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Praise for

The Noonday Demon

“The Noonday Demon is the ideal and definitive book on depression. There is nothing falsely consoling about this account, which is the opposite of a bromide, unless to be accompanied by so much intelligence and understanding is a consolation in itself.”

—Edmund White, author of A Boy’s Own Story and The Flâneur

“An exhaustively researched, provocative, and often deeply moving survey of depression . . . original and vividly recounted. Solomon writes engagingly; his style is intimate and anecdotal . . . witty and persuasive. Over all . . . The Noonday Demon is a considerable accomplishment. It is likely to provoke discussion and controversy, and its generous assortment of voices, from the pathological to the philosophical, makes for rich, variegated reading.”

—Joyce Carol Oates, The New York Times Book Review

“The Noonday Demon explores the subterranean realms of an illness which is on the point of becoming endemic, and which more than anything else mirrors the present state of our civilization and its profound discontents. As wide-ranging as it is incisive, this astonishing work is a testimony both to the muted suffering of millions and to the great courage it must have taken the author to set his mind against it.”

—W. G. Sebald, author of The Emigrants

“It’s a compendium, it’s a think piece; it’s both! . . . Remarkable . . . [Solomon] has a killer eye for detail, as well as curiosity and compassion.”

—Emily Nussbaum, The Village Voice

“A wrenchingly candid, fascinating, and exhaustive tour of one of the darker chambers of the human heart.”

—Daniel Goleman, author of Emotional Intelligence

“Everyone will find a piece of himself in Solomon’s account, even if he has been spared the experience of watching that kernel blossom into a monstrous and strangling plant. . . . Solomon shows bravery and rigor.”

—Christopher Caldwell, Slate magazine

“Solomon is able to examine depression in its considerable darkness, with an unblinking look at its sometimes lethal agonies. His greatest brilliance, however, is in his capacity to consider depression in the light, to recognize that there are elements of the experience that challenge its sufferers to learn, to change, and to salvage joy wherever they may find it. Personal or professional experience with depression are not prerequisites for this book. It’s a great read—for anyone.”

—Martha Manning Ph.D., clinical psychologist and author of Undercurrents: A Life Beneath the Surface

“Exhaustive and eloquent.”

—Maria Russo, Salon.com

“Andrew Solomon’s book is an extraordinarily honest testimony about suffering, which often touches, and is touched by, illumination.”

—John Berger, author of Ways of Seeing and To the Wedding

“Painfully honest, sometimes shocking . . . Few books are as powerful or as controversial, as distressing or, at times, as wryly humorous. . . . The Noonday Demon is poised to be a classic of our time.”

—Alice Fowler, Night & Day

“Andrew Solomon’s The Noonday Demon is as gripping as a thriller, and at the same time it has the seriousness and weight of a literary landmark.”

—John Berendt, author of Midnight in the Garden of Good and Evil

“Solomon says there’s positive power in our demons. This extraordinary book tackles despair from the inside out.”

—Richard Avedon

“A brilliant, kaleidoscopic portrayal of the human experience of depression.”

—James Watson, discoverer of DNA, Nobel Prize winner and author of The Double Helix

“An exhaustively researched, provocative, and moving survey of depression, engagingly rendered by a man brave enough to say that he loves his depression because it helped him find his soul.”

—The New York Times

“The Noonday Demon is an amazingly rich and absorbing work that deals with depression on many levels of perception. In its flow of insights and its scope—encompassing not only the author’s own ordeal but also keen inquiries into the biological, social, and political aspects of the illness—The Noonday Demon has achieved a level of authority that should assure its place among the few indispensable works on depression.”

—William Styron, author of Darkness Visible

“Frank . . . clearheaded [and] valuable . . .”

—Entertainment Weekly

“Andrew Solomon’s The Noonday Demon is immensely readable and should be universally useful. It is indeed an atlas of depression, sensitively chronicling the illness’s characteristics, social and cultural history, modes of treatment, and prospects. What makes it remarkable is a highly individual blend of the personal and the dispassionate, the work of a benign intelligence.”

—Harold Bloom, author of How to Read and Why and Shakespeare: The Invention of the Human

“Triumphant . . . Solomon looks at the idea of depression from every angle imaginable.”

—David Kipen, San Francisco Chronicle

“Compulsively readable, harrowing, and helpful, The Noonday Demon is an act of redemption in an epidemic of sorrow.”

—Louise Erdrich, author of Love Medicine and The Antelope Wife

“Solomon’s done his homework . . . smart, lucid, and sometimes intensely moving.”

—David Gates, Newsweek

“As the great Flaubert discovered, it’s hard to write about boring people without being boring oneself. Similarly, it’s hard to write at length about depression without depressing the reader. Yet in The Noonday Demon, Andrew Solomon, through his candor, intellectual elegance, and ultimately his human resilience, manages to write of traumas both deep and ordinary without leaving the reader traumatized. His book is a large achievement.”

—Larry McMurtry, Pulitzer Prize–winning author of Lonesome Dove

“Solomon’s highly readable, tag-all-bases new book . . . gives us nothing less than an evolving portrait of who, collectively, we are . . . ambitious and broadly synthesizing . . . [written with] considerable stylistic grace. . . . Solomon is knowledgeable, trenchant, and an admirable distiller of facts and perspectives.”

—Sven Birkerts, The New York Observer

“With unflinching humanity and empathy, Solomon has written a landmark work about the universal experience of chronic grief. The book is so beautifully documented and widely researched that it helps to reinvigorate the dying tradition of the public intellectual. And for so many women who are the more likely gender to experience lasting depression, whose grief is so often trivialized, The Noonday Demon will be a valued sourcebook, even a lifeline.”

—Naomi Wolf, author of The Beauty Myth and Primogeniture

“Chronicling a vast array of human experience (including his own), Solomon weaves together a deeply poetic, yet always honest, vision of depression. Investigating the cultural, political, and economic influences affecting human moods worldwide, he debunks some of the myths about the disease—for example, that it is primarily a modern middle-class affliction. A must read for all who seek a better understanding of the dimensions of suffering.”

—Tikkun magazine

“Andrew Solomon’s new book on the descent of melancholy is, strange as it sounds, charming, lively, intelligent, and, in its diligent fascination with what turns out to be a permanent feature of the human condition, never the least bit depressing.”

—Adam Gopnick, author of Paris to the Moon

“The Noonday Demon is an eloquent, harrowing account of melancholy and dread. It informs deeply, in every manner—personal, scientific, historical, and political—about the roots, experience, and treatment of clinical depression. It is an important book about suffering, but an even more important one about hope.”

—Kay Redfield Jamison, professor of psychiatry, Johns Hopkins School of Medicine, and author of An Unquiet Mind and Night Falls Fast

“The melancholic, Freud observed, has ‘a keener eye for truth than others,’ and Solomon is a case in point. Interweaving personal experiences with scientific reporting, he has produced a meditation on the human capacity to suffer—but also to prevail.”

—The New Yorker

“Andrew Solomon’s The Noonday Demon succeeds brilliantly. This is the best lay guide ever written for understanding and surviving depression.”

—Dr. David Nathan, Barron’s
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For my father,

who gave me life not once, but twice


Everything passes away—suffering, pain, blood, hunger, pestilence. The sword will pass away too, but the stars will still remain when the shadows of our presence and our deeds have vanished from the earth. There is no man who does not know that. Why, then, will we not turn our eyes toward the stars? Why?

—Mikhail Bulgakov, The White Guard



A Note on Method

The writing of this book has been my life for the past five years, and it is sometimes hard for me to trace my own ideas back to their various sources. I have attempted to credit all influences in the notes at the back of the book, and not to distract readers with a cascade of unfamiliar names and technical jargon in the main text. I asked my subjects to allow me to use their actual names, because real names lend authority to real stories. In a book one of the aims of which is to remove the burden of stigma from mental illness, it is important not to play to that stigma by hiding the identities of depressed people. I have, however, included the stories of seven people who wished to remain pseudonymous and who persuaded me that they had significant reason to do so. They appear in this text as Sheila Hernandez, Frank Rusakoff, Bill Stein, Danquille Stetson, Lolly Washington, Claudia Weaver, and Fred Wilson. None of them is a composite personality, and I have taken pains to change no details. The members of Mood Disorders Support Groups (MDSG) use first names only; these have all been changed in keeping with the private nature of the meetings. All other names are actual.

I have allowed the men and women whose battles are the primary subject of this book to tell their own stories. I have done my best to get coherent stories from them, but I have not in general done fact-checking on their accounts of themselves. I have not insisted that all personal narrative be strictly linear.

I have often been asked how I found my subjects. A number of professionals, as noted in the acknowledgments, helped me to gain access to their patients. I met an enormous number of people in my ordinary life who volunteered, upon learning of my subject, their own copious histories, some of which were extremely fascinating and ultimately became source material. I published an article about depression in The New Yorker in 1998 and received over a thousand letters in the months immediately following publication. Graham Greene once said, “I sometimes wonder how all those who do not write, compose, or paint can manage to escape the madness, the melancholia, the panic fear which is inherent in the human situation.” I think he vastly underestimated the number of people who do write in one way or another to alleviate melancholia and panic fear. In responding to my flood of mail, I asked some people whose correspondence had been particularly moving to me whether they would be interested in doing interviews for this book. Additionally, I spoke at and attended numerous conferences where I met consumers of mental health care.

I have never written on any subject about which so many people have so much to say, nor on any subject about which so many people have chosen to say so much to me. It is frighteningly easy to accumulate material about depression. I felt in the end that what was missing in the field of depression studies was synthesis. Science, philosophy, law, psychology, literature, art, history, and many other disciplines have independently taken up the cause of depression. So many interesting things are happening to so many interesting people and so many interesting things are being said and being published—and there is chaos in the kingdom. The first goal of this book is empathy; the second, which has been for me much more difficult to achieve, is order: an order based as closely as possible on empiricism, rather than on sweeping generalizations extracted from haphazard anecdotes.

I must emphasize that I am not a doctor or a psychologist or even a philosopher. This is an extremely personal book and should not be taken as anything more than that. Though I have offered explanations and interpretations of complex ideas, this book is not intended to substitute for appropriate treatment.

For the sake of readability, I have not used ellipsis marks or brackets in quotations, from spoken or written sources, where I felt that the omitted or added words did not substantially change meaning; anyone wishing to reference these sources should go back to the originals, which are all cataloged at the end of this book. I have also avoided use of “[sic]” in the eighth chapter, where historical sources use obsolete spellings. Quotations for which citations are not furnished are from personal interviews, most of which were conducted between 1995 and 2001.

I have used those statistics that come out of sound studies and have been most comfortable with statistics that have been extensively replicated or frequently cited. My finding, in general, is that statistics in this field are inconsistent and that many authors select statistics to make an attractive ensemble in support of preexisting theories. I found one major study, for example, that showed that depressed people who abuse substances nearly always choose stimulants; and another, equally convincing one that demonstrated that depressed people who abuse substances invariably use opiates. Many authors derive a rather nauseous air of invincibility from statistics, as though showing that something occurs 82.37 percent of the time is more palpable and true than showing that something occurs about three out of four times. It is my experience that the hard numbers are the ones that lie. The matters that they describe cannot be defined so clearly. The most accurate statement that can be made on the frequency of depression is that it occurs often and, directly or indirectly, affects the lives of everyone.

It is hard for me to write without bias about the pharmaceutical companies because my father has worked in the pharmaceutical field for most of my adult life. As a consequence of this I have met many people in that industry. It is fashionable at the moment to excoriate the pharmaceutical industry as one that takes advantage of the sick. My experience has been that the people in the industry are both capitalists and idealists—people keen on profit but also optimistic that their work may benefit the world, that they may enable important discoveries that will put specific illnesses into obsolescence. We would not have the selective serotonin reuptake inhibitors (SSRIs), antidepressants that have saved so many lives, without the companies that sponsored the research. I have done my best to write clearly about the industry insofar as this is part of the story of this book. After his experience of my depression, my father extended the reach of his company into the field of antidepressants. His company, Forest Laboratories, is now the U.S. distributor of Celexa. To avoid any explicit conflict of interest, I have not mentioned the product except where its omission would be ostentatious or misleading.

I was frequently asked, as I wrote this book, whether the writing was cathartic. It was not. My experience conforms to that of others who have written in this field. Writing on depression is painful, sad, lonely, and stressful. Nonetheless, the idea that I was doing something that might be useful to others was uplifting; and my increased knowledge has been useful to me. I hope it will be clear that the primary pleasure of this book is a literary pleasure of communication rather than the therapeutic release of self-expression.

I began by writing about my depression; then about the similar depression of others; then about the different depression of others; and finally about depression in completely other contexts. I have included three stories from outside the first world in this book. The narratives of my encounters with people in Cambodia, Senegal, and Greenland are provided in an attempt to counterbalance some of the culturally specific ideas of depression that have circumscribed many studies in the area. My trips into unknown places were adventures tinged with a certain exoticism, and I have not suppressed the fairy-tale quality of those encounters.

Depression, under various names and in various guises, is and has always been ubiquitous for biochemical and social reasons. This book strives to capture the extent of depression’s temporal and geographical reach. If it sometimes seems that depression is the private affliction of the modern Western middle classes, that is because it is in this community that we are suddenly acquiring new sophistication to recognize depression, to name it, to treat it, and to accept it—and not because we have any special rights to the complaint itself. No book can span the reach of human suffering, but I hope that by indicating that reach, I will help to liberate some men and women who suffer from depression. We can never eliminate all unhappiness, and alleviating depression does not assure happiness, but I hope the knowledge contained in this book will help to eliminate some pain for some people.



CHAPTER I

Depression

Depression is the flaw in love. To be creatures who love, we must be creatures who can despair at what we lose, and depression is the mechanism of that despair. When it comes, it degrades one’s self and ultimately eclipses the capacity to give or receive affection. It is the aloneness within us made manifest, and it destroys not only connection to others but also the ability to be peacefully alone with oneself. Love, though it is no prophylactic against depression, is what cushions the mind and protects it from itself. Medications and psychotherapy can renew that protection, making it easier to love and be loved, and that is why they work. In good spirits, some love themselves and some love others and some love work and some love God: any of these passions can furnish that vital sense of purpose that is the opposite of depression. Love forsakes us from time to time, and we forsake love. In depression, the meaninglessness of every enterprise and every emotion, the meaninglessness of life itself, becomes self-evident. The only feeling left in this loveless state is insignificance.

Life is fraught with sorrows: no matter what we do, we will in the end die; we are, each of us, held in the solitude of an autonomous body; time passes, and what has been will never be again. Pain is the first experience of world-helplessness, and it never leaves us. We are angry about being ripped from the comfortable womb, and as soon as that anger fades, distress comes to take its place. Even those people whose faith promises them that this will all be different in the next world cannot help experiencing anguish in this one; Christ himself was the man of sorrows. We live, however, in a time of increasing palliatives; it is easier than ever to decide what to feel and what not to feel. There is less and less unpleasantness that is unavoidable in life, for those with the means to avoid. But despite the enthusiastic claims of pharmaceutical science, depression cannot be wiped out so long as we are creatures conscious of our own selves. It can at best be contained—and containing is all that current treatments for depression aim to do.

Highly politicized rhetoric has blurred the distinction between depression and its consequences—the distinction between how you feel and how you act in response. This is in part a social and medical phenomenon, but it is also the result of linguistic vagary attached to emotional vagary. Perhaps depression can best be described as emotional pain that forces itself on us against our will, and then breaks free of its externals. Depression is not just a lot of pain; but too much pain can compost itself into depression. Grief is depression in proportion to circumstance; depression is grief out of proportion to circumstance. It is tumbleweed distress that thrives on thin air, growing despite its detachment from the nourishing earth. It can be described only in metaphor and allegory. Saint Anthony in the desert, asked how he could differentiate between angels who came to him humble and devils who came in rich disguise, said you could tell by how you felt after they had departed. When an angel left you, you felt strengthened by his presence; when a devil left, you felt horror. Grief is a humble angel who leaves you with strong, clear thoughts and a sense of your own depth. Depression is a demon who leaves you appalled.

Depression has been roughly divided into small (mild or disthymic) and large (major) depression. Mild depression is a gradual and sometimes permanent thing that undermines people the way rust weakens iron. It is too much grief at too slight a cause, pain that takes over from the other emotions and crowds them out. Such depression takes up bodily occupancy in the eyelids and in the muscles that keep the spine erect. It hurts your heart and lungs, making the contraction of involuntary muscles harder than it needs to be. Like physical pain that becomes chronic, it is miserable not so much because it is intolerable in the moment as because it is intolerable to have known it in the moments gone and to look forward only to knowing it in the moments to come. The present tense of mild depression envisages no alleviation because it feels like knowledge.

Virginia Woolf has written about this state with an eerie clarity: “Jacob went to the window and stood with his hands in his pockets. There he saw three Greeks in kilts; the masts of ships; idle or busy people of the lower classes strolling or stepping out briskly, or falling into groups and gesticulating with their hands. Their lack of concern for him was not the cause of his gloom; but some more profound conviction—it was not that he himself happened to be lonely, but that all people are.” In the same book, Jacob’s Room, she describes how “There rose in her mind a curious sadness, as if time and eternity showed through skirts and waistcoats, and she saw people passing tragically to destruction. Yet, heaven knows, Julia was no fool.” It is this acute awareness of transience and limitation that constitutes mild depression. Mild depression, for many years simply accommodated, is increasingly subject to treatment as doctors scrabble to address its diversity.

Large depression is the stuff of breakdowns. If one imagines a soul of iron that weathers with grief and rusts with mild depression, then major depression is the startling collapse of a whole structure. There are two models for depression: the dimensional and the categorical. The dimensional posits that depression sits on a continuum with sadness and represents an extreme version of something everyone has felt and known. The categorical describes depression as an illness totally separate from other emotions, much as a stomach virus is totally different from acid indigestion. Both are true. You go along the gradual path or the sudden trigger of emotion and then you get to a place that is genuinely different. It takes time for a rusting iron-framed building to collapse, but the rust is ceaselessly powdering the solid, thinning it, eviscerating it. The collapse, no matter how abrupt it may feel, is the cumulative consequence of decay. It is nonetheless a highly dramatic and visibly different event. It is a long time from the first rain to the point when rust has eaten through an iron girder. Sometimes the rusting is at such key points that the collapse seems total, but more often it is partial: this section collapses, knocks that section, shifts the balances in a dramatic way.

It is not pleasant to experience decay, to find yourself exposed to the ravages of an almost daily rain, and to know that you are turning into something feeble, that more and more of you will blow off with the first strong wind, making you less and less. Some people accumulate more emotional rust than others. Depression starts out insipid, fogs the days into a dull color, weakens ordinary actions until their clear shapes are obscured by the effort they require, leaves you tired and bored and self-obsessed—but you can get through all that. Not happily, perhaps, but you can get through. No one has ever been able to define the collapse point that marks major depression, but when you get there, there’s not much mistaking it.

Major depression is a birth and a death: it is both the new presence of something and the total disappearance of something. Birth and death are gradual, though official documents may try to pinion natural law by creating categories such as “legally dead” and “time born.” Despite nature’s vagaries, there is definitely a point at which a baby who has not been in the world is in it, and a point at which a pensioner who has been in the world is no longer in it. It’s true that at one stage the baby’s head is here and his body not; that until the umbilical cord is severed the child is physically connected to the mother. It’s true that the pensioner may close his eyes for the last time some hours before he dies, and that there is a gap between when he stops breathing and when he is declared “brain-dead.” Depression exists in time. A patient may say that he has spent certain months suffering major depression, but this is a way of imposing a measurement on the immeasurable. All that one can really say for certain is that one has known major depression, and that one does or does not happen to be experiencing it at any given present moment.

The birth and death that constitute depression occur at once. I returned, not long ago, to a wood in which I had played as a child and saw an oak, a hundred years dignified, in whose shade I used to play with my brother. In twenty years, a huge vine had attached itself to this confident tree and had nearly smothered it. It was hard to say where the tree left off and the vine began. The vine had twisted itself so entirely around the scaffolding of tree branches that its leaves seemed from a distance to be the leaves of the tree; only up close could you see how few living oak branches were left, and how a few desperate little budding sticks of oak stuck like a row of thumbs up the massive trunk, their leaves continuing to photosynthesize in the ignorant way of mechanical biology.

Fresh from a major depression in which I had hardly been able to take on board the idea of other people’s problems, I empathized with that tree. My depression had grown on me as that vine had conquered the oak; it had been a sucking thing that had wrapped itself around me, ugly and more alive than I. It had had a life of its own that bit by bit asphyxiated all of my life out of me. At the worst stage of major depression, I had moods that I knew were not my moods: they belonged to the depression, as surely as the leaves on that tree’s high branches belonged to the vine. When I tried to think clearly about this, I felt that my mind was immured, that it couldn’t expand in any direction. I knew that the sun was rising and setting, but little of its light reached me. I felt myself sagging under what was much stronger than I; first I could not use my ankles, and then I could not control my knees, and then my waist began to break under the strain, and then my shoulders turned in, and in the end I was compacted and fetal, depleted by this thing that was crushing me without holding me. Its tendrils threatened to pulverize my mind and my courage and my stomach, and crack my bones and desiccate my body. It went on glutting itself on me when there seemed nothing left to feed it.

I was not strong enough to stop breathing. I knew then that I could never kill this vine of depression, and so all I wanted was for it to let me die. But it had taken from me the energy I would have needed to kill myself, and it would not kill me. If my trunk was rotting, this thing that fed on it was now too strong to let it fall; it had become an alternative support to what it had destroyed. In the tightest corner of my bed, split and racked by this thing no one else seemed to be able to see, I prayed to a God I had never entirely believed in, and I asked for deliverance. I would have been happy to die the most painful death, though I was too dumbly lethargic even to conceptualize suicide. Every second of being alive hurt me. Because this thing had drained all fluid from me, I could not even cry. My mouth was parched as well. I had thought that when you feel your worst your tears flood, but the very worst pain is the arid pain of total violation that comes after the tears are all used up, the pain that stops up every space through which you once metered the world, or the world, you. This is the presence of major depression.

I have said that depression is both a birth and a death. The vine is what is born. The death is one’s own decay, the cracking of the branches that support this misery. The first thing that goes is happiness. You cannot gain pleasure from anything. That’s famously the cardinal symptom of major depression. But soon other emotions follow happiness into oblivion: sadness as you had known it, the sadness that seemed to have led you here; your sense of humor; your belief in and capacity for love. Your mind is leached until you seem dim-witted even to yourself. If your hair has always been thin, it seems thinner; if you have always had bad skin, it gets worse. You smell sour even to yourself. You lose the ability to trust anyone, to be touched, to grieve. Eventually, you are simply absent from yourself.

Maybe what is present usurps what becomes absent, and maybe the absence of obfuscatory things reveals what is present. Either way, you are less than yourself and in the clutches of something alien. Too often, treatments address only half the problem: they focus only on the presence or only on the absence. It is necessary both to cut away that extra thousand pounds of the vines and to relearn a root system and the techniques of photosynthesis. Drug therapy hacks through the vines. You can feel it happening, how the medication seems to be poisoning the parasite so that bit by bit it withers away. You feel the weight going, feel the way that the branches can recover much of their natural bent. Until you have got rid of the vine, you cannot think about what has been lost. But even with the vine gone, you may still have few leaves and shallow roots, and the rebuilding of your self cannot be achieved with any drugs that now exist. With the weight of the vine gone, little leaves scattered along the tree skeleton become viable for essential nourishment. But this is not a good way to be. It is not a strong way to be. Rebuilding of the self in and after depression requires love, insight, work, and, most of all, time.

Diagnosis is as complex as the illness. Patients ask doctors all the time, “Am I depressed?” as though the result were in a definitive blood test. The only way to find out whether you’re depressed is to listen to and watch yourself, to feel your feelings and then think about them. If you feel bad without reason most of the time, you’re depressed. If you feel bad most of the time with reason, you’re also depressed, though changing the reasons may be a better way forward than leaving circumstance alone and attacking the depression. If the depression is disabling to you, then it’s major. If it’s only mildly distracting, it’s not major. Psychiatry’s bible—the Diagnostic and Statistical Manual, fourth edition (DSM-IV)—ineptly defines depression as the presence of five or more on a list of nine symptoms. The problem with the definition is that it’s entirely arbitrary. There’s no particular reason to qualify five symptoms as constituting depression; four symptoms are more or less depression; and five symptoms are less severe than six. Even one symptom is unpleasant. Having slight versions of all the symptoms may be less of a problem than having severe versions of two symptoms. After enduring diagnosis, most people seek causation, despite the fact that knowing why you are sick has no immediate bearing on treating the sickness.

Illness of the mind is real illness. It can have severe effects on the body. People who show up at the offices of their doctors complaining about stomach cramps are frequently told, “Why, there’s nothing wrong with you except that you’re depressed!” Depression, if it is sufficiently severe to cause stomach cramps, is actually a really bad thing to have wrong with you, and it requires treatment. If you show up complaining that your breathing is troubled, no one says to you, “Why, there’s nothing wrong with you except that you have emphysema!” To the person who is experiencing them, psychosomatic complaints are as real as the stomach cramps of someone with food poisoning. They exist in the unconscious brain, and often enough the brain is sending inappropriate messages to the stomach, so they exist there as well. The diagnosis—whether something is rotten in your stomach or your appendix or your brain—matters in determining treatment and is not trivial. As organs go, the brain is quite an important one, and its malfunctions should be addressed accordingly.

Chemistry is often called on to heal the rift between body and soul. The relief people express when a doctor says their depression is “chemical” is predicated on a belief that there is an integral self that exists across time, and on a fictional divide between the fully occasioned sorrow and the utterly random one. The word chemical seems to assuage the feelings of responsibility people have for the stressed-out discontent of not liking their jobs, worrying about getting old, failing at love, hating their families. There is a pleasant freedom from guilt that has been attached to chemical. If your brain is predisposed to depression, you need not blame yourself for it. Well, blame yourself or evolution, but remember that blame itself can be understood as a chemical process, and that happiness, too, is chemical. Chemistry and biology are not matters that impinge on the “real” self; depression cannot be separated from the person it affects. Treatment does not alleviate a disruption of identity, bringing you back to some kind of normality; it readjusts a multifarious identity, changing in some small degree who you are.

Anyone who has taken high school science classes knows that human beings are made of chemicals and that the study of those chemicals and the structures in which they are configured is called biology. Everything that happens in the brain has chemical manifestations and sources. If you close your eyes and think hard about polar bears, that has a chemical effect on your brain. If you stick to a policy of opposing tax breaks for capital gains, that has a chemical effect on your brain. When you remember some episode from your past, you do so through the complex chemistry of memory. Childhood trauma and subsequent difficulty can alter brain chemistry. Thousands of chemical reactions are involved in deciding to read this book, picking it up with your hands, looking at the shapes of the letters on the page, extracting meaning from those shapes, and having intellectual and emotional responses to what they convey. If time lets you cycle out of a depression and feel better, the chemical changes are no less particular and complex than the ones that are brought about by taking antidepressants. The external determines the internal as much as the internal invents the external. What is so unattractive is the idea that in addition to all other lines being blurred, the boundaries of what makes us ourselves are blurry. There is no essential self that lies pure as a vein of gold under the chaos of experience and chemistry. Anything can be changed, and we must understand the human organism as a sequence of selves that succumb to or choose one another. And yet the language of science, used in training doctors and, increasingly, in nonacademic writing and conversation, is strangely perverse.

The cumulative results of the brain’s chemical effects are not well understood. In the 1989 edition of the standard Comprehensive Textbook of Psychiatry, for example, one finds this helpful formula: a depression score is equivalent to the level of 3-methoxy-4-hydroxyphenylglycol (a compound found in the urine of all people and not apparently affected by depression); minus the level of 3-methoxy-4-hydroxymandelic acid; plus the level of norepinephrine; minus the level of normetanephrine plus the level of metanepherine, the sum of those divided by the level of 3-methoxy-4-hydroxymandelic acid; plus an unspecified conversion variable; or, as CTP puts it: “D-type score = C1 (MHPG) - C2 (VMA) + C3 (NE) - C4 (NMN + MN)/VMA + C0.” The score should come out between one for unipolar and zero for bipolar patients, so if you come up with something else—you’re doing it wrong. How much insight can such formulae offer? How can they possibly apply to something as nebulous as mood? To what extent specific experience has conduced to a particular depression is hard to determine; nor can we explain through what chemistry a person comes to respond to external circumstance with depression; nor can we work out what makes someone essentially depressive.

Although depression is described by the popular press and the pharmaceutical industry as though it were a single-effect illness such as diabetes, it is not. Indeed, it is strikingly dissimilar to diabetes. Diabetics produce insufficient insulin, and diabetes is treated by increasing and stabilizing insulin in the bloodstream. Depression is not the consequence of a reduced level of anything we can now measure. Raising levels of serotonin in the brain triggers a process that eventually helps many depressed people to feel better, but that is not because they have abnormally low levels of serotonin. Furthermore, serotonin does not have immediate salutary effects. You could pump a gallon of serotonin into the brain of a depressed person and it would not in the instant make him feel one iota better, though a long-term sustained raise in serotonin level has some effects that ameliorate depressive symptoms. “I’m depressed but it’s just chemical” is a sentence equivalent to “I’m murderous but it’s just chemical” or “I’m intelligent but it’s just chemical.” Everything about a person is just chemical if one wants to think in those terms. “You can say it’s ‘just chemistry,’ ” says Maggie Robbins, who suffers from manic-depressive illness. “I say there’s nothing ‘just’ about chemistry.” The sun shines brightly and that’s just chemical too, and it’s chemical that rocks are hard, and that the sea is salt, and that certain springtime afternoons carry in their gentle breezes a quality of nostalgia that stirs the heart to longings and imaginings kept dormant by the snows of a long winter. “This serotonin thing,” says David McDowell of Columbia University, “is part of modern neuromythology.” It’s a potent set of stories.

Internal and external reality exist on a continuum. What happens and how you understand it to have happened and how you respond to its happening are usually linked, but no one is predictive of the others. If reality itself is often a relative thing, and the self is in a state of permanent flux, the passage from slight mood to extreme mood is a glissando. Illness, then, is an extreme state of emotion, and one might reasonably describe emotion as a mild form of illness. If we all felt up and great (but not delusionally manic) all the time, we could get more done and might have a happier time on earth, but that idea is creepy and terrifying (though, of course, if we felt up and great all the time we might forget all about creepiness and terror).

Influenza is straightforward: one day you do not have the responsible virus in your system, and another day you do. HIV passes from one person to another in a definable isolated split second. Depression? It’s like trying to come up with clinical parameters for hunger, which affects us all several times a day, but which in its extreme version is a tragedy that kills its victims. Some people need more food than others; some can function under circumstances of dire malnutrition; some grow weak rapidly and collapse in the streets. Similarly, depression hits different people in different ways: some are predisposed to resist or battle through it, while others are helpless in its grip. Willfulness and pride may allow one person to get through a depression that would fell another whose personality is more gentle and acquiescent.

Depression interacts with personality. Some people are brave in the face of depression (during it and afterward) and some are weak. Since personality too has a random edge and a bewildering chemistry, one can write everything off to genetics, but that is too easy. “There is no such thing as a mood gene,” says Steven Hyman, director of the National Institute of Mental Health. “It’s just shorthand for very complex gene-environment interactions.” If everyone has the capacity for some measure of depression under some circumstances, everyone also has the capacity to fight depression to some degree under some circumstances. Often, the fight takes the form of seeking out the treatments that will be most effective in the battle. It involves finding help while you are still strong enough to do so. It involves making the most of the life you have between your most severe episodes. Some horrendously symptom-ridden people are able to achieve real success in life; and some people are utterly destroyed by the mildest forms of the illness.

Working through a mild depression without medications has certain advantages. It gives you the sense that you can correct your own chemical imbalances through the exercise of your own chemical will. Learning to walk across hot coals is also a triumph of the brain over what appears to be the inevitable physical chemistry of pain, and it is a thrilling way to discover the sheer power of mind. Getting through a depression “on your own” allows you to avoid the social discomfort associated with psychiatric medications. It suggests that we are accepting ourselves as we were made, reconstructing ourselves only with our own interior mechanics and without help from the outside. Returning from distress by gradual degrees gives sense to affliction itself.

Interior mechanics, however, are difficult to commission and are frequently inadequate. Depression frequently destroys the power of mind over mood. Sometimes the complex chemistry of sorrow kicks in because you’ve lost someone you love, and the chemistry of loss and love may lead to the chemistry of depression. The chemistry of falling in love can kick in for obvious external reasons, or along lines that the heart can never tell the mind. If we wanted to treat this madness of emotion, we could perhaps do so. It is mad for adolescents to rage at parents who have done their best, but it is a conventional madness, uniform enough so that we tolerate it relatively unquestioningly. Sometimes the same chemistry kicks in for external reasons that are not sufficient, by mainstream standards, to explain the despair: someone bumps into you in a crowded bus and you want to cry, or you read about world overpopulation and find your own life intolerable. Everyone has on occasion felt disproportionate emotion over a small matter or has felt emotions whose origin is obscure or that may have no origin at all. Sometimes the chemistry kicks in for no apparent external reason at all. Most people have had moments of inexplicable despair, often in the middle of the night or in the early morning before the alarm clock sounds. If such feelings last ten minutes, they’re a strange, quick mood. If they last ten hours, they’re a disturbing febrility, and if they last ten years, they’re a crippling illness.

It is too often the quality of happiness that you feel at every moment its fragility, while depression seems when you are in it to be a state that will never pass. Even if you accept that moods change, that whatever you feel today will be different tomorrow, you cannot relax into happiness as you can into sadness. For me, sadness always has been and still is a more powerful feeling; and if that is not a universal experience, perhaps it is the base from which depression grows. I hated being depressed, but it was also in depression that I learned my own acreage, the full extent of my soul. When I am happy, I feel slightly distracted by happiness, as though it fails to use some part of my mind and brain that wants the exercise. Depression is something to do. My grasp tightens and becomes acute in moments of loss: I can see the beauty of glass objects fully at the moment when they slip from my hand toward the floor. “We find pleasure much less pleasurable, pain much more painful than we had anticipated,” Schopenhauer wrote. “We require at all times a certain quantity of care or sorrow or want, as a ship requires ballast, to keep on a straight course.”

There is a Russian expression: if you wake up feeling no pain, you know you’re dead. While life is not only about pain, the experience of pain, which is particular in its intensity, is one of the surest signs of the life force. Schopenhauer said, “Imagine this race transported to a Utopia where everything grows of its own accord and turkeys fly around ready-roasted, where lovers find one another without any delay and keep one another without any difficulty: in such a place some men would die of boredom or hang themselves, some would fight and kill one another, and thus they would create for themselves more suffering than nature inflicts on them as it is . . . the polar opposite of suffering [is] boredom.” I believe that pain needs to be transformed but not forgotten; gainsaid but not obliterated.

• • •

I am persuaded that some of the broadest figures for depression are based in reality. Though it is a mistake to confuse numbers with truth, these figures tell an alarming story. According to recent research, about 3 percent of Americans—some 19 million—suffer from chronic depression. More than 2 million of those are children. Manic-depressive illness, often called bipolar illness because the mood of its victims varies from mania to depression, afflicts about 2.3 million and is the second-leading killer of young women, the third of young men. Depression as described in DSM-IV is the leading cause of disability in the United States and abroad for persons over the age of five. Worldwide, including the developing world, depression accounts for more of the disease burden, as calculated by premature death plus healthy life-years lost to disability, than anything else but heart disease. Depression claims more years than war, cancer, and AIDS put together. Other illnesses, from alcoholism to heart disease, mask depression when it causes them; if one takes that into consideration, depression may be the biggest killer on earth.

Treatments for depression are proliferating now, but only half of Americans who have had major depression have ever sought help of any kind—even from a clergyman or a counselor. About 95 percent of that 50 percent go to primary-care physicians, who often don’t know much about psychiatric complaints. An American adult with depression would have his illness recognized only about 40 percent of the time. Nonetheless, about 28 million Americans—one in every ten—are now on SSRIs (selective serotonin reuptake inhibitors—the class of drugs to which Prozac belongs), and a substantial number are on other medications. Less than half of those whose illness is recognized will get appropriate treatment. As definitions of depression have broadened to include more and more of the general population, it has become increasingly difficult to calculate an exact mortality figure. The statistic traditionally given is that 15 percent of depressed people will eventually commit suicide; this figure still holds for those with extreme illness. Recent studies that include milder depression show that 2 to 4 percent of depressives will die by their own hand as a direct consequence of the illness. This is still a staggering figure. Twenty years ago, about 1.5 percent of the population had depression that required treatment; now it’s 5 percent; and as many as 10 percent of all Americans now living can expect to have a major depressive episode during their life. About 50 percent will experience some symptoms of depression. Clinical problems have increased; treatments have increased vastly more. Diagnosis is on the up, but that does not explain the scale of this problem. Incidents of depression are increasing across the developed world, particularly in children. Depression is occurring in younger people, making its first appearance when its victims are about twenty-six, ten years younger than a generation ago; bipolar disorder, or manic-depressive illness, sets in even earlier. Things are getting worse.

There are few conditions at once as undertreated and as overtreated as depression. People who become totally dysfunctional are ultimately hospitalized and are likely to receive treatment, though sometimes their depression is confused with the physical ailments through which it is experienced. A world of people, however, are just barely holding on and continue, despite the great revolutions in psychiatric and psychopharmaceutical treatments, to suffer abject misery. More than half of those who do seek help—another 25 percent of the depressed population—receive no treatment. About half of those who do receive treatment—13 percent or so of the depressed population—receive unsuitable treatment, often tranquilizers or immaterial psychotherapies. Of those who are left, half—some 6 percent of the depressed population—receive inadequate dosage for an inadequate length of time. So that leaves about 6 percent of the total depressed population who are getting adequate treatment. But many of these ultimately go off their medications, usually because of side effects. “It’s between 1 and 2 percent who get really optimal treatment,” says John Greden, director of the Mental Health Research Institute at the University of Michigan, “for an illness that can usually be well-controlled with relatively inexpensive medications that have few serious side effects.” Meanwhile, at the other end of the spectrum, people who suppose that bliss is their birthright pop cavalcades of pills in a futile bid to alleviate those mild discomforts that texture every life.

It has been fairly well established that the advent of the supermodel has damaged women’s images of themselves by setting unrealistic expectations. The psychological supermodel of the twenty-first century is even more dangerous than the physical one. People are constantly examining their own minds and rejecting their own moods. “It’s the Lourdes phenomenon,” says William Potter, who ran the psychopharmacological division of the National Institute of Mental Health (NIMH) through the seventies and eighties, when the new drugs were being developed. “When you expose very large numbers of people to what they perceive and have reason to believe is positive, you get reports of miracles—and also, of course, of tragedy.” Prozac is so easily tolerated that almost anyone can take it, and almost anyone does. It’s been used on people with slight complaints who would not have been game for the discomforts of the older antidepressants, the monoamine oxidase inhibitors (MAOIs) or tricyclics. Even if you’re not depressed, it might push back the edges of your sadness, and wouldn’t that be nicer than living with pain?

We pathologize the curable, and what can easily be modified comes to be treated as illness, even if it was previously treated as personality or mood. As soon as we have a drug for violence, violence will be an illness. There are many grey states between full-blown depression and a mild ache unaccompanied by changes of sleep, appetite, energy, or interest; we have begun to class more and more of these as illness because we have found more and more ways to ameliorate them. But the cutoff point remains arbitrary. We have decided that an IQ of 69 constitutes retardation, but someone with an IQ of 72 is not in great shape, and someone with an IQ of 65 can still kind of manage; we have said that cholesterol should be kept under 220, but if your cholesterol is 221, you probably won’t die from it, and if it’s 219, you need to be careful: 69 and 220 are arbitrary numbers, and what we call illness is also really quite arbitrary; in the case of depression, it is also in perpetual flux.

• • •

Depressives use the phrase “over the edge” all the time to delineate the passage from pain to madness. This very physical description frequently entails falling “into the abyss.” It’s odd that so many people have such a consistent vocabulary, because the edge is really quite an abstracted metaphor. Few of us have ever fallen off the edge of anything, and certainly not into an abyss. The Grand Canyon? A Norwegian fjord? A South African diamond mine? It’s difficult even to find an abyss to fall into. When asked, people describe the abyss pretty consistently. In the first place, it’s dark. You are falling away from the sunlight toward a place where the shadows are black. Inside it, you cannot see, and the dangers are everywhere (it’s neither soft-bottomed nor soft-sided, the abyss). While you are falling, you don’t know how deep you can go, or whether you can in any way stop yourself. You hit invisible things over and over again until you are shredded, and yet your environment is too unstable for you to catch onto anything.

Fear of heights is the most common phobia in the world and must have served our ancestors well, since the ones who were not afraid probably found abysses and fell into them, so knocking their genetic material out of the race. If you stand on the edge of a cliff and look down, you feel dizzy. Your body does not work better than ever and allow you to move with immaculate precision back from the edge. You think you’re going to fall, and if you look for long, you will fall. You’re paralyzed. I remember going with friends to Victoria Falls, where great heights of rock drop down sheer to the Zambezi River. We were young and were sort of challenging one another by posing for photos as close to the edge as we dared to go. Each of us, upon going too close to the edge, felt sick and paralytic. I think depression is not usually going over the edge itself (which soon makes you die), but drawing too close to the edge, getting to that moment of fear when you have gone so far, when dizziness has deprived you so entirely of your capacity for balance. By Victoria Falls, we discovered that the unpassable thing was an invisible edge that lay well short of the place where the stone dropped away. Ten feet from the sheer drop, we all felt fine. Five feet from it, most of us quailed. At one point, a friend was taking a picture of me and wanted to get the bridge to Zambia into the shot. “Can you move an inch to the left?” she asked, and I obligingly took a step to the left—a foot to the left. I smiled, a nice smile that’s preserved there in the photo, and she said, “You’re getting a little bit close to the edge. C’mon back.” I had been perfectly comfortable standing there, and then I suddenly looked down and saw that I had passed my edge. The blood drained from my face. “You’re fine,” my friend said, and walked nearer to me and held out her hand. The sheer cliff was ten inches away and yet I had to drop to my knees and lay myself flat along the ground to pull myself a few feet until I was on safe ground again. I know that I have an adequate sense of balance and that I can quite easily stand on an eighteen-inch-wide platform; I can even do a bit of amateur tap dancing, and I can do it reliably without falling over. I could not stand so close to the Zambezi.

Depression relies heavily on a paralyzing sense of imminence. What you can do at an elevation of six inches you cannot do when the ground drops away to reveal a drop of a thousand feet. Terror of the fall grips you even if that terror is what might make you fall. What is happening to you in depression is horrible, but it seems to be very much wrapped up in what is about to happen to you. Among other things, you feel you are about to die. The dying would not be so bad, but the living at the brink of dying, the not-quite-over-the-geographical-edge condition, is horrible. In a major depression, the hands that reach out to you are just out of reach. You cannot make it down onto your hands and knees because you feel that as soon as you lean, even away from the edge, you will lose your balance and plunge down. Oh, some of the abyss imagery fits: the darkness, the uncertainty, the loss of control. But if you were actually falling endlessly down an abyss, there would be no question of control. You would be out of control entirely. Here there is that horrifying sense that control has left you just when you most need it and by rights should have it. A terrible imminence overtakes entirely the present moment. Depression has gone too far when, despite a wide margin of safety, you cannot balance anymore. In depression, all that is happening in the present is the anticipation of pain in the future, and the present qua present no longer exists at all.

Depression is a condition that is almost unimaginable to anyone who has not known it. A sequence of metaphors—vines, trees, cliffs, etc.—is the only way to talk about the experience. It’s not an easy diagnosis because it depends on metaphors, and the metaphors one patient chooses are different from those selected by another patient. Not so much has changed since Antonio in The Merchant of Venice complained:

It wearies me, you say it wearies you;

But how I caught it, found it, or came by it

What stuff ’tis made of, whereof it is born

I am to learn;

And such a want-wit sadness makes of me,

That I have much ado to know myself.

Let us make no bones about it: We do not really know what causes depression. We do not really know what constitutes depression. We do not really know why certain treatments may be effective for depression. We do not know how depression made it through the evolutionary process. We do not know why one person gets a depression from circumstances that do not trouble another. We do not know how will operates in this context.

• • •

People around depressives expect them to get themselves together: our society has little room in it for moping. Spouses, parents, children, and friends are all subject to being brought down themselves, and they do not want to be close to measureless pain. No one can do anything but beg for help (if he can do even that) at the lowest depths of a major depression, but once the help is provided, it must also be accepted. We would all like Prozac to do it for us, but in my experience, Prozac doesn’t do it unless we help it along. Listen to the people who love you. Believe that they are worth living for even when you don’t believe it. Seek out the memories depression takes away and project them into the future. Be brave; be strong; take your pills. Exercise because it’s good for you even if every step weighs a thousand pounds. Eat when food itself disgusts you. Reason with yourself when you have lost your reason. These fortune-cookie admonitions sound pat, but the surest way out of depression is to dislike it and not to let yourself grow accustomed to it. Block out the terrible thoughts that invade your mind.

I will be in treatment for depression for a long time. I wish I could say how it happened. I have no idea how I fell so low, and little sense of how I bounced up or fell again, and again, and again. I treated the presence, the vine, in every conventional way I could find, then figured out how to repair the absence as laboriously yet intuitively as I learned to walk or talk. I had many slight lapses, then two serious breakdowns, then a rest, then a third breakdown, and then a few more lapses. After all that, I do what I have to do to avoid further disturbances. Every morning and every night, I look at the pills in my hand: white, pink, red, turquoise. Sometimes they seem like writing in my hand, hieroglyphics saying that the future may be all right and that I owe it to myself to live on and see. I feel sometimes as though I am swallowing my own funeral twice a day, since without these pills, I’d be long gone. I go to see my therapist once a week when I’m at home. I am sometimes bored by our sessions and sometimes interested in an entirely dissociative way and sometimes have a feeling of epiphany. In part, from the things this man said, I rebuilt myself enough to be able to keep swallowing my funeral instead of enacting it. A lot of talking was involved: I believe that words are strong, that they can overwhelm what we fear when fear seems more awful than life is good. I have turned, with an increasingly fine attention, to love. Love is the other way forward. They need to go together: by themselves pills are a weak poison, love a blunt knife, insight a rope that snaps under too much strain. With the lot of them, if you are lucky, you can save the tree from the vine.

I love this century. I would love to have the capacity for time travel because I would love to visit biblical Egypt, Renaissance Italy, Elizabethan England, to see the heyday of the Inca, to meet the inhabitants of Great Zimbabwe, to see what America was like when the indigenous peoples held the land. But there is no other time in which I would prefer to live. I love the comforts of modern life. I love the complexity of our philosophy. I love the sense of vast transformation that hangs on us at this new millennium, the feeling that we are at the brink of knowing more than people have ever known before. I like the relatively high level of social tolerance that exists in the countries where I live. I like being able to travel around the world over and over and over again. I like that people live longer than they have ever lived before, that time is a little more on our side than it was a thousand years ago.

We are, however, facing an unparalleled crisis in our physical environment. We are consuming the production of the earth at a frightening pace, sabotaging the land, sea, and sky. The rain forest is being destroyed; our oceans brim with industrial waste; the ozone layer is depleted. There are far more people in the world than there have ever been before, and next year there will be even more, and the year after that there will be many more again. We are creating problems that will trouble the next generation, and the next, and the next after that. Man has been changing the earth ever since the first flint knife was shaped from a stone and the first seed was sowed by an Anatolian farmer, but the pace of alteration is now getting severely out of hand. I am not an environmental alarmist. I do not believe that we are at the brink of apocalypse right now. But I am convinced that we must take steps to alter our current course if we are not to pilot ourselves into oblivion.

It is an indication of the resilience of humankind that we unearth new solutions to those problems. The world goes on and so does the species. Skin cancer is far more prevalent than it used to be because the atmosphere provides us far less protection from the sun. Summers, I wear lotions and creams with high SPF levels, and they help to keep me safe. I have from time to time gone to a dermatologist, who has snipped off an outsize freckle and sent it off to a lab to be checked. Children who once ran along the beach naked are now slathered in protective ointments. Men who once worked shirtless at noon now wear shirts and try to find the shade. We have the ability to cope with this aspect of this crisis. We invent new ways, which are well short of living in the dark. Sunblock or no sunblock, however, we must try not to destroy what’s left. Right now, there’s still a lot of ozone out there and it’s still doing its job moderately well. It would be better for the environment if everyone stopped using cars, but that’s not going to happen unless there’s a tidal wave of utter crisis. Frankly, I think there will be men living on the moon before there will be a society free of automotive transport. Radical change is impossible and in many ways undesirable, but change is certainly required.

It appears that depression has been around as long as man has been capable of self-conscious thought. It may be that depression existed even before that time, that monkeys and rats and perhaps octopi were suffering the disease before those first humanoids found their way into their caves. Certainly the symptomatology of our time is more or less indistinguishable from what was described by Hippocrates some twenty-five hundred years ago. Neither depression nor skin cancer is a creation of the twenty-first century. Like skin cancer, depression is a bodily affliction that has escalated in recent times for fairly specific reasons. Let us not stand too long ignoring the clear message of burgeoning problems. Vulnerabilities that in a previous era would have remained undetectable now blossom into full-blown clinical illness. We must not only avail ourselves of the immediate solutions to our current problems, but also seek to contain those problems and to avoid their purloining all our minds. The climbing rates of depression are without question the consequence of modernity. The pace of life, the technological chaos of it, the alienation of people from one another, the breakdown of traditional family structures, the loneliness that is endemic, the failure of systems of belief (religious, moral, political, social—anything that seemed once to give meaning and direction to life) have been catastrophic. Fortunately, we have developed systems for coping with the problem. We have medications that address the organic disturbances, and therapies that address the emotional upheavals of chronic disease. Depression is an increasing cost for our society, but it is not ruinous. We have the psychological equivalents of sunscreens and baseball hats and shade.

But do we have the equivalent of an environmental movement, a system to contain the damage we are doing to the social ozone layer? That there are treatments should not cause us to ignore the problem that is treated. We need to be terrified by the statistics. What is to be done? Sometimes it seems that the rate of illness and the number of cures are in a sort of competition to see which can outstrip the other. Few of us want to, or can, give up modernity of thought any more than we want to give up modernity of material existence. But we must start doing small things now to lower the level of socio-emotional pollution. We must look for faith (in anything: God or the self or other people or politics or beauty or just about anything else) and structure. We must help the disenfranchised whose suffering undermines so much of the world’s joy—for the sake both of those huddled masses and of the privileged people who lack profound motivation in their own lives. We must practice the business of love, and we must teach it too. We must ameliorate the circumstances that conduce to our terrifyingly high levels of stress. We must hold out against violence, and perhaps against its representations. This is not a sentimental proposal; it is as urgent as the cry to save the rain forest.

At some point, a point we have not quite reached but will, I think, reach soon, the level of damage will begin to be more terrible than the advances we buy with that damage. There will be no revolution, but there will be the advent, perhaps, of different kinds of schools, different models of family and community, different processes of information. If we are to continue on earth, we will have to do so. We will balance treating illness with changing the circumstances that cause it. We will look to prevention as much as to cure. In the maturity of the new millennium, we will, I hope, save this earth’s rain forests, the ozone layer, the rivers and streams, the oceans; and we will also save, I hope, the minds and hearts of the people who live here. Then we will curb our escalating fear of the demons of the noon—our anxiety and depression.

• • •

The people of Cambodia live in the compass of immemorial tragedy. During the 1970s, the revolutionary Pol Pot established a Maoist dictatorship in Cambodia in the name of what he called the Khmer Rouge. Years of bloody civil war followed, during which more than 20 percent of the population was slaughtered. The educated elite was obliterated, and the peasantry was regularly moved from one location to another, some of them taken into prison cells where they were mocked and tortured; the entire country lived in perpetual fear. It is hard to rank wars—recent atrocities in Rwanda have been particularly ravaging—but certainly the Pol Pot period was as awful as any time anywhere in recent history. What happens to your emotions when you have seen a quarter of your compatriots murdered, when you have lived yourself in the hardship of a brutal regime, when you are fighting against the odds to rebuild a devastated nation? I hoped to see what happens to feeling among the citizens of a nation when they have all endured such traumatic stress, are desperately poor, have virtually no resources, and have little chance for education or employment. I might have chosen other locations to find suffering, but I did not want to go into a country at war, since the despair psychology of wartime is usually frenzied, while the despair that follows devastation is more numb and all-encompassing. Cambodia is not a country in which faction fought brutally against faction; it is a country in which everyone was at war with everyone else, in which all the mechanisms of society were completely annihilated, in which there was no love left, no idealism, nothing good for anyone.

The Cambodians are in general affable, and they are friendly as can be to foreigners who visit them. Most of them are soft-spoken, gentle, and attractive. It’s hard to believe that this lovely country is the one in which Pol Pot’s atrocities took place. Everyone I met had a different explanation for how the Khmer Rouge could have happened there, but none of these explanations made sense, just as none of the explanations for the Cultural Revolution or for Stalinism or for Nazism makes sense. These things happen to societies, and in retrospect it is possible to understand why a nation was especially vulnerable to them; but where in the human imagination such behaviors originate is unknowable. The social fabric is always very thin, but it is impossible to know how it gets vaporized entirely as it did in these societies. The American ambassador there told me that the greatest problem for the Khmer people is that traditional Cambodian society has no peaceful mechanism to resolve conflict. “If they have differences,” he said, “they have to deny them and suppress them totally, or they have to take out knives and fight.” A Cambodian member of the current government said that the people had been too subservient to an absolute monarch for too many years and didn’t think to fight against authority until it was too late. I heard at least a dozen other stories; I remain skeptical.

During interviews with people who had suffered atrocities at the hands of the Khmer Rouge, I found that most preferred to look forward. When I pressed them on personal history, however, they would slip into the mournful past tense. The stories I heard were inhuman and terrifying and repulsive. Every adult I met in Cambodia had suffered such external traumas as would have driven most of us to madness or suicide. What they had suffered within their own minds was at yet another level of horror. I went to Cambodia to be humbled by the pain of others, and I was humbled down to the ground.

Five days before I left the country, I met with Phaly Nuon, a sometime candidate for the Nobel Peace Prize, who has set up an orphanage and a center for depressed women in Phnom Penh. She has achieved astonishing success in resuscitating women whose mental afflictions are such that other doctors have left them for dead. Indeed her success has been so enormous that her orphanage is almost entirely staffed by the women she has helped, who have formed a community of generosity around Phaly Nuon. If you save the women, it has been said, they will in turn save the children, and so by tracing a chain of influence one can save the country.

We met in a small room in an old office building near the center of Phnom Penh. She sat on a chair on one side, and I sat on a small sofa opposite. Phaly Nuon’s asymmetrical eyes seem to see through you at once and, nonetheless, to welcome you in. Like most Cambodians, she is relatively diminutive by Western standards. Her hair, streaked grey, was pulled back from her face and gave it a certain hardness of emphasis. She can be aggressive in making a point, but she is also shy, smiling and looking down whenever she is not speaking.

We started with her own story. In the early seventies, Phaly Nuon worked for the Cambodian Department of the Treasury and Chamber of Commerce as a typist and shorthand secretary. In 1975, when Phnom Penh fell to Pol Pot and the Khmer Rouge, she was taken from her house with her husband and her children. Her husband was sent off to a location unknown to her, and she had no idea whether he was executed or remained alive. She was put to work in the countryside as a field laborer with her twelve-year-old daughter, her three-year-old son, and her newborn baby. The conditions were terrible and food was scarce, but she worked beside her fellows, “never telling them anything, and never smiling, as none of us ever smiled, because we knew that at any moment we could be put to death.” After a few months, she and her family were packed off to another location. During the transfer, a group of soldiers tied her to a tree and made her watch while her daughter was gang-raped and then murdered. A few days later it was Phaly Nuon’s turn. She was brought with some fellow laborers to a field outside of town. Then they tied her hands behind her back and roped her legs together. After forcing her to her knees, they tied her to a rod of bamboo, and they made her lean forward over a mucky field, so that her legs had to be tensed or she would lose her balance. The idea was that when she finally dropped of exhaustion, she would fall forward into the mud and, unable to move, would drown in it. Her three-year-old son bellowed and cried beside her. The infant was tied to her so that he would drown in the mud when she fell: Phaly Nuon would be the murderer of her own baby.

Phaly Nuon told a lie. She said that she had, before the war, worked for one of the high-level members of the Khmer Rouge, that she had been his lover, that he would be angry if she were killed. Few people escaped the killing fields, but a captain who perhaps believed Phaly Nuon’s story eventually said that he couldn’t bear the sound of her children screaming and that bullets were too expensive to waste on killing her quickly, and he untied Phaly Nuon and told her to run. Her baby in one arm and the three-year-old in the other, she bolted deep into the jungle of northeastern Cambodia. She stayed in the jungle for three years, four months, and eighteen days. She never slept twice in the same place. As she wandered, she picked leaves and dug for roots to feed herself and her family, but food was hard to find and other, stronger foragers had often stripped the land bare. Severely malnourished, she began to waste away. Her breast milk soon ran dry, and the baby she could not feed died in her arms. She and her remaining child just barely held on to life and managed to get through the period of war.

By the time Phaly Nuon told me this, we had both moved to the floor between our seats, and she was weeping and rocking back and forth on the balls of her feet, while I sat with my knees under my chin and a hand on her shoulder in as much of an embrace as her trancelike state during her narrative would allow. She went on in a half-whisper. After the war was over, she found her husband. He had been severely beaten around the head and neck, resulting in significant mental deficit. She and her husband and her son were all placed in a border camp near Thailand, where thousands of people lived in temporary tented structures. They were physically and sexually abused by some of the workers at the camp, and helped by others. Phaly Nuon was one of the only educated people there, and, knowing languages, she could talk to the aid workers. She became an important part of the life of the camp, and she and her family were given a wooden hut that passed for comparative luxury. “I helped with certain aid tasks at that time,” she recalls. “All the time while I went around, I saw women who were in very bad shape, many of them seeming paralyzed, not moving, not talking, not feeding or caring for their own children. I saw that though they had survived the war, they were now going to die from their depression, their utterly incapacitating post–traumatic stress.” Phaly Nuon made a special request to the aid workers and set up her hut in the camp as a sort of psychotherapy center.

She used traditional Khmer medicine (made with varied proportions of more than a hundred herbs and leaves) as a first step. If that did not work or did not work sufficiently well, she would use occidental medicine if it was available, as it sometimes was. “I would hide away stashes of whatever antidepressants the aid workers could bring in,” she said, “and try to have enough for the worst cases.” She would take her patients to meditate, keeping in her house a Buddhist shrine with flowers in front of it. She would seduce the women into openness. First, she would take about three hours to get each woman to tell her story. Then she would make regular follow-up visits to try to get more of the story, until she finally got the full trust of the depressed woman. “I had to know the stories these women had to tell,” she explained, “because I wanted to understand very specifically what each one had to vanquish.”

Once this initiation was concluded, she would move on to a formulaic system. “I take it in three steps,” she said. “First, I teach them to forget. We have exercises we do each day, so that each day they can forget a little more of the things they will never forget entirely. During this time, I try to distract them with music or with embroidery or weaving, with concerts, with an occasional hour of television, with whatever seems to work, whatever they tell me they like. Depression is under the skin, all the surface of the body has the depression just below it, and we cannot take it out; but we can try to forget the depression even though it is right there.

“When their minds are cleared of what they have forgotten, when they have learned forgetfulness well, I teach them to work. Whatever kind of work they want to do, I will find a way to teach it to them. Some of them train only to clean houses, or to take care of children. Others learn skills they can use with the orphans, and some begin toward a real profession. They must learn to do these things well and to have pride in them.

“And then when they have mastered work, at last, I teach them to love. I built a sort of lean-to and made it a steam bath, and now in Phnom Penh I have a similar one that I use, a little better built. I take them there so that they can become clean, and I teach them how to give one another manicures and pedicures and how to take care of their fingernails, because doing that makes them feel beautiful, and they want so much to feel beautiful. It also puts them in contact with the bodies of other people and makes them give up their bodies to the care of others. It rescues them from physical isolation, which is a usual affliction for them, and that leads to the breakdown of the emotional isolation. While they are together washing and putting on nail polish, they begin to talk together, and bit by bit they learn to trust one another, and by the end of it all, they have learned how to make friends, so that they will never have to be so lonely and so alone again. Their stories, which they have told to no one but me—they begin to tell those stories to one another.”

Phaly Nuon later showed me the tools of her psychologist’s trade, the little bottles of colored enamel, the steam room, the sticks for pushing back cuticles, the emery boards, the towels. Grooming is one of the primary forms of socialization among primates, and this return to grooming as a socializing force among human beings struck me as curiously organic. I told her that I thought it was difficult to teach ourselves or others how to forget, how to work, and how to love and be loved, but she said it was not so complicated if you could do those three things yourself. She told me about how the women she has treated have become a community, and about how well they do with the orphans of whom they take care.

“There is a final step,” she said to me after a long pause. “At the end, I teach them the most important thing. I teach them that these three skills—forgetting, working, and loving—are not three separate skills, but part of one enormous whole, and that it is the practice of these things together, each as part of the others, that makes a difference. It is the hardest thing to convey”—she laughed—“but they all come to understand this, and when they do—why, then they are ready to go into the world again.”

• • •

Depression now exists as a personal and as a social phenomenon. To treat depression, one must understand the experience of a breakdown, the mode of action of medication, and the most common forms of talking therapy (psychoanalytic, interpersonal, and cognitive). Experience is a good teacher and the mainstream treatments have been tried and tested; but many other treatments, from Saint-John’s-wort to psychosurgery, hold out reasonable promise—though there is also more quackery here than in any other area of medicine. Intelligent treatment requires a close examination of specific populations: depression has noteworthy variants particular to children, to the elderly, and to each gender. Substance abusers form a large subcategory of their own. Suicide, in its many forms, is a complication of depression; it is critical to understand how a depression can become fatal.

These experiential matters lead to the epidemiological. It is fashionable to look at depression as a modern complaint, and this is a gross error, which a review of psychiatric history serves to clarify. It is also fashionable to think of the complaint as somehow middle-class and fairly consistent in its manifestations. This is not true. Looking at depression among the poor, we can see that taboos and prejudices are blocking us from helping a population that is singularly receptive to that help. The problem of depression among the poor leads naturally into specific politics. We legislate ideas of illness and treatment in and out of existence.

Biology is not destiny. There are ways to lead a good life with depression. Indeed, people who learn from their depression can develop a particular moral profundity from the experience, and this is the thing with feathers at the bottom of their box of miseries. There is a basic emotional spectrum from which we cannot and should not escape, and I believe that depression is in that spectrum, located near not only grief but also love. Indeed I believe that all the strong emotions stand together, and that every one of them is contingent on what we commonly think of as its opposite. I have for the moment managed to contain the disablement that depression causes, but the depression itself lives forever in the cipher of my brain. It is part of me. To wage war on depression is to fight against oneself, and it is important to know that in advance of the battles. I believe that depression can be eliminated only by undermining the emotional mechanisms that make us human. Science and philosophy must proceed by half-measures.

“Welcome this pain,” Ovid once wrote, “for you will learn from it.” It is possible (though for the time being unlikely) that, through chemical manipulation, we might locate, control, and eliminate the brain’s circuitry of suffering. I hope we will never do it. To take it away would be to flatten out experience, to impinge on a complexity more valuable than any of its component parts are agonizing. If I could see the world in nine dimensions, I’d pay a high price to do it. I would live forever in the haze of sorrow rather than give up the capacity for pain. But pain is not acute depression; one loves and is loved in great pain, and one is alive in the experience of it. It is the walking-death quality of depression that I have tried to eliminate from my life; it is as artillery against that extinction that this book is written.



CHAPTER II

Breakdowns

I did not experience depression until after I had pretty much solved my problems. My mother had died three years earlier and I had begun to come to terms with that; I was publishing my first novel; I was getting along with my family; I had emerged intact from a powerful two-year relationship; I had bought a beautiful new house; I was writing for The New Yorker. It was when life was finally in order and all the excuses for despair had been used up that depression came slinking in on its little cat feet and spoiled everything, and I felt acutely that there was no excuse for it under the circumstances. To be depressed when you have experienced trauma or when your life is clearly a mess is one thing, but to sit around and be depressed when you are finally at a remove from trauma and your life is not a mess is awfully confusing and destabilizing. Of course you are aware of deep causes: the perennial existential crisis, the forgotten sorrows of a distant childhood, the slight wrongs done to people now dead, the loss of certain friendships through your own negligence, the truth that you are not Tolstoy, the absence in this world of perfect love, the impulses of greed and uncharity that lie too close to the heart—that sort of thing. But now, as I ran through this inventory, I believed my depression was both a rational state, and an incurable state.

I have not, in certain crucial material ways, had a difficult life. Most people would have been pretty happy with my cards at the start. I’ve been through some better times and some worse times, by my own standards, but the dips are not sufficient to explain what happened to me. If my life had been more difficult, I would understand my depression very differently. In fact, I had a reasonably happy childhood with two parents who loved me generously, and a younger brother whom they also loved and with whom I generally got on well. It was a family sufficiently intact that I never even imagined a divorce or a real battle between my parents, who loved each other very much indeed; and though they argued from time to time about this or that, they never questioned their absolute devotion to each other and to my brother and me. We always had enough to live comfortably. I was not popular in elementary school or in junior high, but by the end of high school I had a circle of friends with whom I was fairly happy. I always did well academically.

I had been somewhat shy as a child, fearful of rejection in highly exposed situations—but who is not? By the time I was in high school, I was aware of occasional unsettled moods which, again, seem not unusual for adolescence. At one period, in eleventh grade, I became convinced that the building in which I went to classes (which had been standing for almost a hundred years) was going to collapse, and I remember having to steel myself against that strange anxiety day after day. I knew it was peculiar and was relieved when, after about a month, it passed.

Then I went on to college, where I was blissfully happy, and where I met many of the people who are my closest friends to this day. I studied and played hard and woke up to both a range of new emotions and the scope of intellect. Sometimes when I was alone, I would suddenly feel isolated, and the feeling was not simply sorrow at being alone, but fear. I had many friends, and I’d go visit one of them, and I could usually be distracted out of my distress. This was an occasional and not crippling problem. I went on to do my MA in England, and when I finished my studies, I went relatively smoothly to a career as a writer. I stayed in London for a few years. I had a lot of friends, and some dalliance with love. In many ways, all of that has stayed more or less the same. I have had a good life so far, and I’m grateful for it.

When you start having major depression, you tend to look back for the roots of it. You wonder where it came from, whether it was always there, just under the surface, or whether it came on you as suddenly as food poisoning. Since the first breakdown, I’ve spent months on end cataloging early difficulties, such as they are. I was a breech birth, and some writers have linked breech birth to early trauma. I was dyslexic, though my mother, who identified the problem early, began teaching me ways to compensate for it when I was just two, and it has never been a serious impediment for me. As a small child, I was verbal and uncoordinated. When I asked my mother to identify my earliest trauma, she said that walking had not come easily to me, that while my speech seemed to have been no effort at all, my motor control and balance were late and imperfect. I am told that I fell and fell and fell, that only with great encouragement did I even attempt to stand upright. My subsequent unathleticism determined my unpopularity in elementary school. Of course not being condoned by my peers was disappointing to me, but I always had a few friends and I always liked adults, who also liked me.

I have many odd, unstructured memories from my early childhood, almost all of which are happy. A psychoanalyst I once saw told me that one faint sequence of early memories of which I could make little sense suggested to her that I had once been subject to juvenile sexual abuse. It is certainly possible, but I have never been able to construct a convincing memory of it or adduce other evidence. If something happened, it must have been fairly gentle, because I was a child much scrutinized, and any bruise or disruption would have been observed in me. I remember one episode at summer camp when I was six, when I was suddenly and unreasonably overcome with fear. I can see it vividly: the tennis court up above, the dining hall on my right, and some fifty feet away, the big oak tree under which we sat to hear stories. Suddenly, I couldn’t move. I was overcome with the knowledge that something awful was going to happen to me, now or later, and that, as long as I was alive, I wouldn’t be free. Life, which had until then seemed to be a solid surface upon which I stood, went suddenly soft and yielding, and I began to slip through it. If I stayed still, I might be all right, but as soon as I moved, I would be in danger again. It seemed to matter very much whether I went left or right or straight on, but I didn’t know which direction would save me, at least for the moment. Fortunately a counselor came along and told me to hurry up, I was late for swimming, and the mood broke, but for a long time I remembered it and hoped it wouldn’t come back.

I think these things are not unusual for small children. Existential angst among adults, painful though it may be, usually has a gaming self-consciousness to it; the first revelations of human frailty, the first intimations of mortality, are devastating and intemperate. I’ve seen them in my godchildren and in my nephew. It would be romantic and silly to say that in July of 1969, at Grant Lake Camp, I understood that I would someday die, but I did stumble, for no apparent reason, on my own vulnerability in general, on the fact that my parents did not control the world and all that happened in it, and that I would never be able to control it either. I have a poor memory, and after that episode at camp I became afraid of what is lost through time, and I would lie in bed at night trying to remember things from the day so that I could keep them—an incorporeal acquisitiveness. I particularly valued my parents’ good-night kisses, and I used to sleep with my head on a tissue that would catch them if they fell off my face, so that I could put them away and save them forever.

Starting in high school, I was aware of a confused sense of sexuality, which I would say was my life’s most impenetrable emotional challenge. I buried the issue behind sociability so as not to confront it, a basic defense that saw me through college. I had some years of uncertainty, a long history of being involved with men and with women; it complicated my relationship to my mother in particular. I have occasionally been prone to a mood of intense anxiety about nothing in particular, an odd mix of sadness and fear that springs from nowhere. It would come over me sometimes when I sat on the school bus as a small child. It would come over me sometimes on Friday nights in college, when the noise of forced festivity overwhelmed the privacy of the darkness. It would come over me sometimes when I was reading, and it would come over me sometimes during sex. It would come over me always when I left home, and it is still an accessory of departure. Even if I am just going away for the weekend, it rushes in as I lock the door behind me. And it would usually come also when I returned home. My mother, a girlfriend, even one of our dogs, would greet me and I would feel so sad, and that sadness frightened me. I dealt with it by interacting compulsively with people, which almost always distracted me. I had to keep whistling a happy tune to slide out of that sadness.

The summer after my senior year of college, I had a small breakdown, but at the time I had no idea what it was. I was traveling in Europe, having the summer I had always wanted, completely free. It had been a sort of graduation present from my parents. I spent a splendid month in Italy, then went to France, then visited a friend in Morocco. I became intimidated by Morocco. It was as though I had been set too free of too many accustomed restraints, and I felt nervous all the time, the way I used to feel backstage right before going on in a school play. I went back to Paris, met some more friends there, had a grand old time, and then went to Vienna, a city I’d always wanted to visit. I could not sleep in Vienna. I arrived, checked into a pension, and met some old friends who were also in Vienna. We made plans to travel together to Budapest. We had a congenial evening out and then I came back and stayed awake all night, terrified of some mistake I thought I’d made, though I didn’t know what it was. The next day, I was too edgy to try breakfast in a room full of strangers, but when I went outside, I felt better and decided to see some art and thought I had probably just been overextending myself. My friends had to have dinner with someone else, and when they told me that, I felt stricken to the core, as though I had been told about a murder plot. They agreed to meet me for a drink after dinner. I did not eat dinner. I simply couldn’t go into a strange restaurant and order alone (though I had done this many times before); nor could I strike up a conversation with anyone. When I finally met my friends, I was shaking. We went out and I drank much more than I ever drink, and I felt temporarily calm. That night, I stayed awake all night again with a splitting headache and a churning stomach, worrying obsessively about the boat schedule to Budapest. The next day I got through, and during the third night of not sleeping, I was so frightened that I was unable to get up to use the bathroom all night. I called my parents. “I need to come home,” I said. They sounded more than a bit surprised, since before this trip I had negotiated every extra day and location, trying to extend my time abroad as much as I could. “Is anything wrong?” they asked, and I could only say that I didn’t feel well and that it had all turned out to be less exciting than I had anticipated. My mother was sympathetic. “Traveling alone can be hard,” she said. “I thought you were meeting friends there, but even so, it can be awfully tiring.” My father said, “If you want to come home, go charge a ticket to my card and come home.”

I bought the ticket, packed my bags, and came home that afternoon. My parents met me at the airport. “What happened?” they asked, but I could only say that I couldn’t stay there anymore. In their hugs, I felt safe for the first time in weeks. I sobbed with relief. When we got back to the apartment where I’d grown up, I was depressed and felt completely stupid. I had blown my big travel summer; I had come back to New York, where I had nothing to do except old chores. I had never seen Budapest. I called a few friends, who were surprised to hear from me. I didn’t even try to explain what had happened. I spent the rest of the summer living at home. I was bored, annoyed, and rather sullen, though we did have some good times together.

I more or less forgot about all that in the years that followed. After that summer, I went to graduate school in England. Starting at a new university in a new country, I hardly panicked at all. I settled right into the new way of life, made friends quickly, did well academically. I loved England, and nothing seemed to frighten me any longer. The anxious self that had gone off to college in America had given way to this robust, confident, easygoing fellow. When I had a party, everyone wanted to come. My closest friends (who are still among my closest friends) were people with whom I sat up all night, in a deep and rapid intimacy that was fantastically pleasurable. I called home once a week, and my parents observed that I sounded as happy as they’d ever heard me. I craved company whenever I was feeling unsettled, and I found it. For two years, I was happy most of the time, and unhappy only about bad weather, the difficulty of making everyone love me instantly, not having enough sleep, and beginning to lose my hair. The only depressive tendency that was always present in me was nostalgia: unlike Edith Piaf, I regret everything just because it is finished, and already when I was twelve, I lamented the time that had gone by. Even in the best of spirits, it’s always been as though I wrestle with the present in a vain effort to stop its becoming the past.

I remember my early twenties as reasonably placid. I decided, almost on a whim, to become an adventurer and took to ignoring my anxiety even when it was connected to frightening situations. Eighteen months after I finished my graduate work, I started traveling back and forth to Soviet Moscow and lived part-time in an illegal squat with some artists I got to know there. When someone tried to mug me one night in Istanbul, I resisted successfully and he ran off without having got anything from me. I allowed myself to consider every kind of sexuality; I left most of my repressions and erotic fears behind. I let my hair get long; I cut it short. I performed with a rock band a few times; I went to the opera. I had developed a lust for experience, and I had as many experiences as I could in as many places as I could afford to visit. I fell in love and set up happy domestic arrangements.

And then in August 1989, when I was twenty-five, my mother was diagnosed with ovarian cancer and my irreproachable world began to crumble. If she had not fallen ill, my life would have been completely different; if that story had been a little bit less tragic, then perhaps I would have gone through life with depressive tendencies but no breakdown; or perhaps I would have had a breakdown later on as part of midlife crisis; or perhaps I would have had one just when and as I did. If the first part of an emotional biography is precursor experiences, the second part is triggering experiences. Most severe depressions have precursor smaller depressions that have passed largely unnoticed or simply unexplained. Of course many people who never develop depression have experiences that would retrospectively be defined as precursor episodes if they had led to anything, and that get dropped out of memory only because what they might have foreshadowed never materializes.

I will not detail how everything fell apart because to those who have known wasting sickness this will be clear and to those who have not it remains perhaps as inexplicable as it was to me when I was twenty-five. Suffice it to say that things were dreadful. In 1991, my mother died. She was fifty-eight. I was paralytically sad. Despite many tears and enormous sorrow, despite the disappearance of the person I had depended on so constantly and for so long, I did okay in the period after my mother’s death. I was sad and I was angry, but I was not crazy.

That summer, I began psychoanalysis. I told the woman who would be my analyst that I needed one promise before I could begin, and that was that she would continue the analysis through until we had completed it, no matter what happened, unless she became seriously ill. She was in her late sixties. She agreed. She was a charming and wise woman who reminded me a little bit of my mother. I relied on our daily meetings to keep my grief contained.

In early 1992, I fell in love with someone who was brilliant, beautiful, generous, kind, and fantastically present in all our relations, but who was also incredibly difficult. We had a tumultuous though often happy relationship. She became pregnant in the autumn of 1992 and had an abortion, which gave me an unanticipated feeling of loss. In late 1993, the week before my thirtieth birthday, we broke up by mutual agreement and with much mutual pain. I slipped another ratchet down.

In March 1994, my analyst told me that she was retiring because the commute from her Princeton house into New York had become too burdensome. I had been feeling disconnected from our work together and had been considering terminating it; nonetheless, when she broke that news, I burst into uncontrollable sobs and cried for an hour. I don’t usually cry much; I hadn’t cried like that since my mother’s death. I felt utterly, devastatingly lonely and entirely betrayed. We had a few months (she wasn’t sure how many; it turned out to be more than a year) to work on closure before her retirement became effective.

Later that month, I complained to the selfsame analyst that a loss of feeling, a numbness, had infected all my human relations. I didn’t care about love; about my work; about family; about friends. My writing slowed, then stopped. “I know nothing,” the painter Gerhard Richter once wrote. “I can do nothing. I understand nothing. I know nothing. Nothing. And all this misery does not even make me particularly unhappy.” So I too found all strong emotion gone, except for a certain nagging anxiety. I had always had a headstrong libido that had often led me into trouble; it seemed to have evaporated. I felt none of my habitual yearning for physical/emotional intimacy and was not attracted either to people in the streets or to those I knew and had loved; in erotic circumstances, my mind kept drifting off to shopping lists and work I needed to do. This gave me a feeling that I was losing my self, and that scared me. I made a point of scheduling pleasures into my life. During the spring of 1994, I went to parties and tried and failed to have fun; I saw friends and tried and failed to connect; I bought expensive things I’d wanted in the past and had no satisfaction from them; and I pushed on with previously untried extremes to reawaken my libido, attending pornographic films and in extremis soliciting prostitutes for their services. I was not particularly horrified by any of these new behaviors, but I was also unable to get any pleasure, or even release, from them. My analyst and I discussed the situation: I was depressed. We tried to get to the root of the problem while I felt the disconnect slowly but relentlessly increasing. I began to complain that I was overwhelmed by the messages on my answering machine and I fixated on that: I saw the calls, often from friends, as an impossible weight. Every time I returned the calls, more would come in. I had also become afraid of driving. When I drove at night, I couldn’t see the road, and my eyes kept going dry. I constantly thought I was going to swerve into the barrier or into another car. I would be in the middle of the highway and suddenly I would realize that I didn’t know how to drive. In consternation, I would pull over to the side of the road in a cold sweat. I began to spend weekends in the city to avoid having to drive. My analyst and I ran through the history of my anxious blues. It occurred to me that my relationship with my girlfriend had ended because of an earlier stage of depression, though I knew it was also possible that the end of that relationship had helped to cause the depression. As I worked on that knot, I kept redating the beginning of the depression: since the breakup; since my mother’s death; since the beginning of my mother’s two-year illness; since the end of a previous relationship; since puberty; since birth. Soon, I could not think of a time or a behavior that was not symptomatic. Still, what I was experiencing was only neurotic depression, characterized more by anxious sorrow than by madness. It appeared to be within my control; it was a sustained version of something I had suffered before, something familiar at one level or another to many healthy people. Depression dawns as gradually as adulthood.

In June 1994, I began to be constantly bored. My first novel was published in England, and yet its favorable reception did little for me. I read the reviews indifferently and felt tired all the time. In July, back home in New York, I found myself burdened by social events, even by conversation. It all seemed like more effort than it was worth. The subway proved intolerable. My analyst, who was not yet retired, said that I was suffering from a slight depression. We discussed reasons, as though to name the beast would be to tame it. I knew too many people and did too much; I thought I might try to cut back.

At the end of August, I had an attack of kidney stones, an ailment that had visited me once before. I called my doctor, who promised to notify the hospital and to expedite my passage through the emergency room. When I got to the hospital, however, no one seemed to have received any notice. The pain of kidney stones is excruciating, and as I sat waiting, it was as though someone, having dipped my central nervous column in acid, was now peeling the nerves to their raw core. Although I described the pain I was in several times to several attendants, no one did anything. And then something seemed to snap in me. Standing in the middle of my cubicle in the New York Hospital emergency room, I began to scream. They put a shot of morphine into my arm. The pain abated. Soon enough, it returned: I was in and out of the hospital for five days. I was catheterized four times; I was placed, ultimately, on the maximum allowed dose of morphine, which was supplemented with injections of Demerol every few hours. I was told that my stones did not visualize well and that I was not a candidate for lithotripsy, which would have eliminated them fast. Surgery was possible but it was painful and might be dangerous. I had not wanted to trouble my father, who was on holiday in Maine; now I wanted the contact with him, as he knew this hospital well from the days when my mother was always there, and could help with arrangements. He seemed unconcerned. “Kidney stones, those will pass, I’m sure you’ll be fine, and I’ll see you when I get home,” he said. Meanwhile, I did not sleep more than three hours any night. I was working on an enormous assignment, an article about deaf politics, and in a haze I talked to fact-checkers and editors. I felt my control over my own life slipping. “If this pain doesn’t stop,” I said to a friend, “then I’m going to kill myself.” I had never said that before.

When I left the hospital, I was afraid all the time. Either the pain or the painkillers had completely undermined my mind. I knew that the stones might still be moving around and that I could relapse. I was frightened of being alone. I went with a friend to my apartment, collected a few things, and moved out. It was a vagabond week; I migrated from friend to friend. These people mostly had to go to work during the day, and I would stay in their houses, avoiding the street, careful never to go too far from the phone. I was still taking prophylactic painkillers and I felt a little crazy. I was angry at my father, angry in an irrational, spoiled, foul way. My father apologized for what I called his uncaring behavior and tried to explain that he had only meant to communicate his relief that I had a nonfatal disease. He said he had believed my relative stoicism on the phone. I entered a hysteria of which I cannot now make any sense. I refused to speak to him or to tell him where I had gone. From time to time, I would call and leave a message on his machine: “I hate you and I wish you were dead” was how they usually began. Sleeping pills got me through the nights. I had one small relapse and went back up to the hospital; it was nothing serious, but it scared me to death. In retrospect, I can say that that was the week I went bananas.

At the end of the week, I headed up to Vermont for the wedding of some friends. It was a beautiful late-summer weekend. I had almost canceled the trip, but after getting details of a hospital near where the wedding was to take place, I decided to try to go. I arrived on Friday in time for dinner and square dancing (I did not do any square dancing), and I saw someone I had known very marginally in college ten years earlier. We talked, and I felt overcome with more emotion than I’d felt in years. I felt myself shining; I felt ecstatic and did not guess how nothing good was to come of that. I rode from emotion to emotion in a way that was almost absurd.

After the Vermont wedding, the slippage was steady. I worked less and less well. I canceled plans to go to England for another wedding, feeling that the trip was just more than I could handle, though I had, a year earlier, gone back and forth to London regularly without much trouble. I had begun to feel that no one could love me and that I would never be in a relationship again. I had no sexual feelings at all. I began eating irregularly because I seldom felt hungry. My analyst said that it was still depression, and I felt tired of that word and tired of the analyst. I said that I was not crazy but was afraid I could become crazy and did she think I was going to end up on antidepressants, and she told me that avoiding medication was courageous and that we could work everything through. That conversation was the last one I initiated; those were my last feelings for a long time.

• • •

Major depression has a number of defining factors—mostly having to do with withdrawal, though agitated or atypical depression may have an intense negativity rather than a flattened passivity—and is usually fairly easy to recognize; it deranges sleep, appetites, and energy. It tends to increase sensitivity to rejection, and it may be accompanied by a loss of self-confidence and self-regard. It seems to depend on both hypothalamic functions (which regulate sleep, appetites, and energy) and cortical functions (which translate experience into philosophy and worldview). The depression that occurs as a phase in manic-depressive (or bipolar) illness is much more strongly genetically determined (about 80 percent) than is standard depression (about 10 to 50 percent); though it is more broadly treatment-responsive, it is not easier to control, especially since antidepressant drugs may launch mania. The greatest danger with manic-depressive illness is that it sometimes bursts into what are called mixed states, where one is manically depressed—full of negative feeling and grandiose about them. That is a prime condition for suicide, and it too can be brought on by the use of antidepressant medications without the mood stabilizers that are necessary parts of bipolar medication. Depression can be enervating or atypical/agitated. In the first, you don’t feel like doing anything; in the second, you feel like killing yourself. A breakdown is a crossover into madness. It is, to borrow a metaphor from physics, uncharacteristic behavior of matter that is determined by hidden variables. It is also a cumulative effect: whether you can see them or not, the factors leading to a depressive breakdown gather over the years, usually over a lifetime. There is no life that does not have the material for despair in it, but some people go too close to the edge and others manage to stay sometimes sad in a safe clearing far from the cliffs. Once you cross over, the rules all change. Everything that had been written in English is now in Chinese; everything that went fast is now slow; sleep is for clarity while wakefulness is a sequence of unconnected, senseless images. Your senses slowly abandon you in depression. “There’s a sudden point when you can feel the chemistry going,” Mark Weiss, a depressive friend, once said to me. “My breathing changes and my breath stinks. My piss smells disgusting. My face comes apart in the mirror. I know when it’s there.”

• • •

By the time I was three, I had decided I wanted to be a novelist. Ever since, I had been looking forward to publishing a novel. When I was thirty, my first novel was published, and I had scheduled a reading tour, and I was hating the idea. A good friend had volunteered to throw a book party for me on October 11. I love parties and I love books, and I knew I should have been ecstatic, but in fact I was too lackluster to invite many people, and too tired to stand up much during the party. Memory functions and emotional functions are distributed throughout the brain, but the frontal cortex and limbic systems are key to both, and when you affect the limbic system, which controls emotion, you also touch on memory. I remember that party only in ghostly outlines and washed-out colors: grey food, beige people, muddy light in the rooms. I do remember that I was sweating horribly during it, and that I was dying to leave. I tried to put it all down to stress. I was determined, at any cost, to keep up appearances, an impulse that was to serve me well. I did it: no one seemed to notice anything strange. I got through the evening.

When I got home that night, I began to feel frightened. I lay in bed, not sleeping, hugging my pillow for comfort. Over the next two and a half weeks things got worse and worse. Shortly before my thirty-first birthday, I went to pieces. My whole system seemed to be caving in. I was not going out with anyone at the time. My father had volunteered to organize a birthday party for me, but I couldn’t bear the idea, and we had agreed instead to go to a favorite restaurant with four of my closest friends. On the day before my birthday, I left the house only once, to buy some groceries. On the way home from the store, I suddenly lost control of my lower intestine and soiled myself. I could feel the stain spreading as I hastened home. When I got in, I dropped the grocery bag, rushed to the bathroom, got undressed, and went to bed.

I did not sleep much that night, and I could not get up the following day. I knew I could not go to any restaurant. I wanted to call my friends and cancel, but I couldn’t. I lay very still and thought about speaking, trying to figure out how to do it. I moved my tongue but there were no sounds. I had forgotten how to talk. Then I began to cry, but there were no tears, only a heaving incoherence. I was on my back. I wanted to turn over, but I couldn’t remember how to do that either. I tried to think about it, but the task seemed colossal. I thought that perhaps I’d had a stroke, and then I cried again for a while. At about three o’clock that afternoon, I managed to get out of bed and go to the bathroom. I returned to bed shivering. Fortunately, my father called. I answered the phone. “You have to cancel tonight,” I said, my voice shaky. “What’s wrong?” he kept asking, but I didn’t know.

There is a moment, if you trip or slip, before your hand shoots out to break your fall, when you feel the earth rushing up at you and you cannot help yourself, a passing, fraction-of-a-second terror. I felt that way hour after hour after hour. Being anxious at this extreme level is bizarre. You feel all the time that you want to do something, that there is some affect that is unavailable to you, that there’s a physical need of impossible urgency and discomfort for which there is no relief, as though you were constantly vomiting from your stomach but had no mouth. With the depression, your vision narrows and begins to close down; it is like trying to watch TV through terrible static, where you can sort of see the picture but not really; where you cannot ever see people’s faces, except almost if there is a close-up; where nothing has edges. The air seems thick and resistant, as though it were full of mushed-up bread. Becoming depressed is like going blind, the darkness at first gradual, then encompassing; it is like going deaf, hearing less and less until a terrible silence is all around you, until you cannot make any sound of your own to penetrate the quiet. It is like feeling your clothing slowly turning into wood on your body, a stiffness in the elbows and the knees progressing to a terrible weight and an isolating immobility that will atrophy you and in time destroy you.

My father came down to my apartment with a friend of mine, trailing my brother and his fiancée. Fortunately, my father had keys. I had had nothing to eat in almost two days, and they tried to get me to eat a little soup. Everyone thought that I must have some kind of terrible virus. I ate a few bites, then threw up all over myself. I couldn’t stop crying. I hated my house but couldn’t leave it. The next day, I managed, somehow, to get to my analyst’s office. “I think I’m going to have to start taking medication,” I said, diving deep for the words. “I’m sorry,” she said, and called the psychopharmacologist, who agreed to see me in an hour. She did at last, however belatedly, see that we had to call in help. In the 1950s, in keeping with the thinking of his time, a psychoanalyst I know was told by his supervisor that if he wanted to start a patient on medication, he would have to stop the analysis. Perhaps it was something old-fashioned that had allowed my analyst to encourage me to avoid medication? Or perhaps she too bought into the appearances I was struggling to keep up? I will never know.

The psychopharmacologist seemed to have come out of some movie about shrinks: his office had fading mustard-colored silk wallpaper and old-fashioned sconces on the walls and was piled high with books with titles such as Addicted to Misery and Suicidal Behavior: The Search for Psychic Economy. He was in his seventies, smoked cigars, had a Central European accent, and wore carpet slippers. He had elegant prewar manners and a kindly smile. He asked me a rapid string of specific questions—how did I feel in the morning versus the afternoon? How difficult was it for me to laugh about anything? Did I know what I was afraid of? Had my sleep patterns and appetites shifted?—and I did my best to answer him. “Well, well,” he said calmly as I trotted out my horrors. “Very classic indeed. Don’t you worry, we’ll soon have you well.” He wrote out a prescription for Xanax, then burrowed around to find a starter kit of Zoloft. He gave me detailed instructions on how to begin taking it. “You’ll come back tomorrow,” he said with a smile. “The Zoloft will not work for some time. The Xanax will alleviate your anxiety immediately. Do not worry about its addictive qualities and so on, as these are not your problems at the moment. Once we have lifted the anxiety somewhat, we will be able to see the depression more clearly and take care of that. Don’t worry, you have a very normal group of symptoms.”

My first day on medication, I moved into my father’s apartment. My father was almost seventy at the time, and most men of that age cannot easily tolerate complete shifts in their lives. My father is to be praised not only for his generous devotion, but also for the flexibility of mind and spirit that allowed him to understand how he could be my mainstay through rough times, and for the courage that helped him to be that mainstay. He picked me up at the doctor’s office and took me home with him. I had not brought clean clothes with me, but I didn’t really need them since I was hardly to get out of bed for the next week. For the moment, the panic was my only sensation. The Xanax would relieve the panic if I took enough of it, but enough of it was enough to make me collapse completely into a thick, confusing, dream-heavy sleep. The days were like this: I would wake up, knowing that I was experiencing extreme panic. What I wanted was only to take enough panic medication to allow me to go back to sleep, and then I wanted to sleep until I got well. When I would wake up a few hours later, I wanted to take more sleeping pills. Killing myself, like dressing myself, was much too elaborate an agenda to enter my mind; I did not spend hours imagining how I would do such a thing. All I wanted was for “it” to stop; I could not have managed even to be so specific as to say what “it” was. I could not manage to say much; words, with which I have always been intimate, seemed suddenly very elaborate, difficult metaphors the use of which entailed much more energy than I could possibly muster. “Melancholia ends up in loss of meaning . . . I become silent and I die,” Julia Kristeva once wrote. “Melancholy persons are foreigners in their mother tongue. The dead language they speak foreshadows their suicide.” Depression, like love, trades in clichés, and it is difficult to speak of it without lapsing into the rhetoric of saccharine pop tunes; it is so vivid when it is experienced that the notion that others have known anything similar seems altogether implausible. Emily Dickinson wrote perhaps the most eloquent description of a breakdown ever committed to the page:

I felt a Funeral, in my Brain,

And Mourners to and fro

Kept treading—treading—till it seemed

That Sense was breaking through—

And when they all were seated,

A Service, like a Drum—

Kept beating—beating—till I thought

My Mind was going numb—

And then I heard them lift a Box

And creak across my Soul

With those same Boots of Lead, again,

Then Space—began to toll,

As if the Heavens were a Bell,

And Being, but an Ear,

And I, and Silence, some strange Race

Wrecked, solitary, here—

And then a Plank in Reason, broke,

And I dropped down, and down—

And hit a World, at every plunge,

And Finished knowing—then—

There has been relatively little written about the fact that breakdowns are preposterous; seeking dignity, and seeking to dignify the sufferings of others, one can easily overlook this fact. It is, however, real and true, and obvious when you are depressed. Depression minutes are like dog years, based on some artificial notion of time. I can remember lying frozen in bed, crying because I was too frightened to take a shower, and at the same time knowing that showers are not scary. I kept running through the individual steps in my mind: you turn and put your feet on the floor; you stand; you walk from here to the bathroom; you open the bath-room door; you walk to the edge of the tub; you turn on the water; you step under the water; you rub yourself with soap; you rinse; you step out; you dry yourself; you walk back to the bed. Twelve steps, which sounded to me then as onerous as a tour through the stations of the cross. But I knew, logically, that showers were easy, that for years I had taken a shower every day and that I had done it so quickly and so matter-of-factly that it had not even warranted comment. I knew that those twelve steps were really quite manageable. I knew that I could even get someone else to help me with some of them. I would have a few seconds of relief contemplating that thought. Someone else could open the bathroom door. I knew I could probably manage two or three steps, so with all the force in my body I would sit up; I would turn and put my feet on the floor; and then I would feel so incapacitated and so frightened that I would roll over and lie facedown, my feet still on the floor. I would sometimes start to cry again, weeping not only because of what I could not do, but because the fact that I could not do it seemed so idiotic to me. All over the world people were taking showers. Why, oh why, could I not be one of them? And then I would reflect that those people also had families and jobs and bank accounts and passports and dinner plans and problems, real problems, cancer and hunger and the death of their children and isolating loneliness and failure; and I had so few problems by comparison, except that I couldn’t turn over again, until a few hours later, when my father or a friend would come in and help to hoist my feet back up onto the bed. By then, the idea of a shower would have come to seem foolish and unrealistic, and I would be relieved to have been able to get my feet back up, and I would lie in the safety of the bed and feel ridiculous. And sometimes in some quiet part of me there was a little bit of laughter at that ridiculousness, and my ability to see that, is, I think, what got me through. Always at the back of my mind there was a voice, calm and clear, that said, don’t be so maudlin; don’t do anything melodramatic. Take off your clothes, put on your pajamas, go to bed; in the morning, get up, get dressed, and do whatever it is that you’re supposed to do. I heard that voice all the time, that voice like my mother’s. There was a sadness and a terrible loneliness as I contemplated what was lost. “Did anyone—not just the red-hot cultural center, but anyone, even my dentist—care that I had withdrawn from the fray?” Daphne Merkin wrote in a confessional essay on her own depression. “Would people mourn me if I never returned, never took up my place again?”

By the time evening came around, I was able to get out of bed. Most depression is circadian, improving during the day and then descending again by morning. At dinner, I would feel unable to eat, but I could get up and sit in the dining room with my father, who canceled all other plans to be with me. I could also speak by then. I tried to explain what it was like. My father nodded, implacably assured me that it would pass, and tried to make me eat. He cut up my food. I told him not to feed me, that I wasn’t five, but when I was defeated by the difficulty of getting a piece of lamb chop onto my fork, he would do it for me. All the while, he would remember feeding me when I was a tiny child, and he would make me promise, jesting, to cut up his lamb chops when he was old and had lost his teeth. He had been in touch with some of my friends, and some of my friends had called me anyway, and after dinner I would feel well enough to call some of them back. Sometimes, one would even come over after dinner. Against the odds, I could usually even have a shower before bed! And no drink after crossing the desert was ever lovelier than that triumph and the cleanliness. Before bed, Xanaxed out but not yet asleep, I would joke with my father and with friends about it, and that rare intimacy that surrounds illness would make itself felt in the room, and sometimes I would feel too much and begin to cry again, and then it was time to turn off the lights, so that I could go back to sleep. Sometimes close friends would sit with me until I drifted off. One friend used to hold my hand while she sang lullabies. Some evenings, my father read to me from the books he had read me when I was a child. I would stop him. “Two weeks ago, I was publishing my novel,” I would say. “I used to work twelve hours and then go to four parties in an evening, some days. What’s happened?” My father would assure me, sunnily, that I would be able to do it all again, soon. He could as well have told me that I would soon be able to build myself a helicopter out of cookie dough and fly on it to Neptune, so clear did it seem to me that my real life, the one I had lived before, was now definitively over. From time to time, the panic would lift for a little while. Then came the calm despair. The inexplicability of it all defied logic. It was hellishly embarrassing to tell people I was depressed, when my life seemed to have so much good and love and material comfort in it; for all but my close friends, I developed an “obscure tropical virus” that I “must have picked up last summer, traveling.” The lamb-chop question became emblematic to me. A poet friend, Elizabeth Prince, wrote:

The night

was late and soggy: It was

New York in July.

I was in my room, hiding,

hating the need to swallow.

Later, I read in Leonard Woolf’s diary his description of Virginia’s depressions: “If left to herself, she would have eaten nothing at all and would have gradually starved to death. It was extraordinarily difficult ever to get her to eat enough to keep her strong and well. Pervading her insanity generally there was always a sense of some guilt, the origin and exact nature of which I could never discover; but it was attached in some peculiar way particularly to food and eating. In the early acute, suicidal stage of the depression, she would sit for hours overwhelmed with hopeless melancholia, silent, making no response to anything said to her. When the time for a meal came, she would pay no attention whatsoever to the plate of food put before her. I could usually induce her to eat a certain amount, but it was a terrible process. Every meal took an hour or two; I had to sit by her side, put a spoon or fork in her hand, and every now and again ask her very quietly to eat and at the same time touch her arm or hand. Every five minutes or so she might automatically eat a spoonful.”

You are constantly told in depression that your judgment is compromised, but part of depression is that it touches cognition. That you are having a breakdown does not mean that your life isn’t a mess. If there are issues you have successfully skirted or avoided for years, they come cropping back up and stare you full in the face, and one aspect of depression is a deep knowledge that the comforting doctors who assure you that your judgment is bad are wrong. You are in touch with the real terribleness of your life. You can accept rationally that later, after the medication sets in, you will be better able to deal with the terribleness, but you will not be free of it. When you are depressed, the past and future are absorbed entirely by the present moment, as in the world of a three-year-old. You cannot remember a time when you felt better, at least not clearly; and you certainly cannot imagine a future time when you will feel better. Being upset, even profoundly upset, is a temporal experience, while depression is atemporal. Breakdowns leave you with no point of view.

There’s a lot going on during a depressive episode. There are changes in neurotransmitter function; changes in synaptic function; increased or decreased excitability between neurons; alterations of gene expression; hypometabolism in the frontal cortex (usually) or hypermetabolism in the same area; raised levels of thyroid releasing hormone (TRH); disruption of function in the amygdala and possibly the hypothalamus (areas within the brain); altered levels of melatonin (a hormone that the pineal gland makes from serotonin); increased prolactin (increased lactate in anxiety-prone individuals will bring on panic attacks); flattening of twenty-four-hour body temperature; distortion of twenty-four-hour cortisol secretion; disruption of the circuit that links the thalamus, basal ganglia, and frontal lobes (again, centers in the brain); increased blood flow to the frontal lobe of the dominant hemisphere; decreased blood flow to the occipital lobe (which controls vision); lowering of gastric secretions. It is difficult to know what to make of all of these phenomena. Which are causes of depression; which are symptoms; which are merely coincidental? You might think that the raised levels of TRH mean that TRH causes bad feelings, but in fact administering high doses of TRH may be a temporarily useful treatment of depression. As it turns out, the body begins producing TRH during depression for its antidepressant capacities. And TRH, which is not generally an antidepressant, can be utilized as an antidepressant immediately after a major depressive episode because the brain, though it is having a lot of problems in a depression, also becomes supersensitive to the things that can help to solve those problems. Brain cells change their functions readily, and during an episode, the ratio between the pathological changes (which cause depression) and the adaptive ones (which fight it) determines whether you stay sick or get better. If you have medications that exploit or aid the adaptive factors enough to put down the pathological ones once and for all, then you break free of the cycle and your brain can get on with its usual routines.

The more episodes you have, the more likely you are to have more episodes, and in general the episodes, over a lifetime, get worse and closer together. This acceleration is a clue to how the disease works. The initial onset of depression is usually connected either to kindling events or to tragedy; people with a genetic predisposition to develop depression are, as Kay Jamison—a charismatic psychologist whose texts, academic and popular, have done a great deal to change thinking about mood disorders—has observed, “like dry and brittle pyres, unshielded against the inevitable sparks thrown off by living.” The recurrences at some point break free of circumstance. If you stimulate seizures in an animal every day, the seizures eventually become automatic; the animal will go on having them once a day even if you withdraw the stimulation. In much the same way, the brain that has gone into depression a few times will continue to return to depression over and over. This suggests that depression, even if it is occasioned by external tragedy, ultimately changes the structure, as well as the biochemistry, of the brain. “So it’s not as benign an illness as we used to suppose,” explains Robert Post, chief of the Biological Psychiatry Branch of the National Institute of Mental Health (NIMH). “It tends to be recurrent; it tends to run downhill; and so one should in the face of several episodes consider long-term preventative treatment to avoid all the horrible consequences.” Kay Jamison thumps the table when she gets going on this subject. “It’s not like depression’s an innocuous thing. You know, in addition to being a miserable, awful, nonconstructive state, for the most part, it also kills people. Not only through suicide, but also through higher heart disease, lowered immune response, and so on.” Frequently, patients who are medication-responsive cease to be responsive if they keep cycling on and off the medications; with each episode, there is an increased 10 percent risk that the depression will become chronic and inescapable. “It’s sort of like a primary cancer that’s very drug-responsive, but then once it metastasizes, it doesn’t respond at all,” Post explains. “If you have too many episodes, it changes your biochemistry for the bad, possibly permanently. At that point, many therapists are still looking in completely the wrong direction. If the episode now occurs on automatic, what good is it to worry about the stressor that kicked off the original process? It’s just too late for that.” That which is mended is but patched and can never be whole again.

Three separate events—decrease in serotonin receptors; rise in cortisol, a stress hormone; and depression—are coincident. Their sequence is unknown: it’s a sort of chicken and chick and egg mystery. If you lesion the serotonin system in an animal brain, the levels of cortisol go up. If you raise levels of cortisol, serotonin seems to go down. If you stress a person, corticotropin releasing factor (CRF) goes up and causes the level of cortisol to go up. If you depress a person, levels of serotonin go down. What does this mean? The substance of the decade has been serotonin, and the treatments most frequently used for depression in the United States are ones that raise the functional level of serotonin in the brain. Every time you affect serotonin, you also modify the stress systems and change the level of cortisol in the brain. “I wouldn’t say that cortisol causes depression,” says Elizabeth Young, who works on this field at the University of Michigan, “but it may well exacerbate a minor condition and create a real syndrome.” Cortisol, once it is produced, binds to glucocorticoid receptors in the brain. Antidepressants increase the number of these glucocorticoid receptors—which then absorb the excess cortisol that is floating around up there. This is extremely important for overall body regulation. The glucocorticoid receptors actually turn on and off some genes, and when you have relatively few receptors being swamped with a lot of cortisol, the system goes into overdrive. “It’s like having a heating system,” Young says. “If the temperature sensor for the thermostat is in a spot that’s become drafty, the heat will never turn off even though the room is scalding. If you add a few more sensors located around the room, you can get the system back under control.”

Under ordinary circumstances, cortisol levels stick to fairly straightforward rules. Cortisol’s circadian pattern is to be up in the morning (it’s what gets you out of bed) and then to go down during the day. In depressed patients, cortisol tends to remain elevated throughout the day. Something’s wrong with the inhibitory circuits that should be turning off the production of cortisol as the day wears on, and this may be part of why the jolted feeling that is usual first thing in the morning continues so far into the day for depressed people. It may be possible to regulate depression by addressing the cortisol system directly, instead of working through the serotonin system. Building on basic research done at Michigan, investigators elsewhere have treated treatment-resistant depression patients with ketoconazole, a cortisol-reducing medication, and almost 70 percent of these patients showed marked improvement. At the moment, ketoconazole causes too many side effects to be attractive as an antidepressant, but several major pharmaceutical companies are investigating related medications that may not have these negative side effects. Such treatment must be carefully regulated, however, since cortisol is necessary for fight-or-flight responses; for that adrenal energy that helps one to struggle on in the face of difficulty; for anti-inflammatory action; for decision making and resolution; and most importantly, for knocking the immune system into action in the face of an infectious disease.

Cortisol patterning studies have recently been done on baboons and air traffic controllers. The baboons who had long-term high cortisol tended to be paranoid, unable to distinguish between a real threat and a mildly uncomfortable situation, likely to fight as desperately over a banana next to a tree heavy with ripe fruit as over their life. Among air traffic controllers, those who were psychologically healthy had an exact correlation between the extent to which they were overworked and their level of cortisol, while those who were in poor condition had their cortisol skyrocketing and peaking all over the place. Once the cortisol/stress correlation gets distorted, you can get hysterical about bananas; you will find that everything that happens to you is stressful. “And that is a form of depression, and then of course being depressed is itself stressful,” observes Young. “A downward spiral.”

Once you’ve had a stress sufficient to cause a protracted increase of your cortisol levels, your cortisol system is damaged, and in the future it will not readily turn off once it has been activated. Thereafter, the elevation of cortisol after a small trauma may not normalize as it would under ordinary circumstances. Like anything that has been broken once, the cortisol system is prone to break again and again, with less and less external pressure. People who have had myocardial infarction after great physical strain are subject to relapse even while sitting in an armchair—the heart is now a bit worn-out, and sometimes it just gives up even without much strain. The same thing can happen to the mind.

The fact that something is medical doesn’t contravene its having psychosocial origins. “My wife is an endocrinologist,” says Juan López, who works with Young, “and she sees kids with diabetes. Well, diabetes is clearly a disease of the pancreas, but external factors influence it. Not only what you eat, but also how stressed you are—kids in really bad homes get frantic and their blood sugar goes haywire. The fact that this happens doesn’t make diabetes a psychological disease.” In the field of depression, psychological stress transduces to biological change, and vice versa. If a person subjects himself to extreme stress, CRF is released and often helps bring about the biological reality of depression. The psychological techniques for preventing yourself from getting too stressed can help to keep down your levels of CRF, and so of cortisol. “You’ve got your genes,” López says, “and there’s nothing you can do about them. But you can sometimes control how they express themselves.”

In his research work, López went back to the most straightforward animal models. “If you stress the hell out of a rat,” he says, “that rat will have high levels of stress hormones. If you look at his serotonin receptors, they’re clearly screwed up by stress. The brain of a highly stressed rat looks very much like the brain of a very depressed rat. If you give him serotonin-altering antidepressants, his cortisol eventually normalizes. It is likely that some depression is more seratonergic,” López says, “and some is more tightly linked to cortisol, and most mixes these two sensitivities in some way. The cross talk between these two systems is part of the same pathophysiology.” The rat experiments have been revealing, but the prefrontal cortex, that area of the brain that humans have and that makes us more developed than rats, also contains many cortisol receptors, and those are probably implicated in the complexities of human depression. The brains of human suicides show extremely high levels of CRF—“it’s hyper, like they’ve been pumping this stuff.” Their adrenal glands are larger than those of people who die from other causes because the high level of CRF has actually caused the expansion of the adrenal system. López’s most recent work indicates that suicide victims actually show significant decrease in cortisol receptors in the prefrontal cortex (which means that the cortisol in that area is not mopped up as quickly as it should be). The next step, López says, is to look at the brains of people who can be subjected to huge amounts of stress and who can keep going despite it. “What is the biochemistry of their coping mechanism?” López asks. “How do they sustain such resilience? What are the patterns of CRF release in their brains? What do their receptors look like?”

John Greden, department chair for López and Young, focuses on the long-term effects of sustained stress and sustained depressive episodes. If you have too much stress and too high a level of cortisol for too long, you start destroying the very neurons that should regulate the feedback loop and turn down the cortisol level after the stress is resolved. Ultimately, this results in lesions to the hippocampus and the amygdala, a loss of neuronal networking tissue. The longer you remain in a depressed state, the more likely you are to have significant lesioning, which can lead to peripheral neuropathy: your vision starts to fade and all kinds of other things can go wrong. “This reflects the obvious fact that we need not only to treat depression when it occurs,” says Greden, “but also to prevent it from recurring. Our public health approach at the moment is just wrong. People with recurrent depression must stay on medication permanently, not cycle on and off it, because beyond the unpleasantness of having to survive multiple painful depressive episodes, such people are actually ravaging their own neuronal tissue.” Greden looks to a future in which our understanding of the physical consequences of depression may lead us to strategies to reverse them. “Maybe we’ll be trying selective injection of neurotropic growth factors into certain regions of the brain to make some kind of tissue proliferate and grow. Maybe we’ll be able to use other kinds of stimulation, magnetic or electric, to encourage growth in certain areas.”

I hope so. Taking the pills is costly—not only financially but also psychically. It is humiliating to be reliant on them. It is inconvenient to have to keep track of them and to stock up on prescriptions. And it is toxic to know that without these perpetual interventions you are not yourself as you have understood yourself. I’m not sure why I feel this way—I wear contact lenses and without them am virtually blind, and I do not feel shamed by my lenses or by my need for them (though given my druthers, I’d choose perfect vision). The constant presence of the medications is for me a reminder of frailty and imperfection; and I am a perfectionist and would prefer to have things inviolate out of the hand of God.

• • •

Though the initial effects of antidepressants begin after about a week, it takes as much as six months to get the full benefits. Zoloft made me feel awful, and so my doctor switched me to Paxil after a few weeks. I was not wild about Paxil, but it did seem to work and it had fewer side effects for me. I did not learn until much later on that while more than 80 percent of depressed patients are responsive to medication, only 50 percent are responsive to their first medication—or, indeed, to any particular medication. In the meanwhile, there is a terrible cycle: the symptoms of depression cause depression. Loneliness is depressing, but depression also causes loneliness. If you cannot function, your life becomes as much of a mess as you had supposed it was; if you cannot speak and have no sexual urges, your romantic and social life disappear, and that is authentically depressing. I was, most of the time, too upset by everything to be upset by anything in particular; that is the only way I could tolerate the losses of affect, pleasure, and dignity that the illness brought my way. I also, inconveniently, had a reading tour to do immediately after my birthday. I had to go to a variety of bookstores and other venues and stand up in front of groups of strangers and read aloud from the novel I had written. It was a recipe for disaster, but I was determined to get through it. Before the first of these readings, in New York, I spent four hours taking a bath, and then a close friend who has had his own struggles with depression helped me to take a cold shower. He not only turned on the water, but also helped me to cope with exhausting difficulties such as buttons and fastenings, and stood in the bathroom so he could help me back out again. Then I went and read. I felt as though I had baby powder in my mouth, and I couldn’t hear well, and I kept thinking I might faint, but I managed to do it. Then another friend helped to get me home, and I went back to bed for three days. I had stopped crying; and if I took enough Xanax, I could keep the tension under control. I still found mundane activities nearly impossible, and I woke up every day in a panic, early, and needed a few hours to conquer my fear well enough to get out of bed; but I could force myself out into public for an hour or two at a time.

Emergence is usually slow, and people stop at various stages of it. One mental health worker described her own constant struggle with depression: “It never really leaves me, but I battle with it every day. I’m on medication, and that helps, and I have just determined that I will not let myself give in to it. You see, I have a son who suffers from this disease, and I don’t want him to think that it’s a reason for not having a good life. I get up every single day, and I make breakfast for my kids. Some days I can keep going, and some days I have to go back to bed afterwards, but I get up every day. I come into this office at some point every day. Sometimes I miss a few hours, but I’ve never missed a whole day from depression.” She had tears rolling down her face as we spoke, but her jaw was set and she went right on speaking. “One day last week I woke up and it was really bad. I managed to get out of bed, to walk to the kitchen, counting every step, to open the refrigerator. And then all the breakfast things were near the back of the refrigerator, and I just couldn’t reach that far. When my kids came in, I was just standing there, staring into the refrigerator. I hate being like that, being like that in front of them.” We talked about the day-to-day battle: “Someone like Kay Jamison, or someone like you, gets through this with so much support,” she said. “My parents are both dead, and I’m divorced, and I don’t find it easy to reach out.”

• • •

Life events are often the triggers for depression. “One is much less likely to experience depression in a stable situation than in an unstable one,” Melvin McInnis of Johns Hopkins says. George Brown, of the University of London, is the founder of the field of life-events research and says, “Our view is that most depression is antisocial in origin; there is a disease entity as well, but most people are able to produce major depression given a particular set of circumstances. Level of vulnerability varies, of course, but I think at least two-thirds of the population has a sufficient level of vulnerability.” According to the exhaustive research he has done over twenty-five years, severely threatening life events are responsible for triggering initial depression. These events typically involve loss—of a valued person, of a role, of an idea about yourself—and are at their worst when they involve humiliation or a sense of being trapped. Depression can also be caused by positive change. Having a baby, getting a promotion, or getting married are almost as likely to kindle depression as a death or loss.

Traditionally, a line has been drawn between the endogenous and reactive models of depression, the endogenous starting at random from within, while the reactive is an extreme response to a sad situation. The distinction has fallen apart in the last decade, as it has become clear that most depression mixes reactive and internal factors. Russell Goddard, of Yale University, told me the story of his battles with depression: “I took Asendin and it resulted in psychosis; my wife had to rush me to the hospital.” He had better results with Dexedrine. His depression often escalated around family events. “I knew that my son’s wedding would be emotional,” he told me, “and that anything emotional, good or bad, sets me off. I wanted to be prepared. I’d always hated the idea of electroshock therapy, but I went and had it anyway. But it didn’t do any good. By the time the wedding came, I couldn’t even get out of bed. It broke my heart, but there was no way I could get there.” This puts a terrible strain on family and on family relations. “My wife knew she couldn’t do anything,” Goddard explained. “She’s learned to leave me alone, thank God.” But family and friends are often unable to do that, and unable to understand. Some are almost too indulgent. If you treat someone as totally disabled, he will see himself as totally disabled, and that can cause him to be totally disabled, perhaps more totally disabled than he need be. The existence of medication has increased social intolerance. “You got a problem?” I once heard a woman say to her son in a hospital. “You get on that Prozac and get over it and then you give me a call.” To set the correct level of tolerance is necessary not only for the patient but also for the family. “Families must guard themselves,” Kay Jamison once said to me, “against the contagion of hopelessness.”

What remains unclear is when depression triggers life events, and when life events trigger depression. Syndrome and symptom blur together and cause each other: bad marriages cause bad life events cause depression causes bad attachments, which are bad marriages. According to studies done in Pittsburgh, the first episode of major depression is usually closely tied to life events; the second, somewhat less; and by the fourth and fifth episodes life events seem to play no part at all. Brown agrees that beyond a certain point, depression “takes off on its own steam” and becomes random and endogenous, dissociated from life events. Though most people with depression have survived certain characteristic events, only about one in five who have experienced those events will develop depression. It is clear that stress drives up rates of depression. The biggest stress is humiliation; the second is loss. The best defense, for people with a biological vulnerability, is a “good enough” marriage, which absorbs external humiliations and minimizes them. “The psychosocial creates biological changes,” Brown acknowledges. “The thing is that the vulnerability must initially be triggered by external events.”

• • •

Just before my reading tour began, I started taking Navane, an antipsychotic with antianxiety effects, which, we hoped, would allow me to take the Xanax less often. My next engagements were out in California. I thought I could not go; I knew that I could not go alone. In the end, my father took me there; while I was in a Xanax haze, he got me on and off the plane, out of the airport, to the hotel. I was so drugged up that I was almost asleep, but in this state I could manage these changes, which would have been inconceivable to me a week earlier. I knew that the more I managed to do, the less I would want to die, so it seemed important to go. When we arrived in San Francisco, I went to bed and slept for about twelve hours. Then, during my first dinner there, I suddenly felt it lift. We sat in the big, cozy dining room of our hotel, and I chose my own food. I had been spending days on end with my father, but I had no idea what had been happening in his life, except me; we talked that night as though we were catching up after months apart. Upstairs, we sat talking further until late, and when I finally went to bed, I was almost ecstatic. I ate some chocolates from my minibar, wrote a letter, read a few pages of a novel I’d brought with me, cut my nails. I felt ready for the world.

The next morning, I felt just as bad as I had ever felt. My father helped me to get out of bed, turned on the shower. He tried to get me to eat, but I was too frightened to chew. I managed to drink some milk. I almost threw up several times, but not quite. I was afflicted with a sense of bleak misery, like what one would experience if one had just dropped and smashed a precious object. These days, a quarter milligram of Xanax will put me to sleep for twelve hours. That day, I took eight milligrams of Xanax and was still so tense I couldn’t sit still. In the evening I felt better but not much. That’s what a breakdown is like at that stage: one step forward, two steps back, two steps forward, one step back. A box step, if you will.

During the period that followed, the symptoms began to lift. I felt better earlier, and for longer, and more often. Soon, I could feed myself. It’s hard to explain the quality of the disablement as it existed then, but it was a bit as I have imagined being very old. My great-aunt Beatrice was remarkable at age ninety-eight, because she was ninety-nine and yet every day, she got up and got dressed. If the weather was agreeable, she walked as much as eight blocks. She still cared about her clothes, and she liked to talk on the phone for hours. She remembered everyone’s birthday and she occasionally went out to lunch. Emerging from a depression, you are at the point at which you get up and get dressed every day. If the weather is nice, you can go for a walk, and perhaps you can even have lunch. You talk on the phone. Aunt Bea was not gasping for breath at the end of one of her walks; she went a little slowly, but she had a nice time and was glad to have been out. So it is that when you are in the emerging stage of a depression, it is not the case that your being perfectly normal at lunch is like being all better, any more than Aunt Bea’s ability to walk eight blocks meant that she was the all-night dancer she was at seventeen.

You don’t get over breakdowns quickly or easily. Things go on being bumpy. Though certain depression symptoms seemed to be improving, I had an unfortunate, unusual cumulative adverse response to Navane. By the end of the third week on it, I had begun to lose the capacity to remain upright. I would walk for a few minutes and then I would have to lie down. I could no more control that need than I could the need to breathe. I would go off to do a reading and I would cling to the podium. Halfway through the reading, I would start skipping paragraphs so that I could just get through. When I was done, I would sit in a chair and hold on to the seat. As soon as I could leave the room, sometimes pretending I needed a bathroom, I would lie down again. I had no idea what was going on. I remember going out for a walk with a friend near the Berkeley campus, because she suggested that nature might do me good. We walked for a few minutes and then I began to feel tired. I forced myself on, thinking the weather and the air would help; I had been in bed for the previous fifty hours or so. Since I’d reduced my Xanax substantially, to stop sleeping fifty hours at a stretch, I was beginning to experience high anxiety again. If you have never experienced anxiety, think of it as the opposite of peace. All the peace—inward and outward—was stripped from my life at that moment.

Much depression incorporates anxiety symptoms. It’s possible to read anxiety and depression separately, but according to James Ballenger of the Medical College of South Carolina, a leading expert in anxiety, “they’re fraternal twins.” George Brown said succinctly, “Depression is a response to past loss, and anxiety is a response to future loss.” Thomas Aquinas proposed that fear is to sadness as hope is to pleasure; or, in other words, that anxiety is the precursor form of depression. I experienced so much anxiety when I was depressed, and felt so depressed when I was anxious, that I came to understand the withdrawal and the fear as inseparable. Anxiety is not paranoia; people with anxiety disorders assess their own position in the world much as do people without. What changes in anxiety is how one feels about that assessment. About half of patients with pure anxiety disorders develop major depression within five years. Insofar as depression and anxiety are genetically determined, they share a single set of genes (which are tied to the genes for alcoholism). Depression exacerbated by anxiety has a much higher suicide rate than depression alone, and it is much harder to recover from. “If you’re having several panic attacks every day,” says Ballenger, “it’s gonna bring Hannibal to his knees. People are beaten into a pulp, into a fetal position in bed.”

Between 10 and 15 percent of Americans suffer from some sort of anxiety disorder. In part, scientists think, because the locus coeruleus in the brain controls both norepinephrine production and the lower bowel, at least half of anxiety-disorder patients have irritable bowel syndrome as well; and anyone who has had really intense anxiety knows just how fast and furiously food can run through the digestive system. Both norepinephrine and serotonin are implicated in anxiety. “Two out of three times, life events are implicated, and it’s always a loss of security,” Ballenger says. About a third of panic attacks, endemic to some depression, occur during sleep, in deep, dreamless delta sleep. “In fact, panic disorders are kindled by things that make us all nervous,” says Ballenger. “When we cure them, it’s as though we’ve brought people to normal anxiety.” The panic disorders are really disorders of scale. Walking in a crowd, for example, is somewhat distressing to most people even when they do not have an anxiety disorder; but if they do have an anxiety disorder, it may be unspeakably terrifying. We all exercise some care when we consider crossing a bridge—will it bear the weight? is it safe?—but for a person with an anxiety disorder, crossing a solid steel bridge that has borne a lot of traffic for decades may be as scary as crossing the Grand Canyon on a tightrope would be for the rest of us.

At my pitch of anxiety, my friend in Berkeley and I set out for a bit of exercise and we walked on and on and then I couldn’t go farther. I lay down, fully dressed in perfectly nice clothes, in the mud. “Come on, get up on a log anyway,” she said. I felt paralyzed. “Please let me stay here,” I said, and I felt the crying start again. For an hour I lay in that mud, feeling the water seeping through, and then my friend pretty much carried me back to the car. Those same nerves that had been scraped raw at one point now seemed to be wrapped in lead. I knew it was a disaster, but that knowledge was meaningless. Sylvia Plath wrote in The Bell Jar, her wonderful evocation of her own breakdown: “I couldn’t get myself to react. I felt very still and very empty, the way the eye of a tornado must feel, moving dully along in the middle of the surrounding hullabaloo.” I felt as if my head had been encaged in Lucite, like one of those butterflies trapped forever in the thick transparency of a paperweight.

Doing those readings was the most difficult endeavor of my life: it was harder than any challenge I have faced before or since. The publicist who had organized my reading tour came with me herself for more than half of it and has since been a cherished friend. My father joined me for many of the trips; when we were apart, he called me every few hours. A few close friends took on responsibility for me, and I was never alone. I can tell you that I was not a fun companion; and that deep love and the knowledge of deep love were not by themselves the cure. I can also say that without deep love and the knowledge of deep love, I would not have found it in myself to go through with that tour. I would have found a place to lie down in the woods and I would have stayed there until I froze and died.

The terror lifted in December. Whether that was because the drugs had kicked in or because the reading tour was over, I do not know. In the end, I had canceled only one reading; between November 1 and December 15, I had managed to visit eleven cities. I had had a few random windows through the depression, like when the mist clears. Jane Kenyon, a poet who suffered severe depression through much of her life, has written about the emergence:

. . . With the wonder

and bitterness of someone pardoned

for a crime she did not commit

I come back to marriage and friends,

to pink fringed hollyhocks; come back

to my desk, books, and chair.

So on December 4, I walked into a friend’s house on the Upper West Side, and I had an okay time there. For the next few weeks, I took pleasure not in the okay time I was having, but in the fact that I was having it. I made it through Christmas and New Year’s and I was acting like some semblance of myself. I had lost about fifteen pounds, and now I began to put on weight again. My father and my friends all congratulated me on my astonishing progress. I thanked them. In my private self, however, I knew that what had gone away were only symptoms. I hated taking my pills every day. I hated that I had had a breakdown and lost my mind. I hated that unfashionable but relevant word breakdown, with its implication of the machinery giving in. I was relieved to have made it through the reading tour, but I was exhausted by all the things I had yet to make it through. I was overpowered being in the world, by other people and their lives I couldn’t lead, their jobs I couldn’t do—overpowered even by jobs I would never want or need to do. I was back to about where I had been in September, only now I understood how bad it could get. I was determined never again to go through such a thing.

This phase of half-recovery can last for a long time. It is the dangerous time. During the worst of my depression, when I could hardly cut up a lamb chop, I could not have done myself real harm. In this emerging period, I was feeling well enough for suicide. I could by now do pretty much all of what I had always been able to do, except that I was still in anhedonia, the inability to experience pleasure at all. I kept pushing myself for form’s sake, but now that I had the energy to wonder why I was pushing myself, I could find no good reasons. I remember one evening in particular, when an acquaintance had convinced me that I should go out to the movies with him. I went along to prove my own gaiety and for several hours kept up every appearance of the fun the others were having, though I was pained by the episodes that they found funny. When I came home, I felt a return of panic, and a sadness of dinosaur proportions. I went into the bathroom and threw up repeatedly, as though my acute understanding of my loneliness were a virus in my system. I thought that I would die alone, and that there was no good reason to stay alive, and I thought that the normal and real world in which I had grown up, and in which I believed that other people lived, would never open itself up to receive me. And as these revelations burst into my head like shots, I retched on the bathroom floor, and the acid rode up the length of my esophagus, and when I tried to catch my breath, I inhaled my own bile. I had been eating big meals to try to put weight back on, and I felt as though all of them were coming back up, as though my stomach were going to turn itself inside out and hang limp in the toilet.

I lay on the bathroom floor for about twenty minutes, then crawled out and lay down on my bed. It was clear to my rational mind that I was going crazy again, and the awareness tired me further; but I knew that it was a bad plan to let the craziness run wild. I needed to hear another voice, even if only briefly, that could penetrate my fearful isolation. I did not want to call my father because I knew he would worry, and because I hoped the situation was temporary. I wanted to talk to someone sane and comforting (a poor impulse: crazy people are better friends when you are crazy; they know how crazy feels). I picked up the phone and dialed one of my oldest friends. We had talked previously about the medications, about the panic, and she had been smart and liberating in her responses.

I thought she could reignite my prelapsarian self. It was about two-thirty in the morning by then. Her husband answered the phone, then passed the receiver to her. “Hello?” she asked. “Hi,” I said, and paused. “Has something happened?” she asked. It was immediately clear that I could not explain what had happened. I had nothing to say. My other line went; it was someone who had been at the movie with me, calling because he thought he had accidentally given me his key along with the change from our sodas. I checked my pocket and his key was there. “I’ve got to go,” I said to my old friend, and got off the line. That night, I climbed up to the roof and realized as the sun came up that I was feeling absurdly melodramatic and that there was no point, if you lived in New York, attempting suicide from the top of a six-story building.

I did not want to sit on the roof, though I was also aware that if I didn’t allow myself the relief of considering suicide, I would soon explode from within and commit suicide. I felt the fatal tentacles of this despair wrapping themselves around my arms and legs. Soon they would hold the fingers I would need to take the right pills or to pull the trigger, and when I had died, they would be the only motion left. I knew that the voice of reason (“For heaven’s sake, just go downstairs!”) was the voice of reason, but I also knew that by reason I would deny all the poison within me, and I felt already some strange despairing ecstasy at the thought of the end. If only I had been disposable like yesterday’s paper! I would have thrown myself away so quietly then and been glad of the absence, glad in the grave if that was the only place that could allow some gladness.

My own awareness that depression is maudlin and laughable helped to get me off the roof. So did the thought of my father, who had tried so hard for me. I could not bring myself to believe in any love enough to imagine that the loss of me would be noticed, but I knew how sad it would be for him to have worked so hard at saving me and not to have succeeded. And I kept thinking about cutting up lamb chops for him someday, and I knew I had promised to do that, and I had always taken pride in breaking no promises, and my father had never broken a promise to me, and that, finally, was what led me downstairs. At about six in the morning, drenched with sweat and the remains of the dew and developing what would soon turn into a raging fever, I went back to my apartment. I didn’t particularly want to die but I also didn’t at all want to live.

The things that save you are as frequently trivial as monumental. One, certainly, is a sense of privacy; to kill yourself is to open your life’s misery up to the world. A famous, astonishingly good-looking, brilliant, happily married man, posters of whom bedecked the walls of girls I knew in high school, told me that he had gone through a severe depression in his late twenties and had considered suicide quite seriously. “Only my vanity saved me,” he said, quite in earnest. “I couldn’t stand the idea of people afterwards saying that I couldn’t succeed, or that I couldn’t deal with success, or laughing at me.” Famous and successful people seem particularly likely to suffer depression. Since the world is flawed, perfectionists tend to be depressed. Depression lowers self-esteem, but in many personalities, it does not eliminate pride, which is as good an engine for the fight as any I know. When you’re so far down that love seems almost meaningless, vanity and a sense of obligation can save your life.

It was not until two days after the rooftop episode that I called back my old friend, who laid into me for waking her up and then disappearing. As she scolded, I felt the overpowering weirdness of the life I was living, which I knew I could not possibly explain. Dizzy with the fever and with terror, I said nothing. She never really spoke to me again. I would describe her as someone who cherished normality, and I had become much too peculiar. Depression is hard on friends. You make what by the standards of the world are unreasonable demands on them, and often they don’t have the resilience or the flexibility or the knowledge or the inclination to cope. If you’re lucky some people will surprise you with their adaptability. You communicate what you can and hope. Slowly, I’ve learned to take people for who they are. Some friends can process a severe depression right up front, and some can’t. Most people don’t like one another’s unhappiness very much. Few can cope with the idea of a depression divorced from external reality; many would prefer to think that if you’re suffering, it’s with reason and subject to logical resolution.

A large proportion of my best friends are a little bit crazy. People have taken my frankness as an invitation to be frank themselves, and I have many friends with whom I have found a trust like that between schoolmates or former lovers, the ease of a vast mutual knowing. I try to be cautious with my friends who are too sane. Depression is itself destructive, and it breeds destructive impulses: I am easily disappointed in people who don’t get it and sometimes make the mistake of telling off those who have frustrated me. After any given depression, there’s the need for a lot of cleanup. I remember that I love friends I had thought of letting go. I try to rebuild what I have wasted. After any given depression comes the time to uncrack the eggs and to put the spilled milk back in the container.

• • •

In the spring of 1995, the late phase of my analysis was dragging on. My analyst was retiring gradually, and though I had not wanted to lose her, I found the bit-by-bit process agonizing, like ripping off scabs slowly. It was my mother’s prolonged demise all over again. I finally ended it myself, walking in one day with a sudden burst of clarity and announcing that I would not be coming back.

In psychoanalysis, I had studied my own past in detail. I have since decided that my mother was also depressive. I can remember her once describing the sense of desolation she had felt as an only child. She was irritable as an adult. She used pragmatism as a force field permanently to shield her against uncontrolled sadness. It was, at best, only partially effective. I believe that she kept herself from ever experiencing a breakdown by regimenting and regulating her life; she was a woman of remarkable self-discipline. I believe now that her blessed rage for order was ordained by the pain she so fastidiously relegated to a place just below the surface. I ache for the pain she endured, which I mostly don’t have to endure—what would her life, our lives, indeed, have been like if Prozac had existed when I was a child? I’d love to see better treatments with fewer side effects, but I am so grateful to live in this age of solutions rather than that age of ignorant struggle. So much of my mother’s wisdom about how to live with one’s difficulties turned out to be unnecessary for me, and if she had only lived a little bit longer, it would have been unnecessary for her. It seems poignant in retrospect. I have wondered, so often, what she would have said about my depressions, whether she would have recognized anything in them, whether we would have been drawn together in my collapse—but since it was her death that at least in part occasioned that collapse, I will never know. I didn’t have the questions to ask until I had lost the person of whom I would have liked to ask them. Nonetheless, I had in my mother a model of someone in whom a certain sadness was always present.

• • •

When I stopped taking the drugs, I did it fast. I knew that this was dumb, but I just wanted desperately to be off medication. I thought I might be able to find out who I was again. It was not a good strategy. In the first place, I had never experienced anything like the withdrawal symptoms from the Xanax: I could not sleep properly, and I felt anxious and strangely tentative. I also felt the whole time as though I’d had several gallons of cheap cognac the night before. My eyes hurt and I had an upset stomach, which probably came from quitting the Paxil cold turkey. At night, when I was not really asleep, I had unrelenting terrifying nightmares, and I woke up with my heart pounding. The psychopharmacologist had told me over and over again that when I was ready to go off the drugs, I should do it gradually and under his supervision, but my determination had been sudden and I was afraid of losing it.

I felt a little bit like my old self, but the year had been so awful, had shaken me so deeply, that though I was now functioning again, I had also realized that I could not go on. This did not feel irrational, like the terror; it did not feel angry; it felt quite sensible. I had had enough of life, and I wanted to figure out how to end it with the least possible damage to the people around me. I needed something I believed in, something to show, so that everyone would understand how desperate I was. I had to give up the invisible impediment for a manifest one. There is little question in my mind that the particular behavior I chose was highly individual and related to neuroses of my own, but the decision to behave with such a hunger to be rid of the self was typical of agitated depression. All I had to do was to get sick, and that would give me permission. The wish for a more visible illness was, I would later learn, a commonplace among depressives, who often engage in forms of self-mutilation to bring the physical state in line with the mental. I knew that my suicide would be devastating for my family and sad for my friends, but I felt they would all understand that I had had no choice.

I could not figure out how to give myself cancer or MS or various other fatal diseases, but I knew just how to get AIDS, so I decided to do that. In a park in London, at a lonely hour well after midnight, a short, tubby man with thick tortoiseshell eyeglasses came up and offered himself to me. He pulled down his trousers and bent over. I went to work. I felt as though this were all happening to someone else; I heard his glasses fall off, and I thought only this: soon I will be dead, and so I will never become old and sad like this man. A voice in my head said that I had finally started this process and would soon die, and at the thought I felt such a sense of release and of gratitude. I tried to understand why this man had gone on living, why he got up and did things all day in order to come here at night. There was a half moon and it was springtime.

It was not my intention to die slowly of AIDS; it was my intention to kill myself with HIV as my excuse. At home, I had a burst of fear and called a good friend and told him what I had done. He talked me through it and I went to bed. When I woke up in the morning, I felt much as I had felt on the first day of college or summer camp or a new job. This was to be the next phase of my life. Having eaten of the forbidden fruit, I decided to make applesauce. The end was at hand. I had a new sense of efficiency. That depression of purposelessness was gone. Over the next three months, I sought out other such experiences with strangers whom I assumed to be infected, taking ever greater and more direct risks. I was sorry that I could not seem to have any pleasure from these sexual encounters, but I was too preoccupied with my agenda to be jealous of those who did. I never got the names of these people, never went home with them or invited them home with me. I went once a week, often on Wednesdays, to a local spot where I could have an economical experience that would infect me.

In the meanwhile, I went through boringly typical symptoms of agitated depression. I had had anxiety, which is sheer terror; this was much more full of hatred, anguish, guilt, self-loathing. I have never in my life felt so temporary. I slept badly, and I was ferociously irritable. I stopped speaking to at least six people, including one with whom I had thought I might be in love. I took to slamming down the phone when someone said something I didn’t like. I criticized everyone. It was hard to sleep because my mind was racing with tiny injustices from my past, which now seemed unforgivable. I could not really concentrate on anything: I am usually a voracious summer reader, but that summer I couldn’t make it through a magazine. I started doing my laundry every night while I was awake, to keep busy and distracted. When I got a mosquito bite, I picked at it until it bled, then picked off the scabs; I bit my nails so far down that my fingers were always bleeding too; I had open wounds and scratches everywhere, though I never actually cut myself. My situation was so different from the vegetative symptoms that had constituted my breakdown that it did not occur to me that I was still in the grip of the same illness as before.

Then one day in early October, after one of my bouts of unpleasant unsafe sex, this one with a boy who had followed me to a hotel and made a beseeching move on the elevator, I realized that I might be infecting others—and that was not my agenda. I was suddenly terrified that I had given someone else the disease; I had wanted to kill myself, but not the rest of the world. I’d had four months to get infected; I’d had a total of about fifteen unsafe episodes; and it was time to stop before I began to spread disease everywhere. The knowledge that I would die had also lifted the depression I’d felt and had even in a strange way diminished the wish to die. I put that period of my life behind me. I became gentler again. At my thirty-second birthday, I looked around at the many friends who had come for my party, and I was able to smile, knowing that this was the last one, that I would never have a birthday again, that I would soon die. The celebrations were tiring; the gifts I left in their paper wrapping. I calculated how long I would have to wait. I wrote a note to myself of the date in March when six months would have elapsed from the last encounter, when I could get my test, my confirmation. And all the while, I acted fine.

I worked productively on some writing projects, organized both family Thanksgiving and Christmas, and was sentimental about my last holidays. Then a few weeks after New Year’s, I reviewed the details of my encounters with a friend who was an expert on HIV, and he told me that I might well be fine. At first I was dismayed, but then the period of my agitated depression, whatever had driven me to that behavior, began to lift. I do not think that the HIV experiences were expiatory; time had just passed, curing the ill thinking that had driven me to such excess in the first place. Depression, which comes at you with the gale force of a breakdown, leaves gradually, quietly. My first breakdown was over.

• • •

The insistence on normality, the belief in an inner logic in the face of unmistakable abnormality, is endemic to depression. It is the everyman story of this book, one I have encountered time after time. The shape of each person’s normality, however, is unique: normality is perhaps an even more private idea than weirdness. Bill Stein, a publisher I know, comes from a family in which both depression and trauma have run high. His father, born a Jew in Germany, left Bavaria on a business visa in early 1938. His grandparents were lined up outside the family house on Kristallnacht, in November of 1938, and though they were not arrested, they had to watch as many of their friends and neighbors were sent off to Dachau. The trauma of being a Jew in Nazi Germany was horrendous, and Bill’s grandmother went into a six-week decline after Kristallnacht, which culminated with her suicide on Christmas Day. The following week, exit visas arrived for both Bill’s grandparents. His father emigrated alone.

Bill’s parents married in Stockholm in 1939 and moved to Brazil before settling in the United States. His father always refused to discuss this history; “that period in Germany,” Bill recalls, “simply did not exist.” They lived on an attractive street in a prosperous suburb in a bubble of unreality. In part perhaps because of his practice of denial, Bill’s father suffered a severe breakdown at the age of fifty-seven and had repeated lapses straight through to his death more than thirty years later. His depressions followed the same patterns that his son would inherit. His first major breakdown occurred when his son was five years old; he continued to go to pieces periodically, with a particularly deep depression that lasted from the time Bill was in sixth grade until the time he finished junior high school.

Bill’s mother came from a much wealthier and more privileged German Jewish family that had left Germany for Stockholm in 1919. A woman of strong character, she once slapped a Nazi captain in the face for being rude to her; “I’m a Swedish citizen,” she told him, “and I won’t be spoken to in that way.”

By the age of nine, Bill Stein was experiencing lengthy periods of depression. For about two years, he was terrified of going to sleep and was traumatized when his parents went to bed. Then his dark feelings lifted for a few years. After some minor lapses, they returned when he got to college, spinning out of control in 1974, during the second term of his freshman year. “I had this sadistic roommate, and the academic pressure was intense. I was so anxious I was hyperventilating,” he recalls. “I just couldn’t take the pressure. So I went to the undergraduate health services and they gave me Valium.”

The depression did not lift during the summer. “Often when I had deep depressions, the control of my bowels would go. I remember that summer was particularly severe in this way. I was dreading sophomore year. I couldn’t face my exams or anything. When I got back to school and went through my first year and got straight As, I honestly thought someone had made a mistake. When it turned out that they hadn’t, it gave me something of a high, and that pulled me out of the depression.” If there are triggers for breakdowns, there are also triggers for turning around, and that was Stein’s. “I came back down to normal again a day later, but I never truly sank again at school. I did, however, withdraw from my aspirations. If you had told me then what I would be doing now, the people I would be working with, I’d have been utterly shocked. I was ambitionless.” Despite this acceptance of his lot, Stein worked slavishly hard. He continued to get straight As. “I don’t know why I bothered,” he says. “I didn’t want to go to law school or anything. I just thought that somehow good grades would make me safe, would convince me that I was functional.” When he graduated, Stein took a job teaching in a public high school in upstate New York. It was a disaster; he couldn’t discipline a class and he lasted only one year. “I left a failure. I lost a lot of weight. I had another depression. And then the father of a friend said he could get me a job, and I took it to have something to do.”

Bill Stein is a man of quiet, powerful intelligence and an entirely restrained ego. He is self-effacing almost to a fault. Bill suffered repeated depressions, each about six months long, somewhat seasonal, usually hitting a low point in April. The worst came in 1986, precipitated by turbulence at work, the loss of a good friend, and Bill’s attempt to get off Xanax, which he had taken for just a month but to which he had become addicted. “I lost my apartment,” Stein says. “I lost my job. I lost most of my friends. I couldn’t stay in a house by myself. I was supposed to be moving from my old apartment I’d just sold to this new apartment that was being renovated, and I just couldn’t. I crashed so quickly and the anxiety devastated me. I would wake up at three or four in the morning with these sort of rushes of anxiety that were so intense it would have been more pleasurable to jump out the window. When I was with other people, I always felt like I was going to faint from the stress. I’d been whizzing around the globe to Australia, fine, three months earlier, and now the world had been taken away from me. I was in New Orleans when it really hit and I suddenly knew I had to get home, but I couldn’t board a plane. People took advantage of me; I was a wounded animal in an open meadow.” He broke down completely. “When you’re really bad, you have this sort of catatonic look on your face, as if you’ve been stunned. You act strangely because of your deficits; my short-term memory disappeared. And then it got even worse. I couldn’t control my bowels and I would make in my pants. Then I was living in such terror of that that I couldn’t leave my own apartment, and that was a further trauma. In the end, I moved back to my parents’ house.” But life at home was not ameliorative. Bill’s father crumpled under the pressure of his son’s illness and ended up in the hospital himself. Bill went to stay with his sister; then a school friend took him in for seven weeks. “It was horrendous,” he says. “I thought, at that point, that I would be mentally ill for the rest of my life. The episode lasted for more than a year. It seemed better to float with the down than to fight it. I think you have to let go and understand that the world will be re-created and may never again resemble what you knew previously.”

He went to the doors of a hospital several times but could not bring himself to register there. He finally signed in at Mt. Sinai Hospital in New York in September of 1986, and asked for electroconvulsive therapy. ECT had helped his father but failed to help him. “It was the most dehumanizing place I can imagine, to go from life on the outside to not being allowed to have your shaving kit or your nail clipper. Having to wear pajamas. Having to eat dinner at four-thirty. Being talked down to, as if you’re retarded in addition to being depressed. Seeing other patients in padded cells. You can’t have a telephone in your room because you might strangle yourself with the cord and because they want to control your access to the outside world. This is not like a normal hospitalization. You are deprived of your rights on the mental health ward. I don’t think the hospital is a place for depressives unless they’re totally helpless or desperately suicidal.”

The physical process of the shock treatments was awful. “The man who administered them was a doctor who looked a lot like Herman Munster. The treatments were given in the basement of Mt. Sinai. All the patients who were going to get them went down there, into the depths of hell, and all of us wore bathrobes, and it felt like we were in a chain gang. Since I kept my composure pretty well, they made me the last, and I stood around there trying to comfort all the terrified people who were waiting around, while the janitorial staff came in and shoved past us to get to their lockers, which were also located down there. If I were only Dante, I’d be great explaining what it was like. I had wanted the treatments, but the room and the people—I felt like it was a barbaric Mengele scene of experimentation. If you’re going to do this stuff, do it on the fucking eighth floor with light windows and bright colors! I wouldn’t allow it now.

“I still mourn the loss of my memory,” he says. “I had an exceptional memory, nearly photographic, and it has never come back. When I got out, I couldn’t remember my locker combination, my conversations.” At first, when he came out, he also couldn’t even do filing at a volunteer job, but soon he began to function. He moved to Santa Fe for six months and stayed with friends. In the summer he returned to New York to live alone again. “Perhaps it is just as well that my memory was clearly suffering permanent deficits,” he says. “It has helped me to blunt out some of the lows. I forget them as easily as I forget everything else.” Recovery was gradual. “There is a lot of volition but you can’t control the recovery. You can’t figure out when it will happen, any more than you can predict when someone will die.”

Stein took to visiting a synagogue, going weekly with a religious friend. “I was substantially assisted by faith. It somehow relieved the pressure on me to believe in something else,” he says. “I had always been proud of being Jewish and drawn to things religious. After that big depression, I felt that if I believed hard enough, things might come about that would save the world. I had to sink so low there was nothing to believe in but God. I was slightly embarrassed to find myself drawn to religion; but it was right. It’s right that no matter how bad the week, there’s that service every Friday.

“But the thing that saved me was Prozac, which came along in 1988, just in time. It was a miracle. My head suddenly felt, after all these years, as if there wasn’t a huge crack in it that was being pulled wider and wider. If you had told me in 1987 that a year later I’d be taking planes, working with governors and senators—well, I’d have laughed. I couldn’t even cross the street.” Bill Stein is now on Effexor and lithium. “My biggest fear in life was that I would not be able to handle my father’s death. He died at the age of ninety, and when he died, I was almost euphoric to find that I could handle it. I was heartbroken and I cried, but I could do the normal things: play the son in the family, talk to the lawyers, write a eulogy. I handled it better than I would ever have thought possible.

“I still have to be careful. I always feel as though everyone wants a little piece of me. There’s just so much I can give and then I’ll get really really tense. I think, perhaps wrongly, that people will think less of me if I am completely open about my experiences. I still remember being avoided. Life is always on the edge of falling down again. I’ve learned to hide it, to make it so no one can tell when I’m on three drugs and about to collapse. I don’t think I ever feel really happy. One can only expect that life not be miserable. When you’re hugely self-conscious, it’s hard to be fully happy. I love baseball. And when I see other guys at the stadium, swilling beer, seeming so unconscious of themselves and their relation to the world, I envy that. God, wouldn’t it be great to be like that?

“I always think about those exit visas. If my grandmother had only waited. The story of her suicide taught me patience. There is no doubt that no matter how bad it gets again, I will get through it. But I would not be the person I am today without the wisdom I have gained from my experiences, the shedding of narcissism they’ve brought about.”

• • •

Bill Stein’s story has had considerable resonance for me. I have thought of those exit visas often since I first met Bill. I thought of the one that was never used and, also, of the one that was used. Getting through my first depression had involved holding on. A brief period of reasonable peace had followed. When I began to experience anxiety and major depression the second time around—while I was still in the shadow of my first depression and not yet clear where my flirtation with AIDS might have left me—I recognized what was happening. I became overwhelmed by the need to pause. Life itself seemed so alarmingly exigent, to require so much of the self. It was too difficult to remember and think and express and understand—all the things I needed to be able to do to talk. To keep my face animated at the same time was insult added to injury. It was like trying to cook and roller-skate and sing and type all at once. The Russian poet Daniil Kharms once described hunger: “Then begins the weakness. Then begins the boredom. Then comes the loss of the power of quick reason. Then comes the calmness. And then begins the horror.” In just such logical and terrible stages did the second bout of depression begin—exacerbated by real fear of the HIV test I’d scheduled. I didn’t want to go back on medication, and for a while I tried to ride it out. Then one day I realized that it wasn’t going to work. I knew about three days ahead of time that I was heading for rock bottom. I started taking the Paxil I still had in my medicine chest. I called the psychopharmacologist. I warned my father. I tried to make the practical arrangements: losing your mind, like losing your car keys, is a real hassle. Out of the terror, I heard my voice holding on tight to irony when friends called. “I’m sorry, I’ll have to cancel Tuesday,” I said. “I’m afraid of lamb chops again.” The symptoms came fast and ominously. In about a month, I lost a fifth of my body weight, some thirty-five pounds.

The psychopharmacologist thought that, since I had felt light-headed on Zoloft and highly strung on Paxil, it was worth trying something new, so he put me on Effexor and BuSpar, both of which I am still taking, six years later. In the throes of depression, one reaches a strange point at which it is impossible to see the line between one’s own theatricality and the reality of madness. I discovered two conflicting qualities of character. I am melodramatic by nature; on the other hand, I can go out and “seem normal” under the most abnormal of circumstances. Antonin Artaud wrote on one of his drawings, “Never real and always true,” and that is how depression feels. You know that it is not real, that you are someone else, and yet you know that it is absolutely true. It’s very confusing.

By the week of the HIV test, I was taking twelve to sixteen milligrams of Xanax (I had squirreled away a small cache of the drug) every day, so that I could sleep all the time and not be anxious. On Thursday of that week, I got up and checked my messages. The nurse from my doctor’s office said: “Your cholesterol is down, your cardiogram is normal, and your HIV test turned out fine.” I called her immediately. It was true. I was HIV-negative after all. As Gatsby said, “I tried hard to die but have an enchanted life.” I knew then that I wanted to live, and I was grateful for the news. But I went right on feeling terrible for two more months. I gritted my teeth against suicidality every day.

Then, in July, I decided to accept an invitation to go sailing with some friends in Turkey. It was cheaper for me to go there than it would have been for me to be hospitalized, and it was at least three times as effective: in the perfect Turkish sunshine, the depression evaporated. Things got steadily better after that. Late in the autumn, I suddenly found that I was lying awake at night, my body trembling, much as it had done at the lowest points of my depression, but I was awake this time with happiness. I climbed out of bed and wrote about it. Years had passed since I had felt happiness at all, and I had forgotten what it is like to want to live, to enjoy the day you are in and to long for the next one, to know that you are one of the lucky people for whom life is the living of it. As surely as the rainbow covenant that God gave to Noah, I felt I had proof that existence was and would always be worth it, though. I knew that episodes of pain might lie ahead, that depression is cyclical and returns to afflict its victims over and over. I felt safe from myself. I knew that eternal sadness, though very much within me, did not mitigate the happiness. I turned thirty-three shortly thereafter, and it was a truly happy birthday, at last.
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“All encompassing, brave, and deeply humane. . . . It is open-minded,
critically informed, and poetic at the same time, and despite the nature of its subject it is
written with far too much élan and elegance ever to become depressing itself.”

—RICHARD BERNSTEIN, The New York Times
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