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Description


1.1    Terminology


The term depression may refer to the normal human emotion of sadness that occurs in response to loss, disappointment, failure, or other misfortune. Dictionary definitions refer to the act of, or the state of, being pressed down. Thus, metaphorically, depression is a mood that has been pressed downward by some force. We refer to sadness as feeling “low” or “down.” Depression as a form of emotional disorder is a severe and prolonged form of feeling down that is out of proportion to the force pressing on the person. Mood can go in two directions, down and up, and the emotional disorder of mania is an excessive and prolonged period of an elevated mood. Although the focus of this book is depression, it is necessary to talk about both kinds of disorders of mood to place depression in a context among psychiatric disorders.


The mood disorders are made up a complex set of diagnostic criteria, subtypes, and specifiers in the American Psychiatric Association’s Diagnostic and Statistical Manual (DSM), currently in its fourth edition with a text revision (DSM-IV-TR; American Psychiatric Association, 2000). The World Health Organization’s International Classification of Diseases (ICD) also has a complex system for naming and classifying mood disorders. In addition to these two authoritative sources there are a number of other terms and concepts related to the mood disorders that have historic, research or clinical practice importance.


Depression, as a word to describe low spirits, has been in the language for several centuries. An even older term is melancholy or melancholia, which goes back to Middle English. The word derives from the Greek for black bile or black choler, one of the four humors of the body in ancient physiology. Melancholy represented an excess of black bile, placing the person in an “ill humor.” In the earlier editions of the DSM, depression was referred to as depressive reaction or depressive neurosis.


1.2    Definitions


Types of episodes:


– Depressive


– Manic


– Hypomanic


– Mixed


There are various ways to define depression. As a diagnosis in the DSM of the American Psychiatric Association, it is one of the more complex categories. To begin with, the diagnostic criteria define mood episodes: Major Depressive Episode (MDE), Manic Episode, Hypomanic Episode, and Mixed Episode. See Table 1 for the full set of criteria for MDE. A Manic Episode consists of a distinct period of elevated, expansive, or irritable mood that lasts at least one week (less if hospitalization is required). In addition, three of the following symptoms are necessary (four if mood is irritable): inflated self-esteem or grandiosity; decreased need for sleep; more talkative than usual; flight of ideas or racing thoughts; distractibility; increase in goal-directed activity; and excessive involvement in pleasurable activities. The episode is Manic if it leads to impairment in functioning or necessitates hospitalization to prevent harm to self or others. If the same criteria are met for at least four days but the impairment criterion is not met, then it is a Hypomanic Episode. Mixed Episode, as the name implies, has mixed symptoms of depression and mania and the criteria for both episodes are met. People in Mixed Episodes describe the feeling as being “wired,” i.e., they report being uncomfortably agitated and unable to sit still.




Table 1


Criteria for Major Depressive Episode





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


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


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


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


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


(4) insomnia or hypersomnia nearly every day


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


(6) fatigue or loss of energy nearly every day


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


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


(9) recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation without a specific plan, or a suicide attempt or a specific plan for commit; suicide


B. The symptoms do not meet criteria for a Mixed Episode


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


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


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


Reprinted with permission from the Diagnostic and Statistical Manual of Mental Disorders, Text Revision, Fourth Edition, (Copyright 2000). American Psychiatric Association.





Diagnoses depend on the history of episodes


The history of episodes is then examined to determine the diagnosis. If only MDEs have been present, the diagnosis is Major Depressive Disorder (MDD). If one or more Manic Episodes has occurred, the diagnosis is Bipolar I Disorder. If one or more MDEs and one or more Hypomanic Episodes have occurred with no full Manic Episode, then Bipolar II Disorder is the diagnosis. Although it is not in the DSM, some researchers and clinicians also refer to Bipolar III Disorder. If only MDEs have occurred, but there is a family history of Bipolar Disorder, the person might be diagnosed Bipolar III. The implication is that this person would be better treated with medications targeting Bipolar Disorder. Medications targeting MDD may produce manic episodes in people with underlying Bipolar Disorder (I, II, or III).


MDD is diagnosed as either Single Episode or Recurrent. Further, if the current episode meets the full criteria, it can be further described by the following episode specifiers (Table 2): (1) Mild, Moderate, Severe With Psychotic Features, or Severe Without Psychotic Features; (2) Chronic; (3) With Catatonic Features; (4) With Melancholic Features; (5) With Atypical Features; and (6) With Postpartum Onset. If the full criteria are not met by the current episode, it can be specified as In Partial Remission or In Full Remission along with any of 2 through 6 above.


A diagnosis is a sufficient match to a prototype


The severity rating of episodes is a recognition that depression is dimensional within the categorical system of the DSM. Instruments for measuring severity will be covered later in this chapter. Although the DSM lists sets of criteria for deciding whether a person should receive a particular diagnosis or fit into a category, these criteria are polythetic in that not all criteria must be met by any individual and different individuals may meet the criteria with different patterns of criterion symptoms. The system has also been referred to as prototypic (Cantor, Smith, French, & Mezzich, 1980), in that the full set of criteria define the prototype, i.e., the complete and full form of the disorder. A particular individual who has a minimal subset of these criteria is considered a sufficient match to the prototype. Natural language is prototypic. When we use the word “chair,” the mental prototype has a seat, four legs, and a back, but we recognize many other objects as a sufficient match to call them a chair, such as a chair with fewer legs, or even a “bean bag chair.” The boundaries are fuzzy. How wide does a chair have to be to become a couch? Psychiatric diagnoses are similarly fuzzy with marginal cases, overlaps, and indefinite boundaries.




Table 2


Episode Specifiers





Severity Specifiers


Mild


Moderate


Severe With Psychotic Features


Severe Without Psychotic Features


Episode Specifiers


Chronic


With Catatonic Features


With Melancholic Features


With Postpartum Onset


Remission Specifiers


In Partial Remission


In Full Remission





Depressive and Manic Episodes may be psychotic


Severe depression can have Psychotic Features, including delusions, hallucinations, and other positive and negative signs usually associated with Schizophrenia. Delusions during episodes of depression are most often “mood congruent,” i.e., they are characterized by themes of guilt, punishment, disease, or decay with negative meaning for the patient. They may be bizarre or nonbizarre. Bizarre delusions are concerned with ideas that are not possible, e.g., the person is rotting away inside. Nonbizarre delusions can also occur, e.g., a woman may believe she is being poisoned because of her sinful behavior. Manic Episodes may also have psychotic features. Delusions are typically mood congruent and may be bizarre, e.g., a man may believe he has magical powers, or nonbizarre, e.g., a woman may be convinced she has wonderful ideas for a new TV show and must find a way to share her idea with a famous TV personality. The Chronic episode specifier is used when a depressive episode lasts for a minimum of 2 years with the criteria continuously met.


Depression can be catatonic


Catatonic Features are similar to the characteristics seen in Schizophrenia, Catatonic Type. Most frequently this condition is characterized by motoric immobility or stupor, extreme negativism and resistance to instructions, mutism, inappropriate posturing, and echolalia (repeating meaningless phrases or echoing back what others say) or echopraxia (mimicking others’ gestures). Individuals in such a state may stay in uncomfortable positions that can be altered by others in what is known as “waxy flexibility,” i.e., flexible like a wax statue. Alternatively, the person may show excessive agitated motor activity that is purposeless and not influenced by external stimuli (American Psychiatric Association, 2000).


Melancholic depressions are assumed to have a more biological origin


Historically, a distinction was made between reactive or exogenous depressions and endogenous depressions. The basic idea behind this distinction is that some depressions occur as a response or reaction to loss or other environmental stress, whereas other depressions occur without a precipitating event and are thought to have an internal, endogenous origin. The former were assumed to be treatable by psychotherapy, whereas the latter, being of biological origin, were better treated by medication. However, this distinction was difficult to apply with any reliability. As clinicians learn more about individual patients over time, they are more likely to identify precipitating events to which the patients were reacting. Thus, low reliability has led to a decline in the use of the distinction. With Melancholic Features follows in this tradition, but without reference to etiology. Persons with these characteristics are still typically assumed to have a more biological form of depression, that is better treated with medication. The primary characteristic of melancholic depression is a loss of pleasure in all or almost all activities, or a lack of reactivity to usually pleasurable stimuli. This characteristic is also referred to as anhedonia—the lack of the ability to experience pleasure. In addition, melancholic depression has three or more of the following characteristics: (1) a distinct quality of depressed mood (experienced as something different from ordinary sadness or grief); (2) depression that is regularly worse in the morning; (3) early morning awakening (a form of insomnia defined as waking at least 2 hours before one’s usual time of waking); (4) marked psychomotor retardation or agitation; (5) significant anorexia or weight loss (without attempting to diet); and (6) excessive or inappropriate guilt (American Psychiatric Association, 2000). We will come back to Melancholic depression and the implications of the concept for treatment in a later chapter.


Atypical depressions involve increase in appetite, weight, and sleep


Typical depression involves loss of appetite and weight and difficulty sleeping. With Atypical Features implies increase in appetite, weight gain, and excessive sleeping. Technically, the criteria include first, mood reactivity (in contrast to the anhedonia of Melancholic depression), and second, two or more of the following: (1) significant weight gain or increase in appetite; (2) hypersomnia; (3) leaden paralysis (heavy, leaden feeling in arms or legs); and (4) a long-standing pattern of interpersonal rejection sensitivity that results in significant social or occupational impairment (American Psychiatric Association, 2000).


Postpartum depressions are now seen as a subset of Major Depressive Disorder


With Postpartum Onset is diagnosed when the onset of the episode is within 4 weeks of giving birth. Postpartum depression was once generally thought to be a separate form of biologically caused depression. Today the etiology is seen as more complex, and postpartum depression is classified as a specific form of the disorder within the mood diagnoses.


Course Specifiers: With/Without Interepisode Recovery Seasonal Pattern Rapid Cycling


In addition to the episode specifiers above, the DSM lists three course specifiers: (1) With/Without Interepisode Recovery, i.e., whether full remission is obtained between episodes; (2) Seasonal Pattern, a regular association between the onset of episodes and time of the year; and (3) Rapid Cycling, whether the person with a Bipolar I or II diagnosis has four or more distinct mood episodes in a year, separated by full remission.


Seasonal Pattern may be seen in MDD, Bipolar I, or Bipolar II disorders. Typically it involves the regular onset of episodes of depression in the fall and remission or switch to mania in the spring. More rarely, manic episodes may have a spring onset and Fall Remission.


Dysthymia and Clyclothymia are chronic milder versions of unipolar and bipolar disorders


In addition to these major mood disorders, the DSM also identifies Dysthymia under the depressive disorders and Cyclothymia under the bipolar disorders. These are lesser, but more chronic versions of depression and bipolar disorder. Dysthymia requires a duration of two years during which the person has depressed mood “most of the day, more days than not” (APA, p. 380), but only two of a list of six symptoms. Cyclothymia also requires a duration of 2 years, during which the person must have had numerous periods of hypomanic and depressed symptoms that never meet criteria for either episode. Dysthymia has specifiers of Early Onset (before age 21) or Late Onset (after age 21), and With Atypical Features (defined the same as with Major Depression). Early Onset Dysthymia may be continuous from childhood, and thus bears some resemblance to a personality disorder. Psychological approaches to treatment reflect this similarity and will be addressed in a later chapter.


New diagnostic criterion sets are provided in the DSM to promote further study


The DSM also has an appendix entitled “Criteria sets and axes provided for further study.” As implied, these categories have been suggested by various authorities, but have not been formally adopted by the DSM committees pending further research using the proposed criteria to establish their validity. These include Depressive Personality Disorder heavily based on psychological symptoms such as gloom, negative self-esteem, and pessimism, in contrast to the more biologically based symptoms sets of Dysthymia and Major Depressive Disorder. Minor Depressive Disorder, on the other hand, uses the same nine-symptom set, but requires a minimum of only two (but less than five) symptoms (i.e., less than Major Depressive Disorder). Recurrent Brief Depressive Disorder requires that criteria for a Major Depressive Episode are met, except for the 2 week duration criterion. The person must have at least one of these episodes per month for a year. Mixed Anxiety-Depressive Disorder, as the name implies, involves a symptom list that includes both anxiety and depression symptoms without meeting criteria for either type of specific diagnosis.


Depression overlaps with anxiety and schizophrenic diagnoses


The DSM is based on a categorical view of psychiatric disorders. Thus, issues of severity are dealt with in part with severity specifiers, but also by creating separate categories for fewer symptoms or for shorter duration than are required for the primary diagnoses. For example, Dysthymia and Minor Depressive Disorder have fewer symptoms and Recurrent Brief Depressive Disorder is defined by brief duration. A more psychological perspective might see depression as dimensional in terms of severity and perhaps duration as well. The DSM categorical view leads to such oddities as the concept of “double depression,” a term used to describe a person who has first met criterion for Dysthymia and then qualifies for a Major Depressive Disorder. Under the DSM categorical system, the person can be given both diagnoses, thus “double depression.” Another oddity occurs when symptoms of two disorders overlap and the overlap is given a separate category name, as in Mixed Anxiety-Depressive Disorder. Another example in the DSM is Schizoaffective Disorder, which is diagnosed when a Major Depressive Episode occurs while symptoms of Schizophrenia are met.


The ICD-10 is a diagnostic system published by the World Health Organization


ICD diagnoses are somewhat different than DSM diagnoses


The World Health Organization publishes the International Statistical Classification of Diseases, now in its tenth revision, commonly referred to as the ICD-10 (World Health Organization, 1992). Its purpose is to support the classification and tabulation of morbidity and mortality data from around the world. In the United States, the National Center for Health Statistics produces a “Clinical Modification,” known as the ICD-10-CM, for the purpose of classifying and tabulating incidence and prevalence of diseases and disorders in the US. Effort is made to coordinate the ICD-10-CM system with US diagnostic codes, such as those in the DSM. With regard to the mood disorders, slightly different terms are applied and diagnoses are grouped somewhat differently, but for the most part diagnoses are similar. The major categories in the ICD-10-CM are identified in Table 3. Within the first four categories are subtypes based largely on severity. Persistent Mood Disorders include Dysthymia and Cyclothymia. The ICD-10 system is an important alternative system to the DSM and is used in many places in the world instead of the DSM.
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