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    Introduction




    The alarms you just cannot ignore




    Depression and anxiety are alarms warning us that something important – mentally, emotionally or physically – is very wrong. Depression and anxiety need to be intense, intrusive and unpleasant: after all, would a gentle, quiet, relaxing car alarm attract your attention? Unfortunately, people with anxiety and depression cannot easily reach the ‘off switch’. Living with depression and anxiety is like enduring a car alarm going off day after day, week after week, year after year.




    Depression and anxiety rarely have single, easily identified causes. Often mental and emotional layers, in many people laid down since childhood, hide the off switch. Now, several issues, each of which may exacerbate the others, set alarm bells ringing. Overcoming anxiety and depression may mean identifying and addressing each issue, which is not always easy. Meanwhile, each new problem – sometimes, even if relatively trivial – turns the alarm up to deafening volumes.




    So, we feel ‘on edge’ – ‘hypersensitive’ to life’s trials and tribulations. We know that our reactions are often inappropriate or excessive. Yet we cannot control our responses: our emotions control us. Our family, friends and colleagues call us ‘grumpy’, ‘glum’ or ‘wired’. However, behind these bland, patronizing labels, the pain, distress and discomfort gnaw away at us, damaging relationships with family, friends and partners, destroying careers and contributing to serious physical and psychological problems. Some people find the torment too much to bear and commit suicide.




    Depression and anxiety ensnare people as surely as any contraption devised to trap Houdini. However, like Houdini, you can free yourself. You can escape even if you have lived with anxiety and depression for years, even if your problems seem insurmountable, even if you feel the roots lie buried deep in your childhood. Sometimes, following the advice in self-help books (which doctors call bibliotherapy) can alleviate depression and anxiety as effectively as ‘talking therapies’.1 However, reading is not enough: you have to put the advice into action. A book hands you the keys. You need to use them to turn the lock.




    

      A word of warning




      Never stop taking any medicine – including anxiolytics or antidepressants – without speaking to your doctor first, even if you feel better. Suddenly stopping some anxiolytics or antidepressants can provoke severe withdrawal reactions (page 44), including dizziness, unpleasant sensations (such as ‘electric shocks’), headache, irritability, insomnia, nightmares and disturbing changes in perception. Always speak to a doctor before you stop antidepressants and anxiolytics or reduce the dose.


    




    As personal as your fingerprints




    If you break your leg, surgeons look at an X-ray and decide the best way to fix the fracture. If you have a heart attack, cardiologists use a battery of tests to suggest tailored treatments that dramatically increase your chances of survival and reduce the risk of another attack. If you have a bacterial infection, doctors give you an antibiotic that usually eradicates the bug.




    Occasionally, doctors find a physical cause for depression and anxiety. Ailments as diverse as thyroid disease, obesity, stroke and diabetes can provoke or exacerbate depression and anxiety.2 Having diabetes roughly doubles the chance of developing depression, for example. The relationship runs both ways. Pain and other physical symptoms that you shrug off when you feel relaxed seem more intense and take on more sinister hues when you feel depressed or anxious. Even if a disease does not directly cause psychological problems, anxiety or depression undoubtedly makes you feel worse.




    Usually, doctors cannot identify a physical cause for depression and anxiety and they cannot run tests to guide treatment, although there are promising signs that this might be possible in the future. Your depression and anxiety is as personal as your fingerprints. Your specific combination of environment, circumstances, biology and personality underlies your risk of developing depression and anxiety, the causes and how well you respond to treatment.




    Drugs are only part of the answer




    Doctors cannot write a prescription for a pill that eradicates depression and anxiety the way analgesics eradicate pain or antibiotics eradicate bacterial infections. As depression and anxiety rarely have a single cause, tackling the condition usually means devising a personalized, multifaceted, holistic approach that works for you. You might combine medicines, lifestyle changes and the ‘talking therapies’ (psychotherapy), for instance. If your symptoms are mild or you suffer a low mood between ‘bouts’ (the technical term is ‘in remission’), lifestyle changes alone might be enough to make you feel better or prevent the problem from getting worse. Lifestyle changes – such as exercise3 – and psychotherapy4,5 are often as effective as medicines for mild to moderate depression and anxiety. Indeed, according to the National Institute for Health and Care Excellence (NICE), psychotherapy is usually the treatment of choice for mild to moderate depression and anxiety.




    Nevertheless, access to psychotherapy varies around the country, which partly explains why GPs in England alone wrote almost 65 million antidepressant prescriptions during 2016, according to the NHS. That’s more than double the 31 million prescribed in 2006. Yet antidepressants and anxiolytics (drugs for anxiety) only paper over your psychological cracks. You might feel better for a while – but the cracks remain and often just get worse. Over time, the cracks can lead to emotional, physical and mental subsidence – often when you are least able to cope.




    As Kirsch comments in The Emperor’s New Drugs: Exploding the antidepressant myth (see Futher reading), ‘the belief that antidepressants can cure depression chemically is simply wrong’.6 Indeed, antidepressants may exacerbate your problems. For instance, antidepressants can blunt both ends of your emotional spectrum. You may be less likely to descend to the depths of depression. However, you may also feel less able to experience peaks of pleasure. So, antidepressants lock some people into a world of reduced pleasure and happiness. This perpetuates their need to take antidepressants.7 After all, being unable to enjoy activities you previously found pleasurable (which doctors call anhedonia) is an important hallmark of depression. Meanwhile, withdrawal symptoms can make it difficult to stop taking antidepressants and anxiolytics. Ironically, withdrawal reactions include anxiety and depression – the conditions the drugs were supposed to help – possibly locking you into a cycle of debilitating symptoms.




    Nevertheless, when you have severe depression and anxiety, tackling deep-seated problems can be difficult, if not impossible. It’s all you can do to keep going. Sometimes you cannot even manage that. You lack the drive to tackle simple issues. You feel frozen by fear. Some people find that antidepressants and anxiolytics take the edge off their symptoms, offering a breathing space that allows them to deal with the underlying issues. Drugs are a ladder against the wall of the prison of anxiety and depression. They can help you escape. But you won’t get far without other support on the other side. You’ll just hang around waiting to be recaptured.




    

      A word to friends, relatives and partners




      Unless you have experienced full-blown, chronic (long-lasting) depression or anxiety – not just a few days of ‘the blues’ or ‘nerves’ – you cannot appreciate how distressing, distracting and debilitating these conditions are. As author and sufferer William Styron commented in Darkness Visible: A memoir of madness (see Futher reading), ‘to most of those who have experienced it, the horror of depression is so overwhelming as to be quite beyond expression’. So, unless you have been unfortunate enough to suffer depression or anxiety, do not pretend you understand what the person is going through. You don’t. If you pretend, a person with depression or anxiety may feel insulted or feel that you are trivializing their torment. However, you can offer, gently and sympathetically, to help.


    




    Underestimated, underdiagnosed and undertreated




    Every seven years, the government funds the Adult Psychiatric Morbidity Survey in England. The 2014 survey found that 1 in 6 (17 per cent) of people aged 16 years and older reported experiencing a common mental disorder in the week before being interviewed. One in 30 (3.3 per cent) suffered depression and 1 in 17 (5.9 per cent) generalized anxiety disorder (GAD).8 As we’ll see, people with GAD are the classic worriers. They experience ‘free-floating’, excessive anxiety about several threats and, typically, develop physical symptoms (page 24).9 In addition, almost 1 in 25 people experienced phobias (2.4 per cent), obsessive compulsive disorder (OCD; 1.3 per cent) or panic attacks (0.6 per cent).




    Women were more likely than men to experience a common mental disorder. Indeed, just over a third of men (35.19 per cent) and half of women (51.2 per cent) reported that they had experienced a common mental disorder at some point. A fifth of men (20.0 per cent) and a third of women (34.5 per cent) had been diagnosed by a healthcare professional as suffering from a common mental disorder.8 The difference between the two figures implies that a considerable amount of suffering is never brought to the attention of a healthcare professional. Indeed, according to the Adult Psychiatric Morbidity Survey, about 40 per cent of people with depression are not receiving treatment. Overall, just 11.8 per cent of people with common mental health problems reported receiving psychological (talking) treatments.




    Despite being common and despite the millions of prescriptions written each year, depression and anxiety remain underestimated, underdiagnosed and undertreated. For example, GPs correctly recognized and diagnosed just 34 per cent of GAD cases.9




    

      Jackie’s story




      Jackie, a middle-aged account director, has suffered bouts of anxiety and depression since adolescence. Once, when she went to her GP with crushing depression, and almost terrified from panic attacks and GAD, the doctor told her to have a cup of tea and a biscuit when ‘she felt a little upset’. ‘It would be funny if it wasn’t tragic,’ Jackie said.


    




    This book aims to help you help yourself. We will look at the different types of depression and anxiety, some common causes, as well as conventional and complementary treatments. We will not look at anxiety and depression in children and teenagers, bipolar disorder (previously called manic depression) or depression or anxiety after giving birth (postpartum or postnatal). The causes, consequences and treatment differ.




    Depression and anxiety tell us something is profoundly wrong with our lifestyle, circumstances or relationships. Don’t ignore these warnings. Don’t suffer in silence. Anxiety and depression are devastating for the person and, often, partners, family and friends. I hope this book will inspire you to make the changes, and get the help you deserve, to switch off those incessant alarms.


  




  

    A word to the wise




    This book does not replace advice from doctors, nurses, therapists or pharmacists, who tailor suggestions, support and treatment to your circumstances. See a doctor if you feel unwell, think that your signs, symptoms or the impact on your life is getting worse or you are worried that you are have developed side effects or withdrawal reactions.




    A massive amount of research has examined the causes, consequences and treatment of anxiety and depression, and it’s impossible to cite all the papers, websites and books I used. (Apologies to anyone whose work I have missed.) The articles referenced are a starting point if you want to know more.




    Some papers may seem rather erudite if you do not have a medical or biological background. Do not let this put you off: they are usually understandable if you do some background reading and ask questions. You can find a summary of the available papers by entering the details of what you are looking for here: <www.ncbi.nlm.nih.gov/pubmed>. Some full papers are available free online and several publishers offer patients relatively cheap access. Larger libraries might stock or allow you to access some better-known medical journals. The better informed you are, the better you will be able to free yourself from the shackles of depression and anxiety.
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    Don’t dismiss depression


  




  

    Depression can be rational, logical and appropriate. Is it any wonder that a person who loses a partner who shared their life for decades becomes depressed? Or that a loyal, hardworking employee who is coldly dismissed during a ‘corporate restructuring’ develops melancholia? Or a person with a disabling, life-threatening disease has bouts of tearfulness?




    Such trials and tribulations are part of being human. That so many people do not descend into depression or succumb to anxiety when facing serious physical or mental illnesses, injury or adversity, amazes me. Some people even manage to use their adversity as a springboard to personal growth. Unfortunately, not everyone shares their mental, physical and emotional resilience. The inter-actions between environment, circumstances, biology and personality mean that some people develop debilitating depression when facing ‘normal’ life events.




    Depression is much more intrusive and distressing than the low mood many people experience at difficult times. Depression is a profound, debilitating mental and physical lethargy, and leaves the person unable to enjoy once pleasurable activities (anhedonia). Depression is a pervasive sense of worthlessness, despite evidence to the contrary. Depression is an intense, deep, unshakable guilt and crushing sadness.




    Depression is even different from the deep, distressing emotions people face when they grieve for a close friend or relative (page 65). ‘Compared to depression, the blues I felt when my father died was like someone gently stroking the back of my hand’, one person who had endured several bouts of severe depression told me. ‘Depression is like being hit in the nose and teeth by a heavyweight boxer.’




    Depression is a disease




    Just because some people overcome seemingly insurmountable problems calmly and with a smile does not mean that depression is your fault, that your symptoms signal moral turpitude or divine retribution, or that you are weak. Depression is as much a disease as influenza, heart attacks or leukaemia. Depression and anxiety can be just as upsetting, just as difficult to live with, just as distressing as some physical diseases and disabilities. Yet depression and anxiety do not typically engender the same ‘sympathy’, help and support.




    

      A common problem




      Estimates of the number of people who develop at least one episode (bout) of major depression (page 6) during their life vary widely – from about 3 per cent to 40 per cent of women, and up to approximately 30 per cent of men – partly depending on the population studied. Depression seems to be less common in Asian countries, for example.10 However, some cultures may manifest emotional and physical suffering by developing physical rather than mental symptoms (page 8), which makes determining the number of people with depression difficult.


    




      

        


      






    To make matters worse, myths, misconceptions, stigma and ignorance surround anxiety, depression and other mental illnesses. For example, family, friends and colleagues, sometimes with the best of intentions, tell someone with depression, ‘Pull yourself together’. But people with depression may be unable to muster the motivation, sense of purpose and confidence to ‘pull themselves together’ even though they desperately want to. Depression leaves many people listless and indecisive, and erodes self-esteem. So, they have to push themselves – often very hard – to work or perform other ‘everyday’ activities that other people take in their stride. Mustering the energy and motivation to work, or look after children, can drain their resources leaving too little to allow them to help themselves.




    Many people with depression also live with considerable anxiety (see Chapter 2). In one study, almost 7 and 11 per cent of men and women respectively reported both anxiety and depression.9 In another study, 34 per cent of people with major depression (see below) had one of the various forms of anxiety.11 For example, some people in remission become anxious about whether their depression will return. In others, the combination of environment, circumstances, biology and personality that led to depression triggers anxiety and vice versa.




    Depression’s core symptoms




    While the causes, symptoms and treatment of depression differ from person to person, doctors recognize several core symptoms. These are not unique to depression, which can complicate diagnosis. For example, people with depression typically spend considerable time ruminating (brooding and obsessing) about the past. They feel guilty about mistakes, times when they let others down, and events and acts that they regard as immoral or sinful. They may ask constantly, ‘Why does this happen to me?’ Rumination, Tacchi and Scott note, can mean that people become depressed about being depressed.176 However, excessive, inappropriate guilt can be a symptom of several other mental illnesses including anxiety, OCD (page 29) and bipolar disorder.




    Table 1.1 overleaf lists examples of depression’s core symptoms, and the more of the symptoms listed you have, the more likely you are to have depression, especially if they persist and interfere with your day-to-day life. So, see your GP as soon as you can if you have little interest or take little pleasure in doing things you used to enjoy, or you feel down, depressed or hopeless for most of the day, every day for more than two weeks. See your doctor urgently if:




    

      	you feel that life is unbearable;




      	you are considering or taking steps towards suicide or self-harming (page 19);




      	you are unable to meet your work, social and family obligations;




      	you hear voices in your head, which are usually critical or defamatory, or experience visual hallucinations. Hallucinations can be symptoms of a very serious condition called psychotic depression.


    




    

      


    




    




    

      Do I have depression?




      According to NICE, answering ‘Yes’ to either of the following questions suggests that you might have depression and should seek professional help.




      

        	During the last month, have you often been bothered by feeling down, depressed or hopeless?




        	During the last month, have you often been bothered by having little interest or pleasure in doing things?


      


    




    Table 1.1 Depression’s core symptoms




    [image: image]




    The duration of depression




    Depression waxes and wanes. Some people recover completely between episodes (bouts) of depression. Others endure milder residual symptoms (page 49). Each episode of major depression (see below) typically lasts between four and eight months.176 In one study, half of people with major depression recovered within 3 months, while 63 per cent recovered within 6 months.11 Although scientists have investigated depression’s triggers extensively, they are less sure of why people recover. Often depression abates without a dramatic change in the person’s life.12




    Some people, however, experience symptoms for considerably longer: in the study mentioned above, 24 per cent had not recovered from an episode of major depression after a year; about 20 per cent still experienced depression after two years.11 Typically, a severe bout of depression tends to last more than twice as long as an episode of mild or moderate depression. Not surprisingly, many people with depression feel that they will never recover. They become ‘depressed about depression’,6 which further hinders recovery.




    About 25 per cent of people with depression experience only a single episode, often after a traumatic life event, such as unemployment, divorce or bereavement. However, on average, a person with depression experiences between four and eight episodes. About 60 per cent of people who recover from an episode of depression experience a recurrence within five years.13 Depression seems, however, to be especially persistent in older people. For instance, a study of 1042 people found that a diagnosis of depression was still present after two years in 36 per cent of people aged 18–29 years compared to 51 per cent of those aged 70 years or older. Furthermore, 18.2 per cent of those aged 18–29 years had a chronic symptom course compared to 40.6 per cent of people aged 70 years or older.205 You can take steps between episodes to bolster your resilience – our ability to adapt effectively to stress, problems and adversity – and reduce your risk of recurrence.




    Rating your distress




    Doctors cannot take a blood sample to diagnose depression or use brain scans to find the cause. They cannot evaluate an antidepressant’s effectiveness based on measurable changes – as they can assess antihypertensives based on reductions in blood pressure. So, your GP will probably use a ‘rating scale’ – essentially a scientifically validated questionnaire – to diagnose depression, assess severity and track your response to treatment.




    Many doctors use the Hamilton Depression Rating Scale. You can find online versions, but you might need a doctor’s help to interpret the results. Doctors will listen to you describe your symptoms (try keeping a diary – page 7) and look at your behaviour – your facial expression, posture, voice, whether you cry, wring your hands, bite your nails or lips, and so on. If your distress is severe enough or your score crosses the rating scale’s threshold, doctors diagnose ‘major depression’. Below this threshold, doctors diagnose ‘minor’ (also called subthreshold) depression, which is often anything but.




    

      A nervous breakdown




      A ‘nervous breakdown’ is not a medical term, but it describes a real problem: a sudden inability to function from day-to-day due to stress, anxiety or depression. You can suffer a nervous breakdown when life’s demands overwhelm you physically, psychologically and emotionally. You may be unable to go to work. You may avoid social engagements and miss appointments. You may have trouble eating, sleeping and coping with personal hygiene. A nervous breakdown is an unequivocal sign that you need help.


    




    




    Doctors will also assess severity. According to NICE, mild depression just crosses the threshold (such as number of symptoms) for diagnosis. The symptoms have only a minor impact on the person’s life. People with severe depression have many more symptoms than those with mild depression. Importantly, the symptoms ‘markedly interfere’ with the person’s ability to function. Moderate depression falls between these extremes.




    Between 5 and 16 per cent of people attending GP surgeries seem to have minor depression.14 While these people do not reach the threshold for full-blown depression, they feel much more miserable, more critical of themselves and less able to deal with ‘everyday’ demands and problems than people without depression. However, because the symptoms are milder, some lifestyle changes suggested later in the book may help without resorting to antidepressants. If this applies to you, you may find that the lifestyle changes may also bolster your resilience so that minor depression does not develop into the full-blown condition. This is important as between 10 and 25 per cent of people with minor depression develop major depression within 1 to 3 years.14




    The many faces of depression




    Depression expresses your distress. So, depression can take many forms. Sometimes, depression’s symptoms emerge so gradually that the person does not notice. They struggle on adjusting their lifestyle to cope. Eventually small changes accumulate into a major impact. Some people realize that something is wrong only after a friend or relative highlights how much their appearance or behaviour have changed. Depressed people often lack the motivation to take as much care with their personal appearance or health and fitness as they did in the past.




    Table 1.2 Symptoms of atypical and melancholic depression




    [image: image]




    




    

      Keeping a diary




      You could keep a diary ranking each of your physical, mental and emotional symptoms on a scale of zero (absent) to 10 (the most severe you can imagine or have experienced). This will help your doctor diagnose your problem, understand whether physical symptoms are part of the depression (page 8) and track your response to treatment. Note any possible triggers (such as what you were doing when the symptom flared) and the impact on your quality of life and day-to-day activities.




      Even if there is nothing to report, complete the diary each day for a month or so (or two to three months if symptoms emerge less frequently; for example, for women who experience depression or anxiety around the times of their periods). It’s often difficult to recall how bad you felt several months later and a diary can show that you are making progress. A diary might also suggest that you are beginning to feel worse and, perhaps, you will be able to take steps to avoid a full-blown attack. You can also jot down your worries, concerns and issues, which can help you find a path out of your problems. Remember, you don’t need to show this part of the diary to anyone, unless you want to.


    




    




    In other cases, depression emerges suddenly, with or without an obvious trigger. The speed of onset and the relationship to a trigger can vary in the same person. One episode may emerge slowly after a stressful event. Another event may trigger a rapid decline. On other occasions, the person may be unable to link their bout of depression to a particular event. The pattern of symptoms can also vary between people and in the same person over time. For example:




    

      	
people with ‘atypical depression’ tend to overeat, oversleep, feel profoundly fatigued and are extremely sensitive to rejection; women tend to show atypical depression more often than men;15





      	
people with melancholic depression tend to undereat, wake early in the morning and feel guilty.16



    




    Table 1.2 compares these two types of depression to show how varied the condition can be.




    When depression hurts the body




    Spilling hot tea in your lap hurts. Looking at photographs of your ex can leave you feeling another kind of pain. The experiences may seem distinct, yet many languages describe social rejection in terms of physical pain.1 Recent studies suggest that the description is more than metaphorical: the brain regions that are active when you experience physical and emotional pain overlap.200, 201 Indeed, about two-thirds of people with depression develop physical (also called somatic) symptoms.17 Indeed, some people with depression find that physical, rather than psychological, symptoms predominate. Doctors call this ‘somatization disorder’ or ‘masked depression’. Typical symptoms include:15, 18




    

      	aches and pains, which often seem to be ‘everywhere’ rather than in specific places such as muscles or joints;




      	back pain, especially in the lower back;




      	breathing difficulty or breathlessness;




      	chest pains;




      	digestive problems, such as nausea, diarrhoea or constipation, and stomach pain;




      	dizziness, light-headedness or feeling faint;




      	headaches;




      	problems swallowing;




      	tiredness, exhaustion and fatigue.


    




    These can be symptoms of potentially serious physical diseases including heart disease, malignancies and asthma. So, see your doctor if you experience any of these symptoms even if you think that they might be caused by depression.




    For some people, somatic symptoms offer a ‘socially acceptable way of indicating emotional distress’18 and often emerge when the person has difficulties expressing the true depths of their feelings.15 Strikingly, for instance, some people who witnessed the torture and horrors of the Cambodian killing fields reported fuzzy vision or even blindness, yet doctors could find nothing medically wrong with their eyes.19




    Culture and society influence the pattern of somatic symptoms. A UK man with depression may complain of headaches, fatigue, or aches and pains. He is unlikely to complain that his penis is retracting into his body. However, a vanishing penis is ‘a perfectly acceptable symptom in Malaysia and South China’.20 Chinese people also typically complain of somatic symptoms in their liver, spleen, heart or kidneys. People in Iran and the Punjab tend to experience somatic symptoms that affect their heart.18




    Some people refuse to believe that physical symptoms could arise from their mind. So, they blame their symptoms on rational, if mistaken, causes, such as a virus, abuse or chemicals. Other people may believe in bizarre causes, such as a conspiracy to poison the water, satanic abuse or alien abduction.20 Effective treatment depends on identifying, and the person accepting, the ‘true’ cause.




    Dysthymia




    About 6 per cent of us live with dysthymia – chronic mild depression. The symptoms of dysthymia are less intense than in major depression, but they persist for longer and do not disappear for more than two months at a time. Dysthymia’s symptoms include:




    

      	anger and irritability;




      	difficulty making decisions;




      	feeling guilty;




      	feeling pessimistic and hopeless;




      	feeling unable to cope with the demands on you;




      	insomnia or oversleeping;




      	loss of interest in daily activities and avoiding social activities;




      	low energy, tiredness and fatigue;




      	low self-esteem, being self-critical;




      	poor appetite or overeating;




      	poor concentration.


    




    Although milder than major depression, dysthymia can still dramatically undermine quality of life and relationships. Partners, for example, may complain that you are ‘cold’ and ‘distant’. Friends, relatives and colleagues may describe you as ‘miserable’ and ‘grumpy’.




    About three-quarters of people with dysthymia develop major depression during the next five years.15 People who suffered dysthymia in the past also seem to recover more slowly once they develop major depression. In one study, on average, an episode of depression lasted about 14 months in those with dysthymia compared to 8 months in those without.11




    Seasonal affective disorder




    Many people prefer the summer to autumn and winter, but for between 3 per cent and 5 per cent of the population, declining light levels as summer turns to autumn trigger a type of depression called seasonal affective disorder (SAD). People with SAD develop many of the core symptoms of depression (see Table 1.1), including excessive sleepiness, lack of energy and fatigue, lack of interest, pleasure and motivation a tendency to overeat (especially carbohydrates, which encourages weight gain), difficulty concentrating and withdrawing from social activities.177 People with very severe SAD can stay in bed all day or even attempt suicide. Many more people experience milder SAD. According to a YouGov survey of 2031 people, commissioned by the Weather Channel (Table 1.3):




    

      	8 per cent of UK adults interviewed reported full-blown SAD;




      	29 per cent experienced some SAD symptoms, but did not have the full-blown condition;




      	57 per cent said that their overall mood is worse in the winter than the summer;




      	66 per cent said their mood in the winter makes them feel less active.


    




    Table 1.3 The proportion of people with symptoms that could indicate SAD




    [image: image]




    The SAD season lasts, roughly, from October until mid April. If you experience low mood or SAD – or your depression gets worse – during the winter, here are some suggestions that might help.




    

      	
Try to spend at least 30 minutes a day outside. Exercising is ideal: physical activity alleviates SAD and depression more generally (page 99). If possible, roll up your sleeves and expose your skin to sunlight, but avoid getting sunburnt.





      	Let as much natural light into your home and work as possible. Open curtains and blinds.




      	Make sure you get enough vitamin D (page 77), which might mean taking a supplement.




      	Try taking St John’s wort, which some people find helps (page 116).


    




    If these suggestions don’t make you feel better, you could buy a light box certified as a medical device for SAD. You will need, for example, to sit close to the light box for two 30 to 45 minutes sessions a day, once in the morning and once in the evening. Some manufacturers allow you to try the light box before you buy it. If you are not sure, ask your doctor or the Seasonal Affective Disorder Association. If lifestyle changes and light therapy do not adequately alleviate your symptoms, you might want to consider medicines or complementary therapies. Many people find that treatment is most effective in the early morning. Most people respond within 1 to 3 weeks.178 Side effects of light therapy can include eye strain, headache, agitation, nausea and sedation.178 Interestingly, some people with non-seasonal depression and bipolar depression also seem to benefit from bright light phototherapy.177




    Depression’s elusive cause




    Essentially, depression arises when the demands on a person outstrip their physical and mental resources. Indeed, one or more stressful life events seem to precede about four of five episodes of major depression.21 Your personal combination of environment, circumstances, biology and personality determines your resilience and, in turn, whether you cope or develop depression. Numerous studies underscore the intimate link between stress and depression.




    

      	
In one study, 68 per cent of people with depression had endured a very stressful life event or experienced ‘highly unpleasant’ major difficulties that had threatened their plans, goals and aspirations during the previous year. Just 18 per cent of people without depression experienced major problems over the same time.22





      	
In an Australian study, work-related stress increased the risk of depression or anxiety by 54 per cent. Personal stress increased the risk by 70 per cent.23





      	
American researchers found that 90 per cent of ‘burnt out’ teachers were depressed. Of these, 92 per cent crossed the threshold at which doctors usually suggest drugs, psychotherapy or both. Of those with depression, 63 per cent had atypical symptoms. Emotional exhaustion was more strongly associated with depression than reduced personal accomplishment, both core features of burnout.24





      	
Debt increases the risk of common mental disorders, such as anxiety and depression, almost three-fold, according to a study from England. Of those in debt, 38 per cent had at least one common mental disorder compared to 14 per cent of those without debt. Debt roughly doubled the risk of depression.25





      	
Many single mothers, especially those on welfare and who live in socially and economically deprived areas, develop depression.15



    




    Stress isn’t always bad




    Despite the link to depression, anxiety, suicide and other mental health problems, stress isn’t always bad. You need a certain amount of stress to crawl out of bed in the morning. Many actors, musicians and people making presentations welcome ‘stage fright’: the heightened arousal enhances their performance. Horror film aficionados delight in the frisson of fear, which they find cathartic.




    ‘Stress’ describes our level of arousal. As we become more aroused, our senses become more acute, we mobilize more energy and our mental abilities sharpen. That is why too little stress can lead to boredom, apathy and poor concentration, which can also cause depression and anxiety. However, too many of us have too much of a good thing. Over-arousal – what most people mean by ‘stress’ – undermines performance. You feel ‘stressed out’ when the demands on you increase your arousal to a point that outstrips your resources, resilience and time.




    When a performance, presentation or movie ends, your arousal normally declines. However, people with depression and anxiety often remain on edge – so-called hyperarousal. Your body will begin to tell you that you are overdoing it. When physical symptoms emerge, when you drink alcohol excessively, when you begin to feel the first signs of a bout of depression or anxiety, it is probably time you took stock and recharged your batteries.




    Locus of control




    Apart from triggering depression, stress seems to undermine the effectiveness of antidepressants and psychotherapy, and makes a relapse more likely. However, your view of the trigger is important. Stress is more likely to trigger depression when you regard the problem as uncontrollable, unpredictable and severe, and feel you cannot cope.26 For example, a company’s most stressed-out employees tend to be those working long hours in repetitive jobs for low pay, with little control over their work: production-line workers, checkout assistants, call-centre staff and so on. One analysis that looked at 38 studies that evaluated the links between stress and mental disorders – such as anxiety, depression and suicide – found that:27




    

      	people with limited opportunities to take decisions were 21 per cent more likely to develop a mental health problem than those with more control;




      	people who experienced poor relationships at work were 32 per cent more likely to develop mental health problems;




      	
people who felt there was a marked discrepancy between the effort they put in and their reward were 84 per cent more likely to develop mental health issues.27



    




    If work causes or makes a large contribution to your depression, it is time to consider your employment and retraining options. (Try the problem-solving tips on page 66.) When you cannot change the trigger – when depression is the legacy of redundancy, bereavement or divorce, for example – you can change your response. However, this depends on feeling that you control circumstances, rather than that circumstances control you.




    Psychologists describe the extent to which you feel you control your life as your ‘locus of control’. A strong internal locus of control means you tend to see yourself as in charge of your life. If you have a strong external locus of control, you see yourself as having little influence over your life. You feel that events control you. As a result, people with an external locus of control react worse to stress than those with an internal locus of control26 and are especially prone to developing anxiety and depression. As we see later, you can nurture an internal locus of control, which is a keystone of your resilience.




    In some cases, numerous low-level, persistent difficulties trigger depression: the accumulation of problems wears the person down. Depression may recur because problems, and stress, ebb and flow. So, improving your ability to recover from daily stress – such as by active relaxation (page 113) – may cut the risk of a recurrence. Remaining positive, identifying the various problems and then deploying effective approaches to cope can improve your resilience and reduce the chances of another episode.28




    Depression’s childhood roots




    Not surprisingly, perhaps, adolescence’s trials and tribulations can cause depression. Estimates vary, but 8 per cent to 20 per cent of adolescents develop major depression.204 Indeed, people with depression often trace the roots of their distress to neglect, abuse or maltreatment during childhood. When researchers combined results from 16 studies, maltreatment during childhood roughly doubled the risk of recurrent and persistent depression among adults. Adults with depression who were maltreated as children were also 43 per cent more likely to respond poorly to treatment than people who were not abused.13




    Children have few defences against physical, sexual and emotional maltreatment by people that they should be able to trust. Adults – and stronger peers – can impose their will physically, emotionally and psychologically. Bullying typically occurs at a vulnerable time in our emotional and psychological development. In other words, bullying can alter the ‘trajectory’ of the victim’s life course. Indeed, victims often carry the burden for the rest of their lives. One study looked at studies examining the mental health of adolescents (11–19 years) with depression when they were aged 21–35 years. Of 18 articles, 17 showed that adolescent depression increased the risk of experiencing the condition as an adult almost three-fold. Seven of eight articles found that adolescent depression increased the risk of adult anxiety up to eight-fold. Three of five articles reported a link between adolescent depression and adult suicidality.204
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Symptoms of atypical depression

Increased appetite or marked weight gain

Excessive sleep or sleepiness

Leaden paralysis (arms and legs feel too heavy to move)
Profound fatigue

Abnormal sensitivity to rejection by other people

Symptoms of melancholic depression

Reduced appetite

Early morning waking

Depression that is worse in the morning

Psychomotor retardation (slowing down of thought and movement) or
agitation

Excessive guilt
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Psychological symptoms of depression

Considering suicide, self-harm or taking steps towards suicide
Continuous low mood or sadness

Feeling anxious or worried

Feeling hopeless and helpless

Feeling irritable and intolerant of others

Feeling ridden with guilt — especially if the guilt is excessive or unjustified
Feeling tearful or crying

Lack of interest in things or activities — especially if these were once important
or enjoyable

Lacking motivation

Low self-esteem

Procrastination - finding it difficult to make decisions

Physical symptoms of depression

Change in appetite or weight (weight usually decreases, but may increase)
Changes to the menstrual cycle

Constipation

Feeling lethargic — moving more slowly than usual

Lack of energy

Loss of libido

Sleep disturbances — such as finding it hard to fall asleep at night (takes more
than about half an hour) or early-morning waking

Speaking more slowly or less than usual

Unexplained aches and pains

Social symptoms of depression

Avoiding contact with friends and family

Avoiding social activities

Neglecting and not being interested in your hobbies and interests

Poor performance at work (e.g. poor concentration, lack of motivation and
absenteeism)

Problems in your home and family life
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Symptom Sought medical advice or
Experienced symptom  treatment during the
in the winter (per cent) — winter (per cent)

Fatigue 40 6
Low energy levels 39 4
Greater need for sleep 36 3
Weight gain 30 3
Greater appetite 27 1
Low self-esteem 14 3
Stress or anxiety 16 8
Increased desire to be alone 11 2
Trouble concentrating 7 2





