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Praise for Depression: A practical guide


If I were to recommend just one book to read on depression, it would be this. Writing with the empathy, intelligence and non-judgemental insight that we now expect from him, Dr Barry shows that he has not only listened very carefully to those who suffer from depression and understood their distress, but has spent much effort compiling a practical guide devoted to coping with, and recovering from, this distressing condition.


Carole Miriam Hunt, Sunday Independent


Depression: A practical guide is a mine of information and is essential reading for those suffering with depression and for their families.


Professor Patricia Casey, Department of Psychiatry, University College Dublin


The book is a delight to read, with real life examples gained from clinical experience as a GP and CBT therapist. It outlines numerous practical exercises and tips to help in the recovery process, and provides the scientiﬁc rationale in an easy to follow, natural and compelling way.


Professor Catherine Harmer, Cognitive Neuroscience, University of Oxford


Gently, Dr Harry Barry takes the reader by the hand and explains how depression affects people differently – and how to get better. With simply-explained, precise medical and neurological details, he helps the reader understand the whole picture. Every home, school, university and workplace should have a copy of this book.


Cathy Kelly, author and UNICEF ambassador


Depression: A practical guide is a masterfully crafted book that is essential reading for every person touched by depression, and every clinician who treats them. Dr Barry’s writing is simple and empathic and well suited for a reader struggling with depression-related cognitive difﬁculties, yet his advice and exercises are practical, well evidenced, and sure to be helpful. Every frequently asked question about depression is covered, from biological to psychological to social. The patient stories are spot on and will resonate with everyone. I will be recommending Depression: A practical guide to patients and families, as well as to health science and medical students and residents.


Professor Raymond W. Lam, University of British Columbia




This warm and empathic book provides a manual for those whose lives are touched by depression, whether directly or through living with a sufferer. It also provides insights of great value for those in the caring professions both into the nature of depression and the range of treatment options that can beneﬁt patients.


Professor Larry Culpepper, Professor of Family Medicine, Boston University


Dr Barry has done medicine and mental health a great service by writing an authoritative yet accessible exposition on cutting-edge thinking relating to recovery from states of depression. More than a self-help manual and better than many textbooks, it occupies a unique place in practical explanation and guidance to those affected by depression and those who work with them. You won’t be sorry if you apply his sound and elegantly presented advice.


Dr Justin Brophy, Foundation President, The College of Psychiatrists of Ireland


What a pleasant and amazing contrast to read Harry Barry’s book, Depression: A practical guide! Throughout the book, you feel the author’s incredible experience and compassion for people suffering from depression, acknowledging with great sensibility their distress and suffering! Harry Barry simply knows what depression is and what it means to the patient. Even more, if you read the book, ‘it sucks you in’ because of the inspired style of writing and the consistent way to simplify issues and encourage the person to act and overcome! What an immense resource also for me as a therapist!


Without doubt this is the best depression book on the market and it should become the standard reference for both patients and professionals.


Professor Hans-Ulrich Wittchen, Institute of Clinical Psychology and Psychotherapy, University of Technology Dresden











DEPRESSION


A practical guide


DR HARRY BARRY





A Note to Readers


This book was originally published in 2012 as part of the Flag series. In preparation for the launch of the series in the UK and abroad, I have taken the opportunity to refresh and update the whole series. I have updated therefore some parts of Depression, to include some new insights into this condition in what is an ever-changing field.


All names, occupations and other details used in this book are allegorical in nature.









This book is dedicated to Karl McCormack (1982–2011) and Robert Tiernan (1974–2010), and to their families, friends and loved ones who live with the pain.











OUT OF THE DARKNESS


Imagine that you are out hill walking and become separated from your companions. It is late in the afternoon and dusk is approaching. In your haste to catch up, you trip, tumble and twist your ankle. The pain is excruciating and you find it difficult to walk. The panic increases as you struggle to continue. Will night fall before you reach a place of safety? Will anyone realise that you have become lost and are in pain?


Soon the effort required to walk becomes too much. You end up finding a spot that gives some shelter, and curl into a ball. It grows dark. The air temperature falls, and your feeling of isolation grows.


Soon it is pitch black and the fear and terror that you have tried to suppress arrive. Your thoughts become increasingly hopeless. ‘I am going to die out here on the mountain alone, in pain and in darkness. There is no hope. They will never find me.’ You have no phone and no way of contacting those you love. ‘It is so lonely out here. I don’t want to die.’


Your logical mind tells you that if you hang on long enough, the long hours of night will give way to the dawn. Eventually the sun will reappear, and with it light and warmth. But your emotional mind has already given up. It will be too late: you will not survive the bleakness, cold, pain and isolation. You don’t think about money or possessions, or about how successful or not you are in your career; rather, you think about those you love and how precious life is. You may even start to pray to whatever god you believe in – for there are no atheists in a fox-hole, as any soldier will tell you.


The reality is that in such a situation, without help, there is a real chance that some of us may not make it. We have to depend on our own reserves of energy and resilience. We also have to rely on others to notice that we are missing and to come to rescue us from our difficulties. In such dangerous terrain, we may well need a guide who knows the ground. They may appear in the middle of the night with a search party, bringing heat, light and food to help us survive the journey back to civilisation. Even with all of these, the journey may be painful and fraught with difficulty.


This is where so many with depression find themselves. They can relate to the darkness, cold, pain, bleakness and isolation – and the terror that they are truly lost and will never make it to the dawn. But above all it is the darkness that is so frightening for them. For many, this darkness is caused by the absence of love in their lives. It is not the love of others that is absent – rather, acceptance and love of themselves. Once the sunlight of love is hidden by despair, the darkness becomes absolute. Will we ever see the dawn, with its promise of warmth and light?


But out of the darkness comes the light. For the night leads to the dawn, and with it the promise of a new day filled with light, hope and, above all, love.


Dr Harry Barry











INTRODUCTION


Depression is a worldwide condition and one that causes immense distress to countless individuals and families in every corner of the globe. Depression is the leading cause of disability worldwide in terms of total years lost to ill health. There have been enormous efforts put into research to try and explain just what is happening in our mind and brain during episodes of this condition and indeed the effects on our physical health. Modern neuroscience is helping slowly to uncover some of the mystery and yet there is still much to be discovered.


Yet despite it being so common and so distressing to many, depression remains an extremely controversial subject. There is still a deeply ingrained stigma worldwide to the word and indeed many who suffer from the condition feel themselves extremely stigmatized and often hide their condition. It is as if mental health is still two to three decades behind physical health in terms of our understanding. It can be likened to the stigma that would have been afforded to conditions like TB or even AIDS in the more recent past.


The origins of this stigma lie back in a time when mental health was handled appallingly with many patients ending up in long stay institutions and with a litany of dreadful procedures such as lobotomies being performed to make them more docile.


Thankfully those awful days are long behind us and our understanding of mental health and its intimate relationship with our brain and body is being increasingly researched and better understood, leading to the search for better forms of treatment.


But there are other controversies still raging about depression. Most of these have centred on the role of drug therapy in the management of this condition and whether such therapy is doing more harm than good. Most of these concerns have focussed in on whether these drugs increase our suicide risks, or are addictive or are simply placebos. Other issues include concerns about the ‘medicalization of sadness’ where many experts worry that we are are simply trying to numb the pain of life.


We have also seen an explosion in the number of therapists and alternative practictioners who feel that they will be able to assist the person in managing their depression.


In the middle of all this confusion and uncertainty the person who is going through the darkness of a bout of depression can often feel even more isolated and alone. They are surrounded by a cloud of confusion, misinformation, stigma and many do not know where to turn or who to trust.


I have been a family doctor for over three decades and travelled with countless patients along the road of emotional pain so inherent in this condition. I have also been privileged to meet different specialists in different parts of the world and discuss how different traditions and approaches are applied to help patients heal. Of interest to me was the commonality of how patients present and how all the approaches, however varied, had to overcome the same obstacles.


So, depression no matter what part of the world you live in, takes very similar paths. The symptoms are generally quite similar, the world of stigma is almost universal, the fear of the condition equally common and the consequences of not managing it well equally destructive.


One of the greatest difficulties for the person with depression is the negative effect it has on our cognitive brain. So, just as we most need our brain to be at its sharpest, as we try to cope with the condition, we often find it struggling the most. It also creates in our mind and brain a ruminatory pattern of thinking which can be very distressing. And one of the critical consequences of this form of thinking is that it convinces us that we are of no worth and that coming for any assistance for the condition is a waste of time.


In my previous books in the Flag series I dealt with this illness in detail, explaining the underlying neuroscience behind depression, the causes of the illness, and therapies that can be used to treat it. One constant request is for a simple yet practical guide for sufferers to use on the journey. Most of us picking up a book or manual on a particular illness are able to quickly scan it and extract the relevant data. For those with significant depression, however, this task is unfortunately not so simple. It can be incredibly difficult, when you are completely exhausted and struggling with poor concentration and short-term memory, to get the most out of such books. Many have wondered if a practical guide could be created, providing a step-by-step approach to simply surviving the bout in question. The idea is to help the person recognise and deal with their condition; then, when they are well, they can peruse the other books in the Flag series for more detailed insight and information.


‘Survival’ is the word that depression sufferers can relate to best, because major depression is a physical, as well as a psychological illness. It drains our energy reserves, so we struggle to survive from day to day. Many of those who are fortunate enough not to suffer from this condition fail to understand this. For some, the fight simply to keep functioning becomes too hard, and thoughts of ending the pain become overwhelming. In this book, I will try to enter into the mind of a person with depression and show what it is like to inhabit their world. We are going to follow a group of people on their survival journey back to mental health. We will listen to their cries from the heart as they struggle with every step on the way. Accompanying them will be Dr Bill, whom we met in Toxic Stress. He is going to set out a four-step survival kit for the group and answer their questions along the way.


Firstly, I am going to give a simple summary of what depression is, why we develop it, the main physical and psychological symptoms experienced by the sufferer, and the modern holistic treatment approach to the condition.


For some readers, even this may be too much to cope with. I would encourage these readers to move on to the next section and only return to this one when they are feeling better.


My main objective in this book is to reach out to those who are suffering from depression. Many others, including the countless loved ones who struggle to understand and cope with the person in difficulty, may find the approach helpful too. Too often, people misunderstand what depression is and what the world of the person with it is actually like. This creates pain and suffering in many relationships. Information is the key to breaking this impasse. Hopefully, by challenging common misconceptions about depression, loved ones can empathise and support those in difficulty. There are also many counsellors, psychotherapists, occupational health departments, employers, family doctors and nurses who may benefit from a better understanding of what it is like to live in the hidden emotional world of depression.


Some people who pick up this book will have spent months, and in some cases years, suffering in secret pain from depression. Many will feel that their lives are of no value, and that it is pointless to seek help. Some may feel ashamed and dread those close to them ‘learning their secret’. How would others view them if they found out? As we will see later, such thoughts come from our emotional brain, which, in someone with depression, has gone into negative mode.


Others living in this hidden world of pain and exhaustion can see no way out. Men in particular, due to the way they are ‘hard-wired’, and as a result of social expectations, are least likely to come forward for help. As a result, they often find themselves getting deeper into trouble. In the cauldron of modern Ireland, with its numerous economic and social problems, there is an even greater risk of men in difficulty feeling overlooked and forgotten.


If you are in such pain and don’t know how to deal with it, or where to go for help, I appeal to you to join us on the journey. See how our group overcome their difficulties and pain – and, in most cases, make a full recovery. This may give you the courage and strength to make that first step:


•Talk to someone close to you


•Ring a helpline (see numbers at back of book)


•Open up to your family doctor or trusted counsellor, teacher or friend


Remember, suicide may often seem like the only way to end the pain. But it leaves in its wake a maelstrom of pain and life-long suffering for those who are left behind.


I hope in this book to show that there is another way: please join me on the journey.











PART ONE


The word ‘depression’ is regularly used by many of us in our everyday lives. This has led to confusion, as some describe it as an emotion and others as an illness.


Periods of feeling down, sad or low, are, like anxiety, innate to the human condition. All of us experience such periods, following bereavements of loved ones or beloved pets, the ending of relationships, major disappointments and losses, illnesses of ourselves or loved ones, or stressful periods in our lives. Such periods are usually of short duration, and we quickly ‘bounce back’ to our normal selves. I often refer to this as ‘depression the emotion, spelt with a small “d”!’


This distinction is crucial: when many hear the term ‘depression’, this is what they assume we are discussing. Since most of us experience such feelings regularly during our lives, we can become dismissive of the term. Didn’t we too feel ‘depressed’ and manage to ‘snap out of it’!


In this book, we are going to be dealing with a much more significant condition or illness, called ‘major depression’, or MD. This is a debilitating physical and psychological illness which affects around 400,000 people in Ireland.


As we will see later, major depression impinges greatly on our emotional world. But it is the extent and severity of the physical and psychological symptoms associated with MD which separates it from depression the emotion.


In this section, we’ll examine the key symptoms, causes, simple neuroscience changes, and management of major depression.


If you are struggling with energy levels and concentration, try to pick out the main headings from this section and move on. Later, when you are feeling better, you may like to return to learn more.


Major Depression: What Is It?


Major Depression is a physical and psychological illness which affects between 10 and 15 percent of the population.


What Are The Main Symptoms?


The main symptoms can be broken down into psychological, cognitive and physical:


Psychological Symptoms


•low mood (which has to be present for a minimum period of two weeks on a daily basis, but is often present for months or years)


•loss of self-esteem


•negative thinking


•lack of pleasure in normal life experiences


•suicide thoughts and plans


Let’s See How This Is Expressed By Some Sufferers


Low Mood


‘I feel weighed down by hopelessness and sadness. It is a physical pain in my heart, and no one understands how terrible it feels.’


John, a nineteen-year-old undergraduate student, has developed depression on moving away from his family for the first time, to live in a flat in Dublin. He is successfully hiding it from his family and friends. Alcohol relieves the pain for short periods, but its embrace is fleeting and illusory.


Loss Of Self-Esteem


‘I am ashamed of the weak, useless, boring, incompetent failure that I am. People hate spending time with me.’


Carl, a twenty-four-year-old mechanic, whose quiet disposition and painful shyness has disguised his inner torment from those close to him. Depression visited him first at the age of seventeen and has been an unwelcome but frequent visitor ever since.


Anxiety


‘I am constantly on a high state of alertness and always feel under pressure. I cannot cope when something goes wrong. I sometimes feel panicky for no obvious reason.’


Peter, aged twenty-two, has successfully hidden how he feels for the previous three years.


Lack Of Pleasure (Anhedonia)


‘I can barely manage a smile any more. I’m sick of people telling me to “cheer up” or that “it can’t be that bad”. It is – and much worse than they can imagine.’


Paula, aged twenty-eight, was sexually abused at the age of nine and has had bouts of depression for the past five years.


Negative Thinking


‘I cannot wait till I am dead. Then I will be at peace; the loneliness and hurt will be gone. I cannot go on, not like this. I have often thought of trying to explain how I feel to those closest to me, to share the pain. But what would be the point? After all, there is nothing they or anyone else can do to help, and I would only be burdening them with my troubles.’


Andrew, a twenty-six-year-old postgraduate, is suffering from his second major bout of depression. Like many others with this illness, he is having relationship difficulties with his girlfriend, blaming her for not seeing his pain, and using alcohol in large quantities. This does little to silence his negative thoughts that he doesn’t deserve to live: as he sees it, no one, including his girlfriend, would notice if he was gone.




Suicide Thoughts


‘The world will be a much better place without me. I am a burden on everyone, and they won’t miss me at all.’


Jack, who is twenty-nine, has already quietly planned in great detail how he will end the pain. If his depression is not recognised and remains untreated, he may soon put these thoughts into action. This is made more likely following his recent dramatic increase in alcohol consumption to numb the pain of a breakup with his girlfriend.


Let’s Examine These In More Detail


The low mood is not just having a bad day! It is like being in a dark hole or well with high walls all around, surrounded by darkness, with only a brief glimpse of light visible. One can see no way of climbing out. It is a world of deep-seated emotional pain, a shrivelling up of our very soul. Mothers have often described it as a pain more intense than labour. Others have described days with it as being seemingly endless, with no end to the arid wasteland within.


The lack of self-esteem goes to the very heart of how the person feels about themselves. They feel of no value and in some cases ‘invisible’. They believe, erroneously, that they are a burden on those around them and not worth knowing or interacting with. This explains why many people with MD seemingly reject those closest to them, like family and friends. It is not that they are rejecting the latter, rather that they don’t want to burden them with the worthless person they feel they have become.


The lack of pleasure can be partial or, in many cases, almost total. Many will derive no pleasure from normal human actions and interactions – such as food, sex and social interaction. Many describe being out socially in crowds and desperately trying to show interest or enjoyment in what is going on, but failing miserably. Many with MD will misuse alcohol in such situations, in order to conceal how they truly feel.


The anxiety experienced in MD is nearly always intermingled with exhaustion. Although the person may feel anxious, they are almost apathetic in relation to their condition. Some may present more acutely with panic attacks, while others may experience an agitated, restless form of anxiety, with both physical and mental symptoms (worrying).


Negative thinking is now known to lie at the heart of MD. People with depression start to view themselves, those around them and indeed the world itself through a dark lens. This black curtain around the person prevents them from seeking help. It is the source of much of the psychological pain and constant ruminations characteristic of this illness.


Suicide thoughts are common in MD. This knowledge is often a great relief for the person with this illness. Many cry with relief when asked: ‘Are you, as so many with this condition do, having thoughts of self-harming?’ They are often ashamed for having such thoughts. It is a weight off their shoulders to realise that it is common for people with depression to experience these thoughts. However, if one is actually to start to investigate, or ‘plan’, how to end it all, then matters become more serious. This is a strong indicator that we are becoming significantly depressed. It is a real cry for help from our emotional brain, and we must heed it and seek assistance.


Physical Symptoms


•Fatigue


•sleep difficulties


•weight loss or gain


•loss of drive (including sex drive)


•poor memory (both short-term and long-term)


•poor concentration


Let’s See How This Is Expressed By Some Sufferers


Fatigue


‘The simplest of tasks drains me of all my energy; I just want to sleep all the time.’


Mary, a twenty-seven-year-old mother with two small children, has developed symptoms of depression following a series of stressful events, in particular the death of a close friend from cancer.




Sleep Difficulties


‘I just can’t seem to sleep through the night. I’m always so exhausted in the morning.’


Thomas, a thirty-two-year-old successful businessman, has been suffering from undiagnosed bouts of depression for more than a decade.


Weight Loss Or Gain


‘I’m just not hungry any more. Food does not look appetising, and it’s too much energy to eat. Hopefully I will waste away to nothing.’


Catherine, a single parent aged twenty-four. The stress of coping with a small child, while living on social welfare in a small, poorly equipped flat, with a partner who abuses alcohol (and her), has triggered a bout of depression. She has lost more than a stone in weight. Her diet (already poor due to lack of money and poor knowledge about nutrition) has been reduced to coffee and cigarettes.


Or:


‘Eating has become a habit for me: it distracts me from how I feel for a while. Then I feel worse as I get fatter and uglier. But who is going to look twice at me anyway?’


Michael, who, although presenting an outer image of seeming normality, has suffered for years with poor self-esteem. Now, at the age of thirty, he is grossly obese from years of using food as a coping mechanism for his bouts of low mood.


Loss Of Drive


‘I don’t enjoy any of the activities that I used to. It all seems like so much effort now, and I don’t see the point.’


Maura, a twenty-four-year-old working mother, developed depression three months after the birth of her first child.


Cognitive Symptoms


•poor memory




•reduced concentration


•indecisiveness and difficulties with problem solving


Poor Memory


‘I have become increasingly forgetful, and have difficulty remembering the simplest of things, like what I did yesterday.’


Noreen, a single, very busy twenty-seven-year-old manager, is struggling to cope with her day-to-day duties due to depression triggered by a prolonged period of sustained stress.


Reduced Concentration


‘I don’t read any more. It is too much effort to make sense out of the words, and it is becoming difficult to pay attention to anything.’


George, a seventeen-year-old student, is struggling to study as he battles with a bout of unrecognised depression.


Let’s Examine These In More Detail


The fatigue described by most with MD is not the same as the fatigue experienced after a hard day of physical or mental work. It is a deep-seated state of exhaustion where even the simplest task becomes a major ordeal. It is actually a form of mental fatigue but will seem physical in nature to the person involved. As a result, they stop all forms of exercise, in the mistaken belief that this will conserve whatever energy remains. Fatigue intrudes into every area of their lives, making their life extremely difficult. This is another reason why sufferers from MD try to avoid social contact: as they see it, this will mean expending energy they simply do not have. Students with depression will often be thought to be lazy, as they can’t study; employees may be felt to be not pulling their weight; and young men may cut themselves off from friends and stop taking part in sports – all due to this debilitating fatigue.


The sleep difficulties so common in MD come from biological changes to sleep rhythms and in particular our dream sleep (often called ‘REM sleep’). Normally we sleep for around eight hours per night. When we are well, we do most of our dreaming in the second part of the night. But in MD, this pattern is turned back to front, so we find ourselves waking up in the early hours of the morning and struggling to get back to sleep. Sleep in depression is nearly always a problem: it is difficult to fall asleep, and to stay asleep. The result is that many feel exhausted when they rise in the morning, and wonder how to face the day.


The weight loss/gain in depression comes from the fact that we may lose interest in food, as we get no buzz or enjoyment from it. Or we may find ourselves eating all the wrong kinds of food in a desperate attempt to try to lift our mood. The weight loss in particular is a warning sign that something is wrong. Many assume that the only reason we can lose weight is if we either have a serious underlying physical illness or an eating disorder. This is an obvious physical symptom that might tip off either the person with MD or those around them that something is awry. In the case of young men, this may be the only visible warning sign.


Loss of drive is another significant physical symptom that may dominate the life of the person with MD. All of us have innate drive, which gives us interest and enthusiasm to carry out normal human daily activities. As a result we eat, have sex and involve ourselves in work and hobbies. In depression, this drive dries up and we lose interest in food, sex, work and hobbies. Our lives become arid, and nothing matters. The loss of libido, or sex drive, causes further difficulties within relationships, as the partner involved (unless they have some understanding of MD) feels rejected and unloved. In fact, the illness, and not the people involved, is driving this loss of libido. This loss of drive also explains a seeming lack of enthusiasm to take on new challenges at work.


Poor memory is another physical symptom which causes problems. In depression, the memory part of our brain is physically attacked. MD interferes with the production and retrieval of both short-term and longer-term memory. Many who do not understand this illness fail to grasp that this inability to retain even simple, short-term memories can be quite profound. As a result, it can be difficult in some cases to deal with depression using talk therapies alone: the person may struggle to retain the information discussed. This memory difficulty can make it hard for a housewife to carry out her normal shopping and other chores, for example, or for students to study for exams. It also explains why some people with MD forget appointments and dates – something which can interfere with their working and social lives.


Reduced concentration goes hand in hand with the memory difficulties discussed above. Most of us take for granted the capacity to focus on and retain information. The simplest example of this is reading the daily newspaper – something we do without difficulty. In depression, however, the words become a blur. Many will talk about picking up the paper and reading the words, but being unable to put them together, and eventually putting the paper down, frustrated. This loss of concentration is a particular for students, who may be unable to focus on and retain the information contained in books and manuals. Once again, this may be construed as laziness; in reality, it is a result of MD.


Indecisiveness and difficulties with problem solving are common symptoms which can cause significant difficulties. These are often called executive function difficulties, where during a bout of major depression, parts of our logical brain are really struggling to make normal everyday decisions. This once again can cause chaos in our working, academic and domestic lives.


To be diagnosed with MD, one must have significantly depressed mood for more than two weeks, combined with at least four of the above additional symptoms, particularly difficulties with sleep, appetite or fatigue, feelings of worthlessness, suicide thoughts and a loss of enjoyment of life. In practice, most people will have the majority of above-mentioned symptoms. If one can imagine living in a world where these are present in our lives day after day, month after month – in a seemingly endless round – then we can visualise major depression!


Major Depression: What Is Happening In The Brain And Body?


I am going to keep neuroscientific information to simple key concepts, and refer those who wish to know more to my other books.


We all have a logical and an emotional brain. The logical brain:


•is called the ‘prefrontal cortex’ and is situated at the front of the brain




•makes up 29 percent of the brain


•is the rational, logical, problem-solving part of the brain


•helps us be creative, analytical and capable of planning


•controls emotions and behaviour, particularly impulsive, self-destructive behaviour


•controls social relationships and empathy.


The emotional brain:


•is called the ‘limbic system’ and is situated in the middle of the brain


•controls our stress system


•is involved in the processing of emotions (particularly negative ones such as anxiety and depression)


•is involved in the creation, storage and retrieval of memories


•is involved in the enjoyment of food, sex and alcohol


[image: image]


Figure 1: The logical and emotional brain


A key player in the emotional brain that is felt to be at the heart of depression and indeed all forms of anxiety is called the amygdala. It is not necessary to know much about this little organ present on both sides of our brain, other than that it oversees our stress system and is the generator of emotions such as sadness, anxiety and anger. It also stores the memory of these emotions.


One of the most consistent findings on Neuroimaging is that when a person with major depression is exposed to a negative image, the amygdala is consistently overactive. The amygdala is part of an over active circuit seen as the generator of most of the symptoms of major depression. For the rest of this discussion we will simply however regard the emotional brain as a single unit. Our emotional brain is also much faster and not as nuanced as our more rational prefrontal cortex which is slower and more measured in its opinions and actions. It can be compared to the accelerator and brake in a car. The prefrontal cortex is the brake whilst the limbic system or emotional brain is the accelerator. Many assume that our logical brain is more powerful than our emotional brain. In practice, however, there are more connections and pathways running from the emotional brain to the logical brain than the reverse. Daily decisions are made with emotion and logic combined, with emotion playing the greater role (with a split of around 60/40).


When we are well, our emotions and logic are in harmony. So when we are undergoing typical everyday highs and lows, our logical brain has the ability to ‘keep manners on’ our more disobedient emotional brain. The logical brain is the protective mechanism our body and brain uses to keep us grounded.


When we are unwell, negative emotions overwhelm our logical brain; the classic example of this is major depression. At its most simple, this is a breakdown in the normal balance between our logical and emotional brain. This results in our logical brain being unable to switch off the torrent of negative thoughts and emotions flowing from our emotional brain. There is quite a complex neurocircuitry between our more rational prefrontal cortex and our more emotional limbic system. It is a breakdown, in the normal flow through this neurocircuitry, that results in depression.


If we grasp this simple concept, then it becomes much easier to understand the illness of depression. This breakdown gives rise to most of the psychological symptoms of MD.


To understand many of the physical symptoms of MD, we need to realise that our emotional and logical brains are connected by three mood cables (which operate like simple telephone lines between the two). These are:




•the SEROTONIN CABLE, involved in mood, sex, sleep, appetite, memory and impulsive behaviour (including self-harm and suicide)


•the NORADRENALIN CABLE, involved in energy, sleep, drive and concentration


•the DOPAMINE CABLE, involved in our sense of enjoyment of food, sex and anything else that gives us pleasure
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Figure 2: The three mood cables


When we develop MD, these three mood cables become underactive, producing the following symptoms:


•Reduced activity in the serotonin mood cable leads to low mood; sleep, sex and appetite difficulties; an increase in anxiety; and an increase in suicide thoughts and impulsive behaviour.


•Reduced activity in the noradrenalin mood cable leads to poor drive and concentration, fatigue and sleep difficulties.


•Reduced activity in the dopamine mood cable leads to a reduction in enjoyment of life, particularly in relation to food and sex, and an overreliance on stimulants like alcohol.


The last link in the chain is that our emotional brain takes charge of our stress system. It does so by controlling the adrenal stress gland, situated one on each side of the abdomen over our kidneys, and by the main stress hormone produced by this gland, called glucocortisol.


We now know that in MD, the emotional brain sends the stress system into overdrive creating the following symptoms:


•The adrenalin stress gland is overactive in depression, occasionally doubling in size.


•The stress hormone glucocortisol is elevated, both during the day and, in particular, at night time.


•This leads to an increased risk of significant physical problems namely heart disease and stroke (sticky platelets), osteoporosis, infections and diabetes, among other things.


In summary, this is what happens in MD:


•The emotional brain, triggered by stress, goes into negative mode.


•There is a breakdown in the normal ability of the logical brain to switch off the emotional brain.


•As a result, the emotional brain causes the stress system to become overactive, producing too much glucocortisol.


•The stress system attacks the three mood cables, which become underactive.


•The whole host of physical and psychological symptoms of this illness follow.


But why do we experience such an absence of pleasure and joy in our lives when depressed and why do we struggle so much with memory? These are two important questons.


We now know that the left side of our brain is very important for positive emotions like joy and the right side is much more focused on negative emotions such as depression and anxiety. One part of our emotional brain on the left side is called the Nucleus Accumbens which is where we experience feelings of pleasure. In MD, this is often underactive giving rise to the lack of joy in our lives during a bout.




There is a second key section in our emotional brain which organizes our whole world of contextual memories called the Hippocampus. This becomes impaired due to high levels of our stress hormones in depression leading to our difficulties in this area.


If you are reading this and are struggling with concentration, don’t worry. Take one main thought from this section: MD is caused by a breakdown in the ability of our logical brain to switch off our negative emotional brain. In fact, this is the key to the whole book. Now move on and return to this section later, when you are feeling better.


What Is The Role Of ‘Hot’ And ‘Cold’ Cognition In Major Depression?


Increasingly research is focusing on the role of cognition and its role in depression. We have always known that concentration was a significant issue for many during a bout of depression. But we are beginning to understand that cognitive difficulties are much more extensive than previously thought.


Cognition can be described as ‘hot’ or ‘cold’.


Hot cognition relates to the way our thinking is influenced by our emotions. So, in depression we are more biased towards paying attention to the negative in our environment. We also tend to be excessively influenced by any form of perceived negative feedback from others. Finally, we are inclined to be biased towards increased memory for negative cues.


Cold cognition relates to cognitive processes independent of emotional involvement. So, it relates more to cognitive functions such as attention, memory and decision making.


In depression, both occur regularly during a bout. Whilst we have always been aware of hot cognition there has been an increasing interest in cold cognition.


If for example I believe in MD that ‘I am worthless’ then this thought becomes linked to the emotion of depression, then I have triggered a hot cognitive thought. This is an example of hot cognition.


Whereas if during a bout, I find myself struggling with memory, attention, concentration, and other key functions such as decision making then my cold cognition has become impaired. It is now accepted that over ninety percent of those suffering a bout of MD will be experiencing such cold cognitive difficulties.


This is important for students for example who may find themselves struggling with absorbing and retaining information from lectures and quickly fall behind. Or for both workers and managerial staff who if suffering from such difficulties may struggle to hold down their jobs. This is a common cause of absenteeism and presentism in the workplace.


In practice, hot and cold cognitive difficulties feed on one another in depression. If I struggle to carry out normal tasks due to cold cognitive difficulties then I end up rating myself as worthless, triggering a further drop in mood.


Of some concern is the finding that some who have recovered from a bout of depression may still have some lingering cold cognitive difficulties.


These hot and cold cognitive difficulties in depression are all created by neurocircuitry malfunctioning in our emotional and logical brain.


Major Depression: Why Do We Get It At All?


There has been an explosion in our understanding of MD in the past ten years. This has been driven by our new understanding of the brain. In particular, information is emerging on how the brain develops and interacts with our environment at all stages of life.


The crucial links between the emotional and logical brain, described above, can be disrupted due to the following:


•the genes we inherit from our parents


•being exposed environmentally to a family pattern of depression or anxiety


•significant stressors in our early childhood and adolescence (these include abuse in any form, coming from an addictive or non-validating family environment, bullying, sexual-identity issues, being overprotected as we are growing, and poverty)


•sex hormones, particularly in women (oestrogen and progesterone)


•exposure to high levels of stress from everyday life




•the deleterious effects of alcohol and drugs, particularly in our youth and old age


•vascular changes in the brain as we age


Current thinking is that many who will later develop MD, through a combination of genes and the environmental influences described above, are predisposed to not handling chronic stress as well as other people. This may be because key pathways between emotional and logical brain have been affected during childhood and adolescence. This can make it more difficult for the logical brain to control the emotional brain when it turns negative.


When life throws up significant stressors, such as loss, relationship difficulties, pregnancy and the postnatal period, sexual-identity issues, financial problems and so on, the underlying predisposition is exposed, and our emotional brain dives into a negative, depression mode. When this happens, the normal control of the logical brain is impaired, and the logical brain becomes swamped by the negative barrage emanating from the emotional brain.


If this happens on a number of occasions, it takes less and less stress for the emotional brain to trigger future episodes, until, eventually, simple negative thinking can start an episode. Some researchers assume that MD is primarily caused by our genes; others that it is purely environmental in nature. In practice, it is a balance between the two. The stronger the familial incidence of MD, the more at risk we are of developing it. But there will usually be some environmental triggers which activate the relevant genes.


Is Depression A Dietary Illness?


Some experts wonder whether a lack of important proteins, fats and vitamins in our daily lives may explain fully the mystery of depression. Renowned nutritionist Patrick Holford is a leading advocate of this possibility. While I feel that the absence of such nutrients from a person’s diet may play a role in the expression and severity of depression, it is highly unlikely that this is the full story. Genetic predispositions and other environmental influences, particularly those which trigger stress, play a larger part in this illness than nutrition.




When Does MD Appear First, And How Long Do Episodes Last?


While children under twelve occasionally suffer from MD, in general it seems to occur from puberty onwards. Depression can appear at any stage of a person’s life, but often occurs for the first time before the age of thirty, and frequently following periods of great stress. Twenty-five percent of sufferers will first show signs of the illness during their teens. This group is more likely to become chronically depressed and prone to relapse. Others will develop depression later, either postnatally or following a major stress incident, such as loss of a loved one or the ending of a key relationship.


Episodes can vary greatly in duration but the average period is six to twelve months. For those affected, this can seem like an eternity. Usually the depression will begin to lift after this period but some will experience chronic or persistent symptoms.


Why Do Bouts Of MD Eventually Subside?


We know that most of those who experience a bout of MD will, even without any treatment, eventually seem to get better. The duration of time this will takes can vary from six to twelve months. This question is one of many questions about this illness that we struggle to answer with certainty.


The current opinion is that the brain does not like any imbalance and prefers the world of homeostasis which can be best defined as ‘business as usual’! It therefore is desperately trying to restore this normal balance of power between the logical and emotional brain. It eventually begins to win this battle over time and most of the symptoms begin to gradually recede.


This may of course be assisted if the stressors that may have triggered the episode are resolved and the person is under less stress.


We do know however that if bouts are significant and not managed properly it seems as if the brain remains extremely vulnerable to future episodes and often within a year or two. The opposite also pertains. There is increasing evidence that recognizing and treating particularly first episodes earlier and aggressively may significantly reduce further episodes.




How Often Will An Individual Suffer A Bout Of Depression?


It is estimated that 75 percent of those who suffer from a significant bout of depression will undergo between one and four depressive episodes in their lifetime. In 75 percent of cases, there will be another episode of this illness within five years of the first one.


It is also believed (probably for biological as well as psychological reasons) that each episode makes further ones more likely, particularly if the condition is not treated.


These bouts often occur after a period of significant stress. This is why it is particularly important for people with depression to develop coping mechanisms to deal with stress.


The remaining 25 percent will experience constant bouts of low mood, alternating with periods of feeling relatively ‘normal’. In this group, the depression is likely to start in the teenage years, and often needs only the most apparently minor of stress triggers to reactivate it.


Why Is MD More Common In Women?


We know that women are twice as likely as men to develop major depression. Many theories have been put forward as to why this is the case. These include the following:


•The serotonin mood cable is 50 percent less active in women than in men. Since this cable is a key player in depression and anxiety, this may predispose women to these conditions.


•Women are exposed to significant hormonal shifts during their lives – much more so than men – as witnessed by the incidence of postnatal depression in women.


•Women experience more stress in their lives. This may in part occur because of the fact that they generally play a larger role in rearing children and looking after elderly parents than men.


•There are significant differences between the male and female brains, in terms of both hard-wiring and functioning. Women, for example, are multi-taskers, whereas men find it easier to concentrate on single tasks. This may put more stress on women as a result.


•In a world where women have been encouraged to go out into the workforce as well as carrying out domestic responsibilities, there is a risk of the stress involved in juggling these different roles triggering bouts of depression.


•There is recent evidence that biologically when stressed women have a different mechanism for handling their stress hormone Glucocortisol that puts them at greater risk from stress.


•There may be a difference in genetic predisposition to MD between men and women. Until we have learnt more about the genes involved, we will have to wait and see if this is the case.


Is Major Depression Just A Single Entity?


For many decades, MD, has been considered by professionals and lay people as being a single entity. But increasingly as we learn more about this illness it is becoming clearer that this may not be the case. So, we are now recognizing that some sufferers will complain of significant levels of anhedonia for example and so struggle during episodes from a profound loss of enjoyment in their lives.


Others may not suffer from anhedonia but may suffer from profound apathy or lack of motivation. Others may have profound cognitive difficulties with attention and concentration and others less so. Others may have a lot of the psychological symptoms and fewer physical ones; and vice versa.


Increasingly there is a belief that over time we will redefine depression into sub groups with emphasis on the main symptoms pertinent to each individual person.


We may eventually even be able to explain why these differences occur and more importantly may be better able to tailor treatment options for each person individually. We may be better able to decide on whether one person might do better with talk therapies such as CBT and others may require more drug therapy. And in the case of the latter it may inform us better as to which one should be used on an individual basis.


For simplicity in this book we are going to treat it as a homogenous unit.




Can We Think Our Way Into Or Out Of A Bout Of Major Depression?


Increasingly we are becoming more aware of the power of the mind to reshape the brain. So, can we simply think our way into a bout of major depression? For if this were the case it would assume that we could in turn think our way out of a bout.


We have already mentioned rumination (the washing machine of negative thoughts in your head) which is a form of thinking very prevalent in major depression. But this seems to be part of a general slide of the emotional brain into negativity where we assign a negative bias to everything we encounter when depressed. We search the environment only for evidence that this irrational way of looking at the world is true and ignore all else.


We also know that challenging this form of thinking is critical to assisting a person not only to emerge from a bout of MD but in reducing their chances of a recurrence.


The usual pattern of depression is that the first few episodes follow on from some stressful triggers that we are struggling to cope with. This seems to trigger the emotional brain to become more negative. It also fires up our stress system. Eventually the capacity of our logical brain to calm down the emotional brain becomes swamped and the full spectrum of symptoms arise. As part of that package our thinking becomes very negative and ruminatory.


But we do know that eventually for some people the levels of stress that are needed to trigger a further bout seem to decrease until for some a slide into negative ruminatory thinking can be enough to trigger it. This is because persistent bouts damage the neurocircuitry control mechanisms of the logical brain over the emotional brain further. This explains why, as we will examine later, CBT type approaches to tackling our negative thinking can be so vital.


In terms of thinking our way out of a bout, as any sufferer will attest, it is not quite so easy! You can’t just think your way out of a bout. We do know however that the mind is a powerful tool at our disposal to manage a bout of depression but only as part of a structured, organized holistic package, where we develop techniques to harness this power.


Part of the difficulty is that quite often during a bout of depression our emotional brain is so distressed that the more rational part of our brain is simply not able to calm it down. This is worsened by the cognitive difficulties involving attention, concentration and memory. We will be discussing this in more detail later.


One potential area of interest for the future lies in trying to pre-empt the first bout of depression in younger age groups by trying to identify negative thinking pattens that can be triggered by stress and perhaps building into our educational system skills to reshape them.


What Is Late Onset Depression?


It is important to distinguish between early onset depression where the first bout occurs earlier in our lives – usually starting between fifteen and thirty-five – and late onset depression which usually starts over the age of fifty.


Late onset depression, as the name suggests, is where we experience our first bout of depression over the age of sixty in the UK. Often the person has had no experience of low mood or depression and then suddenly begins to develop the typical symptoms as they are getting older.
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