Watching from the Steps
by Hyacinth Manning-Carner

How much pain have cost us the evils which have
never happened.

—Thomas Jefferson, letter to Thomas Jefferson Smith
(February 21, 1825)




CHAPTER OVERVIEW

Extraordinary People
Kay Redfield Jamison: An Unquiet Mind

Unipolar Depression

People with unipolar depression experience sadness, loss
of interest in their usual activities, changes in sleep and
activity levels, and thoughts of worthlessness, hopeless-
ness, and suicide.

Bipolar Mood Disorders

People with bipolar disorder experience both periods of
depression and periods of mania, during which their
mood is elevated or irritable, and they have great energy
and self-esteem. Bipolar disorder is much less common
than is unipolar depression.

Biological Theories of Mood Disorders

There clearly is a heritable component to bipolar disorder
and for some forms of unipolar depression. Biochemical
theories suggest that imbalances in certain neurotrans-
mitters or the malfunctioning of receptors for these neu-
rotransmitters contributes to mood disorders. People with
depression show disturbances on neuroimaging scans.
They also show chronic hyperactivity of the bodily system
that regulates stress responses.

Psychological Theories of Mood Disorders

Behavioral theories suggest that a lack of positive rein-
forcements and the presence of many aversive circum-
stances lead to depression. Cognitive theories suggest
that people with depression interpret stressful experi-

ences in negative and distorted ways, contributing to
their depression. Psychodynamic theories describe de-
pression as anger turned inward on the self. Interper-
sonal theories of depression attribute it to maladaptive
social roles and patterns of relationships.

Social Perspectives on Mood Disorders

Sociologists have examined the large age, gender, and
cross-cultural differences in depression for clues to its
origins.

Mood Disorders Treatments

Several drugs are effective in the treatment of depression.
Electroconvulsive therapy is also used to treat serious de-
pression. The newest treatments include repetitive trans-
cranial magnetic stimulation (rTMS) and vagus nerve
stimulation. Lithium, anticonvulsants, antipsychotics, and
calcium channel blockers are used to treat mania. The
psychological therapies aim to reverse the processes that
specific theories say lead to depression. Prevention pro-
grams intervene with high-risk groups to prevent first on-
sets of depression.

Taking Psychology Personally

Primary Care Physicians Treating Depression

Chapter Integration

New models of mood disorders describe how genetics
may affect both the individual’s biological sensitivity to
stress and personality characteristics that heighten reac-
tivity to stress, contributing to depression.
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Extraordinary People

Kay Redfield Jamison: An Unquiet Mind

I was a senior in high school when | had my
first attack. At first, everything seemed so
easy. | raced about like a crazed weasel,
bubbling with plans and enthusiasms, im-
mersed in sports, and staying up all night,
night after night, out with friends, reading
everything that wasn’t nailed down, filling
manuscript books with poems and frag-
ments of plays, and making expansive,
completely unrealistic plans for my future.
The world was filled with pleasure and
promise; | felt great. Not just great, | felt re-
ally great. | felt | could do anything, that no
task was too difficult. My mind seemed
clear, fabulously focused, and able to make
intuitive mathematical leaps that had up to
that point entirely eluded me. Indeed, they
elude me still. At the time, however, not
only did everything make perfect sense, but
it all began to fit into a marvelous kind of
cosmic relatedness. My sense of enchant-
ment with the laws of the natural world
caused me to fizz over, and | found myself
buttonholing my friends to tell them how
beautiful it all was. They were less than
transfixed by my insights into the webbings
and beauties of the universe although con-
siderably impressed at how exhausting it
was to be around my enthusiastic ram-
blings: You’re talking too fast, Kay. Slow
down, Kay. You’re wearing me out, Kay.
Slow down, Kay. And those times when
they didn’t actually come out and say it, |
still could see it in their eyes: For God’s
sake, Kay, slow down.

I did, finally, slow down. In fact, | came
to a grinding halt. The bottom began to fall
out of my life and my mind. My thinking,
far from being clearer than a crystal, was
tortuous. | would read the same passage
over and over again only to realize that |
had no memory at all for what | had just
read. My mind had turned on me: It
mocked me for my vapid enthusiasms; it
laughed at all my foolish plans; it no longer
found anything interesting or enjoyable or
worthwhile. It was incapable of concen-
trated thought and turned time and again

to the subject of death: | was going to
die, what difference did anything make?
Life’s run was only a short and meaning-
less one; why live? | was totally exhausted
and could scarcely pull myself out of bed in
the mornings. It took me twice as long
to walk anywhere as it ordinarily did, and
I wore the same clothes over and over
again, as it was otherwise too much of an
effort to make a decision about what to
put on. | dreaded having to talk with peo-
ple, avoided my friends whenever possible,
and sat in the school library in the early
mornings and late afternoons, virtually in-
ert, with a dead heart and a brain as cold as
clay. (Jamison, 1995, pp. 35-38)

So writes author Kay Redfield Jamison in her auto-
biography, An Unquiet Mind: A Memoir of Moods
and Madness. In An Unquiet Mind, Jamison de-
scribes her moods, her psychotic episodes, her sui-
cide attempts, some outrageous things she did
while manic, and her resistance to taking medica-
tion. It is an intimate look inside the life of a person
with severe bipolar disorder, in all its mystery and
tragedy.

When Jamison published this book in 1995, it
garnered a great deal of attention in both the profes-
sional psychology and psychiatry literatures as well
as in the general public media. This was because it
was one of the most eloquent accounts of the experi-
ence of bipolar disorder published in years. It was
also because Dr. Jamison is one of the most prolific
and respected researchers of mood disorders in the
field. Seldom does a person in Jamison’s position—a

(continued)
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People in northern latitudes have higher rates of seasonal
affective disorder.

changes cannot be the result of psychosocial events,
such as regularly being unemployed during the
winter. Rather, the mood changes must seem to
come on without reason or cause.

Although many of us may feel our mood
changes with the seasons, only about 1 percent of
the U.S. population experiences a diagnosable sea-
sonal affective disorder (Blazer, Kessler, & Swartz,
1998). This disorder is more common in latitudes
where there are fewer hours of daylight in the win-
ter months (Rosen et al., 1990). For example, peo-
ple in Norway and Sweden are more prone to SAD
than are people in Mexico and southern Italy.

Prevalence and Course

of Depression

Depression is one of the most common psychologi-
cal problems. At sometime in their lives, 16 percent
of Americans experience an episode of major de-
pression (Kessler et al., 2003). Among adults, 15- to
24-year-olds are most likely to have had a major de-
pressive episode in the past month (Blazer et al.,
1994; Kessler et al., 2003) (see Figure 9.1). There are
lower rates among 45- to 54-year-olds, and other
studies have found even lower rates in people 55 to
70 years of age, with only about 2 percent diagnos-
able with a major depression (Kessler et al., 2003;
Newmann, 1989; Zisook & Downs, 1998). The rates
of depression go up, however, among the “old-
old,” those over 85 years of age. When they do oc-
cur, depressions in older people tend to be quite
severe, chronic, and debilitating (Lyness, 2004).

Age Differences in

Depression. Shown are the

percentages, in one study, of
people in each age group who were diagnosed with major
depression in a one-month period. Those 15 to 24 years
old have the highest rates of depression, and those 45 to
54 years old have the lowest rates.
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Source: Blazer et al., 1994.

Perhaps it is surprising that the rate of depres-
sion is so low among older adults. The diagnosis of
depression in older adults is complicated (Lyness,
2004). First, older adults may be less willing than
younger adults to report the symptoms of depres-
sion, because they grew up in a society less accept-
ing of the disorder.

Second, depressive symptoms in the elderly
often occur in the context of a serious medical ill-
ness, which can interfere with making an appro-
priate diagnosis. Third, older people are more
likely than younger people to have mild to severe
cognitive impairment, and it is often difficult to
distinguish between a depressive disorder and the
early stages of a cognitive disorder.

Although these factors are important, some re-
searchers suggest that the low rate is valid and
have offered explanations. The first is quite grim:
Depression appears to interfere with physical
health; as a result, people with a history of depres-
sion may be more likely to die before they reach
old age (Lyness, 2004). The second explanation is
more hopeful: As people age, they may develop



more adaptive coping skills and a psychologically
healthier outlook on life, and this may lead them to
experience fewer episodes of depression (Elder,
Liker, & Jaworski, 1984).

Most studies show that women are about
twice as likely as men to experience both mild
depressive symptoms and severe depressive disor-
ders (Nolen-Hoeksema, 2002). This gender dif-
ference in depression has been found in many
countries, in most ethnic groups, and in all adult
age groups. Could it be that females are more will-
ing to admit to depression than males? The gender
difference in depression is found even in studies
that use relatively objective measures of depres-
sion that do not rely much on self-reports, such as
clinicians’ ratings of depression, or the reports of
family members or friends. As we discuss the var-
ious theories of depression in this chapter, we will
explore how these theories explain this gender dif-
ference in depression.

Depression appears to be a long-lasting, recur-
rent problem for some people (Boland & Keller,
2002). One nationwide study found that people
with major depression spent an average of 16 weeks
during the previous year with significant symptoms
of depression (Kessler et al., 2003). The picture one
gets is of a depressed person spending much of his
or her time at least moderately depressed (Judd &
Akiskal, 2000). Then, even after the depressed per-
son recovers from one episode of depression, he or
she remains at high risk for relapses into new
episodes. People with a history of multiple episodes
of depression are even more likely to remain de-
pressed for long periods of time.

Depression is a costly disorder to the individual
and to society. A study of over 1,100 employed peo-
ple found that those who had significant symptoms
of depression lost an average of 5.6 hours per week
in productive work time, compared with 1.5 hours
per week in those not depressed. The authors sug-
gest that depression in workers costs employers an
estimated $44 billion per year in lost productivity
alone (not including the costs of treatment) (Stewart
et al., 2003).

The good news is that, once people undergo
treatment for their depression, they tend to recover
much more quickly and their risk for relapse is re-
duced. The bad news is that many people with de-
pression never seek care, or they wait years after
their symptoms have begun to seek care (Kessler
et al., 2003). Why don’t people suffering the terri-
ble symptoms of depression seek treatment? It
may be because they do not have the money or in-
surance to pay for care. But often it is because they
feel they should be able to get over their symptoms
on their own. They believe that the symptoms are

Unipolar Depression

just a phase they are going through, that they will
pass with time and won’t affect their lives in the
long term.

Depression does sometimes pass without treat-
ment, and without long-term consequences. Some
people seem to be left with scars from their bouts of
depression, however. Their ways of thinking, their
views of themselves, their social relationships, and
their academic and work histories may be changed
for the worse by the depression and may remain
impaired long after the symptoms of depression
have passed. Even if they do not relapse into addi-
tional major depressive episodes, people with pre-
vious episodes of major depression tend to have
enduring problems in many areas of their lives
(Boland & Keller, 2002). Their functioning on the job
tends to remain impaired even after their depres-
sion has subsided. They report that they are not in-
terested in sex or do not enjoy sex as much as they
used to, and there is chronic conflict and dissatisfac-
tion in their intimate relationships (Joiner, 2002).

Depression in Childhood

and Adolescence

Depression is less common among children than
among adults. At any point in time, as many as 2.5
percent of children and 8.3 percent of adolescents
can be diagnosed with major depression, and as
many as 1.7 percent of children and 8.0 percent of
adolescents can be diagnosed with dysthymic dis-
order (for reviews, see Garber & Horowitz, 2002;
Lewinsohn & Essau, 2002). Between 15 and 20 per-
cent of youth will experience an episode of major
depression before the age of 20 (Lewinsohn &
Essau, 2002).

Depressive symptoms that don’t quite meet the
diagnostic criteria for major depression are even
more common in adolescents. A study of 9,863 stu-
dents in grades 6, 8, and 10 in the United States
found that 25 percent of the girls versus 10 percent
of the boys reported elevated depressive symptoms.
The highest rates were among American Indians
(29 percent), followed by 22 percent of Hispanics,
18 percent of Whites, 17 percent of Asian Ameri-
cans, and 15 percent of African Americans. Youth
who were using substances were more likely to be
depressed (Saluja et al., 2004).

Depression may be most likely to leave psychologi-
cal and social scars if it occurs initially during child-
hood, rather than during adulthood (Cole et al.,
1998). Self-concept is still being developed in child-
hood and adolescence, much more so than in adult-
hood. A period of significant depressive symptoms
while one’s self-concept is undergoing substantial
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but a relatively common pattern is for episodes to
become more frequent and closer together over
time. If a person has four or more cycles of mania
and depression within a year, this is known as
rapid cycling bipolar disorder.

Prevalence and Course of

Bipolar Disorder

Bipolar disorder is less common than unipolar de-
pression. About 1 or 2 in 100 people experience at
least one episode of bipolar disorder at sometime
in their lives (Judd & Akiskal, 2003; Kessler et al.,
1994; Lewinsohn, Klein, & Seeley, 2000). Men and
women seem equally likely to develop the disor-
der, and there are no consistent differences among
ethnic groups in the prevalence of the disorder
(Weissman et al., 1996). Most people who develop
bipolar disorder do so in late adolescence or early
adulthood (Lewinsohn, Seeley, Klein, 2003). About
half of the people who eventually develop a bipo-
lar disorder have experienced their first episode by
early adulthood (Judd & Akiskal, 2003).

Like people with unipolar depression, people
with bipolar disorder often face chronic problems
on the job and in their relationships between their
episodes (Keck et al., 1998). One study, which fol-
lowed people who had been hospitalized for an
episode of bipolar disorder, found that, over the
year following their hospitalization, only about one
in four recovered fully from their symptoms and
were able to lead a relatively normal life (Keck et al.,
1998). The best predictors of recovery were full com-
pliance with medication taking and higher social
class, which may have afforded people better health
care and social support. Judd and colleagues (2002)
followed 146 patients with bipolar | disorder for al-
most 13 years and found that they experienced sig-
nificant symptoms during 47 percent of the weeks.
Depressive symptoms were more common, occur-
ring 32 percent of the weeks, than manic symptoms,
which occurred about 9 percent of the weeks, or
cycling/mixed symptoms of depression and mania,
which occurred 6 percent of the weeks. The pres-
ence of symptoms, even if they do not meet the cri-
teria for an episode of mania or depression, is
associated with deficits in both social and occupa-
tional functioning, and the symptoms appear to in-
crease the risk for relapse (Marangell, 2004). In
addition, people with bipolar disorder often abuse
substances (such as alcohol and hard drugs), which
also impairs their control over their disorder, their
willingness to take medications, and their function-
ing in life (Goodwin & Ghaemi, 1998; Keck et al.,
1998; van Gorp et al., 1998).

A controversial issue in research on bipolar dis-
order is the extent to which it exists and can be diag-

Bipolar Mood Disorders

nosed reliably in children and young adolescents.
One longitudinal study followed 86 prepubertal
children who had been diagnosed with bipolar dis-
order using strict criteria (Geller et al., 2004). They
found that, over a two-year period, these children
continued to show the symptoms of mania or hypo-
mania for an average of 57 weeks and the symp-
toms of depression for an average of 47 weeks.
These data supported the initial diagnosis of bipolar
disorder and suggest that pediatric bipolar disorder
tends to be chronic.

Creativity and

Bipolar Disorder

Could there possibly be anything good about suf-
fering from a bipolar disorder? Some theorists have
argued that the symptoms of mania—increased
self-esteem, a rush of ideas, the courage to pursue
these ideas, high energy;, little need for sleep, hyper-
vigilance, and decisiveness—can actually benefit
certain people, especially highly intelligent or tal-
ented people. In turn, the melancholy of depression
is often seen as inspirational for artists. Indeed,
some of the most influential people in history have
suffered, and perhaps to some extent benefited,
from a mood disorder.

Some political leaders, including Abraham
Lincoln, Alexander Hamilton, Winston Churchill,
Napoleon Bonaparte, and Benito Mussolini, and
some religious leaders, including Martin Luther
and George Fox (founder of the Society of Friends,
or Quakers), have been posthumously diagnosed
by psychiatric biographers as having periods of
mania, hypomania, or depression (Jamison, 1993).
Although during periods of depression these lead-
ers were often incapacitated, during periods of
mania and hypomania they accomplished extraor-
dinary feats. While manic, they devised brilliant
and daring strategies for winning wars and solv-
ing domestic problems and had the energy, self-
esteem, and persistence to carry out these
strategies. The Duke of Marlborough, a great Eng-
lish military commander, was able to put his
chronic hypomania to great use:

No one can read the whole mass of the
letters which Marlborough either wrote,
dictated, or signed personally without be-
ing astounded at the mental and physical
energy which it attests. . . . After 12 or 14
hours in the saddle on the long reconnais-
sances often under cannon-fire; after end-
less inspections of troops in camp and
garrison; after ceaseless calculations about
food and supplies, and all the anxieties of
direct command in war, Marlborough
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would reach his tent and conduct the for-
eign policy of England, decided the main
issues of its Cabinet, and of party politics
at home. (Rowse, 1969, pp. 249-250)

Marlborough was an ancestor of Winston Churchill,
who was also able to put his cyclothymic tempera-
ment to use in his career. However, Churchill’s biog-
rapher also documented how the grandiosity,
scheming, and impulsiveness that are part of mania
can be a liability in a leader:

All those who worked with Churchill
paid tribute to the enormous fertility of his
new ideas, the inexhaustible stream of in-
vention which poured from him, both
when he was Home Secretary, and later
when he was Prime Minister and director
of the war effort. All who worked with
him also agreed that he needed the most
severe restraint put upon him, and that
many of his ideas, if they had been put
into practice, would have been utterly dis-
astrous. (Storr, 1988, pp. 14-15)

Writers, artists, and composers of music have a
higher than normal prevalence of mania and de-
pression. For example, a study of 1,005 famous

.

Winston Churchill had periods of manic symptoms that may
have been both an asset and a liability.

twentieth-century artists, writers, and other profes-
sionals found that the artists and writers experi-
enced two to three times the rate of mood disorders,
psychosis, and suicide attempts than did compara-
bly successful people in business, science, and pub-
lic life. The poets in this group were most likely to
have been manic (Ludwig, 1992).

Does mania simply enhance (and depression
inhibit) productivity in naturally creative people?
Or is there a deeper link between creativity and
bipolar disorder? This is a difficult question to an-
swer by simply examining how many creative
people are also manic. However, one group of re-
searchers found an ingenious way to address this
question (Richards et al., 1988). They hypothesized
that the genetic abnormalities that cause bipolar
disorder are in close proximity to the genetic ab-
normalities that cause great creativity. According
to this hypothesis, the close relatives of patients
with bipolar disorder should be more creative,
even if they do not have bipolar disorder, than the
close relatives of people without bipolar disorder.
The participants in this study were patients with
bipolar disorder or cyclothymia, their first-degree
relatives (siblings, parents, and children), a control
group of people with no psychiatric disorders, and
their first-degree relatives. The relatives in both

Abraham Lincoln suffered periods of severe depression.










