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It will come again.
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Introduction


This book goes some way towards describing my clinical practice. I have done this in the hope that it might demystify the hidden zone that exists between the psychiatrist and the patient, and illuminate in part the journey some people take to mental health and recovery. I have chosen the method of clinical storytelling. Wherever I have included an account it is intended to illustrate a human issue that is derived from a real professional experience. This is not a representative textbook of psychiatry or a manual for self-help, neither is it a comprehensive description of mental health care in Ireland.1 It is intended for the general reader, as an authentic description of the journey from distress to recovery as I have witnessed it.


My understanding of recovery has grown over many years and reflects many influences and experiences. Prominent amongst these influences is the education that I have received from my patients. Of course a therapeutic professional is required to put away any personal agendas, for fear of subjectively distorting the patient’s recovery. A psychiatrist tries to concentrate objectively, but for the purpose of this book it would have been one-sided to include only the observations of my patients’ journeys and to completely exclude reference to my own projections. In an authentic description of clinical practice, occasional revelation of the clinician’s therapeutic position is informative. This therapy is not rooted in a blank canvas. In order to achieve a balanced description of the reciprocal doctor– patient relationships, I have referenced some of my thoughts and countertransferences whenever it seemed helpful.2


Throughout the book, I have made some references to the standard diagnostic schedule produced by the World Health Organization (WHO) and known as the ICD-10 or the International Statistical Classification of Diseases and Related Health Problems, Tenth Revision. The selected passages are objective agreed descriptors of clinical disorders and their use is part of the standard methodology of psychiatric practice. In psychiatry, diagnosis is not based upon any specific blood test or screen. No such tool exists in mental health care. Categorical diagnosis is useful, and is traditionally seen as a necessary and reliable function within medicine – but it is not sufficient by itself. The diagnoses provide a useful starting point but they are not the full picture, and they may change. What is important is an individual care plan, since people present with varied features of mental distress and some have a mental disorder. Even if diagnostic criteria are met for a particular disorder, two people with the very same diagnostic description can have quite different problems with different severity and distinctive complexity. The recognition of complexity necessitates individual care planning and underpins the person-centred approach to recovery that is the basis of effective care.


All of the recovery stories in this collection are authentic. While they are real (otherwise they would be of no value), the details have been amalgamated and specific identifiers have been altered. Ireland is a small country and it is important to protect the anonymity of anyone who seeks mental health care. It would be wrong to expose those from whom we hope to learn. Over the years, I have always sought the permission of those whose stories I have adapted for teaching (or more recently for broadcasting) and this is true for all the accounts included here. That being said, no character in this volume represents any single private individual, so I wish to assure the reader: anyone who perceives a resemblance to a particular person is mistaken.


There are many reasons why I have included poetry in this book, the most valid being the fact that I regularly use these poems in my own practice. Many of us find it difficult to speak of the mind, and a poem can help to capture a lived experience, adding to it the elusive language of personal reflection, feelings, thoughts and insights. For some of us, an entirely new form of communication is necessary and poetry can be a useful way of introducing this less tangible vocabulary. Mental health care requires an ability to listen and to reflect. Hopefully these poems will provide illustrations of this thoughtful communication and will also provide a way to convey to the reader still unfamiliar with mental health care the ambiguous emotional intensity of a therapeutic relationship.


The heroes of these stories are referred to consistently using the term ‘patient’ rather than any other descriptor, such as ‘service user’ or ‘client’. In order to avoid being unwieldy, and without striving to be politically correct, it seemed best to stay with a language more familiar to a doctor. Over the past thirty years, my patients have taught me more than can be said and I am very grateful to them. And so the term ‘patient’ is used as a humane acknowledgement and a universal term signifying one of us who is suffering. To be a patient describes an experience that deserves respect. We will all be patients at some stage and this is part of what it is to be alive.











The Room


 

My room at St Patrick’s University Hospital has a high ceiling, a wooden desk, a bookcase and a number of comfortable soft chairs. To the left of the desk, a tall window looks north to a quiet garden. Beneath the window there is a small side table with bottles of drinking water and some cups. The room is warm and the furniture is reassuringly familiar to me.


The room does not have the iconic psychiatrist’s couch. Amongst some books and papers on the desk, there is a computer, a reading lamp and a box of tissues. The floor is covered with a carpet and in front of the desk there is a small rug. In another corner of the room there are two large filing cabinets. A few colourful prints hang on the walls alongside some certificates of qualification. There are many other idiosyncratic bits and pieces; some with personal significance and others with none. There are photos on the bookshelves and toy cars sitting on the desk, as well as some shortbread biscuits, a teapot and a kettle on the side table. There are many books on mental health and history.


Of course, in many ways, none of this really matters. This room could be more or less formal, personal or spartan, but so long as it is a space where people feel able to talk, and feel that someone has listened and heard them, then it is a space of value.


When people come to the room for the first time they are likely to be very apprehensive. Many do not know what to expect. Some may anticipate the dramatic portrayal of mental health assessment seen in popular media such as The Sopranos or Analyse This. The reality of the psychiatric clinic may turn out to be more prosaic than expected.


Mental health assessment takes more than the right physical setting or the right location. It is hard to define what makes an assessment work, and even harder to ensure that these elements are in place all of the time. In this regard it is helpful to recall the views of Patricia, an especially wise and forthright recovered patient with a capacity for directness. She explained: ‘The physical environment for therapy and its quality does matter, of course, but not very much. When you are in distress it’s the quality of the care that counts. If you stick the “wrong” people in the “right” office, all you achieve is a nightmare outcome in a nice environment. When I was on the ledge, in the depths of my depression, the most important environmental factors were the ones that empowered me to talk, to feel that someone had listened to me, heard me, and given me hope.’


According to Patricia, it is the quality of the therapeutic relationship that engages recovery. These are the human factors that determine the quality of care. So at any meeting, the priority must be to put the patient at ease, in the hope of building a therapeutic bond. It is good to greet each patient, to shake their hand, to smile, and to offer them a comfortable place to sit and relax, as we prepare to talk and to listen. It is best practice to have read the referral letter in advance and ideally to reread it with each new patient so as to confirm its contents and to establish the facts.


After a brief explanation, a discussion ensues about confidentiality. There are boundaries and limitations with any disclosure and it can be reassuring to understand from the beginning how one’s personal information is going to be shared and how it will be used. Sometimes a patient will request to bring a third party into the consultation, at least for a while, and although this may be perfectly reasonable, it is a disclosure and therefore must be informed and consented. Each patient should be in control of his or her own information. This is their right. Their story is their privileged data and it is an intimate marker of their human dignity.


Despite everyone’s best efforts, a new patient can be very nervous and may remain uneasy for some time. People do not find it easy to share matters that are painful or private. After a little time, and perhaps a drink of water, most people feel more able to talk freely. Then it is time to seek permission to share information with other professionals involved in the delivery of the care plan – the referring doctor, for instance. Usually patients have no difficulty with this, but it can be reassuring to emphasise that no third party will gain access to the information, without the expressed permission of the patient himself or herself. In truth, what the blood is to a surgeon, clinical information is to the psychiatrist: a psychiatrist must never unwittingly allow the information to spill or to leak.


Just as in any other clinical situation, a psychiatrist is bound by the rules of confidentiality. Nowadays no reputable clinician denies that these rules have limits. There is a balance between the explicit clinical commitment to confidentiality and a clinician’s equal responsibility to respect the safety and integrity of others. Confidentiality cannot be a justification for secrecy. It is never legitimate to practise in a way that could place others at risk, and the doctor’s commitment to confidentiality does not place the psychiatrist outside the law.


The matters disclosed at the very first meeting or any subsequent ones are likely to be personal, private, intimate and even distressing. In these circumstances a psychiatrist has only one legitimate purpose: to work towards a full understanding of the problems (this is known as ‘formulation’) and so to develop an agreed plan for care. If at all possible, these meetings should provide relief and support and lead to greater engagement with the therapeutic process and with the recovery plan.


Wherever this type of connection is made, meaningful conversation can begin. With hope, an alliance develops between the person expressing their suffering and the person hearing their pain, and the response is an offering of care. This alliance can occur in the most unexpected of places and at the most unlikely of times.


The therapeutic process comes with certain challenges. It can be difficult for a patient and a psychiatrist or clinician to maintain a therapeutic engagement. A didactic therapeutic position is never helpful. A reciprocal relationship between the patient and the clinician means that an objective therapeutic direction is more likely to be welcomed. With reciprocity, truths about recovery may be shared and may be seen as helpful. In the end, mental recovery is better when it is planned with a human perspective.


We remain social human beings, but today’s more atomised life is distressing for some at least. In response to a perceived experience of isolation, a therapeutic relationship with a mental health professional can be useful and even life-saving. But recovery is best maintained where it is supported by friends, and family and community, and when patients can live safely in their neighbourhoods, and where the right to a shared experience of life is cherished.


Recovery is sustained when we can stay healthy, when we can laugh as often as possible, when we can take care of ourselves and ideally take care of someone else as well, and, most of all, when we can be kind to ourselves and to each other. Recovery becomes apparent once we have learned to tame the anxiety of our unconscious mind and choose instead to adapt to life in a more connected and hopeful way.


It seems that once we locate our mind we begin to understand it. The room is a space for the mind, and a metaphor for the mind at the same time. Most of us will never find ourselves on a psychiatrist’s couch and yet our lives would be perilous if we did not make space for our mental health. In this space, we can hold up a mirror and acknowledge our search for meaning. By going to the room, life becomes more resourceful and rewarding. In showing up there, we show up for life itself.










Experience


 

It is difficult to describe depression. Regrettably, many of us think about the D-word as if we shared a common understanding of it, and so we tend to talk about it as if depression had an agreed universal language. In this chapter, three consecutive patients tell their unique stories as they emerged over time, at a series of sessions in my room.


The stories of Carmel, Richard and Liam illustrate distinctive features of mental distress. Each patient had a recognised form of clinical depressive disorder and yet each was entirely different. Each was contemplating suicide when they presented to their doctor. Each had experienced severe distress as well as a personal loss that is often a precipitant of a depressive episode. Sometimes this loss is difficult to account for. Sometimes it is unconscious and sometimes it is difficult to define. Sometimes no stress can be identified because it is obscured and sometimes it is kept secret because it is a source of shame. Whereas grief for the loss of a loved one or sadness at the loss of a much-valued relationship is recognisable and understandable, when loss is not obvious to others, it can be much harder to understand. Sometimes meaningful awareness of depression comes when we least expect it.


 

Carmel


Carmel is a divorced woman with a diagnosis of bipolar mood disorder and related depression.1 When she first told her doctor her story of depression, Carmel was a college student with her whole life ahead of her. Since that first discussion with her doctor, Carmel has lived thirty years and has had three further serious episodes of what she calls her ‘black dog’.2


On one occasion, after the birth of her third child, Carmel needed electroconvulsive therapy (ECT), a powerful treatment generally reserved for the most severe mood disorders.3 Her depressive symptoms have been in remission for some years now. She looks after herself in a way that is conscious of her history of mental disorder but, as she says herself, she is ‘not defined or paralysed by it’. She takes regular lithium, which is a natural element – a salt.4 When it is used appropriately, it is the most effective stabiliser of mood known to medicine.


Carmel’s journey towards mental health recovery has not been linear. Much has depended on her individual experience. She is what some like to call an ‘expert by experience’ and she is an active member of a support group for those with experience of mental health disorder. Every day in Ireland, groups of people meet in neighbourhoods and in towns, hotels and community centres to share their experience of depression with others in search of genuine recovery. Through this fellowship, people find a route to understanding and a source of real hope. At these meetings each story is heard and each hard-earned personal insight is recognised as priceless beyond value. In this emancipating way, organisations such as Aware, Grow, Recovery and AA (and many others like them) probably contribute more to the health of people with mental distress than any official organised service.


When I met Carmel for review she was quite well – and so I asked her to share with me her understanding of her condition. The notes recorded Carmel’s diagnosis as bipolar affective (mood) disorder, currently in remission.


Carmel’s voice was clear when she talked about her depression. She had considered these issues and had come to views recognisable to many of those who have repeatedly experienced ‘the black dog’. She was not boastful about her insight as she explained the conundrum of depression from her point of view.


‘My view may not suit everybody but, as I see it, I don’t suffer from depression; I experience depression. Between episodes I have a very normal life. My depression is not who I am; it is something that happens to me…


‘I certainly get all the problems that you doctors seem to be interested in. When I experience depression I can’t enjoy anything and I can’t see any hope, my sleep goes and I wake early in the morning, dreading the coming of the day. The only relief is in the evening and then I fear going to bed because I know the whole thing will start all over again. In time, I lose my appetite and my weight falls. My concentration goes and pretty soon I can do nothing. Privately, I have even contemplated death when I have been that down, but luckily I have never done myself any serious harm. I have never lost my reason, but I have been very close.’


Carmel had given thought to the clinical diagnosis of depression and she expanded in a way that had echoes of a common criticism of psychiatry. ‘I know you doctors have to do your job, but I want someone to listen to me, not to question me or to be checking lists. I don’t want to be let down. When I am depressed, my real experience is feeling alienated and cut off from every one. My real fear is despair and my real pain is indescribable. With help, I have learned that I can get through this and have a good life. Sometimes I need to find the words to communicate my emotions. I need to have my distress heard.’


Carmel continued: ‘I don’t want to let down all those people who are like me and who have learned that this experience can be lived through once we work together on a personal recovery plan. We all have to find a way. It is true that lithium works for me and I am sticking to it, but there is a whole lot more to it than that.’


Carmel’s view is supported by lots of evidence. Depression is a recurring problem for many people. The uncomfortable truth is that 70 per cent of those who experience a clinical depression will have another depressive illness at some stage. Of those who experience two such illnesses, 90 per cent will have a third. Depression is significant especially when it is profound, pervasive and persistent – and also when other issues complicate it.


In explaining her frustration, Carmel said this: ‘Why do we have to wait for months and years sometimes before we do something about these problems? The first time, I was ill for at least eighteen months before I got help. And even then it was another crisis that just forced me to do something about it.’


Carmel had some specific things to say about ECT. ‘When I was very unwell, they gave me a course of ECT. I know this might sound odd, but I don’t want anyone to disapprove of me for having had ECT. If I am that unwell ever again, I want someone to do as much as possible to get me well again. I know this is a really controversial area and I wouldn’t allow doctors to give ECT to those who are unwilling to accept it voluntarily. I would definitely draw the line at that. But with an experience such as depression, we are dealing with serious things. For me, it was as serious as cancer. I wouldn’t want someone on the outside banning a treatment like ECT if it’s a treatment that has the power to make me well again. The balance of these judgements has to be in my favour. I am the patient. I deserve to have every effective remedy available to me.’


For Carmel, the problem of depression was not just about being afraid to seek help. As she put it to me: ‘There is a problem of language as well. When we talk about “depression”, we are all talking about different things and there is so much confusion. All I know is what happened to me. The effect of my depression was deep and I could see no way out from a very dark place. Every aspect of my life seemed to be overwhelmed. Since then, the acknowledgement and treatment of my illness has made the difference to my wellness. If I had to sum things up I’d say that depression is an experience I have had more than once, but it is not my life. Luckily, I am able to live by my recovery plan. I can recover fully and stay well.’
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This gave me that precarious gait
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EMILY DICKINSON










 

Richard


Richard is a quantity surveyor. He had been a postgraduate student in the US and lived there for several years. During the boom years he returned to Ireland, got a high-powered job in the city, married and started a family. Then he decided to move out to the countryside in search of a better quality of life. He joined a small practice in a quiet town, but the anticipated gentle pace of life did not materialise. These were the days when the roar of the Celtic Tiger drowned out all but the most earth-shattering of sounds. Richard found himself trapped in a never-ending cycle of work. He put in longer hours, travelled greater distances from home and felt more and more exhausted. At times, he was so consumed with work that he became alienated from his family and friends.


Suddenly, the bad luck that comes in threes visited Richard: a client sued him for negligence; his fellow partner in the practice decided that he wanted to take early retirement, which meant that Richard would have to buy him out; and a surprise audit by the Revenue Commissioners resulted in a demand for a very large sum of back taxes. Any one of these would be enough to break even the healthiest of people, let alone someone with Richard’s pace of life.


Richard’s wife had long sensed that something was wrong. He had become increasingly withdrawn and unable to sleep. He got no pleasure from his daily life. His loss of appetite meant that he had lost weight. Sexual intimacy between Richard and his wife had ceased entirely for nearly six months. In distress, Richard’s wife brought him to see their GP.


The GP suspected that Richard was depressed but knew that almost any medical illness could be depressing, so it was essential to eliminate as many of these medical diagnoses as possible. All of the clinical investigations on Richard came back with normal results: his physical exam was fine and all tests of his blood, kidney, liver, bone and thyroid function came back within the normal range. There was no evidence to suggest infectious disease or cancer; explanations about his condition were not forthcoming.


Objectively, Richard seemed very downcast and pessimistic. He moved sluggishly and his speech had slowed. It was clear that he was in crisis and suffering from depression.1 Richard had told his GP that he felt as if he was ‘on the ropes’, but as far as Richard was concerned all of this was understandable given his circumstances. Richard felt that none of his problems needed intervention from others. The GP had encouraged Richard to attend a counsellor in his local practice and to start a number of sessions of psychotherapy using cognitive behavioural therapy (CBT).2 He had also advised Richard to consider taking an antidepressant of the SSRI family (selective serotonin reuptake inhibitors).3 While Richard politely dismissed the counsellor, he vehemently declined the SSRI. At this stage, rather than tell Richard that nothing else could be done, the GP decided to suggest to Richard that he get a second opinion and see a psychiatrist. With his wife’s encouragement, Richard reluctantly agreed to come to see me.


During our first meeting, it transpired that Richard’s financial position was not as catastrophic as he first thought. His insurers had taken over the negligence claim. It turned out that the tax liabilities related to the years before Richard had joined the practice, so Richard’s partner had agreed a settlement with the Revenue Commissioners and had given up any idea of early retirement. With many of the financial pressures resolved, business was better for Richard; however, life was not. Richard could not understand why.


Richard confided that at the worst point of his financial crisis he had felt he was a failure. He was sure that he would lose everything and so he had begun to look at his options. Seeing how little room he had for ‘escape’, he thought the most attractive option was to die by suicide. He explained: ‘I was thinking that my family would get the insurance and that the kids are young, so they would get over it soon enough. My wife would find someone else – hopefully someone who wouldn’t let them all down. It seemed like the best way to end the pain and stress I was causing for everyone… But then the business turned the corner and I got over the worst of those feelings. I don’t understand why I don’t feel better, though.’


A closer questioning revealed a deeper story. As Richard spoke, it became apparent that his problems were of far longer standing. His principal emotion during the past two years had been high anxiety. Sometimes he would suffer sudden crescendos of panic anxiety.4 ‘My heart would pound. I’d sweat and become dizzy. I was sure I was going to die. Now I’ve got no energy at all. I can’t concentrate. When I was younger, I used to be so motivated. I had energy to burn back then.’


I asked Richard if depression and anxiety could be responsible for his tiredness. ‘No,’ he said, ‘I’ve had enough depression talk from my wife. The truth of it is this: I am not depressed. I am just exhausted. All I need is a good night’s sleep and someone to help me to get my energy back. If the GP would give me a sleeping tablet and I could get to the gym I would be all right. It’s actually not helpful that people keep interfering and giving me grief about things.’


It was clear that Richard’s views were very fixed, but no progress could be made without working within Richard’s own understanding of his problems, in the hope of finding some solutions that he could accept. Whether he knew it or not, his emphasis on his loss of energy as a core feature of his problems has a very ancient and august history. For over 2,000 years of medicine, clinicians have described depression or melancholia as a condition characterised by a loss of energy. The clinical features of pervasive sadness and joylessness, guilt and despair were seen, to some extent, as secondary to the loss of this energetic humour, which was once believed to be essential to the maintenance of mood and activity. The only language that Richard could relate to involved an acknowledgement of this key feature: his lack of energy. He was quite direct: ‘My drive has gone. Somehow I have to get it back. But let’s be clear from the start – I am not going to take any antidepressants.’


Most people experience depression with recognisable forms of loss. The physical and mental impairments of depression are so debilitating that their concealment is hard to comprehend and yet, most of the time, even with this level of distress, depression is hidden and privately endured.


Richard acknowledged more and more of his problems, but was adamant that he did not need treatment. However, he decided that he would keep attending since he found it relieved his distress to some extent. This was the partnership that we needed to build upon.


Richard’s hesitancy about therapy raises questions about the values underpinning mental health treatment. While responding to Richard’s dismissal of help, it is hard to ignore the dilemma of the advocate. Every healer worth their salt wants to heal, but a healer’s desire must be legitimate. For some clinicians, delivery of therapy merges with their response to the problems of daily living. For this kind of therapist, mental health disorders are indistinguishable from ordinary human challenges and so they regard more narrowly defined medical approaches as lacking an appreciation of holistic human reality.


Other therapists attempt to transcend the day-to-day issues and instead see their role as helping people to face the universal existential reality, which is the inevitability of our death. This view of therapy celebrates the ultimate achievement of personal autonomy, the freedom to make choices, to turn away from some options, and to select sustainable alternatives. When the resulting psychological outcome is an autonomous one, the therapist regards this as progress on a journey towards ultimate self-actualisation.


The best approach to mental health care is to place human rights at the heart of any recovery plan. This need not impede practical therapeutic intervention directed towards the ‘here and now’, especially where the treatment is necessary to sustain life and where therapy is valid in terms of objective evidence. Brief behavioural interventions are focused on problem-solving approaches and they are legitimate when supported by evidence of benefit. In responding to problems such as those experienced by Richard, the therapist’s challenge is always to respond in an authentic way; neither to insist on subjective solutions nor to encourage adherence to any one set of personal philosophies. No therapist can claim to have figured out solutions to the universal challenges we all face in life. Our lives are brief and many bogus treatments abound.


Richard might recover by focusing his efforts on addressing the specific challenges arising from his mental distress. If Richard was to fulfil the potential of his life, he needed to get some recovery of his faculties. For better or worse, he needed to regain his functional mental health. Getting personal wisdom or preparation for the existential reality might be done at another time.


In responding to Richard’s scepticism, we needed to start by addressing the here and now. Psychological medicine has no role in directing anyone along any specific philosophical route or towards any specific response to the personal challenge of existence. For some people this approach can seem unhelpful, even though it is not intended to be. For Richard, this approach was appealing. In discussing his treatment along these terms, Richard said he felt liberated. With this clarity, he said he felt more engaged. Richard needed to know that no one was about to take over his life. Instead, he was being offered help to revalue that life and regain hope for the restoration of his peace of mind.


During Richard’s next sessions the persistence of his depression was very apparent. No straightforward remedy had emerged to dramatically restore his energy levels, and Richard was frustrated by this. In addition, Richard’s hostility to the language of mental health made it more difficult to develop a shared understanding.


It seemed that Richard’s history was incomplete. Without a full history the psychiatrist is in a very difficult position. There is no specific diagnostic test for clinical depression or anxiety disorder. The diagnosis depends entirely on historical assessment of the behavioural signs and personal symptoms of these common but clandestine problems. Some things had not been said. Perhaps Richard had other details to share that would help us to understand. Maybe there were other things we could consider together on his road to recovery.


Over the coming weeks, Richard revealed more and more. ‘I’m the youngest. I’ve two sisters and one brother. My father died when we were young. That was tough – but I’ve always just tried to get on with things. I mean, what else can you do?


‘I know they say the unexamined life is not worth living, doctor, but the over-examined life is a bit much too. I mean, everyone gets something. I hit a rough patch when I lived in the States, alright. There are times even now when I’d be a bit panicky, but I’ve always tried to just get on with things.’


Richard’s combination of clinical depression and panic anxiety is particularly toxic to recovery. Depression burdens life with past guilt and regrets, but anxiety anticipates life’s threats and magnifies them, so that the future becomes full of dread. The combination of depression and anxiety can be paralysing: the sufferer cannot resolve the past, live in the present or prepare for the future.


Panic anxiety disorder frequently coexists with depression and the combination can have a disabling effect on recovery. Panic and anxiety are often accompanied by avoidance behaviour and this is particularly disruptive. Richard was chronically avoidant. He touched on the issue during one of our conversations.


‘My business partner gets on to me about postponing things at work. Actually, my wife says the same thing at home. I don’t think it’s a big deal. It’s natural enough when you have an awful lot of things on your plate. There’s just a lot of responsibility and I don’t think it’s helped by talking about it. I’m happy to tell my wife about work in the evenings. I’m happy to hear about her work too. But I’m just not one for the endless conversations, you know?’


Richard avoided emotional disclosure and in relationships he feared what he called ‘heavy talk’. His history of panic attacks went right back to his early adulthood, and as a result he routinely avoided many circumstances that he felt could precipitate another panic attack. As his mood had deteriorated, he had been avoiding emotional contact more and more. His anxiety amplified his chronic avoidance and this left his life increasingly constricted and limited.


Some of this explained why Richard was less likely to seek help than others with either depression or anxiety problems alone. Even when the anxious depressed do seek help, they are many times less likely to be diagnosed with depression. Anxiety and avoidance tend to mask and postpone the recognition of an underlying melancholy. As a result, the delay between the onset of symptoms and any effective treatment can be many years.
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