat misunderstanding and to focus on their children. They also

         need to know about emerging research on what happens to families when parents are depressed, both about the difficulties families

         encounter and how some families have overcome them. More specifically, they need to know what they can do to prevent difficulties

         before their children become ill. If their children do show signs of distress, parents need to know how to get help quickly.

         These are the resources we provide in our work with families. They are the same ones I will provide in the chapters that follow.
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      Information only brings change when families can talk openly about depression. Our task at Children’s Hospital Boston and

         at Judge Baker Children’s Center in Boston has been to get families to do this, together, often for the first time. Our work

         began by listening to parents’ fears, and then moved forward through a program of helping families make the undiscussable

         — the silence and shame of depression — discussable, allowing them to tie these discussions to the specific actions they can

         take. You will see an example of this process at work with one particular family in chapter I.

      


      The centerpiece of our approach, to help families be able to talk together and understand depression together, is a meeting

         in which all family members touched by the illness are included. We call this “breaking the silence.” Parents need to be able

         to voice their concerns and have their questions answered. Children have to be able to talk about their experiences, to have

         their voices heard, their fears addressed. Obviously, this can only happen as a dialogue within the family; it cannot be imposed

         by someone from the outside. To be able to reach one another, family members have to begin to understand themselves and depression

         in a new way. Equally important, they need to recognize and employ the full range of resources they can muster.

      


      Families can, and do, change. But the action required is not a one-time event. Families must keep talking together over the

         years that follow the initial conversation as their children grow and change.

      


      Fran O’Connor, whose family will be described in more detail in chapter 7, summed up the opening of a family dialogue this

         way: “Before, I was just fatalistic about the depression. I thought it would get worse or go on forever. But this has really

         helped; talking about it, going through the process, has made it more manageable. Even though I know I may get depressed again,

         I have an attitude about being able to get through it rather than sink into it, whereas before I couldn’t get beyond it. It

         brought us much closer together as a family.”

      


      For families, this new way of viewing depression involves not just learning new strategies but uncovering unknown strengths.

         Another of the parents we worked with described our approach in these words: “It affects the way I think about our family.

         It made us realize what a good relationship we have, how good we are at taking care of each other and our children. It gave

         us an increased sense of respect for each other, a whole new paradigm shift, a look at what we are doing that’s positive,

         not just what we’re not doing.”

      


      Often, direct and powerful conversations take place between parents and children as they deal with depression. Meg Smith,

         whose alcoholic and abusive husband put her through an acrimonious divorce, said this of her eight-year-old son. “He was speculating

         about what was going on or who was wrong. He thought that I thought he was causing all the troubles between his father and

         me, and we began to talk. He said to me right in the office once, ‘I ruined your life.’ And I said, ‘Quite the contrary. You

         saved my life. Had it not been for you, my life would have gone down the tubes.’” Her reflections about how she changed appear

         in chapter 13.

      


      What is essential for parents is being on track with their children’s lives. Depression and its attendant difficulties can

         disrupt that track, but we know from experience that families can get back on it. The key is the parents’ essential commitment

         to their children, which, with the kind of help I offer here, can reemerge and become even stronger.

      


      Out of the Darkened Room offers a new perspective, one very different from the usual concerns of traditional psychiatry. It focuses on prevention,

         not only of possible recurrence of depression in parents, but of any resultant or future episodes in their children. Like

         other empirical prevention approaches, it is based on the new and rapidly expanding knowledge of how children mature successfully

         at different stages in the face of adversity. The aim of prevention programs is to use this knowledge to intervene at appropriate

         points along the path of a child’s growth before any illness is evident. Our objective is to help children develop strength

         and resilience, to steel themselves against adversity wherever possible. When difficulties develop, it also means seeing that

         children and their parents get help quickly and effectively.
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      In the past, the medical community sometimes compounded the problems of depressed parents by understanding the illness only

         insofar as it affected the individual. Health care providers would try to treat the parents’ illness, but for the most part,

         they never inquired about the kids. No one considered the family as a whole. But depression is a family illness.

      


      Most clinicians still see families only when they are in crisis and in pain. At best, that kind of contact gives a snapshot

         of the moment, enabling immediate care in that moment. My own practice began this way, which is the experience that led me

         to the idea of prevention.

      


      Since my days as a resident in training, I have been on call in the emergency room at Children’s Hospital in Boston on a monthly

         basis, and I have consulted with those caring for children hospitalized in acute crisis. In the emergency room, children often

         appear with their lives wracked by depression, compounded sometimes by substance abuse, sometimes by family violence, often

         after suicide attempts. Not only are these children desperate, but the systems that care for them, their families, schools,

         and other providers, are exhausted. To wait until the depression has reached this crisis point is to wait too long to give

         the best possible care to children.

      


      In contrast, our program for preventive intervention involves reaching children before they are in crisis and trying to increase

         the positive or protective influences in their lives. Beginning in 1979, we studied 275 youngsters from 143 families, looking

         in detail at parental depression, divorce, disruptive life events, and other factors to see what effects they had on children.

         We followed most of the families for four years, and many for far longer than that. This led us to formulate an adversity

         index as a way to sum up all the forces that conspire to bring on depression in children.

      


      We also followed the public-health model in understanding the relationship between risks and resilience. Risks are conditions

         that increase the rate of depression within a group of individuals or families when compared to groups without those conditions.

         Often, of course, several of these risk factors can batter a family all at once. Divorce often comes together with depression,

         at times complicated by alcoholism or by the loss of job or home, often in someone who has many relatives with depression,

         and it is these things coming together simultaneously that creates the greatest burden for children.

      


      From this group of 275 youngsters, some emerged as powerfully resilient. We selected 18 of these youngsters, from 14 different

         families, for follow-up study to better understand the specific characteristics associated with their triumph over adversity.

         Good relationships with others, the capacity to get tasks accomplished, and self-understanding characterized these young people.

         In addition, we did another study of young women from the inner city who were at high risk for depression because of adolescent

         pregnancy. Even here, amid very high rates of depression, we found individuals who were exemplars of resilience, and from

         whom we learned much.

      


      We put what we learned into a prevention program for families. From those youngsters who, in our early work, manifested extraordinary

         resilience, we were provided with vital clues about what all children need. While our objective may be to prevent depression, our method is to promote resilience. Our object was to build strength and resilience in every child and in every family under our care. We started

         with the idea that the problem of depression was so widespread that we needed an approach that could be used not only by physicians

         but also by clergy, teachers, educational counselors, psychologists, social workers, and families themselves. We tried different

         forms of preventive intervention to get the message across, using both lectures and clinician sessions with families. By repeated

         evaluations of more than one hundred families over many years, we learned what families believed helped them best.
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      What we discovered was that the part of family life most disrupted by depression is the gift of being able to construct a

         meaningful story together. Families need to believe that a past was shared, that a present is being shared, and that a future

         can be shared; and that all this shared experience takes place within the larger context of a community, a religious faith,

         and a culture. Depression erodes that sense of continuity. Children are at the center of families’ stories and represent their

         hopes for the future. To make matters worse, the combined difficulties that depression poses for families — the loss of energy,

         the withdrawal, and the disruptions in relationships — impair the family’s capacity to talk, understand, and make plans for

         dealing with the adversity together. Breaking that silence, learning to talk together and make sense of the illness together,

         reknitting the sense of continuity, emerged as the heart of our approach to preventing depression in children.
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      Prevention also involves assessing the needs of the child over the next one to five years and positioning resources to answer

         those needs. It requires a long-term commitment to parents and to what their children need. Developing this approach meant

         departing from standard treatments. It meant going against the grain. I was constantly advised by others in my field not to

         consider prevention because it was too difficult and because it took too long to evaluate.

      


      Families were uncertain too at first. But then we realized that thinking about the long-term development of children is what

         parents do naturally, and our preventive approach made a great deal of sense to them when presented in that light. In essence,

         our approach found common ground with parents simply by thinking about children the way parents always have.

      


      I am happy to report that over time, our own anxieties, as well as the anxieties of the families and of other clinicians we

         worked with, proved groundless. The families have responded with enthusiasm to our approach, and it has done an amazing amount

         of good, a benefit I hope to extend to you with this book.

      


      Out of the Darkened Room draws on the many different experiences I have had over the last twenty-five years as a doctor working with families with

         depression. I have had the privilege of studying both what happens over time in families where depression occurs and what

         the effects of a systematic prevention approach can be. I have tried this approach in an inner-city neighborhood and in new

         clinics we have started at Children’s Hospital. I have taken care of families directly and trained other people to take care

         of them. As the chairman of psychiatry at Children’s Hospital, I have grappled with how to develop programs and render the

         best possible care in a climate that is increasingly unfriendly to those with mental illness and has virtually no interest

         in prevention.

      


      For me, the work is deeply personal. Long before I went to medical school, I was interested in the connection between the

         way people tell their stories, how they understand themselves, and how they can survive and indeed prosper. I first learned

         about the qualities of resilience by listening to the stories of civil rights workers who stayed in the movement for more

         than fifteen years. Later, I learned more from dealing with survivors of childhood cancer.
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         Moreover, during the last twenty-five years, my wife and I have been deeply committed to raising four children. Raising a

         family while trying to help other people raise children taught me a great deal about what it takes to be a good parent and

         tempered any ideas I had about quick and simple answers. This work also brings back memories of my older sister, whom I admired

         greatly, and who was stricken with a profound depression in her mid-twenties. Just as I was beginning both my married life

         and my professional study of resilience, she committed suicide. As I have struggled to help families make sense of their experience,

         I have also struggled to make sense of my own.

      


      I hope you will find what follows both reassuring and useful in your own life, no matter how trying your circumstances may

         be.

      


   

      One


      Beginning the Journey


      	Framework for Change


      Breaking the silence as a family represents a commitment to doing things differently. In this chapter, I want to share with

         you the pathway to better family health we most often observe, and which we recommend.

      


      Getting started on this path means first recognizing depression as an illness and getting the treatment you need, then staying

         with that treatment, often for a long time. Naturally, getting started is a time of self-doubt, of asking questions like “Will

         my child be all right?” and “Will my marriage survive?” But the more fundamental question to ask is “Am I ready to change?

         Am I ready to think about talking to my family in a new way?”

      


      This new way of communicating means confronting straight-on fears about having harmed your child. Of course, it also means

         entertaining the possibility that you have not harmed your child. It even means recognizing that children can be strengthened against the possibility of harm. That strengthening,

         which we call developing resilience, is the fundamental promise of this book. Developing resilience is one of the many ways

         in which breaking the silence means gradually rediscovering hope.

      


      Families begin at different places on this road to understanding. Some, the veterans of many treatments, start already knowing

         a great deal about depression; others, even those who’ve suffered for many years, are just becoming aware of depression as

         an illness. Some are reeling from a series of losses, while others are emerging from personal depths unrelated to life events.

         Wherever a family starts, the more fully it can articulate what its worries are and where it needs help, the better these

         can be addressed.

      


      Regardless of where it begins, change comes slowly and in uncertain fits and starts, and the way ahead often seems very unclear.

         Once families have recognized the illness and begun treatment, though, they generally make sense of depression by moving through

         the following six steps:

      


      1. Sharing a history together


      2. Bringing knowledge about depression and resilience to bear on their own unique circumstances


      3. Addressing the needs of the children


      4. Planning how to talk to the children


      5. Breaking the silence together as a family


      6. Continuing the family dialogue


      These stages can vary and sometimes they are not obvious. Still, I offer this basic sequence of events as a framework for

         getting started. It’s the sequence we’ve used in working with many, many families. As you’ll discover in the pages ahead,

         I’ve also used this same six-step framework to guide you through the first half of this book.

      


      These stages first became apparent to me as I observed the journey of Katherine and Dan Petrocelli and their children.

         

            1

         

          They came to us for help with their children having heard of our new program from the therapist treating Katherine, and they

         were among the very first families I worked with. From the beginning, I made certain to work collaboratively with those caring

         for Katherine’s depression to coordinate our care for the family.
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      Every family’s story has unique characteristics, but the Petrocellis’ story is unusual in that her depression was closely

         tied in Katherine’s mind to a specific and terrible family secret. Their story is also unusual in the depth of the depression

         she suffered. Even so, there are aspects that are typical: not just the gradual progression of stages, but the profound and

         deep uncertainty, the gnawing doubts that families live through and are able to get beyond.

      


      Sharing a History Together


      Katherine and Dan Petrocelli first came to see me one December when Katherine was in the throes of an acute depression. Her

         face was etched with suffering, gaunt and drawn, and she lived with daily thoughts of suicide. When she talked about herself

         and her recent hospitalizations, her speech was painfully slow, as if each word were wrung from her at great cost. But when

         Katherine spoke of her three children, her face lit up with pleasure.

      


      Katherine was determined to make a family Christmas as wonderful as the ones she remembered from the early years of her marriage,

         when her children were young and when she had felt better. Katherine was determined “this time” to stay out of the hospital,

         against her psychiatrist’s advice. She revealed the stubborn will and determination that often led her into struggles with

         her caregivers but that also kept her reaching out for and holding on fiercely to her husband and children.

      


      So strong was her desire to make things better for her family that in spite of her pain, Katherine insisted we plan a family

         meeting. Katherine’s commitment to being the best parent possible despite the ravages of her illness was a source of enormous

         strength for the family. The same was true of her husband, Dan. He stepped in repeatedly when Katherine wasn’t able to function

         or care for their children, chauffeuring the kids, preparing meals, supporting her even when she stayed in bed, unable to

         face the demands and darkness of winter.

      


      Katherine recalled her first recognized episode of depression, which had occurred two and a half years before our first meeting.

         Her youngest daughter had just been stung by a bee at the beach and had broken out all over, and Katherine was driving her

         to the Out of the Darkened Room hospital. The trauma of her daughter’s pain, combined with her awareness of salt breezes and

         of sand squeaking under the tires, stirred memories. She saw herself riding with her grandfather down the same beach roads

         many years earlier, but it was not a pleasant recollection. What it brought to mind was the fact that she’d been molested.

         Not only had Katherine been violated by her grandfather that day long ago, she had felt obligated to keep silent about it,

         and had done so for years at terrible cost.

      


      In talking both to me and to her therapist, sometimes as often as three times a week, Katherine began to explore how painful

         that silence had been. She also became aware that there had been several other times when she’d been depressed: following

         the births of her two older children, and once when she’d been hospitalized for a bladder infection.

      


      Katherine’s illness was shaped by her experience with her wealthy and powerful family. Just as this family seemed to tower

         haughtily over the rest of the community — a town fading away after the loss of a once-thriving fishing industry — so the

         family looked down on her. She had been labeled the “family problem.” Despite being the oldest, and despite laboring constantly

         to win the family’s love, she felt herself to be her mother’s least-favorite child, blamed for everything but expected to

         wait on the other members of the family hand and foot.

      


      In many ways, Katherine’s brothers and sisters repeatedly undermined her attempts to get better, particularly during periods

         of acute depression. She told me about one example: “Dan was out, and I felt really terrible, really scared. So did the kids.

         Scared enough that I called my brother and told him I was afraid to be alone. Two hours went by before he turned up, and when

         he did, he paraded around the house in front of the kids, proclaiming himself my savior. He talked about me to the children

         and to Dan. ‘Will she be safe going upstairs by herself?’ as though I were invisible, or stupid. My kids freaked out seeing

         him take control that way.” She felt her brothers had tried to take charge of her treatment and hadn’t helped her recover

         from the devastation of sexual abuse, and the kids were right in the middle of it.

      


      When I began with the Petrocellis, Katherine did not yet understand the reason for her feelings about her place in the family,

         and she struggled with them. When Katherine became depressed, she lost all her energy, all her concentration, and all interest

         in the world around her. She couldn’t sleep. She couldn’t manage. A nurse by profession, she blamed herself for not being

         able to cure her own illness. She even thought of suicide, which was the reason for her first and a subsequent psychiatric

         hospitalization during the previous two and a half years.

      


      Katherine, Dan, and I agreed early on that I should keep in touch with her doctors. It was especially important that I work

         closely with Katherine’s psychotherapist and psychopharmacologist in light of the potential for a suicide attempt or for more

         hospitalizations.

      


      Knowledge About Depression and Resilience


      Although Katherine was a medical professional, she and Dan still had some misconceptions about her disease. We talked about

         how depression was no one’s fault, no more than any other biological illness such as a heart attack or chronic condition such

         as diabetes. After all, I pointed out, if no one expects a person who’s had a heart attack to jump right back into full swing,

         then why should a depressed person be expected to? Katherine laughed grimly. “So depression’s legitimate, like a heart attack.

         You should tell my parents that.”

      


      When the discussion turned to their children, Katherine and Dan spoke with warmth, humor, and great enthusiasm about each

         child. Their oldest, Thomas, was nineteen, hard-driving, pragmatic, and athletic. Thirteen-year-old Lisa was a nonstop talker

         with a “ton of friends.” The youngest child, eight-year-old Mary, was quiet and shy but sometimes exploded into anger. After

         she once screamed at her parents that she wished she were dead, Katherine and Dan worried that Mary might be depressed. But

         I could hear no major symptoms of depression in their descriptions of the three children. In fact, the family continued to

         function remarkably well in the face of Katherine’s illness. The kids felt close to one another and carried on at school as

         they had always done. They were even able to eat meals together on occasion. The vital patterns of their lives had been preserved.

      


      Having listened to Katherine and Dan describe their children, I began to introduce the general idea of resilience. This notion

         — that in the midst of the family’s devastation, the children could be strong — was completely new to Katherine and Dan.

      


      Dan and Katherine supported my meeting individually with each child. My goals for the conversations with Thomas, Lisa, and

         Mary were to evaluate their general state of mind, their potential risk for childhood depression, and signs of their resilience.

         I also wanted to give them the opportunity to have their questions answered and to help them speak up for themselves.

      


      We’ve found that parents who’ve learned how depression affects children are more open to having someone outside the family

         meet with their kids, though they may do so with great anxiety. Before reaching this point, parents may be afraid that a clinician

         will prove them bad parents. They also worry that the children will tell a woeful tale of a family without hope. Their willingness

         to let children speak, and to ask them about what’s going well and whether they have worries or concerns, represents a significant

         first step in resolving the dilemma of depression in families.

      


      Addressing the Needs of Children


      I met first with nineteen-year-old Thomas — forceful, clear-thinking, and laconic. I came to this meeting prepared for a dramatic

         encounter full of meaningful, if unpracticed, discussion of family events. Thomas, however, immediately made it clear that

         he’d much rather have been with his friends than talking with his parents’ well-meaning doctor. On the one hand, Thomas denied

         that he was worried about his mother’s illness and seemed to minimize the situation. “Mom went in the hospital,” he said.

         “She told us it was because she was depressed. Mom thought her mother didn’t like her or something. I don’t see why she can’t

         just pull herself together if she really wants to.” On the other hand, Thomas was concerned about how hard things had been

         on his father, and he feared that his parents might get divorced.

      


      I next met with Lisa, who was obviously more comfortable talking about her mother’s illness and its impact on her and the

         rest of the family. Right away, she told me of the time she’d found what seemed to be a suicide note written by her mother.

         Katherine drove long distances along the shore to see her therapist and sometimes stopped the car by the side of the road,

         overcome by thoughts that everyone would be better off without her. Lisa had found the note stuffed under the car seat. She

         had confronted her mother, who then confessed that she couldn’t promise she wouldn’t carry out the suicide. After this episode,

         Lisa had desperately wanted to talk to her mother about her fears, but she was afraid that the conversation itself might trigger

         a suicide attempt. Lisa told me that she was constantly worried that the holiday season would be too much for her mother.

         Lisa, more than anyone else in her family, remembered that it had been the stress of Christmas a few years earlier that had

         brought on signs of depression, including irritability, sleeplessness, and fatigue.

      


      In spite of the pain her mother’s illness caused everyone in the family, Lisa found many positives in her life, including

         her friendships and activities — being captain of the ice hockey team, cheerleading, and jazz dancing. There was even a lot

         to appreciate within the family, she told me, especially when her mother wasn’t feeling so irritable and unhappy. In fact,

         Lisa’s version of family life corresponded closely to the way Katherine and Dan told the story.

      


      Eight-year-old Mary didn’t ask as many questions as her two older and more sophisticated siblings. But she made it clear that

         she was frightened and wanted her mother to be better.

      


      Did I learn anything awful about the family? Not at all. I felt comfortable that none of the children was depressed. The patterns

         of their lives — the rhythms of going to school, hanging out with other kids, drawing, dancing, playing sports — were intact.

         Yet, despite the children’s apparent ability to “get on with their lives,” they clearly misunderstood their mother’s illness

         and were very disturbed by it. They were baffled by Katherine’s disruptive actions toward them, her erratic behavior, including

         sudden departures or bursts of temper interspersed with periods of calm.

      


      Although each child spoke about different things, their comments were consistent enough to affirm that they shared a common

         experience of their mother’s depression. Each recognized the depression in terms of Katherine’s hospitalizations, her irritability,

         and her withdrawal. I hoped that because of their common perceptions, eventually they would be able to talk about the experience.

      


      Planning How to Talk to the Children


      Our original plan for the family meeting coincided with the Christmas holidays, but by that time Katherine’s depression had

         worsened. The family decided that the meeting was so important they wanted to delay it until Katherine felt ready. I agreed

         with them, and I had a long conversation with her psychotherapist, who also agreed.

      


      During the following months, with Dan’s support and with her therapist’s help, Katherine came to a new understanding of herself

         and her illness. This self-understanding became the bedrock on which the Petrocellis would build a different way of being

         a family. It represented both her coming to grips with the dark specters of how she had been raised and her own fears that

         she was repeating it. As she tried to think about a new way to talk to her children, Katherine began to reach through the

         shame and the depression to reexamine the sexual abuse and her troubled relationship with her family, especially her mother.

         She began to see how her self-blaming and perfectionism were a legacy from her mother, for whom Katherine could never do anything

         right. Her mother was obsessively neat, and Katherine, who had picked up this trait, worried that she might be perpetuating

         her past. “I remember my mother viciously dumping my clothes all over the floor because I hadn’t cleaned up my room properly.

         I was so miserable, but the awful thing is that I’ve done the same thing to my own children. I once saw Mary standing in the

         driveway, so bewildered and forlorn. I saw myself as a child in her. I would have done anything for my mother, anything at

         all. I would have swept the garage floor with my own body if it would have pleased her. I’m so afraid that my children will

         have a childhood like mine and think of me as the ogre.”

      


      As she recalled more details from her childhood, Katherine began to wonder if her own mother had struggled with depression.

         Then again, she began to see the ways in which she was very different from her mother. Likewise, she recognized that the childhood

         experiences of Thomas, Lisa, and Mary were very different from hers. Katherine began to separate her past from her present,

         to accept her childhood, and to feel new confidence in herself. She put it this way: “I know my kids have gone through some

         rough times. And I used to think that they’d completely stopped respecting me as a parent and as a person. I was so sure that

         they couldn’t possibly love me anymore. I guess I just can’t jump to that conclusion anymore.”

      


      Katherine also needed to make another journey, reliving the great difficulties she had had when, after one of her hospitalizations,

         she tried to talk about her abuse with her family. No sooner had she shared her story with her brothers and sisters than they

         picked up the phone and repeated the story to their mother, whose response was, “I’ll take it to my grave that this disgusting

         thing ever happened.” Imagine, then, Katherine’s courage in seeking another family conversation with her own children.

      


      Katherine, Dan, and I now began to plan for the family meeting. What should Katherine tell her children about her grandfather’s

         abuse? About her thoughts of suicide? About her unhappy relationship with their grandmother, who lived only ten miles away?

         What did the children need to know? Katherine and Dan wanted to make sure that whatever they said would make things better

         for the family, not worse.

      


      At first, we decided together that they needed to discuss what the children had actually witnessed and were worried about.

         These included Katherine’s outbursts and her thoughts of suicide, but not things that had happened long ago.

      


      For the Petrocellis, then, there was clear agreement to talk about Katherine’s depression and the family dynamics around her

         symptoms, such as irritability, unpredictable behavior, and withdrawal. Katherine was willing to talk about her thoughts of

         suicide but feared that talking about the abuse would ruin her children’s relationship with their grandparents, aunts, and

         uncles. Dan wanted to talk about the sexual abuse lest the children someday hear about it from someone in Katherine’s family.

         Eventually, after much discussion, Katherine and Dan chose together to talk about the abuse.

      


      Breaking the Silence Together


      We decided to meet in the Petrocelli home, so the children would feel comfortable and see that their parents — rather than

         their parents’ doctor — were leading the way. It was a beautiful early spring day when Thomas, Lisa, and Mary filed into the

         living room, each clearly wishing to be somewhere else.

      


      This meeting represented months of planning on Katherine and Dan’s part. It had been a long journey to understanding before

         she was ready to talk with her loved ones about her hospitalization and what they’d been through together, the many arguments

         and the daily agony of not being able to regain who she’d been earlier in her life. But through it all, as we will see time

         and again, her paramount concern was to be able to take care of her children.

      


      Katherine spoke first, reassuring them that she was all right, that she could handle the meeting without getting upset. Dan

         joined in, supporting her, letting the kids know that everyone would get a chance to speak, then and in future conversations.

         I shared with the whole family how much respect I had for their courage and willingness to talk.

      


      Hesitant but composed, Katherine looked directly into the faces of her children and began to address one of the most painful

         aspects of her depression — her thoughts of suicide. “Weren’t you really concerned?” she asked them. “What about the time

         I left at night? Did you think I was never going to come back?”

      


      Thomas responded boldly, voicing what so many family members feel. “Why are you asking that? All you’re doing is refreshing

         the memory of what happened. I just don’t understand why you’re doing it.”

      


      Then her youngest daughter, hoping to smooth things over, said, “You’re doing so well. Why risk talking about this in this

         meeting? There are no problems.”

      


      Dan calmly insisted that this had to be done and that they were going to do it together.


      Softly, Katherine responded, “I feel comfortable enough about the way things are going that I don’t feel talking will make

         things worse. I think it’s another step forward. I love you very much. I’m going to tell you something I have thought about

         for a long time. Because you’re my children, I’m going to share it with you. I want you to understand it and to know it so

         you’re not going to be afraid of it and think it could happen to you. I think it’s going to clarify a whole lot of things.”

      


      Since this information had been helpful to the two of them, Katherine and Dan had asked me to talk first to the whole family

         about the basic facts of depression. We started by addressing some of the children’s misconceptions. Thomas told us that he

         thought Katherine’s depression was caused by how she’d been treated as a child. Katherine gently replied, “There’s a lot more

         to it than just that. Really bad things happened to me when I was a little child. In those days, we just didn’t talk about

         bad things, but if you don’t talk about things, they come back to haunt you. I kept things inside for too long. And I’d like

         to change that now.”

      


      The room was tense; the children’s frightened eyes fixed on Katherine as she told them about how she came to recall her grandfather’s

         abuse. She told them about her unhappy place in her family. She also made it clear that she had begun to accept these events.

         She couldn’t change the past, but perhaps she could learn to deal with her feelings.

      


      Katherine began a frank discussion about her treatment, including the setbacks and problems she’d experienced over the years.

         Often, Dan would step in with a comment or question, showing a comfortable and loving rapport with his wife. Dan described

         the onset of Katherine’s depression as he’d heard it from a doctor: “It’s like what you’ve heard about Vietnam veterans and

         posttraumatic stress. Years later, the stress and pain come back to them.”

      


      Thomas began to cry when he heard Dan’s explanation. He no longer had trouble understanding why his mother just couldn’t will

         herself back to health.

      


      Katherine reiterated how important it was that their family try to talk about things openly from now on. Even Thomas eventually

         agreed. Katherine continued, “I’m sorry that we have to talk about all these sad things. I’m sorry, but I know it’s the right

         thing for your father and me and especially for you children. I love you so much. My love for you leads me to tell you so

         you’ll understand for yourselves. Maybe you’ll be able to understand how bad I’ve sometimes felt, how sometimes I’ve wondered

         if it would be easier if I just went away. I know that I would hurt you much more by leaving. Even when I thought about leaving,

         during the worst days of my illness, it never was to leave you forever. I really wanted to see if I could leave myself, if

         I could run away from myself for a while. But I love you so much I don’t want you to be afraid for me or for yourselves. And

         I know you’ll be okay, yourselves. You didn’t have my childhood, so you won’t have to go through what I’ve gone through with

         depression. I love you so much.”

      


      The family talked on and on, clearly shaken by Katherine’s story, but also somewhat relieved.


      Continuing the Family Dialogue


      When I met Katherine and Dan a week later, they were glad to have held the session. All of us had been quite concerned about

         Thomas: his anger and his wish to deny his mother’s illness. But the family had continued to talk even in the few days since

         I’d met with them, and he and the rest of the family were fine.

      


      We made plans that I would be available to them whenever they needed it and that they would keep talking to one another. We

         set a time when I would see them again. We kept that date, and I stayed in touch with them throughout the years that followed.
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      In later chapters, I will come back to the idea of a family meeting and explore it from other perspectives. But having provided

         this overview of the six steps, I now need to back up and, just as we do with the families in our care, discuss in greater

         depth the basic information families need, providing a more detailed view of the essential facts of depression and resilience.

      


   

      Two


      Sharing a History Together


      Depression attacks the soul,” said a mother struggling to raise her three children. It robs sufferers of the certainty of the

         present and casts a heavy pall over the future. Feelings of guilt and shame and worries about missed opportunities and lost

         chances are constant companions. Memories of those who have passed away and of what has been lost become inescapable preoccupations.

         Being depressed means it takes far more time than usual to accomplish tasks and starting anything seems almost insurmountable.

         As another mother said, it is “circles within circles, a sadness out of control.”

      


      One of the objectives in getting families to talk together is to create a common understanding of the illness. In this chapter,

         you will hear many voices sharing different perspectives on depression. If you suffer from the illness, some of these descriptions

         may confirm your own experiences and thus provide assurance that you’re not alone. If you are the spouse or child or other

         relative of a depressed person, here too you will see people just like yourself struggling to make sense of it.

      


      “Imagine that you are standing on a sidewalk,” another woman said, “and you see your child get run over by a bus. Now imagine

         that you can’t tell anybody, you can’t scream, you can’t cry out, you can do nothing that will relieve the intensity as the

         pain fills your entire consciousness. When I’m depressed, that pain is what I wake up with in the middle of the night and

         then stare at the ceiling in the dark until morning comes, completely alone…

      


      “The pain usually ebbs some during the day, although any glitch or difficulty, real or imagined errors or slights, will bring

         it flying back to slam me in the face and make my heart stop. My thoughts are consumed in an endless litany of why and how

         I should die, while I am drowning in an enormous sadness that this is what my life is.”

      


      Because the signs of depression start as extensions of normal feelings — despair, guilt, and hopelessness: feelings many people

         experience in times of great adversity — there can be at first a confusing blur between normal emotional upheaval and true

         depression. The symptoms of depression also tend to appear gradually, not all at once.

      


      Most of us have difficulty talking about emotional experiences as symptoms of illness. We often get through adversity by simply

         putting our feelings aside and focusing on the task ahead. Such a strategy doesn’t work for depression, but it often takes

         a long time for a sufferer to realize this.

      


      It is also true that as the symptoms of depression become more severe, we may wish to deny them entirely. Because depression

         continues to be so misunderstood, there is a stigma that lingers. Those who sufferer from depression are often victims of

         prejudice and discrimination, so even when they are aware of the illness they may try to hide it. Sadly, sometimes the sufferers

         turn such prejudice against themselves, believing they are to blame for their own illness.

      


      For these reasons, depression often goes unrecognized or unacknowledged. However, even when it is suspected, most people,

         either those who are suffering or their families, do not know where to turn for help.

      


      Families need to share the knowledge that depression is not “having a bad day” or feeling the normal pain of losing a job

         or a relationship. It is a diagnosis in which a set constellation of symptoms comes together and is accompanied by an underlying

         biological disorder. The core symptoms are:

      


      1. A persistent sadness, manifested by feeling down and blue and crying almost every day and/or


      2. A persistent loss of pleasure in almost all activities


      One of these must persist for two weeks or more to meet the formal diagnostic definition of depression, but they often last

         far longer and they often occur together.

      


      Beyond one or both of these symptoms, depression is an associated set of changes in seven additional areas. These are:


      3. Loss of energy and fatigue


      4. Diminished appetite or increased appetite accompanied by weight gain or loss of ten pounds or more


      5. Changes in sleeping with either excessive sleeping or sleeplessness, often with early-morning awakening


      6. Periods of agitation or of being slowed down in speech and action


      7. Feelings of worthlessness, self-reproach, or excessive guilt


      8. Indecisiveness and inability to make decisions


      9. Recurrent thoughts of death, suicidal ideas, wishes to be dead, or an actual suicide attempt


      Altogether, to have what the medical profession calls a major depression means to have at least one core symptom and five

         of the seven associated symptoms at the same time for two weeks or more. If the symptoms are due to some other medical illness,

         or due to abuse of alcohol or drugs, depression is not the diagnosis. If the symptoms occur in the first few months after

         a serious loss, they are described as a bereavement reaction.
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      Knowing these symptoms can help your entire family recognize the difference between a normal reaction to adversity and a persistent

         depression. By sharing the knowledge in the family, each member can begin to see and help whenever someone who has recovered

         from a depression may be entering another episode. The same symptoms are used to diagnose depression in adolescents and even

         younger children, so knowing them can help you decide whether you need to seek help for your children.

      


      Of course, people suffering from depression don’t experience and categorize the symptoms in the bland, objective language

         of clinicians. One sufferer described symptoms of loss of energy and feelings of worthlessness much more vividly: “It was

         like a blackness that takes over my brain. I couldn’t do anything. I would sit in a chair forever. My view of myself is so

         bleak. I thought people who looked at me would throw up. I was always blaming myself.”

      


      And more to the point of our discussion, people don’t experience depression in isolation. The illness can be all consuming

         and can profoundly alter family life. As one of the mothers we worked with said, “Depression is dragging, feeling worthless,

         and that affected all my relationships. I don’t cook. My sexual relationship with my husband is nil. I nag my children. I

         look at the negative, pessimistic side of things. I take no pleasure in things, and I do think about suicide — not dying,

         but I just don’t see the sense in living.”

      


      Another put it this way: “The more depressed I am, the more I want to sit and read the paper and drink coffee and just be

         alone in the morning. I resented the children for being there. In order to deal with it, I stopped getting the morning paper.

         Now I don’t even get coffee anymore. I get up a half an hour early so I can get organized. When you’re depressed you have

         this time element. You have to do so much for your kids or so little, just to get them out the door. I resent my husband for

         not helping out more in the morning. When I was depressed, we had a lot more take-out meals, though my children don’t usually

         eat what I cook anyway.”

      


      Being tired and losing sleep for no apparent reason is almost always part of depression, but the objective, albeit necessary,

         description of a change in sleep pattern does not begin to capture what happens as a parent becomes more and more tired. The

         changes compound and complicate the sufferer’s sense of self; of pride, self-confidence, and initiative; and daily and hourly

         they disrupt the essential tasks of managing a family.
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