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• A feeling 
state that 
is more 
cheerful 
and 
elated 
than 
average, 
possibly 
even 
ecstatic.  
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Presenter
Presentation Notes
People can experience a mood disorder in the form of extreme depression, excessive elation, or a combination of these emotional states.
The primary characteristic of depressive disorders is dysphoria.
Bipolar disorder alternates between dysphoria and euphoria.




Unpleasant feelings, 
such as sadness or 
irritability.  
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Presenter
Presentation Notes
People can experience a mood disorder in the form of extreme depression, excessive elation, or a combination of these emotional states.
The primary characteristic of depressive disorders is dysphoria.
Bipolar disorder alternates between dysphoria and euphoria.




Normal vs. clinical depression  

The 
difference is 
blurry 
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Presenter
Presentation Notes
UIC Researchers May Have Found Test for Depression  
March 6, 2008 -- A new discovery could change future diagnosis and therapy of depression.  
"This test could serve to predict the efficacy of antidepressant therapy quickly, within four to five days, sparing patients the agony of waiting a month or more to find out if they are on the correct therapeutic regimen," said Mark Rasenick, UIC distinguished university professor of physiology and biophysics and psychiatry. ��Despite decades of research, the biological basis of depression is unknown, and the molecular and cellular targets of antidepressant treatment remain elusive, although it is likely that these drugs have one or more primary targets. ��Rasenick said the discovery could help millions who suffer from undiagnosed depression or receive unsuccessful treatment. ��"We discovered that in depressed individuals a signaling protein is located in specific areas of the cell membrane called lipid rafts," he said. This protein, called Gs alpha, activates adenylyl cyclase, a link in signal transduction, and is responsible for the action of neurotransmitters such as serotonin. ��"These 'rafts' are thick, viscous, almost gluey areas, that either facilitate or impede communication between membrane molecules," Rasenick said. "When Gs alpha is caught in these lipid raft domains, its ability to couple with and activate adenylyl cyclase is markedly reduced. Antidepressants help to move the Gs alpha out of these rafts and facilitate the action of certain neurotransmitters." ��Previous research in both rats and cultured brain cells by Rasenick and his colleagues, as well as others, has shown that Gs alpha changed its location in response to antidepressants, moving out of the lipid rafts to areas of the membrane that allow more efficient communication among membrane components responsible for neurotransmitter action. Further, antidepressant and antipsychotic drugs have been shown to concentrate in these lipid rafts. ��"This new study shows that in depressed humans, Gs alpha protein is confined in lipid rafts, where it's less likely to mediate the action of neurotransmitters, and that antidepressants have the opposite effect," Rasenick said. ��"In simple language -- we may be able to tell you if you are depressed and more importantly, whether you are responding to the chosen antidepressant therapy." ��The new study may also explain why antidepressants take so long to work and why chemically dissimilar compounds have similar effects. ��In their study, Rasenick and colleagues compared brain samples from depressed people who had committed suicide with controls who had no history of psychiatric disorders. They found that while the total amount of Gs alpha was the same in the depressed and non-depressed, the depressed have a greater proportion of Gs alpha confined to lipid rafts. The localization of other G proteins was not different. ��Rasenick and his colleagues have begun further studies to confirm and expand these findings. ��The study was supported by grants from the U.S. Public Health Service and the American Foundation for Suicide Prevention. ��Robert Donati, Yogesh Dwivedi and Ghanshyam Pandey from UIC College of Medicine and Rosalinda Roberts and Robert Conley from the Maryland Psychiatric Research Center in Baltimore contributed to this study. Donati is also on the faculty of the Illinois College of Optometry. ��UIC ranks among the nation's top 50 universities in federal research funding and is Chicago's largest university with 25,000 students, 12,000 faculty and staff, 15 colleges and the state's major public medical center. A hallmark of the campus is the Great Cities Commitment, through which UIC faculty, students and staff engage with community, corporate, foundation and government partners in hundreds of programs to improve the quality of life in metropolitan areas around the world. 
  Source: http://www.uic.edu/
Retrived from http://healthorbit.ca/NewsDetailfwd.asp?opt=1&nltid=047110308 4/22/2008



1. Moods fluctuate in everyone. Rate 
your lowest mood in the last month, 

A.) 0 Low 

B.) 1 

C.) 2 

D.) 3 

E.) 4 High 
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Social Reaction 
Mild                     Medium         Severe 

Depression 

Mild 

Medium 

Severe A B 

C 
D 
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How depressed should one be four 
weeks after  

the death of one’s mother? 

A.) Mildly 

B.) Moderately 

C.) Severely 
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Episode: A time-limited period  
of symptoms 

• Rate severity: mild, 
moderate, or severe. 

• First episode or a 
recurrence. 

• Specify prominent 
symptoms  
(e.g., catatonic, 
postpartum). 
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Presenter
Presentation Notes
  



MAJOR DEPRESSIVE DISORDER 

• Unipolar  
• Intense dysphoric mood 
• Physical signs 

– Lethargic or agitated. 
– Disturbed eating and/or 

sleeping 
– Duration - 2 weeks to 6 

months 
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Presenter
Presentation Notes
Also known as major depression, clinical depression, or unipolar depression.
Major depressive disorder: A mood disorder in which the individual experiences acute, but time-limited, episodes of depressive symptoms. 
Depressive symptoms can include feelings of extreme dejection, a loss of interest in previously pleasurable aspects of life, bodily symptoms, and disturbances in eating and sleeping behavior.
Individuals with major depressive disorder also have cognitive symptoms such as a negative self view, feelings of guilt, inability to concentrate, and indecisiveness. 
Prevalence:13 out of 100 men, 21 out of 100 over the course of a lifetime.
People whose depressive episodes have melancholic features lose interest in most activities or find it difficult to react to events in their lives that would customarily bring pleasure.
Episodes showing a seasonal pattern develop at about the same time each year, usually for about 2 months during the fall or winter, then return to normal functioning.
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Psychomotor retardation 

• Movements slow 
• Patient walks and 

talks excruciatingly 
slowly  
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Paralysis of the will 

11 

http://w
w

w
.flickr.com

/photos/carolinatarre/4405247282/sizes/o/ 

Presenter
Presentation Notes
In its extreme form lack of response initiation




Major Depressive Disorder 
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Normal Mood 

Time  (2-24 weeks) ----- 

Elated 

Depressed 



Types 

Melancholic 
features—no 
pleasure 
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Presenter
Presentation Notes
 People whose depressive episodes have melancholic features lose interest in most activities or find it difficult to react to events in their lives that would customarily bring pleasure.
Episodes showing a seasonal pattern develop at about the same time each year, usually for about 2 months during the fall or winter, then return to normal functioning.



Types 
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Seasonal pattern 

Presenter
Presentation Notes
Episodes showing a seasonal pattern develop at about the same time each year, usually for about 2 months during the fall or winter, then return to normal functioning.



Prevalence 13 men 21 women of 100 
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Presenter
Presentation Notes
 People whose depressive episodes have melancholic features lose interest in most activities or find it difficult to react to events in their lives that would customarily bring pleasure.
Episodes showing a seasonal pattern develop at about the same time each year, usually for about 2 months during the fall or winter, then return to normal functioning.



Course 60% will have a second episode  
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Presenter
Presentation Notes
 People whose depressive episodes have melancholic features lose interest in most activities or find it difficult to react to events in their lives that would customarily bring pleasure.
Episodes showing a seasonal pattern develop at about the same time each year, usually for about 2 months during the fall or winter, then return to normal functioning.



Dysthymic 
Disorder 

• Not as deep or 
intense as MDD 

• Chronic: 2 years 
• <=2 months relief 
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Presenter
Presentation Notes
Dysthymic disorder: A mood disorder involving chronic depression of less intensity than major depressive disorders but longer-lasting.
People with dysthymic disorder have, for at least 2 years, depressive symptoms such as low energy, low self-esteem, poor concentration, decision-making difficulty, feelings of hopelessness, and disturbances of appetite and sleep. 
Lifetime Prevalence: 8% of women and 5% of men.




Dysthymic Disorder 

18 

Normal Mood 

Time  ( 2 years)----- 

Elated 

Depressed 
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Disorder Major 
Depressive 

Dysthymic 

Symptoms 5 or more 
Sadness or  
Loss of Interest 
or 
Loss of pleasure 

3 or more 
Depressed 
mood 

Duration 2 weeks 2 years 

Presenter
Presentation Notes
Differential diagnosis: Distinguishing major depressive disorder from dysthymic disorder.
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3. Have you ever felt “too happy”?  

A.) Yes 

B.) No 

http://theangelwhispers.org/yahoo_site_admin/assets/images/ecstaticwoman2MA16183303-0017.185222429_std.jpg 



Bipolar Disorder 

A mood disorder involving   
disruptive experiences of 
heightened mood, possibly 
alternating with major 
depressive episodes.  
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Presenter
Presentation Notes
Bipolar disorder involves an intense and very disruptive experience of extreme elation, or euphoria, called a manic episode, which is characterized by abnormally heightened levels of thinking, behavior, and emotionality that cause significant impairment. 



Manic Episode 

• Racing thoughts  
• Hyperactivity 
• Easily distracted 
• Grandiose sense 

of self 
• May hear voices 
• Highly energetic 

22 
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Presenter
Presentation Notes
A mixed episode consists of symptoms of both a manic episode and a major depressive episode, which alternate rapidly. 




Disorder Bipolar 1 Bipolar 2 Cyclothymic 

Symptoms Manic 
Possibly 
depressed 

Hypomanic 
Major 
depression 

Hypomanic 
Mild 
depression 

Duration Varies Varies 2+ years 

http://www.flickr.com/photos/ph0t0s/64157471/sizes/s/ 

Presenter
Presentation Notes
Differential diagnosis: Distinguishing bipolar disorder type I, type II, and cyclothymic disorder.
Prevalence: 1.6 % of population, equally prevalent in males and females.
Bipolar I disorder: The diagnosis used to describe a clinical course in which the individual experiences one or more manic episodes with the possibility, though not the necessity, of having experienced one or more major depressive episodes.
Bipolar II disorder: The diagnosis used to describe a clinical course in which the individual experiences one or more major depressive episodes and at least one hypomanic episode.





Bipolar Type 1 
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Normal Mood 

Time  ----- 

Elated 

Depressed 



Bipolar Type 2 
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Normal Mood 

Time  ----- 

Elated 

Depressed 



Prevalence 
1.6% of the population. 
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Presenter
Presentation Notes
   



Course 

• Men first episode -- 
manic. 

• Women first episode -- 
major depressive. 

• After manic episode, 
90% experience 
subsequent episodes. 
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Presenter
Presentation Notes
   



Rapid Cycling 

28 

Normal Mood 

Time  (Year)----- 

Elated 

Depressed 

Under 15% have 4-8 mood episodes in a single year:  



Cyclothymic Disorder 
• Dramatic and recurrent mood shifts. 
• Not as intense as bipolar. 
• Chronic condition:  Lasts at least 2 years. 
• May feel productive and creative but others 

regard them as moody, irritable. 
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Presenter
Presentation Notes
Cyclothymic disorder involves a vacillation between dysphoria and briefer, less intense, and less disruptive states called hypomanic episodes. 
Affects 1 percent of population
Risk for developing bipolar disorder is higher.




Cyclothymic Disorder 
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Normal Mood 

Time (2+ years)  ----- 

Elated 

Depressed 



Chronic Hypomanic Disorder 

Unbroken 2 year manic state  
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Chronic Hypomanic Disorder 
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Normal Mood 

Time  (2+ years)----- 

Elated 

Depressed 



Double Depression 

• Depressive episode on top 
of a dysthymic disorder 
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Normal Mood 

Time (2+ years) ----- 

Elated 

Depressed 
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Unipolar depression is 4X more 
prevalent than bipolar 

34 
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Biological Perspectives on  
Mood Disorders 

• Genetics  
– First-degree relatives of MDD twice as likely to develop DD  
– Heritability estimated at 31-42%. 

• Biochemical Factors  
– Norepinephrene deficit 
– Serotonin deficit 
– Both deficit 
– Stress hormone (cortisol) 

 

35 
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Presenter
Presentation Notes
Catecholamine hypothesis: Too little norepinephrene = depression; too much = mania.
Indolamine hypothesis: Serotonin deficiency produces depression.
Norepinephrine and serotonin are the two monoamines thought to be most important in major depression.
Stress hormone: Heightened cortisol levels.





Psychological Perspectives 

• Psychodynamic  
–  Rejection or loss of 

parental love 
–  Defensive mechanisms 

• Behavioral & Cognitive 
–  Low response-

contingent positive 
reinforcement. 

–  Lack of social skills 
–  Stressful life events 
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Presenter
Presentation Notes
Psychological theories have moved from early psychoanalytic approaches, which focused on themes of loss and feelings of rejection, to more contemporary view that emphasize the behavioral, cognitive, and interpersonal aspects of mood disturbance.
Psychodynamic view: Depression arises from sense of loss of parental love or from parental rejection; mania is a unconscious defense to despair and gloom.
Behavioral view: Depression is a result of lack of positive reinforcement; lack of social skills leads to failure in interpersonal relationships; stressful life events lead to mood changes.
Response-contingent positive reinforcement: Behaviors that increase in frequency as the result of performing actions that produce pleasure.




1. A. Sleep 
2. B. Isolate 
3. C. Eat 
4. D. Escape (alcohol, drugs, video) 
5. Other 

37 

4. What do you do when you are 
depressed? 



38 

Lewinsohn’s Behavioral View of Depression 

1 
• Stressor leads to reduction in reinforcers 

2 
• Person With draws 

3 
• Reinforcers further reduced 

4 
• More withdrawal and depression 

Presenter
Presentation Notes
Lewinsohn and colleagues say that stressful life events disrupt the individual’s ability to carry out behavioral patterns, scripts (Lewinsohn & Shaw, 1969; Hoberman & Lewinsohn, 1985).



Learned Helplessness 

The passive resignation produced 
by repeated exposure to 
negative events that are 
perceived to be unavoidable. 

39 

Uncontrollable 
bad events 

Perceived lack 
of control 

Learned 
helplessness 

Presenter
Presentation Notes
First discovered in animal research. Martin Seligman and colleagues found that when dogs were unable to escape electrical shocks, they simply gave up trying, even when escape was later possible.
People who try without success become conditioned to failure and stop trying
Attributions (explanations people make of what happens to them) play a cognitive role
Internal attributions (“all my fault”).
External attributions (outside circumstances).
Internal attributions lead to globalization of negative experiences.



5. What do you say to yourself when 
you are depressed?  

A.) I am a bad person 

B.) This will never change 

C.) Everything is bad 

D.) All of the above 

E.) Other 



Cognitive Perspectives 
• Beck’s Cognitive triad 

– Negative view of self, world, and future 
– Leads to a depressive schema 

• Cognitive distortions-  drawing erroneous 
(negative) conclusions from experience 
– Faulty logic, arbitrary inferences 

overgeneneralizing, taking things out of context 

• Content of thought - think they are worthless 
and helpless so feel that way 

41 
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Cognitive Perspectives 

42 

A negative view of  
1. the self 
2. the world, and  
3. the future.  

 

Presenter
Presentation Notes
Cognitive triad: Negative view of self, world, and future that leads to a depressive schema.
Content of thought: Depressed individuals’ thinking may involve thinking they are worthless and helpless.



Attributions in Human Helplessness 

43 

• Internal vs. external 
– The person vs. the problem 

• Stable vs. unstable 
– Permanent vs. transient 

• Global vs. specific 
– All vs. some circumstances 



Cognitive Distortions 

• Drawing erroneous or negative conclusions from 
experience 

• Overgeneralizing 
• Selective Abstraction 
• Excessive Responsibility 
• Assuming Temporal Causality 
• Making Excessive Self-Reference 
• Catastrophizing 
• Dichotomous Thinking 
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Presenter
Presentation Notes
Overgeneralizing: Believing that if something is true in one case, it applies to any case that is even similar.
Selective abstraction: The only events that the person takes seriously are those that represent bad things like failure.
Excessive responsibility: Feeling responsible for all bad things that happen to them or others to whom they are close.
Assuming temporal causality: Thinking that if something has been true in the past, it will always be true.
Catastrophizing: Always thinking the worst and being certain that it will happen.
Dichotomous thinking: Seeing everything as either one extreme or another, rather than as mixed or in between.
Other cognitive distortions include assuming temporal causality (thinking if something has been true in the past, it will always be true), and making excessive self-references (seeing themselves as the center of everyone’s attention, and thinking they can all see when the individual makes mistakes).



Sociocultural Perspective 
• Interpersonal 
• Disturbed social functioning 
• Impaired social relationships 
• Significant interplay with  

behavioral and cognitive perspectives- lack 
of social skills leads to failed relationship, 
that leads to feelings of worthlessness, that 
leads to depression 
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Presenter
Presentation Notes
Behavioral-cognitive interplay: Lack of social skills leads to failed relationship, that leads to feelings of worthlessness, that leads to depression.
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6. How do you feel about medication 
for depression?  

(whether you take it or not)   

A.) A great treatment 

B.) Sometimes necessary 

C.) To be avoided whenever possible 

D.) Never to be used 



Biological Treatment  
• Medications 

– Depression 
• Tricyclic antidepressants 
• MAO’s 
• SSRI’s / SNRI’s 

– Bipolar 
• Lithium 
• Antidepressants (when in 

depressed episode) 
• Anticonvulsants (rapid cyclers) 
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Presenter
Presentation Notes
Medications for depression include tricyclic antidepressants, MAOIs, and SSRIs.
The medication most commonly associated with bipolar disorder is lithium, although antidepressants may be used when the individual is in a depressed episode. Rapid cyclers might receive anticonvulsants.
ECT might be used for acute depression or acute mania that is not responding to medication.




Electroconvulsive Therapy (ECT)  
 “Shock Treatment” 

• Lifesaving where medications were ineffective 
• Especially effective when patients over age 60 
• Usually 6-8 sessions till mood returns to 

normal 

http://www.minddisorders.com/images/gemd_01_img0044.jpg 

Presenter
Presentation Notes
 ECT might be used for acute depression or acute mania that is not responding to medication.




Treating Bipolar Disorder  

• Lithium carbonate effective for 80% 
• Not at all for the other 20%  

49 



How Medications Work 

• MAO inhibitors: By inhibiting the enzyme 
MAO it prevents the breakdown of 
norepinephrine  

• Tricyclics: they block the reuptake of 
norepinephrine   

• Prozac (SRI’s): block the reuptake of serotonin 
• SNRI’s: block the reuptake of serotonin & 

norepinephrine   

50 



Terms 
• Breakdown: The destroying 

of the neurotransmitter in 
the synapse by the enzyme 
MAO  

• Reuptake: The reabsorbtion 
of a neurotransmitter by the 
releasing cell   

51 

http://odandcompany.com/images/perm.jpg 

http://www.iclipart.com/dodl.php/natural_sponge.jpg?linklokauth=LzA3OS9zbWFsbC9iYXRjaF8wMS9u
YXR1cmFsX3Nwb25nZS5qcGcsMTMyMDA2ODA2MiwxOTkuOC4xMy4yMDcsMCwwLExMXzAsLD
ExOWQ5NDEyNmY3M2NiN2MxYjdjZGVkMTYxZGFiZTdl 

https://secure.flickr.com/photos/gurustip/5223432144/sizes/m/in/photostream/ 



Norepinephrine 

• Catecholamine which is needed to 
avoid depression  

• Discharged into synapse 
• Can be eliminated by  

– Reuptake 
– Breakdown 

• MAO breaks down NE 
• MAO inhibitors, inhibit 

breakdown 
• Trycyclics block reuptake 

52 



Serotonin 
• SSRI (Selective 

Serotonin Reuptake 
Inhibitor) 

• Blocks reuptake 
• Common Brands 

– Prozac  
– Zoloft 
– Paxil 
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Psychological Treatment 
• Behavioral- change social 

skills, environment, behaviors 
through modeling, coaching, 
role-playing, and rehearsal; 
give “assignments” (activities 
to engage in) 

• Cognitive -restructure thinking 
• Psycho-education - help 

bipolar clients understand the 
disorder and the importance 
of medication 

54 



Behavioral Treatment 

• Assessment 
– Frequency, 
– Quality, and 
– Range of Activities and Social 

Interactions. 
• Implementation of 

Treatment 
– Change social skills. 
– Change environment. 
– Develop new behaviors 
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Presenter
Presentation Notes
Behavioral therapy begins with (1) assessment of the frequency, quality, and range of activities and social interactions in the client’s life. (2) The therapist then implements treatment involving helping the client to change social skills, change environment, or develop behaviors through modeling, coaching, role-playing, and rehearsal.



Cognitive Restructuring 

• Identify and monitors dysfunctional 
automatic thoughts 

• Recognize connection between thoughts, 
emotions, and actions 

• Evaluates the reasonableness of the 
automatic thoughts 

• Substitute more reasonable thoughts 
• Identify and alter dysfunctional 

assumptions 

56 

Presenter
Presentation Notes
Didactic work: The therapist explains the theory to the client and teaches the client depression results from faulty thinking. Then cognitive restructuring can being.



Six Depressogenic Assumptions 

• To be happy I must succeed.  
• To be happy I must be accepted by all people at 

all times  
• If I make a mistake it means I am inept  
• I cannot live without love  
• Someone disagreeing with me  

means they don’t like me  
• My value as a person depends  

upon what others think of me  
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 When to be Optimistic? 

• Optimistic when the cost of failure is low  
• Make another sales call  
• Cautious   
• Drive drunk  
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National Institute of Mental Health 
study on the effectiveness of 

treatments for depression 

• Cognitive therapy patients,  
• 79% showed marked 

improvement or  
• Complete remission, 
• 20% of the drug patients showed 

such a strong response.  
• Follow-up at 3, 6, and 12 months 

both groups maintained their 
improvements. 
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A Holistic Approach to Treating Depression
If you’re depressed, taking medication is only one of many treatment options.  A holistic approach focuses on treating your whole being -- body and mind -- to help you feel better. A healthy diet, exercise, and talk therapy are a few of the holistic approaches you can use, along with your medication, to help speed recovery from depression.

In a given year, nearly 15 million adults in the U.S. suffer from depression. Those with depression often have another medical condition such as diabetes, heart disease, stroke, or cancer, which makes treating the whole body even more important. This article looks at the benefits of diet, exercise, and therapy, and how you can use them alone, or with medication, to help treat depression.

A Diet for Depression: Eating Well for Your Whole Body

Lisa Brennan has experienced the effect that diet can have on depression. She was first diagnosed with depression as a teenager and has had several bouts of depression as an adult.

“I’d often eat unhealthy food because it was easy, and sugary foods would boost my mood for a while,” she says. “But after a few hours, my energy level and mood would plummet and I’d feel really lousy. Now that I eat mostly vegetables, beans, and whole grains, I feel better and I have a lot more energy. I don’t think I could have gotten over my depression if I didn’t change my diet.”

Many specialists agree that a healthy diet of whole foods -- such as whole grains, vegetables, fruits, beans, fish, and lean meats -- is best for people with depression . “We know that diet can have a strong influence on mood,” says Eric Erlich, PhD, a Boston-based clinical psychologist. “And eating a balanced diet can keep your blood sugars stable throughout the day and help calm your mood. This stability is especially important if you’re depressed.”

Researchers are studying specific vitamins and nutrients in foods to see if they have a positive effect on depression. Omega-3 fatty acids, folate, and vitamin B12 show some promise. Experts aren’t certain of the role these substances play in boosting mental health but believe they may help with brain function. However, some experts caution that one of the greatest risks of these treatments is that people who use them may delay in seeking well-established treatments.

Depression and Diet: Should You Avoid Some Foods?

Healthy eating when you have depression may also mean avoiding certain foods and beverages. For example, foods and drinks that are high in added sugars, such as processed foods, soft drinks, and sugary snack foods, may cause blood sugar levels to go up and down dramatically during the day. This may have a negative effect on mood and energy levels. It’s also a good idea to avoid alcohol, which can make depression worse. For some people, caffeine may also contribute to depression.

“I’ve found that sugar and caffeine are the two biggest dietary culprits in depression,” says Larry Christensen, PhD, professor of psychology at the University of South Alabama in Mobile. “About 20% to 25% of my patients find relief from depression when they cut caffeine and added sugar from their diet.”

Christensen recommends that patients remove caffeine and sugar from their diet for two weeks to see if these substances are making their depression worse. “The results can be really remarkable. I often see a huge difference in patients’ depression simply from making these changes,” he tells WebMD.

The Benefits of Exercise for Depression

Exercise can also have a positive effect on your mood and energy level. “Not only does exercise reduce depression, but it gives people a sense of self-mastery and empowerment,” says Keith Johnsgard, PhD, emeritus professor of psychology at San Jose State University and author of Conquering Depression & Anxiety through Exercise.

“I first discovered the benefits of exercise on my own mood,” Johnsgard says. “I started exercising on my lunch break three times a week and was surprised at my increased level of energy and reduced stress.”

As a result, Johnsgard began prescribing exercise to his depressed patients and found that many of them experienced positive results as well. In some cases, Johnsgard started taking therapy sessions out of the office and walking with his patients. “Because exercise is a tool people can learn to use on their own, the results are often more effective and longer lasting than taking a medication,” he says.

Indeed, a study published in Psychosomatic Medicine in 2007 found that exercise was as effective as medication in treating depression in some people. Research has shown that exercise causes biochemical changes in the brain that are similar to those produced by medication, including an increase in serotonin levels.

Exercise may also be a good option for those who are unable to take medication, including some older adults, pregnant and postpartum women, and children. Studies have shown that exercise can reduce symptoms of depression in all of these groups. And those who exercise are less likely to have a relapse of their depression.

Another benefit of exercise for depression : It has no side effects. “Because exercise is good for your whole body, there’s really no downside to adding some kind of exercise to your treatment regimen,” Johnsgard says. 

What Talk Therapy Can Do for Depression

Talk therapy, or psychotherapy, is another valuable tool to combat depression. Two kinds of therapy -- cognitive-behavioral therapy and interpersonal therapy -- have been found to be especially useful in treating depression. Cognitive-behavioral therapy (CBT) helps you look at how negative thoughts and behaviors may be contributing to your depression. CBT teaches you how to make positive changes in how you think. Interpersonal therapy can help you improve your relationships with family and friends, so you feel better.

Talk therapy can last anywhere from several weeks to several years and can be one-on-one with a therapist or in a group. Many people combine therapy with other treatments, such as medication or exercise.

“Talk therapy gives you skills to help deal with your depression long term,” says Christensen. “A therapist can work with you to give you strategies to help fight your depression and ways of handling your depression so you have more control. This helps you stay feeling better in the long run.”

Sticking With Your Depression Treatment

Whatever treatment plan you choose, it’s important to stick with it to give it enough time to work. It may take up to several weeks or longer before you start to feel a benefit from any depression treatment, including antidepressants. Make sure to keep your doctor involved in the process and let her know how you’re doing.

If your treatment plan isn’t working after a few weeks, don’t give up. There are many different medications and treatment options you can try. Often, people find that if one type of treatment or medication doesn’t work, something else will. 

“I just kept trying different things until I found the combination that worked for me,” Brennan says. “It takes a little bit of work, but the end result -- getting over my depression -- has definitely been worth it.”

 

SOURCES:Freeman, M. Journal of Clinical Psychiatry, March 2010; vol 71(6): pp 669-681.Greer, T. Current Psychiatry Reports, 2009; vol 11: pp 466-472.Rao, T. Indian Journal of Psychiatry, April-June 2008; vol 50(2): pp 77-82.National Mental Health Information Center: “Alternative Approaches to Mental Health Care,” “Depression.”Eric Erlich, PhD, clinical psychologist, Newton, Mass.Lisa Brennan, Oakland, Calif.Larry Christensen, PhD, professor of psychology, University of South Alabama, Mobile.Keith Johnsgard, PhD, emeritus professor of psychology, San Jose State University, Calif.Rosa Schnyer, DAOM, LAc, clinical assistant professor, University of Texas College of Pharmacy, Austin.Depression and Bipolar Support Alliance: “Food and Mood.”National Institute of Mental Health: “Questions and Answers about the NIMH Sequenced Treatment Alternatives to Relieve Depression (STAR*D) Study -- Background,” “The Numbers Count: Mental Disorders in America.”

Reviewed by Brunilda Nazario, MD on 7/6/2010



National Institute of Mental Health 
study on the effectiveness of 
treatments for depression. 

• Cognitive therapy groups 
continued to be less depressed 
than the drug therapy group. 

•  & had half the relapse rate of  
the drug group.  

• Tricyclics work faster but the 
psychotherapies produced 
more lasting relief. 

60 



Interpersonal 
Intervention 

• Interpersonal Therapy - collaboration 
between therapist and client  
– Assess magnitude and nature of 

depression 
– Form a treatment plan focusing on primary 

problems 
– Carry out the plan 

• Behavioral Marital Therapy - behavioral 
change plan in context of relationship 
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 Interpersonal therapy involves collaboration between client and therapist.
Behavioral marital therapy: Therapists use behavioral principles and techniques to help couples communicate more clearly with each other and solve problems more effectively.




Interpersonal Therapy 
• Targets: 

– interpersonal disputes / conflicts, 
– interpersonal role transitions, 
– complicated grief that goes beyond the normal 

bereavement period)  
– role disputes,  
– interpersonal deficits.  

• Present-oriented  
• Emphasizes patients' exploring options  
• Increasing their activities and social life. 
• Treatment begins  

– History of the problem.  
– Therapist suggests which of the four problem 

areas is most relevant  
– Then asks the patient what he or she wishes to 

accomplish.  
• Time-limited (16-20 session long) 
• No more than two problems. 
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APA 2010 Guidelines 

• Very Mild: — Exercise 
• Mild to Moderate: Cognitive and Interpersonal 
• Severe: Medication (+ CBT or IP) 
• Extreme: ECT 
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New Guidelines for Treatment of Depression
American Psychiatric Association Issues Suggestions on Medication and Talk Therapy

By Kathleen Doheny
WebMD Medical News	 Reviewed by Laura J. Martin, MD
Oct. 1, 2010 -- Updated guidelines for the treatment of clinical depression include suggestions on the use of medication , talk therapy, exercise, and alternative treatments, while urging doctors to more closely assess symptoms and tailor treatments to the patient.

The American Psychiatric Association released the guidelines on major depressive disorder Friday, the first update in 10 years.

Before the release of the new guidelines, an independent panel of depression treatment experts with no ties to industry reviewed the guidelines for any bias, says Joel Yager, MD, a professor of psychiatry at the University of Colorado School of Medicine, Denver, and chair of the American Psychiatric Association’s steering committee on practice guidelines.

The final document, Yager tells WebMD, is a ''verification and validation of the best way to treat depression." The group took five years to research and create the guidelines, Yager says.

Nearly one in 10 U.S. adults has depression, the CDC reported this week. About 3.4% of those meet the criteria for major depression , the type addressed in the guidelines.

Guidelines at a Glance

Yager recapped some of the highlights of the guidelines for WebMD.

''For mild to moderate depression, talking therapy -- in particular cognitive behavior therapy and interpersonal therapy -- can help reduce the symptoms of depression and prepare people not to be so vulnerable for future depression," Yager says. "There's also good evidence that modern antidepressants are effective as well."

"For more serious cases of depression, there is evidence that the medications really matter," he says. ''Talking therapy can be additionally helpful, but if you have a serious depression the odds are you are going to require these medications."

Specifics of Depression Treatment Guidelines

The new guidelines address depression that resists traditional treatment, suggesting that electroconvulsive therapy (ECT) has the best supporting data. In ECT, electric currents are passed through the brain to change brain chemistry and help ease symptoms.

"Electroconvulsive therapy has been around a long time," Yager says. "The evidence [for its effectiveness] remains strong for very serious depression that doesn't respond."

He likens ECT to putting paddles on the chest for heart emergencies. "Paddles on the brain will bring you back," he says.

For resistant depression, the guidelines also address other potential treatments, including older medications known as monoamine oxidase inhibitor (MAOIs) as well as two newer options: transcranial magnetic stimulation (the use of magnetic fields to stimulate nerve cells in the brain and relieve symptoms) and vagus nerve stimulation (the use of electrical impulses in the brain).

Exercise is addressed as a way to see a modest improvement in mood symptoms, with either aerobic exercise or resistance training a help. "It pumps you up a little bit, makes you feel not as ineffective," Yager says.

Under the guidelines, doctors are also urged to rate their patients' symptoms more specifically than they may do now.

Instead of simply asking “How are you today?" doctors are urged to ask: "On a scale of one to 10, how are you feeling today?" Yager says.

This more specific questioning may help doctors gauge treatment effects better, Yager says, and help patients see a pattern in their moods and symptoms.

This kind of rating approach is used in research studies, Yager says, but most doctors haven't adopted this approach yet.

Under the new guidelines, the value of maintenance treatment is strengthened. "If someone has had three or more episodes of depression, they really should probably stay on their medication continuously the way you would stay on insulin if you are diabetic," Yager tells WebMD.

Treatment during pregnancy should be discussed between a woman and her doctor, Yager says. If a woman is on medications and doing well, then gets pregnant, she should discuss whether to stay on them or not with her doctor. If she wants to come off medications, she should have talk therapy. If depression returns during pregnancy, it can be hazardous to both mother and infant , he says. Depression during pregnancy has been linked to preterm babies. New mothers who are depressed may not be able to care properly for their infants, he says.

Second Opinion

The new guidelines ''represent a great step forward," says Ian Cook, MD, director of the University of California, Los Angeles Depression Research and Clinic Program, who reviewed the guidelines for WebMD but was not involved in them.

"They now reflect the current state of the evidence," he says.

What sets the American Psychiatric Association guidelines apart, he says, is that they rely on published scientific research, while other organizations may rely less on published research and more on expert opinion.

Perhaps of most interest to patients, he says, are the wider range of available treatments covered in the guidelines, which should give people hope, says Cook. Cook has served on the speaker's bureau or done consulting work for Wyeth and other antidepressant makers.

"People can expect for the most part they will recover with treatment."
https://www.webmdhealth.com/ehealth/common/content/webmdtopic.aspx?webmdlink=/content/WebMDArticles/WebMD/WebMD_News_091e9c5e806642fc.html

10/15/2010
 

SOURCES:Joel Yager, MD, professor of psychiatry, University of Colorado School of Medicine, Denver; chair, Steering Committee for Practice Guidelines, American Psychiatric Association.Ian Cook, MD, director, University of California Los Angeles Depression Research and Clinic Program, David Geffen School of Medicine.American Psychiatric Association.CDC: "Current Depression Among Adults--United States, 2006 and 2008.”

© 2010 WebMD, LLC. All rights reserved.



4 Invulnerability Factors 

• Intimate relationship  
• Part-time or full-time job away from home 
• Fewer than three children still at home 
• Serious religious commitment 

– Reflect the developmental tasks: love, work, and 
meaning 

– 3 children still at home probably reflects some 
isolation and difficulty in parenting roles.  
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Perception of Reality and Depression 

• Non-depressed people distort reality  
• Depressed people are sadder but wiser. 
• Alloy and Abramson (1979)   
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Non-depressives 

• Deny their responsibility 
for the violence and 
suffering of the world  

• Minimize the punishment 
they should receive for 
their sins.  

• Alloy and Abramson 
(1979) 
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Love Addiction 

• Love addicts 
– skilled at producing 

demonstrations of love from 
others  

– insist on a constant flow of love.  
• Cares little for the actual personality 

of the person he loves.  
• Focus on getting love, rather than 

giving love,  
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Excessive dependence on others for 
self- esteem 

• Need to be showered with love and 
admiration. 

• Greedy for love 
• When not satisfied, his self-esteem 

plummets.  
• When disappointed difficulty 

tolerating frustration 
• Trivial losses upset self-regard  
• Immediate and frantic efforts to 

relieve discomfort.  
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Thin ideal & depression 

• Thin ideal and dieting not 
only cause eating 
disorders 

• Cause women to be more 
depressed than men. 
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Depressive Symptoms In Adolescents 

• Commonly negativistic 
• Antisocial  

70 Copyright © 2011 Riverdeep Interactive Learning Limited, and its licensors.  All rights reserved.”  
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Combination Therapy Offers Greatest Benefit to Depressed Adolescents  
DURHAM, N.C. – A combination of antidepressant drugs and cognitive behavior therapy is the most effective approach when treating teens suffering from major depressive disorder (MDD), according to a long-term study led by a Duke University Medical Center psychiatrist.  
Funded by the National Institute of Mental Health (NIMH), TADS is a multicenter, randomized clinical trial examining the individual and combined effectiveness of the antidepressant fluoxetine hydrochloride (Prozac) and cognitive behavior therapy in adolescents diagnosed with depression. Researchers found that fluoxetine plus therapy was more effective than medication alone over the course of 36 weeks. The therapy used in this study is a depression-specific treatment designed to create and reinforce positive thought patterns and behavior in the adolescents. 
The study included 327 patients between the ages of 12 and 17 with a primary diagnosis of major depressive disorder. 
At week 12 of the study, depression decreased among all treatment groups, with the greatest reduction occurring in the group receiving combination therapy (71 percent response rate). 
At 18 weeks, the combination treatment continued to demonstrate superiority to either treatment alone with an 85 percent response rate, compared to 69 percent for fluoxetine alone and 65 percent for CBT alone. 
At the conclusion of 36 weeks, combination treatment had the highest response rate at 86 percent compared to 81 percent each for fluoxetine or CBT. 
Although participants commonly reported suicidal thoughts at the study's inception, researchers found that patients treated with fluoxetine alone had a higher rate of both suicidal thinking and behaviors than those treated with combination therapy or CBT only. These findings point to the potential benefits of a two-pronged approach -- fluoxetine for recovery from depressive symptoms and cognitive behavioral therapy to equip adolescents with coping skills. 
"While many questions still remain about the safest and most beneficial course of treatment for adolescents, this data provides a significant step forward," March said. "It provides an evidence-based option that has been found to improve depression through medication used together with cognitive-behavioral psychotherapy." 
  Source: http://www.mc.duke.edu http://healthorbit.ca/NewsDetailfwd.asp?opt=1&nltid=022011007



Theological Principles People with Depression 
Ignores Or Exaggerate 

• Personal responsibility,  
• Lack of God's sovereignty,  
• Falleness of the world.  
• Self-absorbed  
• Focused on the present 
• Contrary to the principles of 

taking an interest in others  
• Thinking about the future 
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Attributions of Responsibility  When 
Depressed 

• For the violence and suffering of the world and that 
they should be greatly punished for their sins in light 
of Christian thinking.  

• Christians have historically believed that they were 
responsible for some of the suffering in the world 
and that they should be punished for their sins.   

• The problem come from the exaggeration and  
• The lack of acceptance of the solution. 
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Endogenous and Exogenous 

• Endogenous  
– biological  
– with melancholia 
– from the body 

• Exogenous  
– psychological  
– without 

melancholia  
– from outside the 

body  
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Endogenous Depression 

• Psychomotor retardation  
• More severe symptoms  
• Lack of reaction to environment  
• Loss of interest in life  
• Somatic symptoms  
• Early morning wakening  
• Guilt  
• Suicidal behavior  
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PMDD 
 Premenstrual Dysphoric Disorder  

• Severe form of the more commonly known 
premenstrual syndrome, or PMS.  

• PMDD is heritable, affects 5-8% of women,  
• Associated with severe emotional and physical 

problems, such as irritability, marked 
depressed mood, anger, headaches, weight 
gain and more, to such an extent that quality 
of life is seriously impacted 

• Science Daily 10/02/2007 
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Source: Elsevier Date: October 2, 2007 More on: Gynecology, Genes, Menopause, Gene Therapy, Hormone Disorders, Psychiatry
First Significant Genetic Finding In Severe PMS, Or PMDD
Science Daily — The first significant genetic finding in premenstrual dysphoric disorder (PMDD) has now been reported. PMDD is a very severe form of the more commonly known premenstrual syndrome, or PMS. PMDD is heritable, affects 5-8% of women, and is associated with severe emotional and physical problems, such as irritability, marked depressed mood, anger, headaches, weight gain and more, to such an extent that quality of life is seriously impacted. 
Previously, researchers have shown that women with PMDD have an abnormal response to normal hormone levels and, thus, are differentially sensitive to their own hormone changes. Huo and colleagues now report their new findings, which link PMDD with common variants in the estrogen receptor alpha gene, in an article scheduled for publication in Biological Psychiatry.
Huo and colleagues performed genetic testing and analyses on women diagnosed with PMDD and healthy control subjects to investigate possible sources of the genetic susceptibility to experience PMDD, and found variants in the estrogen receptor alpha gene that are associated with PMDD. In other words, women with these particular genetic variants were more likely to suffer from PMDD. 
Importantly, the authors also discovered that this association is seen only in women with a variant form of another gene, catechol -- o -- methyltransferase (COMT), which is involved in regulating the function of the prefrontal cortex, a critical regulator of mood. David Rubinow, M.D., lead author on this project, notes that these findings "may help fill in the picture of how changes in ovarian hormones can lead to depression and why they do so only in a small subset of women."
John H. Krystal, M.D., Editor of Biological Psychiatry and affiliated with both Yale University School of Medicine and the VA Connecticut Healthcare System, comments, "We have been waiting for molecular genetics to provide some insights into the neurobiology of PMDD and this report from Huo et al. provides a welcome starting point for this research area." He adds, "In the case of PMDD, we are interested in the internal, hormonal environment as well as external environmental factors, such as stress. This report suggests that genetic factors may influence both dimensions of PMDD vulnerability." 
Although this is a preliminary report and further research, including replication of this finding, is needed, it represents an important advance in the genetic understanding of PMDD. As Dr. Rubinow explains, "The more that we can learn about how cyclical depressions get triggered in women with PMDD and why, the better will be our understanding of non hormone-related depression as well as the normal regulation of mood."
The article is "Risk for Premenstrual Dysphoric Disorder Is Associated with Genetic Variation in ESR1, the Estrogen Receptor Alpha Gene" by Liang Huo, Richard E. Straub, Peter J. Schmidt, Kai Shi, Radhakrishna Vakkalanka, Daniel R. Weinberger and David R. Rubinow. Drs. Huo, Schmidt, Shi, and Rubinow are affiliated with the Behavioral Endocrinology Branch, while Drs. Straub, Vakkalanka, and Weinberger are with the Program on Genes, Cognition, and Psychosis, of the National Institute of Mental Health (NIMH) at the National Institutes of Health (NIH) in Bethesda, Maryland. The article appears in Biological Psychiatry, Volume 62, Issue 8 (October 15, 2007), published by Elsevier.
Note: This story has been adapted from material provided by Elsevier.




SEASIONAL AFFECTIVE DISORDER 

Curtis K. Leech, Ph.D 
G. Lee Griffith, Ph.D. 

Psychology Department 
Anderson University 

Presenter
Presentation Notes
Brought on by Darkness, Disorder Needs Light 
comments (165) 
Sign In to E-Mail or Save This 
Print 
Reprints 
Share 
Del.icio.us
Digg
Facebook
Newsvine
Permalink
�
By RICHARD A. FRIEDMAN, M.D.
Published: December 18, 2007 by the New York Times online
http://www.nytimes.com/2007/12/18/health/18mind.html?_r=1&ei=5070&en=9132f7a02dc8dc02&ex=1198818000&adxnnl=1&oref=slogin&emc=eta1&adxnnlx=1199023494-uUIPiDqjOtNvXBVSDxYY8A accessed 12/30/2007
Correction Appended
In a few days, the winter solstice will plunge us into the longest and darkest night of the year. Is it any surprise that we humans respond with a holiday season of relentless cheer and partying?
Skip to next paragraph Enlarge This Image
Ward Schumaker
Related
Times Health Guide: SAD » 
Readers' Comments
How does winter, and the lack of sunlight, affect you? Read All Comments »
It doesn’t work for everyone, though. As daylight wanes, millions begin to feel depressed, sluggish and socially withdrawn. They also tend to sleep more, eat more and have less sex. By spring or summer the symptoms abate, only to return the next autumn.
Once regarded skeptically by the experts, seasonal affective disorder, SAD for short, is now well established. Epidemiological studies estimate that its prevalence in the adult population ranges from 1.4 percent (Florida) to 9.7 percent (New Hampshire). 
Researchers have noted a similarity between SAD symptoms and seasonal changes in other mammals, particularly those that sensibly pass the dark winter hibernating in a warm hole. Animals have brain circuits that sense day length and control the timing of seasonal behavior. Do humans do the same?
In 2001, Dr. Thomas A. Wehr and Dr. Norman E. Rosenthal, psychiatrists at the National Institute of Mental Health, ran an intriguing experiment. They studied two patient groups for 24 hours in winter and summer, one group with seasonal depression and one without. 
A major biological signal tracking seasonal sunlight changes is melatonin, a brain chemical turned on by darkness and off by light. Dr. Wehr and Dr. Rosenthal found that the patients with seasonal depression had a longer duration of nocturnal melatonin secretion in the winter than in the summer, just as with other mammals with seasonal behavior.
Why did the normal patients show no seasonal change in melatonin secretion? One possibility is exposure to industrial light, which can suppress melatonin. Perhaps by keeping artificial light constant during the year, we can suppress the “natural” variation in melatonin experienced by SAD patients. 
There might have been a survival advantage, a few hundred thousand years back, to slowing down and conserving energy — sleeping and eating more — in winter. Could people with seasonal depression be the unlucky descendants of those well-adapted hominids? 
Regardless, no one with SAD has to wait for spring and summer to feel better. “Bright light in the early morning is a powerful, fast and effective treatment for seasonal depression,” said Dr. Rosenthal, now a professor of clinical psychiatry at the Georgetown Medical School and author of “Winter Blues” (Guilford, 1998). “Light is a nutrient of sorts for these patients.” 
The timing of phototherapy is critical. “To determine the best time for light therapy, you need to know about a person’s individual circadian rhythm,” said Michael Terman, director of the Center for Light Treatment and Biological Rhythms at the Columbia University Medical Center.
People are most responsive to light therapy early in the morning, just when melatonin secretion begins to wane, about eight to nine hours after the nighttime surge begins.
How can the average person figure that out without a blood test? By a simple questionnaire that assesses “morningness” or “eveningness” and that strongly correlates with plasma melatonin levels, according to Dr. Terman. 
The nonprofit Center for Environmental Therapeutics has a questionnaire on its Web site (www.cet.org). 
Once you know the optimal time, the standard course is 30 minutes of fluorescent soft-white light at 10,000 lux a day. You may discover that you are most photoresponsive very early, depending on whether you are a lark (early to bed and early to rise) or an owl.
The effects of light therapy are fast, usually four to seven days, compared with antidepressants, which can take four to six weeks to work.
For treatment while sleeping, there is dawn simulation. You get your own 90-minute sunrise from a light on a timer that starts with starlight intensity and ends with the equivalent of shaded sun. This is less effective than bright light.
It may sound suspiciously close to snake oil, but the newest promising therapy for SAD is negative air ionization. Dr. Terman found it serendipitously when he used a negative ion generator as a placebo control for bright light, only to discover that high-flow negative ions had positive effects on mood.
Heated and air-conditioned environments are low in negative ion content. Humid places, forests and the shore are loaded with them. It makes you wonder whether there is something, after all, to those tales about the mistral and all those hot dry winds, full of bad positive ions, that supposedly drive people mad.
Of course, you might decide to drop the light and ions and head for a sunny, tropical vacation.
Richard A. Friedman is a professor of psychiatry at Weill Cornell Medical College.





Our Outline 

• Demographics 
• Symptoms 
• Theories of possible 

causes 
• Foods to avoid 

• Clinical aspects 
• Treatments 



Demographics 
   Estimated 11 million Americans (4%) SAD 
• 25 million have similar subclinical symptoms 
• Most common in northern latitudes (45-50), 10% , e.g., 

Alaska, North Dakota, Wash. St. 
• Less common in southern latitudes (25-30), 1.4% in South 

Texas, Florida, Mexico 
• Found in both children and adults 
• 75-80% of cases are in females 
• Varies considerably in severity, even within a region 
• Different races take on the risk of region 

 
 

 



Core Symptoms 

• Depressed mood: 
•  Often described as: 

– Feeling down in the dumps 
– Feeling sad and/or empty 
– Being irritable due to 

• feeling overwhelmed  
• (by usual tasks of living) 



More Symptoms 

• Anxiety 
• Difficulty 

concentrating 
• Anhedonia for the 

little pleasures 
• Lack motivation 
• Apathy 
• Carbohydrate craving 

(at night) 

• Decreased libido 
• Hypersomnia 
• Lethargy 
• Perception of PMS 

worsens 
• Weight gain 
• Hopelessness & 

helplessness 

Presenter
Presentation Notes
Depressed mood plus any 4 of the above symptoms.  Usually insidious onset of symptoms between Oct.-May, if far north.



Possible Causes Of SADS 



Melatonoin Hypothesis 

• Elevated levels of melatonin in winter 
• Melatonin secreted during the night time (i.e., the 

more darkness, the more melatonin) 
• It is secreted from the pineal gland (also called 

the “median eye”), even in blind people 
• Increased light (e.g. 2500 lux, for 2 hours at about 

4 feet) thought to decrease melatonin 

Presenter
Presentation Notes
Melatonin is synthesized from tryptophan and serotonin.  1 Possible  effect is to stabilize the CNS (e.g., against seizures), and is regulated by a circadian rhythms.  N-acetyltransferase is the rate-limiting enzyme that is contolled by norepinephrine from fibers of the sympathetic nervous system that innervate the pineal gland, which in turn is thought to be regulated by fibers from the SCN.



Disorder of Rhythmicity Hypothesis: 

• Abnormally delayed circadian rhythm due to reduced 
exposure to light 

• “Phase shift hypothesis”-light in AM shifts rhythms 
earlier, to normal rhythm 

• May affect “biological clock” located in the 
suprachiasmatic nuclei (SCN) of hypothalamus 

• Research finds that light treatment  
in AM, or PM (paradoxically)  
often helps reset the clock 



Stress Response  
Axis Hypothesis 

• Some SAD patients are OK when alone at rest 
• However, when stressed or challenged they can’t 

rally, and thus get depressed 
• Research suggests SAD patients respond with 

abnormally low levels of corticotrophin (CHR) 
(hormone that mediates response to stress) 

• Light restores CHR to near normal levels in SAD 
patients 

• May be one factor among many that plays a role 

Presenter
Presentation Notes
CHR is released from the pituitary in response to stressful situations.  The ‘boss” of the pituitary is the hypothalamus.



Serotonin Hypothesis 

• Low levels of serotonin cause SAD 
• Explains the circadian rhythm data because 

sertonin nerve cells are in SCN 
• Explains craving carbohydrates (energizes), as 

these increase serotonin 
• Selective serotonin reuptake inhibitors 

(SSRI,e.g., Prozac, Zoloft, Paxil) treat SAD 
effectively in many patients 

Presenter
Presentation Notes
Serotonin (5-hydroxytryptamine), is synthesized from tryptophan (an amino acid).  It is found only in the brain, and is located in discrete groups of neurons in the raphe regions of the pons and upper brain stem, and send widespread projections to the mid and fore brain.



How Drugs Work 

• Most work at the junction  
between neurons, called the synapse 

• Some drugs block receptors. 
• Some drugs block the breakdown of the 

neurotransmitter in the synapse (MAOI) 
• Some drugs inhibit the reuptake of the 

neurotransmitter (SSRI) 
 



Foods Too Avoid if on MAOI 

• If you are on a MAOI(Nardil, Parnate): 
• Avoid sauerkraut or marmite (a green vegetable jelly 

from Britain), beer, red wine, aged or smoked 
cheese, brewer’s yeast, liver, pate, soy sauce, fava 
beans, herring, sausage, and other, smoked or 
pickled meat, fish, poultry, and many Chinese foods. 

• These are high in tyramine (MAOI’s block an enzyme 
that breaks down tryamine). 

• High blood pressure may result. 

Presenter
Presentation Notes
Monoamine oxidase (MAO) is an enzyme that breaks down serotonin,dopamine, and norepinephrine.



Suggested Readings 

• Rosenthal, N.E. (1993).  Winter blues: 
Seasonal affective disorder, what it is and how 
to overcome it.  New York:The Gilford Press. 

• Taylor, C. & Levinson, R.K. (1998).  If you think 
you have seasonal affective disorder, New 
York: Dell Publishing. 

• Web sites 



Treating SADS 

Lee Griffith 



Distinguish from Other Causes 

• Abuse 
• Death 
• Job loss 
• Return to School 
• Anniversaries 
• Multiple Causes 



Treatments 

• Light 
• St. John’s Wort 
• Psychotherapy 
• Prescription anti-depressants 
• Other Treatments 



Light Therapy 

• Cool white as good as full spectrum 
• Light Boxes intensity related 
• Light Visors not intensity related 
• Dawn Simulators 
• Possibly Harmful to eyes 
• No Ultra violet 
• Not with drugs that produce light sen. 



St. John’s Wort 

• 39% reduction in symptoms 
• Do not mix with alcohol 
• Do not mix with prescription 

antidepressants 
 

http://myprivatelabelvitamins.com/images/public/st-johns-wort.gif 7/27/2009 
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Psychotherapy 

• Sort out causes 
• Personalize treatment 
• Reduce stress 
• Choose reasonable lifestyle 



Prescription Antidepressants 

• Welbutrin (bupropion) effective 
• (Citaloprin) = light therapy 
• Prozac (Fluoxetine) = light therapy 



Other Interventions 

• Diet 
• Exercise 
• Vitamin D 
• Vitamin B12 
• Vacations  
• Relocation 



Turn your SAD to Glad! 



Suicide 

http://www.rjgeib.com/biography/la-days/murder1.jpg 

Presenter
Presentation Notes
For some people, depression is so painful that their thoughts turn to ideas about escaping from the torment that characterizes them every day.



Suicide 

Who Commits Suicide? 
– More than 30,000 Americans a year. 
– Women attempt more often,   

 but male success rate is 4 times greater. 
– More white. 
– More unmarried. 
– Associated DSM disorders. 

 

Clip art copyright © 2002 www.arttoday.com. Used with permission. 

Presenter
Presentation Notes
DSM-IV disorders associated with suicide include mood disorders, schizophrenia, anxiety disorders (especially panic disorder), borderline personality disorder, and co-occurring depression and alcohol dependence.






Why Suicide? 

• Biological –  
– family history;  
– abnormal neurochemical levels;  
– stress and immune system functioning 

• Psychological –  
– expression of hopelessness;  
– belief that stressor is insurmountable;  
– plea for interpersonal communication 

• Sociocultural-  
– feeling of alienation from society (anomie) 

Presenter
Presentation Notes
Autopsies of people who committed suicide reveal abnormalities in neurotransmitter systems, including GABA, serotonin, and adrenaline.
One study of suicide attempters found an imbalance of an essential measure of immune system functioning.
According to French sociologist Emile Durkheim (1897-1952), a principle reason for suicide is anomie, a feeling of alienation from society.



Assess Risk Factors 
• High degree of suicidal intent (how they plan 

to die) 
• Suicidal lethality -  danger of methods 

(hanging, shooting, jumping, alcohol and 
barbiturates are high risks; cutting wrists and 
over-the-counter medications are low) 

• Talking about suicide, giving away possessions 

Presenter
Presentation Notes
Suicidal intent: How committed a person is to dying.
Suicidal lethality:  Danger of methods (High risk: hanging, shooting, jumping, alcohol and barbiturates; Low risk: cutting wrists and over-the-counter medications are low).
Assessment occurs in many contexts: Hotlines, hospital emergency room, mental health clinics, inpatient psychiatric facility.


http://www.lvrj.com/lvrj_home/2001/Jan-14-Sun-2001/photos/suicide.jpg


Suicide Risk Factors 

Demographic or Social Factors 
– Young or elderly male 
– Native American or Caucasian 
– Single (especially if widowed) 
– Economic/occupational stress 
– Incarceration 
– Gambling history 
– Easy access to firearm 

http://flagstaff.sedona.com/Sedona/images/gambling.jpg 7/27/2009 
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Presentation Notes
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Suicide Risk Factors 
Clinical Factors 

– Major psychiatric illness 
– Personality disorder 
– Impulsive or violent traits 
– Current medical illness 
– Family history of suicide 
– Previous self-injurious acts or attempts 
– Anger, agitation, excessive preoccupation 
– Abuse of alcohol, drugs, heavy smoking 
– Easy access to toxins (including medicines) 
– Suicide plans, preparation, or note 
– Low ambivalence about dying vs. living 

http://www.scottcounseling.com/wordpress/wp-content/uploads/2009/02/cutting-300x225.jpg 7/27/2009  
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Suicide Risk Factors 

Factors Specific to Youth 
– Less racial difference 
– Recent marriage, unwanted 

pregnancy 
– Lack of family support 
– Abuse history 
– School problems 
– Social ostracism, humiliation 
– Conduct disorder 
– Homosexual orientation http://www.lifemalta.org/upload/pregnant.jpg 7/27/2009 

Presenter
Presentation Notes
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Suicide Risk Factors 

Precipitating Factors 
Recent stressors, especially losses of security in 

these domains 
– Emotional 
– Social 
– Physical 
– Financial 

 
 http://www.youthnoise.com/site/images/fitc/article.328.gif 7/27/2009 

Presenter
Presentation Notes
  

http://www.youthnoise.com/site/images/fitc/article.328.gif


Assessment of Suicidality 

• Assess Risk Factors 
– Suicidal intent. 
– Suicidal lethality. 
– Talking about suicide. 
– Giving away possessions. 

Presenter
Presentation Notes
Suicidal intent: How committed a person is to dying.
Suicidal lethality:  Danger of methods (High risk: hanging, shooting, jumping, alcohol and barbiturates; Low risk: cutting wrists and over-the-counter medications are low).
Assessment occurs in many contexts: Hotlines, hospital emergency room, mental health clinics, inpatient psychiatric facility. Psychologists Develop Two Potent New Predictors of Suicide Risk
ScienceDaily (July 30, 2010) - Two powerful new tests developed by psychologists at Harvard University show great promise in predicting patients' risk of attempting suicide.
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Suicide 
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Antidepressant 
Bulimia nervosa
The work may help clinicians overcome their reliance on self-reporting by at-risk individuals, information that often proves misleading when suicidal patients wish to hide their intentions. Both new tests are easily administered within minutes on a computer, giving quick insight into how patients are thinking about suicide, as well as their propensity to attempt suicide in the near future.
"Experts have long sought a clear behavioral marker of suicide risk," says Harvard Professor of Psychology Matthew K. Nock, an author of two papers describing the new assessments of suicidal behavior. "The current approach, based on self-reporting, leads to predictions that are scarcely better than chance, since suicidal patients are often motivated to conceal or misrepresent their mental state. We sought to develop more sophisticated, objective measures of how psychiatric patients are thinking about suicide. Our work provides two important new tools clinicians can use in deciding how to treat potentially suicidal patients."
Nock and colleagues report on the tests in two papers, one in the current Journal of Abnormal Psychology and a second published in Psychological Science. Unlike many previous efforts focused on biological markers of suicidal behavior, their work identifies two behavioral markers: subjects' attention to suicide-related stimuli, and the extent to which they associate death or suicide with themselves.
In one study by Nock's group, 124 patients in a psychiatric emergency department were administered a modified Stroop test measuring speed in articulating the color of words on a computer screen. Suicidal individuals were found to pay more attention to suicide-related words than to neutral words.
"Suicide Stroop scores predicted six-month follow-up suicide attempts above and beyond well-known risk factors such as a history of suicide attempts, patients' reported likelihood of attempt, and clinicians' predictions regarding patients' likelihood of attempt," says co-author Christine B. Cha, a doctoral student in psychology at Harvard.
A second study adapted the Implicit Association Test developed by Harvard psychologist Mahzarin R. Banaji, using reaction times to semantic stimuli to measure 157 subjects' automatic mental associations -- in this case, the strength of associations between words related to "self" and words related to either "life" or "death/suicide." Participants were shown pairs of words on a screen, with response speed revealing unconscious associations between the terms. For instance, a rapid response to stimuli associating self with death/suicide suggests a strong unconscious association between the two.
Nock and his colleagues found that those participants with strong associations between self and death/suicide were six times more likely to attempt suicide within the next six months than those holding stronger associations between self and life.
"These findings suggest that a person's implicit cognition may guide which behavior he or she chooses to cope with extreme distress," Nock says. "More specifically, an implicit association with death/suicide may represent one of the final steps in the pathway to suicide."
Nock and Cha were joined on the two recent papers by co-authors Jennifer M. Park and Christine T. Finn of Harvard Medical School and Massachusetts General Hospital and Sadia Najmi, Tara L. Deliberto, Halina J. Dour, and Mahzarin R. Banaji of Harvard's Department of Psychology. The work was funded by the National Institute of Mental Health and the Norlien Foundation.
Email or share this story:
| More 
Story Source:
The above story is reprinted (with editorial adaptations by ScienceDaily staff) from materials provided by Harvard University. The original article was written by Steve Bradt, Harvard Staff Writer. 
Need to cite this story in your essay, paper, or report? Use one of the following formats: APA��MLA 
Harvard University (2010, July 30). Psychologists develop two potent new predictors of suicide risk. ScienceDaily. Retrieved August 2, 2010, from http://www.sciencedaily.com­ /releases/2010/07/100728111717.htm
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Treating Suicidality 

• Context - depends on risk 
– Hotlines, hospital emergency room, mental 

health clinics, inpatient psychiatric facility 
• Social Support- agreement to contact 

therapist when experiencing suicidal 
impulses (“contract”) 

• Therapy 
–  Cognitive/behavioral techniques 
– Suicide prevention centers  

Presenter
Presentation Notes
The therapist can use cognitive/behavioral techniques to help the individual gain control over suicidal feelings by thinking of alternative ways to deal with stress.
Suicide prevention centers have moderate success. However, the people highest at risk fail to seek help.
Telephone hotlines tailored to the needs of specific populations appear to be effective.
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Suicide on Survivors 

• No act leaves such a bitter and 
lasting legacy among friends 
and relatives.   

• It leaves in its wake 
bewilderment, guilt, shame, 
and stigma people carry to 
their graves. 

http://www.benedictretteymortuary.com/images/grief-support-family.jpg 7/27/2009 
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Victim Induced Homicide 

Provoking a policeman to kill you 



111 <div xmlns:cc="http://creativecommons.org/ns#" about="http://www.flickr.com/photos/studio-d/95057027/"><a rel="cc:attributionURL" href="http://www.flickr.com/photos/studio-
d/">http://www.flickr.com/photos/studio-d/</a> / <a rel="license" href="http://creativecommons.org/licenses/by-nc/2.0/">CC BY-NC 2.0</a></div> 

Presenter
Presentation Notes
A mood disorder involves a disturbance in a person's emotional state or mood as the primary symptom. Also known as affective disorders. 
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