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This book is dedicated to David Westbrook, who sadly died before it was completed. David will be remembered as a tremendously compassionate and skilled therapist, an inspirational colleague, and a wonderful family man. He is greatly missed by all who knew him. We hope that this book will stand as a fitting tribute to his memory.
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Preface


This book is based on an approach to therapy called cognitive behavioural therapy (usually shortened to CBT, and also sometimes known just as cognitive therapy – they all mean much the same thing). CBT was developed for treating depression back in the 1970s and has been shown to be highly effective – at least as effective as antidepressant medication. CBT can be carried out face-to-face, like any other therapy, but it can also be very useful for people who are not seeing a therapist. There is good evidence to suggest that the ideas and techniques of CBT can work well when used by people on their own, in a self-help format such as this book. Good self-help books will explain the principles behind CBT, and suggest ways of making changes. This approach is what this book is all about.


Since its first development CBT has kept changing and progressing. Clinicians and researchers have continued to look at ways to make it more effective and to develop new ideas and techniques that will help those with psychological problems such as depression. We have been very lucky that the people responsible for many of these developments in CBT have agreed to write the chapters describing their approaches.


This book is split into four parts. In Part 1 we will start with the basics: what depression is and what causes it, and the ideas and techniques of CBT that have made such a big impact on how people deal with depression.


Part 2 gives more detailed information about techniques for tackling depression, such as becoming more active, or learning to be kind to yourself.


Part 3 looks at specific problems that are common in depression, such as sleeping difficulties and low self-esteem.


Finally, Part 4 considers the treatment of depression in a number of special cases. One of these is where people experience marked swings between low mood and extremely high mood. Others include depression in the elderly, in people with poor physical health, and in the time around childbirth.


We hope we have included everything that you will need to overcome your depression.





Introduction: Making the most of this book



In this section we are going to talk a lot more about CBT and how you can use it to help yourself. Before starting, it may be helpful to think a bit about what you want to get out of this book. You might just want to get some information about depression, or about CBT. Alternatively, you might want to work through it in a systematic way as if you were seeing a therapist.


Some people find that it is most helpful to read through everything before making a start, while others want to get straight to the most relevant bits, and still others like dipping in and out according to what grabs their attention. There’s no right or wrong way, except that it would probably be useful to read through the introduction to CBT (pages 1–39) before you begin your self-help. For some people it will be clear that maybe one or two chapters are most relevant, while others may need to read more.


If you are worrying about a self-help approach, it’s worth remembering that even when people work with a therapist, CBT puts a lot of emphasis on self-help. The therapist will explain things to you, and will show you ways of thinking or doing things differently. This book will try to do exactly the same thing – explain what is going on, and help you to work out what you can change.


Having said that, there is also evidence that people benefit more from a self-help approach when they have some support from someone else. The person supporting you can encourage you to keep going, and be there for you to bounce ideas off. Your supporter can be a partner, family member or friend – any of these may be helpful, provided that it is someone you can trust to be supportive. You will see tips for supporters dotted throughout this book, designed to assist them in helping you. If you don’t have anyone to support you, though, don’t worry; you can still benefit – and the tips can help you, too.


Here are some further ways of making the most of self-help.


•   Put aside a regular time to work through this book, just as you would if you were seeing a therapist. Try to find a time when you can have half an hour or an hour to yourself, when you can really concentrate on yourself and what you need. This could be once or twice a week, depending on how you feel. You will get the most out of this book if you work through it on a regular basis, so be realistic about the best time to do this, and stick to it.


•   Get a notebook – whether paper or electronic – where you can write down ideas and notes about what you are reading and keep track of what you are doing. Many of the self-help exercises involve writing things down, so having somewhere dedicated to do it will make it much easier.


•   Keep track of how you are doing, so that you don’t lose sight of changes you’ve made. As a first step, you could fill out and make a note of your score on the brief questionnaire about depression (Table 1: PHQ-9, shown on page 16) and the one about anxiety, if that’s relevant to you (Table 2: GAD-7, shown on page 20), so you can come back to the scores later and see how you’ve improved.


•   Try things out. It is very important that you try out the suggestions in this book. Just reading the exercises, without doing anything different, will not help nearly as much as actually doing them. You wouldn’t expect to get fitter by reading a book about exercise, but not actually doing any. Obviously that won’t work! The same is true here. You need to put our suggestions into action if they are going to do any good.


•   Don’t worry if you find it difficult at first. Sometimes making changes can be very difficult, and it can be hard to believe that it is going to work. CBT can take a bit of time and repeated practice before you start to feel different. Again, as with exercise, you need to persevere. If you went to the gym once and then went home and said, ‘I don’t look any different, so that doesn’t work,’ most people would tell you that you need to keep going. It’s a bit like that with CBT – you need to persevere for a while before you see the benefits.


•   Remember that everyone is different, so what works for you may be different from what works for someone else. The best approach is to pick one of the techniques and try it out for yourself for a reasonable period of time, perhaps a week or two. If it helps, even a little bit, then it is worth continuing, and perhaps adding another technique. If it does not help after a reasonable trial, then try a different technique. But remember, self-help isn’t always for everyone, so if you have given this a good try and it doesn’t seem to be making any difference, don’t feel disheartened. Instead, visit your GP and discuss what you’ve been doing and they will be able to discuss other options with you. They may suggest that you try one-to-one therapy or a different treatment approach altogether.


 




Key messages


•   The self-help approach can sometimes work better if you have someone to support and encourage you, so think about whether you’d like to find someone to be your supporter as you work through the book.


•   Remember that making changes can be difficult at first, but as you go on it will get easier.


•   Like starting to exercise, you need to keep at it. Don’t give up if it doesn’t seem to work immediately – keep going and you will begin to see changes.


•   If you’ve given it a good try but still don’t feel different, then don’t feel disheartened. Self-help isn’t for everyone, and your GP can help you to think about alternatives.





 




Tips for supporters


•   Help the person you are supporting to organize themselves with a notebook, and to make a time for their therapy.


•   Decide between the two of you exactly what you are going to do. Will you be present at every session? Or are you only going to be there when the person you’re supporting needs help? Or something in between?


•   Make clear what time you will have available. If you don’t live with the person you are supporting, decide on a way of making contact that suits both of you.


•   Encourage them to make a note of the symptoms they have been experiencing and their score on the questionnaires (if they want to use them).


•   Help them to decide whether they need to have any discussions with their GP before they start. This will be particularly important if they are having suicidal thoughts, or if they aren’t sure what is wrong with them. Finally, it would probably be a good idea if you could read this book, too.








PART 1



Introduction to depression and CBT – the basics





 


 



Understanding depression






1 What is depression?





What depression can feel like


Mark is a young man of thirty-two whose family have had a business for generations. Recently, however, the business has been in difficulties and they are struggling to keep going. To make things worse, an innovation Mark tried lost them money. Mark feels a complete failure. He thinks that he is completely responsible for the business, and he cannot think what to do to keep it. He knows that he is going to let everybody down.


Sally is a forty-six-year-old woman with two teenage children. She used to work as a teaching assistant, but left when her new boss made it clear that she didn’t like her. She feels completely useless – the children don’t need her any more, and she can’t even contribute financially. Once the children go to school she sits on the sofa and cannot make herself move to do anything. She has started to think that no one likes her or wants her around, so has stopped contacting her sisters and friends.


Barry is a twenty-year-old who has just gone to university. He was having a fantastic time in his first term, staying up late and going to every party he could find. But a few weeks into term he found that people were keeping away from him, saying they just couldn’t keep up. Even so, he felt fantastic. He had loads of energy, and in tutorials was full of brilliant ideas. He talked and talked, and got very irritable if people didn’t seem to listen – but he talked over them anyway. He hardly slept because there were so many interesting things to do, and didn’t bother to eat much either. After a couple of weeks like this, he was surprised to find that his tutor was worried and asked him to see the college nurse. He thought it was ridiculous!





If you have picked up this book, then the chances are that you already know something about depression. You may know what it feels like for you, and how it affects you. You may know how it is affecting someone close to you, and see the sorrow and frustration that it brings. Or you may be working with people who get depressed, and you want to explore more about how to help.


Although you may have some previous knowledge of depression, we aim in the next few chapters to describe it clearly, and to separate some of the myths from the facts. We will discuss why some people get depressed and what keeps depression going, and we will talk about effective ways to treat it. Finally, we will help you to think about whether you are depressed and, most importantly, how you can use this book to improve your mood.


What do we mean by depression?


What is depression? Is it an illness? Is it different from being unhappy, or being in a mood? Why does the title of the book include ‘low mood’ as well as depression? We use the word ‘depression’ in so many different ways that it can be very confusing, and can lead to misunderstandings. We will try to reduce some of this confusion.


First, the word ‘depression’ can be used just to mean a mood – it describes how we feel. For instance, someone might say she felt depressed if she looked out of the window and saw that it was still raining, so she couldn’t go out, or if she hoped a friend would ring but they haven’t. In this situation many of us might say ‘I’m so depressed!’


Now imagine Clare, who has moved job to a new town, and doesn’t know anyone. The job is going OK, but she is very lonely and can’t seem to make friends. After a few weeks she realizes that she is actually feeling low a lot of the time. She feels OK at work, but once she’s at home she doesn’t know what to do with herself, and life starts to feel very bleak. Next, imagine what might happen if Clare lost her job in the new town, and couldn’t move because she couldn’t sell her new house. Now she constantly feels very bad. She spends a lot of time just sitting on the sofa staring into space. She can’t summon up the energy to do anything, and there doesn’t seem any point anyway. She can’t see a way out of her predicament, and is starting to believe that she’ll never be able to do anything right, and it’s probably what she deserves anyway.


In these examples, it is clear that in the first case the person is not depressed – it’s just a bad day. In the third case, it’s easy to see that Clare is depressed. The depression is severe, it goes on all the time, and she’s stopped being able to function. We could describe this state as a ‘major depressive disorder’, if we wanted to use psychiatric terms. Some people might also refer to this as being ‘clinically depressed’ (but see below about the use of this term). If we used a questionnaire to look at her symptoms, we might categorize her as severely depressed.


The second case is a bit trickier. The depression hasn’t yet taken over, but Clare is being affected by it, and feeling low quite a lot of the time. This case wouldn’t fit into the psychiatric definition of a major depressive disorder, but she would probably get quite a high score on the questionnaire. We could describe her as being unhappy, but we could also describe her as having a mild or moderate level of depression.


Depression or unhappiness?


When we are thinking about the difference between depression and unhappiness, there are three things to consider:


•   The severity of the low mood: how bad it feels. Do you feel very upset and in emotional pain a lot of the time? Do you find yourself crying, or start to think that life is not worth living? The worse these feelings get, the more it may be sensible to think of how you feel as depression rather than as unhappiness.


•   The persistence of the low mood: is it there all the time, and does it go on and on without letting up? For instance, if you got a new job or made new friends, would you feel better? If not, then again it may be more sensible to think of how you feel as depression.


•   The extent to which it affects you: as depression gets worse, you are likely to have more and more different symptoms, beyond just low mood – for example, your body and your behaviour are affected, and you find it increasingly difficult to function. We describe the symptoms of depression below, and if you experience more than a few of these, it is more likely that you are suffering from depression than normal unhappiness.


Does it matter what it’s called?


The simplest way to think about this is that unhappiness may just be a different way of describing milder levels of depression. But does it matter what we call it? Most of us accept that at some point in our lives we are likely to be unhappy. Things sometimes go wrong, and life is not always easy. Regardless of what we call it, though, we should remember two things: it is natural to feel low sometimes, and you can do something to improve how you feel, and to tackle the problems that may be causing you to feel that way.


In the end it probably doesn’t matter too much what we call it. We will talk later in this section (page 16–18) about how to identify depression for yourself, but the ideas and strategies that we will show you will be relevant whether the problem is low mood, unhappiness, or depression. So no matter how bad your feelings, the ideas in this book should help you. If you are quite badly depressed then you may need additional help (we will talk more about this on page 18) but hopefully there will still be things in this book that will enable you to cope with it better.


Symptoms of depression


Once people are depressed there are a whole range of symptoms that accompany the changes in mood. It is helpful to think of these in four different groups (we will come back to this in Chapters 4 and 6, which look at what keeps depression going).


•   Emotional symptoms – the feelings you get inside


•   Cognitive symptoms – your thoughts and beliefs


•   Behavioural symptoms – the things you do and say


•   Physical symptoms – the way your body reacts


Let’s look in a bit more detail at each of these.


Emotional symptoms


The most obvious emotional symptom is of course feeling depressed. You may feel low, blue, down, fed up – people have many ways of describing their low moods. Another part of the picture is that you don’t feel good any more – you may lose interest in things, and lack any sense of enjoyment, even of things that you would previously have enjoyed. Some depressed people find that their emotions are almost entirely absent: everything just feels flat and grey all the time.


Cognitive symptoms


There are two aspects to depressive thinking.


First, there can be problems with the process of thinking. You might find it hard to concentrate, or to make decisions; you might feel that you can’t focus on a topic, or notice that you are reading the same sentence in a magazine or book over and over. You might have trouble remembering things.


The second category is to do with the content of your thoughts. This is at the core of depression, and we will come back to it throughout this book, since it is here that much of CBT focuses. The content of depressive thinking is very negative: about yourself (‘I’m a complete failure – nothing I do is any good’); about the world in general (‘Life is difficult and nothing ever works out well’); and about the future (‘It’s always going to be like this’). Depression makes you see everything in the most negative light.


Sometimes these negative thoughts can be so bad that you start to have thoughts about death and suicide, even to the extent of starting to plan how you might do it. If this is the case with you, then please go straight to page 18–19 where we talk about what to do if you feel like this.


Physical symptoms


This category of symptoms is to do with the way that our bodies react when we get depressed. When the symptoms get bad, it really is like having an illness. There are a number of ways in which your body can be affected:


•   Tiredness, low energy and fatigue. This is one of the most common physical symptoms of depression, and can make it very difficult for you to do anything.


•   Sleep difficulties. You may find it difficult to go off to sleep, wake up frequently throughout the night, or wake up very early in the morning and not get back to sleep. You may find that you seem to sleep OK, but that you don’t feel refreshed. You may also find that you sleep more than usual – you might fall asleep in the day, or sleep for unusually long periods at night.


•   Diurnal variation. This means that your mood may be consistently better or worse at some times of day. The most common pattern is for people to feel worse in the morning, and then to pick up as the day goes on. Early-morning wakening is when people wake up very early, and feel very low indeed. Some people experience different patterns of variation over the day, but this is the most common.


•   Appetite and weight problems. Like sleep, this can go either way. You may find that you have no appetite and that you lose weight without meaning to. Or you may find that you are unusually hungry, craving food. This is usually unhealthy food, high in fat and carbohydrate, rather than healthy food. You may find that you are putting on a lot of weight, which then makes you feel even worse about yourself.


•   Sexual problems. It is very common for people to lose any interest in sex when they are depressed. Depression can also make it difficult for your body to function sexually. This can cause additional problems for partners, which we will come back to later (Chapter 20) and again it may make you feel worse.


•   Being slowed down or agitated. People with severe depression may find that their whole body slows down. They find it hard to walk at more than a snail’s pace, and take a long time answering the most simple question. This is sometimes called psychomotor retardation. It can also go the other way, so that people can be physically overactive, and find it difficult to sit still. You may find that you are pacing around the room, or pulling your hair, or wringing your hands. We call this state psychomotor agitation.


Behavioural symptoms


This category of symptoms refers to what we do when we are depressed. Remember that when you are depressed you may have little energy or confidence, and get little pleasure from anything. This means that it can be very hard to make yourself do anything. Typically, people start to withdraw from activities that they used to do. You might find yourself making excuses not to take part in something you’ve agreed to do, not returning phone calls from people, not managing to get to the shops or tidy up at home. You might avoid doing things that need doing, like paying bills or mending the car. As the behavioural symptoms get worse, you may find that you have stopped doing almost anything and that you are spending a lot of time sitting or lying around. You might stop taking care of yourself physically and find it hard even to get up and wash.


Classification of depression


We said earlier that it does not matter exactly what name we give to how you are feeling. Nevertheless, mental-health professionals who work with people experiencing depression often use a system that helps them to gain a more objective view of the problems their patients are describing. There are two such systems in common use. The American Psychiatric Association’s system is called the Diagnostic and Statistical Manual of Mental Disorders, or DSM-5. The other, which is used more in the UK, is called the International Classification of Diseases, or ICD-10. The numbers refer to the number of times that the systems have been revised, which shows that classifying mental disorders is not a straightforward task.


DSM-5 looks at a list of symptoms that includes depressed mood, loss of pleasure, weight changes, sleep changes, being agitated or slowed down, loss of energy, feelings of worthlessness, concentration difficulties and thoughts of death or suicide. It defines a ‘major depressive episode’ as having five or more of these symptoms most of the day, nearly every day, for a continuous period of two weeks or more. In addition, the symptoms must cause the sufferer significant distress or affect how they are able to function.


Similarly, ICD-10 looks at the key symptoms of low mood, loss of interest or pleasure, and fatigue, and then considers further symptoms including: disturbed sleep; poor concentration or indecisiveness; low self-confidence; poor or increased appetite; suicidal thoughts or acts; agitation or slowing of movements; and guilt/self-blame. These ten symptoms define the degree of depression, which could be:


•   Not depressed (fewer than four symptoms)


•   Mild depression (four symptoms)


•   Moderate depression (five to six symptoms)


•   Severe depression (seven or more symptoms)


ICD-10 also says that the symptoms need to be present for most of every day, and should be there for a month or more.



Dysthymia



Dysthymia, or dysthymic disorder, refers to a more ‘grumbling’, low-level form of depression, in which you do not have the full range of symptoms that make a major depressive disorder, but you still feel very low and may not function as well as you could. In order to meet the diagnosis for dysthymia these symptoms have to go on for a long time – at least two years before the diagnosis is made. It may not be as intense as major depression, but it affects your ability to function and makes life difficult for you.


Bipolar depression and cyclothymia


These terms refer to people who do not just get depressed but also have times when the pendulum swings the other way. At these times their mood is unnaturally high, and they become excessively energetic and optimistic – sometimes very unrealistically so. These high periods are known as mania. At other times the high mood can be more agitated and irritable than excited and happy. This problem of mood fluctuations between extreme highs and extreme lows used to be known as manic depression, but these days it is more often referred to as bipolar disorder (because your mood can be at either ‘pole’, or end, of a scale). As with depression/dysthymia, there is also a less extreme version of bipolar disorder, when your mood fluctuates from high to low in a less exaggerated way: this is known as cyclothymia. (Chapter 21 later in this book talks in more detail about these problems.)


A word about terminology


Throughout this book a number of authors have used the term ‘clinical depression’ to describe major or severe depression. However, clinical depression is not a diagnosis in itself – it’s really a shorthand way of referring to these severe depressions.



Other problems that go with depression



As if depression on its own were not enough, many people who get depressed also experience other problems with their mood. Two of the most common are anxiety, and irritability or anger.


Anxiety


Anxiety very often accompanies depression, but it can also be a problem in its own right. So how can you tell which is which? Are you anxious because you are depressed, or depressed because you are anxious? Which should you try to tackle first? In order to work this out, there are a couple of questions you might ask yourself:


•   Which came first? If you started to suffer from anxiety, have not got better, and have found life increasingly difficult and limited, then it is not surprising that you would get low in mood as a result. In this case, it is probably sensible to tackle the anxiety problems first, since it is likely that the depression will improve when the anxiety starts to get better.


•   Which is more prominent at the moment? If the anxiety is there some of the time, but the depression never goes away, it may be a good idea to focus more on the depression.


Sometimes it can be very difficult to tell which is worse, or which came first, and in this case professionals normally operate by the rule that depression ‘trumps’ anxiety. In other words, if you’re not sure, focus on depression first.


As in depression, it can be helpful to think of anxiety symptoms in these four categories:


•   Emotional: feeling tense, edgy, nervous, anxious.


•   Cognitive: your attention is drawn to things that might present a risk or threat to you. You may have thoughts like ‘Something terrible is going to happen’, ‘I’ll die’, or ‘I’ll make a terrible fool of myself’.


•   Physical: these are particularly prominent in anxiety and include racing heart, shortness of breath, light-headedness, ‘butterflies’ in the stomach, trembling, dry mouth, sweating, muscle tension and many others.


•   Behavioural: when people are anxious they tend to avoid the things that make them feel worse, sometimes to the extent that they can’t go out at all, or can’t face dealing with life’s problems. People also use ‘safety behaviours’ a lot – ways to make themselves feel safe if they do have to confront the situations they fear.


On page 20 there is a brief questionnaire that you can use to help you decide how big a problem anxiety is for you.


If you remain unsure about which to tackle, then your GP should be able to help you think about it and can refer you to the right places for help, if that is what you need. If you want to tackle anxiety yourself, then some useful contacts are listed in the Other Resources section of Appendix 1. You could also have a look at the companion book to this one – The Complete CBT Guide for Anxiety (see page 540).


Anger and irritability


Of course people can be angry and irritable for a variety of reasons, but these emotions are often a part of depression. Again, let’s describe the symptoms in our four groups:


•   Emotional: angry, furious, irritable, tense, wound up, ‘having a short fuse’.


•   Cognitive: you may be preoccupied with seeing yourself as having been badly or unfairly treated, or about wider injustice. You may be angry about big things, such as the abuse and cruelty that we see in the world, or about small things: your partner should not leave their coffee cup for you to wash up; your children should not leave their toys all over the house; that driver should not have cut you up on the roundabout. The angry thoughts may be worse if you feel the unfair behaviour shows that people are disrespecting you.


•   Physical: you may be aware of churning feelings in your stomach, feelings of heat in your body, tense and painful muscles, tears of rage. People sometimes talk about a ‘red mist’ coming over them.


•   Behavioural: at milder levels of anger and irritability you may be snapping at people around you, telling them off, or cutting them off and ignoring them. It can mean banging doors and slamming things around. More seriously, though, people can become violent to those close to them, or cause fights and accidents outside the home. Anger and irritability can cause problems with relationships, particularly if families or work colleagues are not aware that it is a result of depression.


If these symptoms ring a bell, especially if you are afraid that you cannot control your anger and may cause harm to someone else, then it would be good to go and talk to your doctor. On pages 539–40 there is a list of books and other resources that may help you.


When the anger is a part of depression, it may help to accept that you are depressed. Sometimes anger can mask depressive feelings that we don’t want to acknowledge to ourselves or to others because we are ashamed of them. If you can admit that you are feeling depressed, you may initially feel that you have let yourself down. In the long run, however, it will be much better. You will know what the problem is, and will be able to get the right help, or use the right self-help resources. Furthermore, when you are angry it is very difficult for other people, especially people you are close to. It will be much easier for them to cope with your anger if they understand that you are depressed.


If you think you are feeling excessively anxious and/or angry, don’t worry too much, because when you start to work on your depression you will probably find that the other problems start to improve too. See how it goes when your depression starts to get better, and then if there is still a significant problem with anxiety or anger you can consider trying to address them more directly.


 




Key messages


•   The word depression covers a wide range of different states, from quite mild upset to serious and debilitating conditions.


•   The ideas and techniques of cognitive therapy outlined in this book are relevant no matter how serious your depression is, or what exactly it is called.


•   It is helpful to think of any kind of depression in terms of four types of symptoms: emotional, cognitive, behavioural and physical.


•   Sometimes depression is accompanied by other kinds of feelings, typically anxiety or anger, which may need to be understood and helped as well.





 




Tips for supporters


•   As we’ve seen, depression can be quite a complicated mixture of feelings, thoughts, behaviours and physical problems, and anxiety and anger are often a part of it.


•   When people are depressed it is very difficult for them to think clearly about what’s happening to them.


•   Help the person you are supporting to think about whether they are depressed, or whether they might be suffering from anxiety or anger. The questionnaires at the start of Chapter 2 should help with this, so encourage the person you are supporting to fill them out.


•   You could also help the person to think about how they feel in terms of the four groups of symptoms – this will be very useful later.








2 Are you depressed?



Since you are reading this book, it’s likely that you are wondering if you are depressed. One way to decide is to go back to the symptoms described in the first chapter. If you recognize yourself in these descriptions then it is likely that you are suffering from some degree of depression.


There are also questionnaires that can help you to think about it. One of the most commonly used of these is the Patient Health Questionnaire, or PHQ-9. This is a quick questionnaire used by many GPs and psychology services to help decide whether someone is depressed (and also to measure progress once therapy has started). Table 1 below shows the PHQ-9. Use the questionnaire yourself by reading each of the statements and putting a circle round the number that best describes the degree to which you agree with it. A zero would mean that you don’t feel or experience what is being described at all; a three would mean that you feel it most of the time or all of the time. Once you’ve circled the numbers in the columns, add up each column and write the total at the bottom, then add these together to get your total score.


Table 1:
Patient Health Questionnaire (PHQ-9) to assess depression


[image: Illustration]
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It is important to say that your score on the PHQ-9 is not by itself a psychiatric diagnosis, but a high score is an indication that you may need help. You can also use the PHQ-9 again as you work through the book to see how you are doing – when things start to improve you should see your score drop.


What if my depression is very bad?


This book contains many ideas and techniques that will be helpful for all sorts of depression. But sometimes a self-help book is not enough, particularly if your depression is quite severe, and you may need additional help. This could be either psychological therapy or medication – we talk more about the latter in Chapter 5 – or maybe even both. Psychological therapies, particularly CBT, are now much more widely available on the NHS than they used to be. The main way to get access to psychological therapies is to visit your GP, tell him or her how you are feeling, and ask for a referral. Your GP will also be able to discuss various treatment options, and will discuss with you whether medication could help. Another option is to call NHS 111, who can give advice about what to do in your particular case.


A special note on thoughts about harming yourself or ending your life


Question 9 in the questionnaire above asked if you have thoughts about harming yourself, or if you have thoughts that you would be better off dead.


Sometimes when your mood gets very low you can start to think that there really is no hope and no escape, and that you and other people might be better off if you were not around. If you recognize these thoughts, and fear that you are feeling suicidal, please get help straight away. If there is someone around whom you trust, then let them know how you feel, so that they can help you to keep safe. You can make an appointment with your GP or physician, and don’t let the receptionists tell you that you will need to wait – you are a priority. If it is out of hours, then your local Accident and Emergency department (A&E) has people who can help. You don’t have to live with these thoughts and feelings on your own. The right assistance for recovery is available. We will say a little more about dealing with these thoughts on page 109.


Symptoms of anxiety


Another useful questionnaire, also used by GPs and other professionals, is called the Generalized Anxiety Disorder questionnaire (GAD-7), which is shown below in Table 2. As we said earlier, it is very common for people who are depressed to experience problems with anxiety, too. This questionnaire can give you an idea of how bad the anxiety problems are. If you are scoring in the moderate or severe range (a total score of 10 or more on the questions below), then you may need to get professional help for the anxiety as well. If you are not sure whether anxiety or depression is the main problem for you, then go to your GP and talk it through with him or her, so you can be confident of what to tackle first.


Table 2:
Generalized Anxiety Disorder Questionnaire (GAD-7) to assess anxiety


[image: Illustration]


 




Key messages


•   In order to help you think about whether you are depressed and/ or anxious, try filling in the PHQ-9 and GAD-7.


•   If you can’t work out the best way forward, then go and talk to your GP or to someone else you trust, to ask for their help in making the decision.


•   If your depression is very bad, and you are having thoughts about ending your life, then get yourself to a doctor or mental-health professional as soon as possible, so that you can start to get the help you need.





 




Tips for supporters


•   Hopefully the person that you are supporting has filled in the questionnaires by now, so help them with scoring and making sense of the scores – it can be quite muddling for someone who’s not feeling great!


•   If you or the person you are supporting are not clear what the main problem is, or if either of you is worried that the depression or other problems are very severe, then help them get to the doctor. It may only need a single appointment and then you can both go back to working with this approach.


•   Sometimes people are worried about going to the doctor in case they are whisked off to hospital. Reassure the person you are supporting that this is very unlikely. Only people with the most severe problems are taken to hospital, and then only after other things have been tried.








3 Myths and facts about depression



It can be very hard for people to talk about depression, and they often suffer on their own. Sometimes people feel too ashamed to admit to feeling depressed, and worry about what other people will think. Often people have been encouraged to keep things to themselves. This has been getting better over the last few years, but for a lot of people there is still a great deal of shame. Because people have not talked openly about depression, it has been easy for myths about it to develop. Happily there does seem to have been a shift in attitudes in recent years, and a number of prominent people have openly spoken about their own problems with depression: for example Alistair Campbell, who worked very closely with ex-Prime Minister Tony Blair, and Steven Fry, the author and TV personality.


The myths about depression may make it harder for people when they are depressed, so we will talk about some of the main ones below.


Myths


‘It’s weak and pathetic – only losers get depressed.’


This used to be a common view. Many of us have been told to keep a stiff upper lip, or pull our socks up, or snap out of it. You may have tried to take this tack yourself. The problem is that it doesn’t work very well. The British government spends hundreds of millions of pounds a year helping people with depression. If it was just a matter of snapping out of it, we could save a lot of money! And remember that more and more people now feel able to say that they get depressed – and they are certainly not people you would think of as weak and pathetic losers. Winston Churchill famously talked about the ‘black dog’ of his depression, and since he led Britain to victory in the Second World War he could hardly be described as a loser! Another person clearly not a loser is J.K. Rowling, the author of the amazingly popular Harry Potter books. Seven years after graduating from university, Rowling said she saw herself as a failure. She was diagnosed with depression and has described how she contemplated suicide. As everyone knows, she went on to become one of the most successful and well-known authors in the world!


‘I don’t deserve to get help.’


You may believe that you don’t deserve to get help, and that it’s right that you feel the way you do. You might believe that this is a punishment because you are such a bad person, or have done so many terrible things. This can make it very difficult to accept help and to take the steps you need to take to get better. But thoughts like this are really the depression talking. Guilt and self-blame are recognized symptoms of depression, and shame is extremely common too. So believing that you don’t deserve help is itself a symptom of depression. Try to put these thoughts aside so that you can concentrate on getting better. Chapter 10 will show you how to start doing this.


‘Depression is biological – only pills can help.’


We are going to talk in the next section about the causes of depression and we will see that for some people there is a biological factor. But this does not mean that there is nothing you can do. Diabetes is biological, but sufferers can be helped enormously by adapting their diet and lifestyle. No matter what the cause of your depression, there is a great deal that you can do to help.



‘This isn’t depression – it’s just me, and there’s nothing that anyone can do.’



This myth is often particularly strong for people who have spent much of their lives feeling depressed. It may be because they have had difficult lives from a very early age, and have never had a chance to feel OK about themselves or about the world. But actually what this means is that you may have been depressed for a very long time – we recognize now that children do become depressed – and your depression can still respond to treatment. Although it can be very difficult to believe that things can change, we know that people can improve enormously if they start to understand depression and what keeps it going. It is not a life sentence!


‘Other people can cope with their lives; I should be able to cope with mine. It’s my fault.’


When you are depressed it is very easy to think that you are the only one, and that everyone else can cope. But take a look at the statistics in the next section, ‘Facts’. Depression is much more common than you may think, and you may know a lot of people who are depressed. Remember that people are often ashamed of it, and will try to hide it. It may be that if you haven’t seen someone around for a while it’s because they’re depressed and are withdrawing from things they used to do. Or maybe you see them but don’t realize they are not coping – maybe they don’t acknowledge you when you see them, which has made you assume that you’ve done something to offend them, not realizing that they are depressed. A character in the novel Rachel’s Holiday by Marian Keyes says, ‘The trouble with us is that we compare our insides to other people’s outsides’ – and it’s true. We only see other people’s outsides, and we often don’t know how they feel inside.


You may have noticed that most of these myths concern the shame, self-blame and hopelessness that depression can cause. But these thoughts are themselves symptoms of it – it’s the depression making you think this way. In Chapters 9 and 10 we will look more closely at thoughts in depression, and consider different ways to tackle these.


Facts


Having read about some of the myths surrounding depression, what about the facts?


Depression is much more common than many people imagine. Different studies have used different ways of measuring how many people are affected, but most estimates suggest that around one in six people will be depressed enough to require treatment at some point in their lives and that women are more likely to be affected than men. That means that if you know fifty people, around eight of them are likely to be significantly depressed at some point.


The majority of people who get depressed get better within a year, but approximately one in five don’t completely recover. Although they may have experienced an improvement in their mood, they still have some symptoms and difficulties. Approximately half of those who have had a period of depression will experience another episode within the following two years. This means that getting the right help, and learning how to manage your symptoms, is crucial. CBT is particularly important because it has been shown to reduce the risk of repeated episodes of depression.


 




Key messages


•   Depression is very common but it has been shrouded in secrecy and fear for a long time, so there are a lot of myths about it.


•   These myths go against what we know about depression and how it can be helped.


•   Believing the myths can make it harder to go for therapy.





 




Tips for supporters


•   Help the person you are supporting to think about these myths. Do they share them? Do you? Carefully consider your own views about depression.


•   Try to have an honest discussion about your thoughts on depression. It’s much better to get things out in the open.








4 Why do people get depressed?



Why do we get depressed? Is it biological? Is it to do with our lives? Our parents’ genes? The bullies at school? There is no one answer to this question: many different factors can be involved, and we will describe the major ones here.


Biological factors


Heredity


It is thought that people inherit genes that make them more or less likely to develop depression, just as they inherit genes that determine the colour of their eyes, or whether they are tall or short. If you have ever spoken to a doctor about depression, you may have been asked whether other people in your family have been depressed. If you have a family history of depression, especially in your siblings or parents, then you may be at higher risk. However, just because you have depression in the family, it does not mean that you are definitely going to get it. And if a parent was depressed when you were growing up, that may have affected you through its impact on family life, rather than because you have inherited certain genes.


Brains and biology


When you are depressed there are a number of physical changes in the brain, both in levels of chemicals called neurotransmitters, which carry messages around the brain, and the levels of electrical activity. However, when you recover from depression these changes are reversed and the brain goes back to normal. It’s difficult to say whether these changes cause depression, but they certainly accompany it.


Other physical problems may also contribute to depression. Having an underactive thyroid gland, or hypothyroidism, can cause depression. Because there is a connection between depression symptoms and other medical conditions, a doctor may ask for blood tests, especially if there are other reasons to suspect that you may have one of these problems. Furthermore, people who experience a lot of physical pain are susceptible to depression, and so are people with long-term illnesses. Being physically run down can play a big part in bringing your mood down, which can lead into a vicious circle. As you get depressed, you may get more run down physically, making it harder to cope, which may worsen the depression.


Difficult life experiences


Early life experiences


It is possible that you had a difficult life from an early age. Your parents may have separated or died when you were young, or they may not have known how to look after a young child. Sometimes parents don’t look after children properly because they are preoccupied with their own problems, and sadly sometimes because they are actively cruel. Or perhaps your parents had very high expectations of you, and you never felt that you were good enough. Perhaps things were all right when you were very young, but you were bullied later in childhood.


All these experiences may make us more likely to develop depression as we grow up. Chapter 15 talks about how we can combat the memories from our early experience which can contribute to this process, and Chapter 18, on tackling low self-esteem, also gives us tools to overcome the impact of early experiences.



Life events



Things may have been going reasonably well, but then something major happens in our life – what is sometimes called a ‘major life event’. Maybe we lose our job. Maybe someone very important to us has died, or we have separated from or divorced our partner. Such difficult experiences increase the risk of becoming depressed.


Ongoing stress or ‘hassles’


Sometimes it doesn’t take a big event to make us depressed. Instead, it can be brought on by smaller problems that just seem to go on and on, with no end in sight. Maybe we have financial problems, or we are living in very bleak circumstances. Maybe we are in a difficult relationship that we don’t feel able to leave or in which we often feel put down. Maybe we have terrible neighbours who keep us awake all night and we fear they will never move away.


Whichever kind of problems in life we are talking about, it is our view of ourselves and the world around us that is crucial in depression.


What we are talking about here are things that make you vulnerable to developing depression: they make depression more likely. If you have a vulnerability to depression, for whatever reason, it doesn’t mean that you will definitely get depressed. If your life goes well then you are likely to be fine. It just means that if things go wrong, then you are more likely to get depressed than someone who doesn’t have the same vulnerability.


These various factors also add up. If you have a genetic vulnerability, and your early life was difficult, and you have problems later in life, then the chances that you will get depressed are greatly increased.



Different factors affecting the development of depression



All the above factors can contribute to depression in different ways, which we can put together like this:


Predisposing or vulnerability factors


These are the things that make us vulnerable to depression, possibly from a very early age. Our genetic make-up and our early experiences are both examples of vulnerability factors. They make us vulnerable to depression but do not necessarily in themselves cause it.


Precipitating factors or triggers


These are things that happen to us later in life, which turn that vulnerability to depression into an actual problem. Major life events or ongoing stresses are common examples of factors that might turn vulnerability into a reality. Physical illness might also be a trigger.


Maintaining factors


Maintaining factors are processes that keep the depression going once it has started. Sometimes these maintaining factors can be external – life events and stresses. For example, it may be that you started to get depressed because you split up from your partner, but even though you start to get over that, the depression is maintained because in the past your partner made all your social arrangements, so you now feel isolated and lonely.


Very often, however, maintaining factors are things that we do or think. You might tell yourself that no one wants to talk to you now you are on your own, and so you withdraw from any kind of social event. Those thoughts and behaviours mean that you don’t see old friends or make new ones, and as a result become more and more lonely and isolated. Understanding these maintaining factors is a major part of CBT, and we will talk about this in detail later on, in Chapter 6.


Protective factors


Finally, there is one other important aspect. These are not factors that make us depressed but those that protect us, or help us not to become depressed. Having someone who is close to you, to whom you can talk when things get difficult, is a strong protective factor. Having a job that you enjoy, and which makes you feel valued, can also be a protective factor. Sometimes the protective factors are not enough to stop depression completely, but they do keep it in check and help to stop it getting as bad as it might otherwise do.


How these factors fit together can be seen in Figure 3 below.


Figure 3: What makes people depressed?


[image: Illustration]


We can see, therefore, that how and why people get depressed is complicated; there is no single easy answer. To get a full picture we need to understand what is happening in each of these areas.


Using this understanding in therapy


Understanding why we are depressed can help greatly to make sense of our experience, and to stop us blaming ourselves, so it can be a very useful exercise. However, although this may sound a bit contradictory, it’s not absolutely necessary. CBT is particularly interested in working out and tackling the maintaining factors, because if we understand what keeps the depression going then we can make changes that will stop it. We will talk in more detail about this later in Part 1.


 




Key messages


•   Depression has no single cause, but is brought about by a combination of many different factors. These include:


•   Predisposing factors – things that make you vulnerable to developing depression. These can be both inherited and from life experiences.


•   Precipitating factors – things that trigger depression, such as difficult life events, or ongoing problems.


•   Maintaining factors – processes that keep the depression going.


•   There are also protective factors, which help to guard against depression.





 




Tips for supporters


•   Help the person you are supporting to think about the key things in their own lives that might have made them vulnerable to depression.


⋄   Did many of their family members have depression?


⋄   Was their early childhood very difficult?


⋄   Have they had a lot of stressful events going on in their lives in recent years?


•   Help the person to think about what is keeping the depression going at the moment. This is often a very important place to start making changes, so if you can identify maintaining factors that will be a great help.


•   Are you aware of protective factors that the person may have forgotten about? Try to remind them of times they have coped, or ways they can help themselves. Remember that you may well be a protective factor yourself, particularly if you are a friend or family member!








5 Can depression be treated?



The short answer to this is ‘Yes’! You may have heard of the National Institute for Health and Clinical Excellence, or NICE for short. It is NICE’s job to produce guidance about treatment for a whole variety of physical and mental conditions. NICE reviews the available evidence and makes recommendations about what the NHS should offer people. If you want to know exactly what NICE says, then you can find their depression guidelines on the internet at: www.nice.org.uk/CG90, or look at their website at www.nice.org.uk.


NICE recommends the following interventions for depression.


Physical treatments


Antidepressant medication


There are a number of different types of antidepressant medication. The first of these were developed some time ago, and are known as the tricyclic antidepressants. The best known of these are probably amitriptyline, clomipramine and imipramine. Another common category from this time comprises the monoamine oxidase inhibitors (MAOIs). These drugs are effective, but for some people they have unpleasant side effects. More recently, other types of antidepressants have been developed. These are selective serotonin reuptake inhibitors (SSRIs) and serotonin norepinephrine reuptake inhibitors (SNRIs). All antidepressants need a prescription from a medical doctor, so if you are interested in taking them, make an appointment with your GP. The SSRIs are generally the ones that are tried first, but your GP will help you to decide which would be best for you.


There are a number of common questions that people have about antidepressants:


Are they addictive?


No, they are not. When we talk about a drug being addictive we usually mean that when you take it for a while its effects start wearing off and you need to take bigger and bigger doses to get the same effect. Addiction also means that you may suffer bad side effects if you try to stop taking the drug. Antidepressants do not work like this – you can take the same dose over long periods of time and you will still get the same effect. However, some people do experience problems if they stop taking the drug suddenly and can feel a bit unwell. If you wish to stop taking your antidepressant medication, it’s much better to do it gradually. Talk to your doctor about it, and s/he will be able to help you decide how to do it most sensibly. On the whole, although some people experience withdrawal effects (particularly if they stop suddenly), these are nothing like the major upheaval of coming off addictive drugs, and are much less likely to happen if you stop gradually.


Will I have to take my medication for ever?


Again, for most people, the answer to this is ‘No’. Depending on how severe your depression is, the type you are suffering from, and whether it’s the first time you’ve had it, you might be prescribed medication for a few months or years, but rarely for ever. Your doctor will be able to offer you individual guidance. If your depression has been severe, or if you’ve had more than one episode, then it’s much better to stay on the medication for at least a year, even after the depression has improved, to reduce the likelihood of it coming back.



Do antidepressants just mask the problems that made me depressed in the first place?


It’s helpful to think of antidepressants as a kind of chemical leg-up. It makes it easier to get back on the horse, but you still have to ride! Remember that when you are depressed your brain chemistry changes, and your thinking becomes much more negative. In this state, it can be difficult to solve the problems that made you depressed. Taking antidepressants can put you into a stronger frame of mind so that you feel more able to tackle problems and make changes that are then likely to help prevent the depression from returning.


Non-prescription drugs


All the medications that we have described above need to be prescribed by a medical doctor. There are other things that you don’t need a prescription for, but there is less reason to be confident that they will make a difference. For example, St John’s Wort can be bought over the counter at the pharmacy, and is thought to work in a similar way to SSRIs. However, you should always talk to your GP before taking St John’s Wort as it can seriously alter the effect of other drugs you might be taking (including the contraceptive pill).


Exercise


There is some evidence that physical exercise can help depression. It is probably not so helpful for people with the most severe types of depression, but for milder cases it can make a huge difference. Assuming you don’t have significant physical health problems, half an hour of physical exercise, three to five days per week, could be very beneficial.


Light therapy


For some people depression seems to come on only in the winter, when there is less natural light, and they recover in the spring when the days start to lengthen. This type of depression is known as Seasonal Affective Disorder, or SAD.


Light therapy is a way to treat SAD by exposure to artificial light. During light therapy, you sit or work near a device called a light therapy box; the box gives off bright light that mimics natural outdoor light. Light therapy is thought to work by directly affecting brain chemicals that may be linked to mood, thereby easing SAD symptoms. There are a number of devices on the market that can be bought without a prescription, but if you think that you may be suffering from SAD it is very sensible to talk to your doctor, or to someone who knows you well, so that you can be sure that this is the right way of understanding your depression.


Electroconvulsive therapy (ECT)


In ECT an electric current is passed through the brain to produce an epileptic fit. Nobody knows quite how this works, but for a minority of patients it has been shown to be very helpful. It is only ever used on people with the most severe depression where other interventions have not worked.


Keeping physically well


Although this isn’t a treatment for depression, looking after yourself properly can be very important. If you are physically run down then you become more vulnerable to depression. So trying to eat sensibly, maintaining regular patterns of eating and going to bed, and keeping reasonably fit can help.


Psychological treatments


Psychological treatments have been found to be very effective in the treatment of depression. The most well-known of these is CBT, on which the advice in this book is based.


Research has shown that CBT self-help is especially effective if you have someone who can support you while you are doing it. This is why we suggest that you might like to involve a family member or friend as your supporter while you work through this book.


CBT is not the only psychological therapy that can help depression. One alternative is called Interpersonal Psychotherapy, or IPT. Like CBT, this is a structured therapy that is relatively brief, usually between twelve and sixteen sessions. (See pages 43–4 for more detail of the structure of CBT.) IPT takes as its starting point the idea that people are likely to get depressed when important relationships in their lives go wrong. The main focus of IPT is to help people understand and tackle relationship difficulties. Some forms of CBT can also help with this (see Chapter 20) but all IPT therapy concentrates on these issues. IPT is comparatively new in this country, so at the moment it can be harder to find an IPT therapist. If you think that this may be an approach you’d find helpful, then you could talk to your GP. There are also self-help books using the IPT approach which are listed in the Other Resources section on page 540.


 




Key messages


•   There are many effective treatments for depression. The National Institute for Health and Clinical Excellence (NICE) publishes guidance on what the most effective treatments are – see www.nice.org.uk.


•   There are two main categories of effective treatment: medication (antidepressants) and psychological therapy (such as CBT, which is the basis of this book).


•   There is also evidence that exercise can be helpful in combating depression, particularly for milder kinds.





 




Tips for supporters


•   If the person you are supporting wonders about taking medication, then encourage them to make an appointment to see their GP to discuss it.


•   Remember that medication is not necessarily an alternative to self-help – it could make it easier to benefit from self-help.


•   Encourage the person you are supporting to think about exercise.








 


 



Understanding CBT






6 The CBT model of depression



As we said in the introduction, this book is based on a form of therapy known as cognitive behavioural therapy (CBT). In this section we will look at some of the basic ideas of CBT, and how it can help with depression.


The basic ideas of CBT


The fundamental problem for most depressed people is feeling bad – feeling sad, low, flat, blue, down and so on. Not only do people suffer these bad feelings, but they also never feel any good or positive ones – this is known as anhedonia, or lack of pleasure. There are other important symptoms of depression as well, as we saw in Chapter 1, but fundamentally most depressed people want to change this emotional state and live a ‘normal’ life. Sadly, you can’t just flip a switch and make yourself feel differently, but there are things that you can do. In order to understand this, we need to talk about two of the other key parts of depression which we described in Chapter 1: cognition and behaviour. This is why this approach is called cognitive behavioural therapy – it helps you to change your feelings by changing your cognitions (thoughts) and behaviour.


Just to recap, when we think about mental-health problems it is helpful to consider four groups of symptoms.


•   Emotion refers to the feelings you have when you are depressed – the sadness, misery or desperation that you feel.


•   Cognition means thoughts, beliefs, images and so on: the processes that go on in your head all the time (and therefore obviously cannot be known by other people unless you tell them). So it might be thoughts like ‘Oh dear, I’ve made a mess of this’; beliefs like ‘I am not worthwhile’; or images such as seeing yourself as ugly and unattractive.


•   Behaviour means what you do: your actions, what you say, how you interact with other people and the world in general (so unlike cognition, behaviour is in principle observable by other people).


•   Physiology refers to changes in your bodily state – for example, in depression this would include what are sometimes called biological symptoms, such as changes to your sleep and eating patterns, loss of energy, loss of sexual interest and so on.


The central idea of CBT is simply that our thoughts and behaviour have a powerful role in determining how we feel, and that therefore changing them can be an effective way to change our feelings. Let’s look more closely at these two crucial systems.


Cognitions (thoughts)


Let’s look at the role of thoughts first. Many of us tend to think that the way we feel is a simple result of what happens to us. For example, I lose my job and therefore I feel upset. In CBT we believe that this misses out a crucial step. If it was just the event that directly caused the feeling, then the same event should cause the same feeling in everyone – everybody who lost their job would feel the same way about it. But we know this is not true. Different people can have very different reactions to similar events. Many people would feel sad or anxious about losing their job, but some might be more angry than upset, whilst others might even be quite positive. CBT therapists take the view that what makes this crucial difference is the individual’s interpretations of the event. It is not the event itself that makes me feel upset, but rather what I think about it – what I take that event to mean. In other words, events are always filtered through my own individual thoughts and beliefs about them. If I had different thoughts about the event, I would end up feeling a different way. If I thought ‘How dare they, after all I’ve done for them!’ I might feel angry, whereas if I think ‘I wasn’t enjoying the job anyway, and the redundancy money will help me make a new start’, then I might feel quite positive about it.


Let’s illustrate this with another simple example. Suppose you are walking along the street, and someone you know passes by without saying hello. What would you feel in this situation? A number of different reactions are possible, depending on what you think is happening. Table 4 below shows some possible reactions.


Table 4: Thoughts and feelings






	Scenario: you walk past someone you know who doesn’t acknowledge you







	Thoughts


	Resulting feelings







	‘Oh dear, I wonder what I’ve done wrong. No one ever seems to want to talk to me – I always lose friends like this.’


	Sadness, depression







	‘Oh no, what if she saw me and thinks I ignored her? She’ll think I’m really rude.’


	Worry, anxiety







	‘Why is she being so rude and stand-offish?’


	Irritation







	‘She must still be hung over from that party last night!’


	Amusement








 


Note that the actual event here is the same in every case: your friend has not acknowledged you. But your feelings can be very different, depending on what kind of thoughts you have about the event. It is the particular thoughts that make all the difference to how you feel. By thoughts here, we mean the way that we see events, our interpretations, the meanings we take from them – these are all different ways of talking about our cognitions.



Behaviour



The behavioural part of CBT suggests that what you do, or don’t do, also strongly affects your thoughts and feelings. Suppose in the above example your reaction was one of the first two, resulting in sadness or anxiety. If that was the case you probably wouldn’t talk to your friend. But then you’d be likely to go on thinking that she did not like you, or thought you were an idiot. As a result you might continue to feel depressed or anxious. On the other hand, if you decided to find out what was really happening and went up to talk to your friend, you might find that actually the ‘hangover’ explanation was the correct one. As a result, your feelings might change. Changing what you do can make a big difference to how you think and feel – for example, by allowing you to find out whether your thoughts are accurate or not.


Interacting systems


The four systems we have described don’t exist in isolation – they constantly interact with each other. A change in one system can produce changes, for better or worse, in all the others. For example, my thoughts affect my behaviour, my emotions produce changes in my body, and so on. If I think my friend doesn’t like me anymore (thoughts) that may stop me from talking to her (behaviour), which may interfere with our relationship and make me more sad (emotion). When I’m depressed (emotion), I may lose energy (body), which makes it difficult for me to do anything (behaviour), thus further worsening my mood (back to emotion). One of the key ideas in CBT is that psychological problems can arise when the interaction between systems gets stuck in a pattern that is unhelpful. We shall talk a lot more about this in the next section.


Finally of course, we all constantly interact with the outside world; we are affected by other people and events, and in turn our behaviour has an impact on those people and events.


Putting all this together, we can illustrate these ideas in a diagram (Figure 5 below). This is often known as the ‘hot cross bun’ because it looks a bit like one.


Figure 5: The hot cross bun


[image: Illustration]


 




Key messages


•   In CBT we view emotions, such as depression, as arising not simply from events or situations, but from our thoughts (or cognitions) about those events – what we take them to mean.


•   Emotions, thoughts, behaviour and physiology are all tied together in constantly interacting systems. Each can affect, and be affected by, all the others.





 




Tips for supporters


•   It can be very difficult to grasp these ideas, especially when you are depressed, so the person you are supporting may not ‘get it’ straight away.


•   Can you think of something that he or she has said that you can easily see another side to? Can you use this example to show that it’s possible to interpret the same situation in different ways? Watch out for them saying, ‘Even my thoughts are wrong; that shows how stupid I am!’ Remind them that that is just another example of a negative thought, and can be interpreted in a different way – in this case, that they are thinking like that because they’re depressed, not because they’re stupid.





CBT and depression


So the CBT model suggests that sometimes the way the different systems interact can be unhelpful and counter-productive. For example, when we have strong feelings like being depressed, or anxious, our thoughts may mislead us and make things seem worse than they really are. They can then lead us into behaviour that keeps us stuck rather than helps us to get better.


In depression, the main feature of our thoughts and beliefs is that they tend to be excessively negative. When we are depressed it’s as if we’re seeing the world through dark glasses. We can easily see the clouds, but there doesn’t seem to be much in the way of silver linings!


So, faced with the kind of event with a friend that we discussed above, a depressed person tends to see the most negative interpretation. In the example above, it wasn’t just that your friend didn’t see you, or was preoccupied; you are likely to think that they were ignoring you because they don’t like you – and you may even go on to think that no one else does either. Then, as we have seen, you might walk on without saying anything, so you wouldn’t find out what was going on. Because you are feeling low your body might be affected; for example, you don’t sleep well, which makes you tired, so you don’t feel energetic enough to go out and see friends. And then it’s quite likely that as your social life grinds to a halt because you are going out less and less, you may think you don’t have any friends. In other words, all these different systems of depression would hang together to make you feel worse and worse.


People who are depressed tend to show this negative bias towards every aspect of their lives: towards themselves (‘I’m bad’, ‘I’m useless’, ‘I’m incompetent’, ‘I’m unlovable’); towards the world around them (‘nothing ever goes right for me’, ‘no one likes me’, ‘everything is just miserable and pointless’); and towards their future (‘it will always be like this’, ‘there is nothing I can do to change things’).


It is important to note that in CBT we do not view negative thoughts as always wrong, and CBT is not about ‘positive thinking’. Of course it is possible that things are negative for you. Life is sometimes difficult, and people do have real problems. However, when you are depressed, it is likely that you will see things as even worse than they really are. One aim of CBT is therefore to help you stand back and examine such ideas, and come to a reasonable judgement about whether they are or are not accurate. CBT is about realistic thinking, not blindly positive thinking. If you decide that you are in fact being excessively negative, you can look for more accurate and more helpful ways of seeing things. On the other hand, if you decide that there is a real problem, you can look for a solution to it (hence the role of problem-solving in CBT, discussed later in Chapter 11).


The processes involved in depression


So what makes someone depressed and keeps them depressed? The CBT model has several steps. We saw earlier that there are a number of different factors responsible for depression, including bad experiences in childhood. The CBT view is that these experiences make you vulnerable not just because they were so horrible, but because of the way they taught you to think about yourself. For example, if you were treated badly as a child, you may come to believe that you must have done something to deserve such treatment. You may therefore end up believing that you are bad or unlovable. Or if you were frequently criticized for getting things wrong, you may end up believing that you are incompetent, or that you will always be rejected if you do not do everything perfectly.


Depending on their strength, such beliefs may not cause any obvious problems for a long time. However, if you later meet a ‘trigger’ situation – for example, if someone important to you criticizes or rejects you – the beliefs may be ‘activated’. You may be dominated by negative thoughts about being useless, worthless, unwanted and so on. These thoughts then lead to your becoming depressed. This kind of thought is called a ‘negative automatic thought’ or NAT. ‘Negative’ because that’s what it is (e.g. ‘I’m useless’), and ‘automatic’ because it usually pops into your head without any effort on your part – often dozens of times a day. See Figure 6 for a diagram showing how these processes may develop. This is very similar to Figure 3 earlier in this book, but now we are focusing specifically on a CBT view.


If the NATs become frequent or powerful enough, they have a strong influence on your mood. If someone else were to follow you around all day, whispering in your ear ‘You’re useless, nobody likes you, you’re a bad parent, you’re no good at your job . . . ’ you can imagine that it would probably be pretty upsetting. Yet when you are depressed, this may be exactly what you are doing to yourself.


It can be even more upsetting because we typically take our own thoughts as the truth. We might reject this kind of criticism if someone else said it, but we tend not to question our own thoughts. We just assume that this is how things really are. One of the crucial first steps in recovery is learning to recognize that such thoughts might be true, but are not necessarily so. These thoughts are opinions, not facts, and like all opinions they can sometimes be mistaken.


Figure 6: Simple CBT model of how problems develop and keep going


[image: Illustration]


Note that this is very similar to the diagram on page 31, but we have put into the picture the way that early experience affects our beliefs, and the maintaining factors are shown in more detail using the ‘hot cross bun’.


Think about your own experiences, and see how they might fit into the model. Below we give further examples of vicious cycles, and then show how Carol, in the story below, filled in the model to explain her own depression.



Vicious circles



The negative thoughts and low mood can easily make each other worse, in what we call a vicious circle: in other words a process in which two or more factors amplify or reinforce each other in a way that drives the process round and round in a self-perpetuating way. Low mood increases negative thinking, which further lowers mood, which . . . Figure 7 below shows how this vicious circle can work to keep you stuck in depression.


Figure 7: Vicious circle – negative bias


[image: Illustration]


Note two important characteristics of this kind of vicious-circle process.


First, it doesn’t matter what starts it off. Whether we think that the first step is low mood that then produces negative thinking, or whether we think it’s negative thinking that then produces low mood – in either case, once the process has started it will tend to maintain both the low mood and the negative thinking.


Second, no matter what made it start, this kind of process will not stop unless one of the components changes (e.g. you start thinking less negatively). It’s a bit like an arms race between two nations. Nation A fears attack, so builds up its forces; Nation B feels threatened and builds up its forces; that makes Nation A even more fearful . . . and so on. Such an arms race can only stop when one of the nations decides to do something different. In the same way these vicious circles in depression can only be stopped by changing one or more of the processes involved.


Let’s look at a few other vicious circles that are common factors in keeping depression going.


Activity


A very common consequence of depression is that you become less active, and this can maintain the low mood (see Figure 8). Low mood increases negative thoughts in general, and specifically thoughts about activity. Previously satisfying activities may be seen as too difficult, as they require more energy than you feel you have, or you may not enjoy them as much. Under this barrage of negative thoughts you may stop doing some or all of your previous activities. As a result, you lose many of the rewards that give life meaning – activities that used to lead to a sense of achievement, or doing something enjoyable, or having social contact, or whatever. Those losses then serve to maintain the low mood. In severe cases this kind of process can result in an almost complete loss of activity, when someone ends up doing almost nothing most of the time. This is a very important aspect of depression, and we will talk much more about it in Chapters 8 and 13.


Figure 8: Vicious circle – activity


[image: Illustration]



Social activity



You may have particular difficulties with social relationships if you get locked into a ‘self-fulfilling prophesy’. This means that your thoughts can lead you into behaving in ways that seem to confirm how you think (see Figure 9). For instance, if you believe that people don’t like you, you might start to avoid everyone you know, and never return their phone calls or texts. They might start to think that you don’t want to be with them, and stop trying to contact you. So you have ‘proved’ that you are right, and that other people don’t like you.


Figure 9: Vicious circle – social activity


[image: Illustration]


Hopelessness


Another kind of self-fulfilling prophesy is shown in Figure 10. Hopeless thoughts lead to your making less effort to cope or change things for the better, which means things are now less likely to change, which seems to confirm your hopelessness.


Figure 10: Vicious circle – hopelessness


[image: Illustration]


Depression about depression


Another common vicious circle is shown in Figure 11 below. As we have noted before, depression has many effects on your emotions, your thoughts, your behaviour and your body. You may get into a cycle where you start blaming yourself for these symptoms. You think they mean that you’re lazy, useless, that your marriage is on the rocks, and so on. In reality it may be that these are just symptoms of depression that will fade away as you begin to recover. But being self-critical about them can keep you locked into this cycle.


Figure 11: Vicious circle – depression about depression


[image: Illustration]



Conflict with other people



Not all vicious circles happen within one person. It is also possible to have vicious circles happening between two or more people. Figure 12 illustrates one way this might happen. Low mood is often accompanied (maybe sometimes caused) by low self-esteem (see Chapter 18). Such low self-esteem, in combination with depression’s general negative bias, can lead people to become extremely sensitive to any perceived criticism from other people: if I am feeling bad about myself, I can’t bear anyone pointing out anything bad. So imagine you are Joe in the diagram, and Sally (perhaps your partner, or a friend) says something that could be interpreted as critical. Because of your sensitivity you may overreact with excessive anger; that then leads Sally to be more angry and critical, which then reinforces your low mood and low self-esteem. It’s just like the arms race we talked about earlier in relation to negative bias (see page 52).


Figure 12: Vicious circle – conflict with others


[image: Illustration]



Understanding your own vicious circles



You may find it helpful to start considering how these ideas apply to you. As a first step, think about whether any of the common vicious circles described above fit with your own experience of depression. If so, draw them in a way that describes your own thoughts, emotions and so on. For example, draw a circle that shows your own individual negative thoughts about activity, and what effects those thoughts have on which activities.


In doing this, it is important to realize that the examples we have given are just some common patterns. They will not be found in everyone. You may not have any of these; furthermore, you may be able to identify particular vicious circles for yourself that are not among those we have described here. That’s fine – it’s all about adapting these ideas to your own specific case.


So look for any areas where you seem to be stuck in a dead end, where you just seem to keep repeating the same mistakes over and over again. Can you see some ways in which thoughts, emotions, behaviour and bodily changes are feeding into each other in unhelpful ways? If so, see if you can draw out the vicious circle on a piece of paper or in your notebook. Figure 13 on page 59 is a completed example.


 




Carol’s story


Carol is a thirty-two-year-old woman who is married with two sons of seven and four. Her husband Barry works very long hours trying to build up his own business. Carol works to help out financially, and because she is good at what she does she has just been promoted to a management job in the shop that she works in.


Carol has noticed that over the last couple of months she has felt tired and low. She is having trouble getting off to sleep at night, and lies awake in bed thinking about all the things that might go wrong. The crunch came when school asked to talk to her about her seven-year-old son, Jamie, after he had been in a fight with two other boys in his class. She blames herself for being a bad mother, and for not being around enough for the boys. She has started to think that her workmates don’t seem to like her so much any more, and she finds it hard to keep up with all the demands of her busy life.


Carol and her sister were brought up by a single mother who was very preoccupied with problems in her own life. With hindsight Carol thinks her mother may have been depressed herself, but at the time all she knew was that her mother didn’t seem to care very much about her and her sister, and would often ignore them and leave them to fend for themselves. Carol remembers thinking that there must be something wrong with her, because surely mothers were meant to love their children, weren’t they? She vowed that if she ever had children she would never neglect them like that.





Development


We could describe the development of Carol’s depression like this:


•   Carol’s early experiences were of not feeling wanted or loved by her mother. This led her to certain long-term beliefs – that she was not worth much, and that she was unwanted and no good. Despite these beliefs she managed well for a long time. She got married and had children, and although she hadn’t done very well at school she found that she was quite bright and could take on a lot at work. The long-term beliefs might have sat somewhere at the back of her mind, but they certainly didn’t stop her doing things.
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