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Chapter 1 : Introduction


 


For people suffering from panic disorder, it's hard to begin at the
beginning in reading about these feelings. When "something hurts"
emotionally, there's a natural desire to rush ahead to answers and solutions.
Who has the time or patience for preliminaries?


 


There are no preliminaries in this guide. The opening chapters are
especially important in helping you understand the sources and causes of panic
disorder. For many sufferers, such understanding becomes a major part of the
answers and solutions they seek.


 


As an analogy, a sailor can rush ahead to stitching torn sails. But, for
long-term solutions, even the most energetic stitching isn't worth as much as a
moment's reflection on what’s causing the sails to tear.


 


Therefore, we begin with first things first: how fear and stress lead to
rips and tears in our emotional lives — and how such damage can be
repaired and prevented.


 


Understanding the stress
chain


 


Consider the chain of experiences that lead to panic disorder for
millions of people worldwide. The first link in this chain of illness is
stress. By nature, you probably attach negative connotations to that word: the
stress of financial problems, the stress of work pressures, the stress of
parenting (or being parented), the stress of dieting, the stress of broken
relationships, and so on. Following this line of thinking and feeling, we
should logically try to do away with stress entirely. It's bad, isn't it?


 


The question should be whether we would really choose a life without stress.
For example, a new dating relationship, with all its stresses of risk, desire,
jealousies, and insecurities, bristles with the energy and excitement of
romance. A new career opportunity gets our juices going again after months or
years in a sleepy job because new stresses are at play: the stress of working
with new people, learning new skills, and making good impressions. We're
stressed but invigorated. After all is done, usually we say to ourselves,
"I should have done this years ago!"


 


You can add your own examples of stress seen in a positive light:
perhaps the stressful allure of extreme sports (or any sports for some of us),
the stress of a suspenseful movie or book (we pay to be stressed), or the
stress of travel to reap the rewards of a memorable vacation. The list is
endless.


 


In short, stress is the feeling that we're pushing against
something—and building our strength, confidence, and character in the
process. As we succeed at that pushing and manage to drive stress away
temporarily, we feel a rush of pleasure. (In fact, pleasure has often been
defined as relief from stress.) We work hard to drive away the stress of
financial pressures and feel a sense of pleasure and accomplishment in seeing
our piggy bank grow plumper. We push hard to exercise our bodies and feel a
wave of pleasure (well, vanity) in standing before the mirror to see less of
ourselves.


 


None of these common pleasures would be possible without the presence of
stress. Like trees planted along a windy shoreline, we set down deep roots and
grow into strong, resilient people because we haven't had it "easy"
our whole lives. We feel that we have been tested by life events and have
passed the test. We gain confidence that we meet life's challenges simply
because we have met them successfully in the past.


 


Linking stress to fear


 


The next link in the chain of human experience also has a generally
negative connotation: fear. Fear and its shadow, worn/, are quite natural and
common human responses to stress. You can think of fear as the alarm that goes
off inside when you encounter stress. Worry, on the other hand, is waiting for
the alarm to go off.


 


Here's an example: As a newly elected officer in a civic club, you're
tickled pink by public recognition of your leadership abilities by other
members of the community. But, when you learn that you have to give a 20-minute
speech to more than 100 people at the next club meeting, you immediately feel
stressed out. "Will I disappoint these people? Will I make a fool of
myself? Will I appear nervous? Will I sound stupid?" These stresses are
not at all silly. There is a risk, however slight, that all these things could
happen. That risk produces stress.


 


In response to that stress, physical alarms begin to go off inside of
you. As you look at the calendar and focus on the impending date of the speech,
you feel your hands get cold and clammy. Your pulse, blood pressure, and
breathing rate all rise. "My God," you admit to yourself, "I'm
really afraid of giving this speech!"


 


At this point, fear is holding you back from fulfilling a responsibility
and accomplishing something that you want to do. Before blaming fear for
interfering with your plans, think for a moment about the function of fear in
holding you back.


 


The alarms of fear, however uncomfortable, have the important purpose of
saving our butts. All pilots learn the wisdom of the saying, "There are
old pilots and there are bold pilots, but there are no old, bold pilots."
We would have wished for a stronger emotion of fear within John F. Kennedy, Jr.
before he took his small plane into inclement weather and then to eventual
disaster.


 


Fear is the alarm clock that wakes us up to potential danger. Like any
alarm clock, we wish we could shut the damn thing off and go back to sleep. But
in the long run, we're grateful that it woke us up on time.


 


When fear turns ugly


 


Is fear our friend? Well, it is and it isn't. It certainly alerts us to
possible threats. But our fear doesn't always have good timing and often has a
lousy sense of proportion.


 


Let's talk about this timing of fear. For the sake of example, let's say
you're staying at a rustic lodge near the south rim of the Grand Canyon. After
breakfast, you plan to walk over to the edge of the canyon and peer down. Of
course, you know that extreme fear will "go off" if you step too near
to the edge of the canyon. You don't think about it, but you're grateful for
this life-preserving emotion. However, what you didn't expect is for your fear
response to begin clanging inside even as you take a few steps off the lodge
porch. Your friends notice your hesitation. They ask you what's wrong.
"I...I'm afraid to go any farther," you try to explain. Fear has
stopped you dead in your tracks from seeing one of the wonders of the world.


 


In this case, the timing of fear was off. Just the thought of getting
close to the edge of the canyon prompted fear's alarms many minutes before you
were actually standing at the rocky brink of the Grand Canyon.


 


Now, imagine a life in which the timing of fear is almost always out of
kilter. A life where you cannot do anything for the fear of what may happen.


 


Imagine common fears, such as those accompanying airplane travel, that
go off days or weeks before a "can't-cancel" business trip. A man
wakes up sweaty from nightmares and worries incessantly about the upcoming
flight. When the day of the actual flight arrives, he has worked himself into
an emotional storm, all because fear sounded much too early. And of course,
those alarms sounded much too loud within.


 


Fear often has a poor sense of proportion. If you see a friend
frantically thrash her arms and hands in response to her fear over a little
bee, you might say, "It's just a little bee." Should we feel some
fear over being stung by a bee? Of course. Should the presence of one bee
buzzing idly around a soda can send us into the wild feelings of fear? Clearly,
it shouldn't.


 


What causes otherwise healthy fear to miss its timing so badly and leap
so dramatically out of proportion? Some mental health professionals (including
physicians, psychiatrists, psychologists, and a variety of counselors) view
maladjustments in the fear response as a problem in the structure or
biochemistry of the brain. Whether it has hereditary causes, environmental
influences, or other factors, the brain isn't firing on all cylinders. From
this point of view, the goal of therapy should be to discover the problem and
then to use chemical, electrical, or physical means to repair the
malfunctioning part of the brain. Proponents of this point of view are most
likely to prescribe medicine to alter chemical functions in the brain, monitor
its effectiveness, and make adjustments as necessary to alleviate suffering.


 


On the other side of the debate are equally distinguished mental health
professionals, spiritual counselors, and others who view fear imbalances as the
result of emotional blocks, psychological trauma, and related personality
disorders. What needs fixing, they insist, is the way the person thinks, feels,
and lives. Proponents of this position are most likely to address fear problems
by talking to you and listening to you.


 


Linking fear to anxiety


 


Can you imagine your state of mind and jangled nerves if your noisiest
alarm clock went off unexpectedly every few minutes? To say that your nerves
would be "on edge" would be putting it too mildly. You would feel the
uncomfortable sense of continual and undesired stimulation. You would yearn for
a peaceful, rested feeling again. Instead, all you'd feel is a combination of
exhaustion and the jitters. You'd have the vague sense almost all the time that
"something's wrong" or "something's about to go wrong."
Fear alarms — both loud and soft — would keep going off and your
state of nervous arousal and sensitivity would become increasingly unpleasant


 


Well, that's anxiety —a state of uncomfortable nervous arousal
stimulated by fears that seemingly cannot be resolved.


 


The easiest anxiety to account for, though not always easiest to
resolve, is "anxiety in the now." In this case, a person feels repeatedly
and unnecessarily alarmed over some occurrence, object, or relationship present
during the period of anxiety. A heart patient, for example, may feel profound
anxiety during the first hours and days after a bypass operation. Each beat of
the patient's heart felt — and certainly any skipped beats — can
stimulate anxiety.


 


Perhaps more common, however, is the kind of anxiety that focuses on
some future problem or threat, be it real or imagined. This is
"anticipatory anxiety." In the painful days that often accompany
divorce, either partner may feel quite anxious over undefined but deeply felt
future threats: "How will my friends react? Can I make ends meet? Will the
children adjust?" Athletes report similar anticipatory anxiety prior to a
big sports event, often accompanied by sleep and digestion problems. 


 


When anxiety has a focal point, we often describe the ongoing feeling of
anxiety as "worrying." We somewhat obsessively play imaginary
scenarios of threat and response over and over in our minds, teasing out
details and implications with the result of increasing our anxiety.


 


In both of these forms of anxiety and related worrying, fearful feelings
are directly attached to threats, however vaguely defined they may be. When the
threat is removed — that is, when the big game is over or the bridge is
crossed — the anxiety subsides quickly. "What a relief!" we
sigh. "It's over."


 


But some forms of anxiety aren't "over" so directly.
"Unattached" or "free-floating" anxiety is more difficult
to relieve because it focuses on no single threat or set of stimuli. Some
people describe this form of anxiety as "feeling frazzled,"
"uptight," or "strung out." If you ask them why they feel
anxious, their honest answer is "I don't know. It's nothing and it's
everything." The severity of such free-floating anxiety can range from a
general awareness that one is on edge to genuinely paralyzing anxiety states
that keep people from working and, in some extreme cases, keep them housebound
for fear of the outside world.


 


Linking fear and panic
attacks


 


As described earlier, all fear sensations involve some physical
component. The scientific basis for the lie detector, in fact, rests on the
inevitable presence of some physical clues when the person being tested feels
even slight fears about giving an untruthful answer. (Things such as
perspiration, elevated pulse and breathing rate, changes in blood pressure, and
so forth.)


 


Panic attacks are exaggerated versions of this physical response to
fear. As if ready to fight some monster to the death, the body sends major
organs into crisis mode. The heart and breathing rates soar, along with the
blood pressure. If this sudden rush of physical energy were expended in
wielding a battle ax against some fire-breathing dragon, we would probably be
grateful for the powerful boost of adrenaline. But sufferers from panic attacks
don't wield battle axes or slay dragons: They sit sweating in panic on a bench
in the mall or in the restroom at their job. They feel intensely awful. After a
panic attack, many sufferers recall thinking that death was imminent.


 


In later chapters we will deal with the nature, causes, and treatment of
panic attacks. Ifs enough for now to see panic attacks as one more link in the
chain leading from basic fear. Just as anxiety may be attached to a specific
threat or felt in a more free-floating way, so panic attacks can be provoked by
specific events or circumstances, as well as by more general conditions.


 


One common venue for classic panic attacks is the airplane, particularly
during take off and landing. Even though we are all statistically safer in an
airplane than in our own homes (and certainly safer than in our cars), the
rationality of the situation isn't the point for panic sufferers. They
"know," at an intellectual level, they are relatively safe on the
plane. But they also know, with equal or greater certainty, that sitting in a
plane waiting for take off or landing stimulates truly horrible feelings of
dread and physical suffering in them.


 


Not all panic attacks are so directly attached to defined situations.
"I was walking my child to school," one female patient reports,
"when I suddenly felt a huge wave of panic sweep over me. I had to sit
down right there on the sidewalk and wait 10 minutes for it to pass. It scared
me to death."


 


In this case, was the person consciously or subconsciously afraid of
approaching her child's school, walking along the sidewalk, or holding her
child's hand? Probably not. Some panic attacks appear to strike out of the
blue, less in coordination with certain situations (such as the airplane) than
with physical states (such as being overly tired or stimulated by caffeine or
nicotine).


 


The final link: depression


 


"If you try to convince me there's anything good about
depression," one patient told his psychologist on the telephone,
"I'll come down to your office and give rose-colored glasses to you and
everyone on your staff. This is hell."


Depression, like stress, fear, and panic, has a long and probably
well-deserved rap sheet of crimes against humanity. From the Middle Ages on,
this malady was known as "melancholia," from which stems our word
"melancholy."


 


But "melancholy" hardly describes the experience of most
depressed people. Depressed people aren't simply feeling sad, grief-stricken,
or "blue." (In fact, we don't call depressed people
"patients" because most depressed people do not [but should] seek
medical or psychological help.) The symptoms of depression vary widely. Most
common, however, are profound feelings of despair, sluggishness, worthlessness,
hopelessness, failure, physical torpor, and what one patient described as
"mental nausea." In the words of George Brown, a psychiatrist at the
University of London, "Depression is a response to a current loss, whereas
anxiety is a response to a threat of future loss."


 


And what has been "lost" to cause such deep depression? People
who are depressed often cannot articulate reasons for their suffering. If asked
what depresses them, they frequently will respond with wordless tears or phrases
such as "my whole life" or "just everything" or "I
just don't know."


 


In many cases, the external circumstances of many depressed people is
far from depressing. It is not uncommon for them to have wealth, social
standing, supportive marriage partners and friends, and professional success.
By contrast, many people living in poverty, facing abusive relationships, and
struggling to find work don't fall into depression. (These generalizations are
not intended to profile the typical depressed person, but instead to make the
point that external circumstances alone do not cause depression.)


 


Some depressed people find themselves unwilling (and therefore unable)
to get out of bed to face the day. Others feel utterly incapable of taking on
and carrying through tasks that previously were easy for them. Still others
plunge into prolonged periods of negativity and self-loathing, during which
every silver cloud seems to have a black lining.


 


As dismal as this picture appears (and no doubt feels to depression sufferers),
a growing number of voices in the mental health community are urging a
reinterpretation of depression in at least some of its forms. In the same way
that healthy fear alerts us to present or impending danger, depression may be
the mind's and body's way of warning you of the brick wall at the end of a
dead-end street of living. The mind and body seem to say in unison,
"That's it. If you're going farther down that path, you're going
alone."


 


Dr. Emmy Gut in Productive and Unproductive Depression suggests that the
experience of "bottoming out" in depression, painful though it may
be, is often a necessary staging platform for making important life changes. A
drug addict, for example, who fails again and again to get clean and sober may
need a bout of depression for recovery more than the well-meaning but
disastrous "help" from an enabler. In this view, depression is not so
much a baptism of fire as a baptism of fear. In the words of Joan Borysenko,
author of Fire in the Soul, "...many dark nights of the soul are
initiations into a new way of being. If the patient is willing to respond to
the darkness, then an exciting, life-affirming newness can often emerge."


 


Dr. Gut has a conversion and recovery process in mind. If an addict
needs to confront his substance abuse in the anguish of depression, why not the
banker who has pushed himself throughout his life to please his parents and
impress his friends and now in midlife finds himself with everything but
happiness? Why not the woman who has assiduously "lived for her man"
and threw away her own impulses for self-determination and freedom? Why not the
teenager (an age group where depression is increasingly prevalent) who hates
her gangly body, pimply face, and social awkwardness? Why not the senior citizen
who has worked for a retirement spent dribbling a small white ball into a hole
in the ground and now finds the game and his remaining years quite empty?


 


The question is not whether these people deserve depression. Which of us
is to say who deserves rewards for life choices and who deserves punishment?
Instead, the question goes like this: If you find yourself depressed, do you
have to view that painful condition as proof of the continuing degeneration and
degradation of your life? Or can you view it as a stop sign from the soul, with
opportunities to turn in a different direction once you get going again?


 


The German Christian mystic, Meister Eckhart, expresses this viewpoint
in his perception that "it is in darkness that one finds the light, so
when we are in sorrow, then this light is nearest of all to us."


 


The idea of redemptive depression is easier to think and write about out
of the presence of actual sufferers from depression. They often present
themselves to their doctors and counselors as people on the verge of spiritual
death, not spiritual rebirth. (We use the term "spiritual" here not
with any specific theology in mind, but simply as a generally shared term
referring to the "human spirit," including emotions, will, and perceptions.)
Newer voices, such as those of Doctors Gut and Borysenko challenge therapists
not to play unwittingly the role of enabler, allowing the addict to return to
his drugs, the banker to his hated career, the woman serving every one of her
husband's whims, the teenager to her Barbie fantasies, or the senior citizen to
his aspirations of becoming Arnold Palmer.


 


Even if we grant that depression can present sufferers with an occasion
for new life choices, the question remains whether the vast majority of these
sufferers are capable of "conversions" in the ways they think about
themselves and respond to life stresses. A century of research into behavioral
conditioning insists that old dogs really don't learn new tricks very easily.
In other words, people who have lived their way step by step into depression
probably can't leap out of it, Superman-like, in a single bound.


 


Summing up for now


 


Franklin D. Roosevelt's famous dictum, "The only thing we have to
fear is fear itself," has been revised by mental health professionals:
"Value fear for what it is telling you, then move on to live your life to
the full"


 


Understanding the linked chain from stress to fear to panic disorder can
help us make adjustments in our living, thinking, and feeling to quiet unwanted
and unproductive alarms from ill-timed and misproportioned fears. Even our most
painful personal moments in the grip of anxiety, panic, or depression can be
viewed in a new light as a chance to rethink who we are, what we want for
ourselves and others, and how we pursue our goals.


 









Chapter 2 : Anxiety or Panic
Disorder?


 


This chapter will get into the nitty-gritty of how labels are attached
to certain sets of specific symptoms. These pages will not attach any one of
these labels to you, even if in your opinion the list of symptoms for a
particular disorder seem to fit you like a child-proof prescription cap. Your
physician or mental health professional reviews the big picture of your
physical and emotional health before proceeding to specific diagnosis. Don't
get there before your doctor!


 


If you suspect that you suffer from an anxiety or panic disorder from
information presented here, discuss those feelings and symptoms with your
doctor. If you have trouble talking about your symptoms or visiting your doctor
for a sustained conversation, underline the portions of this chapter that seem
to apply to you and take those pages along to show to your doctor.


 


You're not alone


 


An estimated 20 to 32 percent of patients in general medical practices suffer
from clinically significant anxiety symptoms. Well, let's first define
"anxiety," then specify what "clinically significant"
means.


 


Anxiety is a subjective sense of unease, dread, or foreboding. It is
"subjective" in that your doctor must rely on your self-report of how
you're feeling. No mental thermometer can give a physician an objective reading
of your anxiety level.


 


"Normal" anxiety involves accurate timing and proportion in
response to stress. A stimulus, such as a near-miss accident on the freeway, a
bumpy airplane flight, an important examination, or a public speaking occasion,
produces common anxiety symptoms in almost all of us: cold sweat, rapid
heartbeat, a flushed feeling across the face and neck, a lump in the throat,
and general shakiness. Those symptoms disappear rather quickly, however, when
the stimulus is removed.


 


This is not so with clinically significant anxiety symptoms, in which
symptoms appear frequently and out of proportion to stimuli. In addition, these
symptoms affect the usual patterns and habits of the individual's life
(sometimes interrupting work, sexual function, normal sleep, recreational
choices, and other aspects of living). Those who have clinically significant
anxiety symptoms are given the diagnosis of Generalized Anxiety Disorder (GAD).


 


GAD is the most common of the anxiety disorders, occurring slightly more
often in women and usually appearing first before age 20. Often a patient
reports a history of vivid childhood fears and a predisposition toward shyness
and social inhibition. The incidence of GAD is higher in those who have
relatives with this disorder.


 


The most commonly reported symptoms of GAD are persistent symptoms of
uncontrolled worry, restlessness, irritability, and apprehension. Patients
often experience muscle tension and problems in concentrating. While patients
with panic disorder complain primarily of autonomic symptoms (heart rate,
shortness of breath, and cold sweats), GAD patients focus more commonly on
symptoms such as insomnia (35 percent of the time), chest pain (33 percent),
abdominal pain (31 percent), headache (28 percent), and fatigue (26 percent).


 


One of the most frustrating aspects of GAD syndrome for both patient and
doctor is the tendency for anxieties to build upon one another and spawn new
anxieties. For example, a person experiences anxiety symptoms and treats it by
reducing his work schedule to three days a week. This change, however, leaves
him not only with a new set of financial stresses but also with more free time
in which to worry about his symptoms. The resulting new level of anxiety pushes
him toward other maladaptive behavior such as excessive absenteeism from work,
with additional anxieties, and so on.


 


The GAD patient is habitually pessimistic, worrying only that the worst
will happen. GAD patients have a high frequency of substance abuse, primarily
with alcohol, sedatives, and hypnotic drugs. Over 80 percent of GAD patients
also suffer at some time in their lives from major depression and social
phobia.


 


Physicians and other mental health professionals commonly apply the
diagnostic criteria of the American Psychiatric Association in determining if a
person has GAD. Those criteria require that the symptoms of persistent worry
and anxiety have been present for more days than not during the past six
months. The doctor must also determine that the symptoms do not stem from
another anxiety condition (described below) and aren't the result of the
physiological effects of a substance (a medication or street drug) or a medical
condition, such as cardiac arrhythmia or overactive thyroid.


 


Panic disorder


 


Like anxiety symptoms, attacks of panic may or may not be associated
with appropriate stimuli. Here's an example of an appropriate panic stimuli. As
a teenager, he had to have a wisdom tooth removed. His brothers and sisters
lost no opportunity in describing to him how excruciating this procedure would
be. Hyperventilating well in advance of being summoned to the dentist's chair,
he felt nauseated, flushed, and clammy. When the dentist approached with what
appeared to be a two-foot needle, your faithful author passed out cold.


 


By contrast, those with true panic disorder have attacks that are
unpredictable and recurrent. In recent movies, Meg Ryan, Robert DeNiro, and
Burt Reynolds have all performed credible enactments of panic attacks.


 


Medical conditions suggested by anxiety symptoms 


 


Cardiovascular


 


Acute Ml 


Angina pectoris 


Arrhythmias 


Congestive heart failure 


Hypertension 


Hypotension 


Ischemic heart disease 


Mitral valve prolapse 


Pericarditis


 


Endocrinologic/melabolic


 


Carcinoid syndrome


Cushing's disease


Diabetes


Electrolyte imbalance


Hypercalcem ia


Hyperkalem ia


Hyperthyroidism


Hypoglycemia


Hyponatremia


Parathyroid disease


Pheochromocytoma


Porphyria


 


Gastrointestinal


 


Irritable bowel syndrome


 


Gynecologic


 


Menopause


Premenstrual dysphoric
disorder


 


Hematologic/immunologic


 


Anaphylactic shock


Anemia


Chronic immune diseases


 


Neurologic


 


Brain tumor


Delirium


Encephalopathy


Epilepsy


Essential tremor


Familial tremor


Parkinson's disease


Seizure disorders


Transient ischemic attack


Vertigo


 


Respiratory


 


Asthma


Chronic obstructive
pulmonary disease


Dyspnea (difficulty in
breathing)


Emphysema


Pulmonary edema


Pulmonary embolus


 


It is natural for both the sufferer and the doctor to seek situations
that cause or contribute to these attacks. Let's say that a woman experiences a
panic attack while driving her car. She may attempt to self-treat her condition
by avoiding driving entirely, only to find to her frustration that panic
attacks or the sensation that panic was imminent begin to occur in other
locations and situations.


 


Left untreated, these recurring episodes of panic can close the woman's
ordinary patterns of living one by one. She'll swear off driving. Then, after a
panic attack in the grocery store, she'll let a friend do her shopping for her.
An attack at church convinces her to stay home on Sundays. All too quickly, she
finds herself housebound. In some severe cases of panic disorder, sufferers
have retreated to their bedrooms after experiencing panic attacks in other
rooms of the house. They become prisoners of their condition.


 


The American Psychiatric Association criteria for diagnosis of panic
disorder are quite specific. Four or more of the following symptoms must be
intensely and abruptly present and reach their peak within 10 minutes:


 



 	Palpitations, pounding
     heart, or accelerated heart rate.

 	Sweating.

 	Trembling or shakiness.

 	Sensations of shortness of
     breath or smothering.

 	Feeling of choking.

 	Chest pain or discomfort.

 	Nausea or abdominal pain.

 	Feeling dizzy, unsteady,
     lightheaded, or faint.

 	Derealization (feelings of
     unreality) or depersonalization (being detached from oneself).

 	Fear of losing control or
     going crazy.

 	Fear of impending death.

 	Paresthesias (numbness or
     tingling sensations).

 	Chills or hot flashes.




 


The onset of panic disorder is usually during late adolescence to young
adulthood, with the first attack commonly occurring outside the home. Onset in childhood
and after age 45 is rare. Interestingly, the children of people with panic
disorder have a four to seven times greater chance of developing the disorder.


 


Sufferers from play panic disorder often attempt to self-medicate, in
many cases after repeated visits to health care centers and emergency rooms in
an effort to find out what's wrong with them. Alcohol and benzodiazepines are
often abused. More than half of panic disorder patients experience major
depression at some time during their illness. They are prone to develop
co-existing anxiety disorders, such as agoraphobia (30 percent of panic
disorder patients), social phobia (10 to 20 percent), generalized anxiety
disorder (25 percent), and specific phobia (10 to 20 percent).


 


This condition appears to spring from a combination of genetic
predisposition, heightened sensitivity to nervous responses, and learned (that
is, conditioned) patterns of behavior. Many panic disorder sufferers report
that "fear of having another attack" is their primary source of
anxiety and their reason for altering many aspects of their normal living.


 


Agoraphobia


 


This is a common manifestation of anxiety disorder, in which the person
feels an irrational fear of being in places where he or she might feel trapped
or unable to escape. A man, for example, might love to watch baseball on TV,
but he'll never go to a live baseball game for fear of the surrounding crowd
and close quarters for sitting. He has trouble explaining his feelings to his
baseball buddies, who ask him again and again to accompany them to a game.
Simply being trapped by all those bodies, especially when seated in the middle
of a long crowded row, sends him into waves of anxiety symptoms.


 


For other people, agoraphobia makes attendance at concerts, church, or college
lectures difficult or impossible. When they do manage to get themselves to
these locations, they try to sit at the ends of rows or at the back of the room
so they can slip out unnoticed if their anxiety symptoms build to the crunch
point. Agoraphobics also usually hate being stuck in traffic, locked in a train
or plane, or stuck in a tunnel or on a bridge.


 


Agoraphobics may become housebound as they avoid more and more places
where anxiety and panic attacks have occurred in the past or are likely to
occur. In one case chronicled in the Guinness Book of World Records, a woman
allowed a benign ovarian tumor to grow to 303 pounds (the tumor alone) because
her agoraphobia prevented her from leaving her home for treatment.


 


Specific phobias


 


These anxiety conditions involve persistent fears of objects or
situations, exposure to which involves immediate anxiety reactions. These
localized fears are called "specific phobias" and commonly include
fear of needles, fear of heights, fear of insects and snakes, and fear of the
IRS. (This is more than humor. The mere sign of the IRS postage mark [also
known as the "bird of pestilence"] in some people's mailboxes can
produce immediate and severe symptoms of anxiety.) 


 


People with specific phobia know that their fear is excessive and
unreasonable for the stimulus at hand. A person with a phobic response to
spiders, for example, would probably not be found trying to convince others
that most spiders are dangerous. But that person will make every effort to
avoid the dreaded stimulus to his or her fear.


 


There are several subcategories (or types) of specific phobias. These
include animal type (fear of certain animals or insects, usually with onset in
childhood), natural environment type (fear of storms, heights, water, and so
forth, again with onset usually in childhood), blood-injection-injury type
(fear of needles and other invasive procedures, with patients experiencing
strong stimulation of the vagus nerve, causing cold sweats, slowed heart rate,
drop in blood pressure, and sweating), and situational type (public
transportation, bridges, tunnels, elevators, flying, and driving).


 


Specific phobias are often responsible for major life and career
disturbances, as when an executive passes up a promotion for fear of additional
air travel or when a businessperson in Marin County, California, refuses a
better-paying job for fear of driving across the Golden Gate Bridge everyday.


 


Social phobias


 


Social phobias are distinguished by specific fears of social or performance
situations, especially where the potential of loss of face, embarrassment, or
causing worry to others is present. Social phobics resist leading meetings,
taking oral examinations, making presentations, picking up new people at the
airport or train station, going to cocktail parties, and attending social
functions for civic or religious groups.


 


In his 1998 Broadway show, comedian Jerry Seinfeld cited a study that
found that the number one fear of people surveyed was public speaking, with the
fear of death coming in as the number two fear. "That means,"
Seinfeld observed, "given the choice, most people attending a funeral
would prefer to be lying in the casket than up giving the eulogy!"


 


An estimated 10 million Americans suffer from social phobia (also known
as social anxiety disorder). It is the most common anxiety disorder and the
third most common psychiatric disorder after alcohol/ substance abuse and
depression.


 


Dr. David Sheehan, Professor of Psychiatry at the University of South
Florida College of Medicine, emphasizes that social phobia "...is not
shyness; people with this condition are profoundly disabled and significantly
cost-burdened... People with condition have fewer social skills, than, let's
say, you would find in panic disorder patients, who tend to cling to other
people. So as a result, these anxious patients are more likely to get
depressed. They're also less likely to marry people who don't have a social
anxiety disorder.


 


They're more likely to drop out of school early, be unemployed, and not
seek work. They have difficulty interviewing for jobs, and they're likely to
turn down promotions. They usually have fewer friends, and tend to cling to
friends who might mistreat them .... They are so anxious about meeting new
people that they assume it's safer to stick with what they have regardless of
whether the relationship is healthy or ideal. They tend to refrain from dating
and are more likely to live with their parents as adults."


 


In certain cultures, including Japan and Korea, individuals with social
phobia may develop an excessive fear of giving offense to others rather than of
being embarrassed themselves. They may have extreme anxiety that eye-to-eye
contact, blushing, or one's body odor will be offensive to others.


 


Typically, social phobia starts in the midteens. Onset may come slowly
or may be abrupt after a stressful or humiliating experience. In adulthood,
social phobia may come on quickly following a particularly traumatic
performance situation, such as a public speaking experience that did not go
well.


 


Stress disorder


 


Those who develop clinically significant anxiety symptoms after a
traumatic experience are said to have "stress disorder." For example,
a woman's encounter with a large, physically abusive man may cause her to feel
generalized anxiety symptoms long after she is no longer in danger from the
man.


 


If these anxiety reactions occur within a month after experiencing a
traumatic event and resolve themselves within four weeks thereafter, the person
is said to have "acute stress disorder." Traumas that stimulate this
condition commonly include being the victim of rape or other violent crime,
witnessing a horrific or tragic incident such as murder, having a near-fatal
accident, or learning about the death or violent injury of a family member or
close friend.


The person with acute stress disorder may have difficulty remembering
the traumatic event or, alternately, re-experience it often in dreams,
flashbacks, or recurring thoughts and images. Feelings of despair and hopelessness
may lead to a major depressive disorder. If symptoms persist, acute stress
disorder can develop into posttraumatic stress disorder (PTSD). If the anxiety
reactions are delayed or recurrent, the person has posttraumatic stress
disorder.


 


Many Vietnam veterans experienced this form of stress disorder.
Traumatized by war events they observed and/or participated in, they tried to
return to normal domestic life, only to find themselves beset by nightmares,
sleep disorders, attacks of unexplained panic and anxiety, and other related
symptoms. When these occurrences were separated from the war events by several
years, many veterans had difficulty understanding the relation between the
trauma of their war years and their posttraumatic stress disorder. Health care
providers often had similar trouble accepting the case that emotionally
troubled veterans were in fact victims of trauma years in the past.


 


Other events that may trigger posttraumatic stress disorder are violent
personal assault, kidnapping, hostage situations, torture, surviving a
disaster, being involved in a serious auto accident, and being diagnosed with a
life-threatening illness. The criteria for diagnosing posttraumatic stress
disorder are as follows: Symptoms must persist for more than four weeks and the
disturbance they create must cause significant distress or impairment in
occupational or social functioning.


 


Obsessive-compulsive
disorder (OCD)


 


This disorder has received a great deal of press coverage, probably
because its symptoms are highly visible and unusual. The person suffering from
obsessive-compulsive disorder (OCD) uses ritualistic, repeated behaviors in an
effort to chase away uncontrollable and obsessive thoughts and anxieties. Jack
Nicholson in the movie, As Good As It Gets, portrays a character with OCD, as
displayed in refusal to step on sidewalk cracks, obsession over tableware
hygiene, and a compulsion to cheek locked doors. Other common OCD behaviors
involve ritualistic washing or scrubbing of the hands dozens of times each day
to avoid contamination, repeating a mantra or phrase over and over to relieve
stress, needing to have things in a particular order, having disturbing
impulses such as shouting an obscenity in church, and checking and rechecking
windows, stoves, and doors.


 


In most cases, individuals with OCD wish they could stop the recurring
thoughts and images that lead to their behavior. When they attempt to quit
their rituals, however, they commonly experience increased anxiety levels. Diagnosis
criteria require that recurrent obsessions and compulsions are severe enough to
cause significant stress or impairment and that they take up at least one hour
per day. The onset of OCD is usually in adolescence or early adulthood and is
at least in part inherited. Symptoms tend to wax and wane during the person's
life, with the worst onset of symptoms occurring during times of stress.


 


Other anxiety-triggered
conditions


 


Although space does not make it possible to give full discussion to the
following conditions, we can at least define and show some of them:


 


Hypochondriasis is unwarranted fear of having a serious illness, despite
appropriate medical evaluation and reassurance. Patients transfer their
amorphous fears to a part of their bodies they can "blame" and then
attempt to repair. Physicians often observe a pattern of migrating symptoms for
hypochondriacs. For example, just when they are finally persuaded that they do
not have a heart condition, they will then focus on potential kidney problems,
and then on to suspected stomach ulcers, and then a train of other maladies.
Unfortunately, it has become culturally accepted to mock hypochondriacs for the
apparent absurdity of their search for an untreatable illness. In actuality,
this irrational response to stress and anxiety is no more or less irrational
than those to whom in our culture we accord sympathy, including people with
panic attacks and/or periods of depression.


 


Trichotillomania is a disorder characterized by pulling out one's own
hair, particularly in stressful situations. Although less common than
hypochondria, this disorder has been around long enough to earn its own cliche:
"Those kids made me pull my hair out."


 


Body dysmorphic disorder is a variant of obsessive-compulsive disorder,
in which the patient has abnormal fears that body parts (typically nose, lips,
chin, breasts, fingers, legs, feet, or sexual organs) are misshapen, ugly, or
disfigured in some way by injury. Plastic surgeons often encounter patients
with this disorder. Operations to "correct" the offending body part
rarely succeed in satisfying the patient, whose anxieties and obsession stemmed
from causes far different from particular body parts.


 


Anorexia nervosa is the fear of gaining weight, resulting in very
unhealthy eating behaviors. The death of singer/songwriter Karen Carpenter from
anorexia nervosa, as well as books, magazine articles, and movies on this
subject have made the basic facts of this condition common knowledge. Patients
with anorexia nervosa often attempt to control their intake of food by the
practice of bulimia, that is, gorging themselves and then purging their meal
through self-induced vomiting.


 


Separation anxiety disorder is an anxiety condition with its onset in
childhood following actual or perceived separation from parents, siblings, or
close friends.


 


Summing up for now


 


It's obvious that anxiety and panic disorders take many forms and that,
in total, a significant portion of the population (probably more than 20
percent) fits the diagnosis criteria for one or more of the categories
described in this chapter. Also apparent is the influence of family inheritance
on many forms of anxiety and panic disorder and their typical onset of symptoms
during adolescence or early adulthood.


 


These factors make us realize that "getting out" of panic and
anxiety disorders usually isn't a matter of simply deciding to think and act
differently (although courage and resolve do play a powerful role in recovery).
Individuals with anxiety and panic disorders must usually be patient as they
fight the good fight (with professional support) against maladies that have
deep and pernicious roots in family history and in the individual's established
life patterns.


 


What anxiety and panic attacks feel like[1]


 


Let me take you inside
anxiety attacks and related panic attacks, at least as I've experienced them.
Your version—or that of your friend's—may be somewhat different.


 


An anxiety attack is not
just a repeated worrisome thought that crosses your mind, such as a melody you
can't get out of your head. Anxiety is experienced physically as much as
mentally. To replicate the experience, call to mind a time when fright seemed to
seize your whole body—perhaps like the surge of fright that may accompany
stopping and rocking at the top of a Ferris wheel, or that moment when you
first learned of a parent's or friend's serious illness or death. Your muscles
and skin feel uncomfortable. Internal alarms of adrenaline make you intensely
alert to your surroundings. Your heart feels hyperactive and oddly misplaced in
the body ("my heart was in my throat").


 


Your breathing is rapid.


 


Got the feeling in mind? Now
hold that intense feeling unrelieved for a few hours, and in duller form for
day after day. That's anxiety disorder. You feel that you just can't get back
down to a relaxed, rested state. It just doesn't go away, but instead ebbs and
flows in intensity.


 


Panic is one notch up from
generalized anxiety. It's difficult to describe true panic to someone who has
never felt it. The feeling of panic is not the same as the feeling of fear,
although fearfulness may be a dominant feeling as panic sensations ramp up to
the big event


 


I had just passed the toll
booth and entered onto the main span of the bridge when traffic came to an
abrupt stop. I had not counted on being stopped dead on the bridge, with cars
and trucks walling me in on all sides.


 


My first sensation was of my
face and neck becoming suddenly hot. I turned the air conditioning up high and
directed the vents full onto my face. Fragments of scary thoughts —all
quite irrational — flooded my mind. What if I need medical attention and
no one can get to me because of the traffic jam? What if I'm having a panic
attack when traffic begins to move and I can't drive my car? What if I panic so
badly that I have to get out of my car and abandon it while I lie prostrate on
the bridge walkway alongside the traffic lanes?


 


These circumstantial thoughts
were joined by quickly rising terror at what my body was doing. I felt my pulse
racing wildly. My heart began throwing in extra beats. At this point, I felt
horrible foreboding, truly the fear of seemingly impending death. Waves of
adrenaline, like deeply uncomfortable thrills, caused electrical feelings
across my scalp, neck and chest. I reached futilely and shakily to find a radio
station—anything —to distract my attention from my experience. My
fingers leaped back to my throat to feel my pulse, racing faster and faster.


 


I tried talking out loud to
calm myself, saying reassuring things that doctors had said to me from time to
time. Perhaps a minute passed in this full-out panic state. It was fortunate my
car was stuck in traffic. I could not have driven in this state. I could hardly
breathe. My kidneys ached from the force of blood pressure. Then the storm
began to subside. Within a few minutes I was left pale, sweaty, and shaken, but
able to steer the car on across the bridge once traffic began to move. I got to
work completely exhausted and sequestered myself as best I could in my office.


 


This kind of panic event is
deeply memorable (I'm tempted to say traumatic) and you find yourself willing
to do anything to avoid repeating it. For many A.P.D. sufferers, this means
avoiding certain places — the grocery store, gas station, or mall
—where the panic attack took place. I had no choice but to cross the
bridge — it's the only route to my home. And, to be truthful, I don't
feel I have conquered that bridge. I still have my good days when I breeze
across the span without anxiety and other days when the painful and upsetting
precursors to panic give me white knuckles on the steering wheel.


 


I had a well-intentioned
psychiatrist at a large HMO tell me that "the experience of panic isn' t
really as dangerous as the things people do to avoid panic." I guess he
had drug abuse in mind. In any case, I knew he had never had a panic attack.
There is no form of pain — including childbirth —or other life
distress I have ever experienced that I would not gladly take in place of a
panic attack. Dangerous or not, panic attacks are pure hell to endure.









Chapter 3 : Am I Depressed?


 


This chapter, like those on anxiety and panic, describes not only the general
nature of the beast but also its specific stripes and species. You may not be
interested in the medical terms for the various forms of depression discussed
here. In that case, skim over the terms and focus on the descriptions of
symptoms and other information offered for each category of depression.


 


On the other hand, you may be the kind of person who likes to call a
radiator by its name instead of "that thing under the hood of my
car." If so, we provide here a basic road map to the names doctors use to
describe various forms of depression.


 


Above all, however, don't be depressed in reading this chapter. We are
all fortunate to live in an age that marks a genuine renaissance in the
understanding of and treatment for depression. Later chapters will describe and
explain these forms of treatment. However, let’s set the stage by first briefly
surveying the landscape of depressive suffering.


 


Depression is one form of mood disorder. The word "depression"
in popular use conveys the sense of despair, the "blahs," and the
"blues." As we shall see in this chapter, some of the symptoms of
depression don't fit that popular definition at all. Simply asking a person
"Are you depressed?" may have little meaning if the term itself is
not understood fully. Some extremely depressed people could truthfully answer,
"Me, depressed? No way! I'm so full of energy I can't sleep and I can
barely eat. If anything, I'm racing inside —not dragging." The first
priority in this chapter, then, is to understand the full range of symptoms
grouped under the umbrella term "depression."


 


Depression, like anxiety and panic, is serious business. Up to 15
percent of people with untreated depression will eventually succeed in taking
their own lives. Most of these people will have seen a physician within one
month of their death. Uncounted thousands more will die in accidents of one
kind or another because they could not bring themselves to care about their own
welfare or act in an emergency to save themselves.


 


When all forms of depression are considered, about three out of every 10
patients in general medical care fall into this broad category of diagnosis.
For this reason, depression has been called the primary health problem of adult
Americans — and one of the least-treated problems. This is especially
unfortunate at a time when treatment for depression is safe, affordable, and
available.


 


The symptom of anxiety is more common with depression than the symptom
of a depressed mood. "Why are you prescribing an antidepressant drug for
me? Can't you see I'm nervous and stressed out?" the patient may ask. In
this case, the patient misunderstands the difference between a symptom and a
syndrome. One can be depressed and have symptoms of anxiety, depressed mood, or
both.


 


Depression: the sufferer's
perspective


 


Before turning to formal definitions and descriptions of depressive
disorders, let's hear directly from people who suffer from depression. What's
it like to live inside the skin of a depressed person?


 


All words, including those in parentheses, are those of depression
sufferers:


 



 	Reduced interest in
     activities.

 	Indecisiveness (maybe).

 	Feeling sad, unhappy, or
     blue. 

 	Irritability, dammit.

 	Getting too much or too
     little sleep.

 	Loss of, um, what were we
     talking about? Oh yeah, concentration.

 	Increased or decreased
     appetite (my ex-mother-in-law's cooking notwithstanding).

 	Loss of self-esteem, such as
     my understanding that I suck.

 	Decreased sexual desire.

 	Problems with, whaddya call
     it? Oh yeah, memory.

 	Despair and hopelessness. 

 	Suicidal thoughts.

 	Reduced pleasurable
     feelings.

 	Guilt feelings, which are
     all my fault anyway.

 	Crying uncontrollably and
     for no apparent reason.

 	Feeling helpless, which I
     can't do anything about. 

 	Restlessness, especially
     when I can't hold still.

 	Feeling disorganized (heck,
     look at my desk).

 	Difficulty doing things.

 	Lack of energy and feeling
     tired.

 	Self-critical thoughts,
     which are natural when you suck. 

 	Moving and thinking
     sloooowwwly.

 	Feeling in a stupor, that
     one's head is in a fog.

 	Worries of financial ruin
     and poverty.

 	Worrying about things that
     don't matter.

 	Emotional and physical pain.
     

 	Feeling dead or detached.




 


The humor included by sufferers in some of these symptom descriptions
does not mean that depression is taken lightly. If anything, the humor here is
what Freud called "tendency humor" in which a person conveys the real
message veiled in humor. So when in the symptoms above someone says "I
suck" or "life sucks" those expressions probably reveal real
feelings and personal judgments.


 


A major depressive episode


 


We'll begin by diving into the deep end of depression. A major
depressive episode is obvious to all observers and to the sufferer. Interest in
virtually all activities stops for a period of two weeks or more (one of the crucial
diagnostic criteria for this category) and the sufferer experiences a markedly
depressed mood. Symptoms commonly include loss of the ability to feel pleasure
(anhedonia), withdrawal from usual activities, difficulty thinking and
concentrating, anxiety, loss of energy, loss of sexual desire, feelings of
worthlessness or guilt, sadness, speeding up or slowing down of usual body
functions and movement, changes in appetite or weight (up or down), changes in
sleep patterns (insomnia or hypersomnia), and thoughts of suicide. The person's
social and work lives are significantly impaired.


 


During such an episode, if you ask the depressed person how he or she
feels, the answer will probably be along these lines: "just very, very
sad," "hopeless," "down in the dumps," "dead
inside," "completely numb," and "no feelings at all."
Their nonverbal aspects include downcast eyes, blank or pained expression, and
a monotone voice. Sufferers commonly have slowed movements, weight gain,
problems getting out of bed to face the world, and crying spells. Other
sufferers, however, exhibit increased irritability, anxiousness, and even
anger. In their restlessness, they may be unable to relax, eat, or sleep. They
have agitated patterns of speaking and moving with repeated wringing of their
hands.


 


Time of day often plays a part in how people experience depression.
Symptoms are often worse in the morning, then taper off as the day wears on,
sometimes intensifying later at night and interrupting sleep patterns.


 


Symptoms of the same sort:
unipolar major depressive disorder


 


The term "unipolar" means "in one direction only."
The sufferer experiences only the sad or numbing symptoms of depression, not
those characterized by mood elevation, feelings of elation and euphoria, racing
thoughts and little need for sleep. This distinction is important in a doctor's
diagnosis because it helps to define the appropriate treatment.


 


To be included in the category of unipolar major depressive disorder, a
person will have experienced one or more major depressive episodes. Depending
upon accompanying symptoms, the diagnosis can be refined to mild, moderate, or
severe without psychotic features; severe with psychotic features; chronic;
with postpartum onset (that is, after childbirth); with catatonic features; and
with melancholic features.


 


Dysthymic disorder and
"double depression"


 


Sufferers with dysthymic disorder have a depressed mood for most of the
day (for more days than not), over a period of at least two years. During this
period they do not have any major depressive episodes. However, they have two
or more of the following symptoms: poor appetite or overeating, insomnia or
hypersomnia (too much sleep), low energy or fatigue, low self-esteem, poor
concentration, difficulty making decisions, and feelings of hopelessness. Many
dysthymic disorder sufferers are self-critical, viewing themselves as
ineffective or boring. If a major depressive episode occurs after a period of
dysthymic disorder, the patient is often diagnosed as having "double
depression."


 


Seasonal affective disorder
(SAD)


 


Like anorexia nervosa, seasonal affective disorder (SAD) has become a
star among the depressive disorders. It has been discussed with varying degrees
of expertise in literally hundreds of magazine and newspaper articles, as well
as television and radio shows. As a result, many people have self-diagnosed
themselves with this disorder — often incorrectly.


 


Seasonal affective disorder is a dysfunction of circadian rhythms that
typically occurs in the winter and seems to be caused by decreased exposure to
full-spectrum light. Sufferers from SAD find that they crave carbohydrates,
overeat, feel lethargic, and sleep much more than usual. SAD is much more
common in women (60 to 90 percent). The disorder increases in prevalence as one
moves farther from the equator. Symptoms typically subside in the spring and
respond to increased light exposure.


 


Depression and periods:
premenstrual dysphoric disorder


 


Brief mention should also be made of depressive feelings of varying degrees
of severity that occur for many women in the late luteal phase of their
menstrual cycle throughout the year (a few days to a week before the onset of
menstruation). These feelings of inadequacy, physical unattractiveness,
fatigue, deep sadness, and related emotions come on rather suddenly for many
women with this form of depression, often "to the day" each month, in
relation to their periods. For these women, the symptoms may disappear just as
suddenly... until the next month.


 


Symptoms of extremely different
sorts: bipolar depressive disorders


 


"Bipolar" means "two opposite directions." In
discussing unipolar depressive disorders, we noted that the sufferer's symptoms
all tend in one direction, that is, toward feelings of despair and inertia. In bipolar
depressive disorders (formerly known as "manic-depressive disorder"),
the sufferer experiences periodic and often dramatic mood swings from times of
profound melancholy to other times of hyperexcitement, termed
"mania."


 


Am I manic?


 


Viewed from the outside, a manic episode (one of the two directions for
symptoms of bipolar depressive disorder) may look more like the cure than the
disease. The person's mood is elevated — even elated or almost giddy. Far
from hiding under the bedcovers, the person seems to be full of energy to the
point of hyperactivity. Thoughts race and ideas stumble over each other in the
rush to be expressed or acted on. The person feels little need for sleep.
Grandiose and invulnerable feelings can send the person on uncharacteristic
rampages, whether they be in the form of gambling sprees, sexual adventures,
sudden career changes ("You can take this job and shove it!"), or
breaks with family and friends.


 


These manic episodes typically occur in the spring or summer and are
usually shorter in duration than their polar opposites, the "down"
symptoms of depression. At their far edge, manic episodes can resemble
schizophrenia with symptoms of gross delusions ("I'm Jesus Christ
reborn"), paranoid thoughts, and auditory hallucinations (hearing voices).
Symptoms of irritability and agitation are often present in manic episodes. In
severe manic episodes, child or spousal abuse is often present.


 


More than 90 percent of people who have a single manic episode will go
on to have future recurrences, most often right before or right after a major
depressive episode. If untreated, the average sufferer will have four
manic/major depressive episodes per decade of life, with episodes decreasing
somewhat with age.


 


Mild manic episodes, or "hypomania," are borderline forms of
mood swings that do not involve the more severe symptoms of mania (such as
hallucinations and delusions). The change of mood in hypomania is observable by
others close to the person, but sometimes is less apparent to the person himself
or herself. To make a finding of hypomania as part of a larger diagnosis of
bipolar depressive disorder, doctors will make sure the episode of mild mania
lasts for at least four days and has three or more of the following symptoms:


 



 	Inflated self-esteem or
     delusions of grandeur.




 



 	Decreased need for sleep.




 



 	More talkative than usual or
     the feeling that one is under pressure to keep talking.




 



 	Flights of ideas or one's
     feeling that thoughts are racing.




 



 	Distractibility, in which
     attention is drawn off too easily to unimportant or irrelevant external
     stimuli.




 



 	Increase in goal-directed
     activity, including a feeling of urgency in achieving social, work, or
     school goals.




 



 	Excessive involvement in
     high-pleasure/high-risk activities (shopping sprees, sexual indiscretions,
     gambling, and so forth).




 


Happy highs and unhappy
highs


 


Both mania and hypomania come in two flavors: euphoric and dysphoric.
Euphoric sensations are characterized by feelings of being in love with oneself
and the world, feeling boundless energy, talking a mile a minute, and spilling
out grandiose plans and seemingly unattainable aspirations. This is the
"happy high" that many popular magazines focus upon.


 


However, a less well-known but equally common kind of mania involves an
emotional high with darker symptoms: agitation, anxiety, destructive tendencies
or impulses, expressed or bottled up rage, and panic. This aspect of mania is
termed "dysphoric."


 


The emotional tornado: mixed
episode


 


The two poles of feelings described above for bipolar disorder can
collide in a dramatic and often disastrous internal storm. In a mixed episode,
the person experiences the symptoms of mania and major depression almost
simultaneously or in rapid and alternating succession. Feelings of deep sadness
turn to euphoria or irritability and hyperactivity, only to return within a
short time to emotions of despair. During this internal storm, the person often
complains of insomnia, appetite loss, and suicidal thoughts. Psychotic delusions
may also be present. Needless to say, a mixed episode disturbance is often
severe enough to require hospitalization.


 


When "it's not that
bad": cyclothymic disorder


 


What if the symptoms are present for both manic and depressive disorders
—but only in minimal degree? Mood changes fluctuate from despair to
elation, but never involve a major depressive episode or a full-blown manic
episode. The person seems temperamental, moody, unpredictable, or unreliable.
Problems and misunderstandings are frequent in the person's work and social
life.


 


If this fish-nor-fowl form of bipolar depression lasts at least two
years, with symptom-free intervals of not more than two months or any manic,
major, or mixed depressive episodes during the first two years, the condition
meets the diagnostic requirements for cyclothymic disorder. It's not uncommon
for this set of symptoms to overlap with those of borderline personality
disorder. In that condition, the person experiences instability in personal
relationships, generally poor self-image, fears of separation and abandonment,
and excessive anger when plans change.


 


Is it me or my medical
condition?


 


The direct physiological effects of a general medical condition can be
responsible for persistent disturbances in mood. Common medical conditions that
may cause or underlie severe mood disorders include cancer, spinal cord injury,
stomach ulcer disease, endocrine disease (diabetes, high or low thyroid, and
adrenal gland malfunctions), autoimmune conditions (such as systemic lupus),
painful or disabling rheumatoid diseases, acquired immunodeficiency disease
(AIDS), other viral or infectious diseases (hepatitis, mononucleosis),
end-stage kidney disease, degenerative neurologic diseases (Huntington's and
Parkinson's diseases), cerebrovascular disease (stroke), and head injuries.


 


Some conditions associated with manic or depressive syndromes


 


Neurologic disease


 


Parkinson's disease 


Huntington's disease 


Traumatic brain injury 


Stroke 


Dementias 


Multiple sclerosis


 


Metabolic disease 


 


Electrolyte disturbances 


Renal failure


Vitamin deficiencies or
excess 


Acute intermittent porphyria



Wilson's disease 


Environmental toxins 


Heavy metals


 


GI disease


 


Irritable bowel syndrome


Chronic pancreatitis


Crofin's disease


Cirrhosis


Hepatic encephalopathy 


 


Endocrine disorders


 


Hypothyroidism 


Hyperthyroidism 


Cushing's disease 


Addison's disease 


Diabetes mellitus 


Parathyroid dysfunction


 


Cardiovascular disease


 


Ml angina


Coronary artery bypass
surgery


Card iomyopath ies


 


Pulmonary disease


 


Chronic obstructive
pulmonary disease


Sleep apnea


Reactive airway disease


 


Malignancies and hematologic
disease


 


Pancreatic carcinoma


Brain tumors


Paraneoplastic effect of
lung cancers


Anemias


 


Autoimmune disease


 


Systemic lupus erythematosus


Fibromyalgia


Rheumatoid arthritis


 


It is of the utmost importance that any patient with a mood disorder
have a complete medical examination to rule out a medical condition. If such a
condition is found, the patient should receive treatment not only for the
condition but also for the resultant depression caused by the condition.


 


Is it me or my medication?


 


Many substances can be directly responsible for mood disorders. Some
standard medications. including diet pills, stimulants, steroids, and antidepressants,
can induce manic-like mood disturbance, as can other treatments for depression
such as EDS (electroencephalogram-driven stimulation) or ECT (electroconvulsive
therapy). Other medications including birth control pills, sedatives, and anxiety
medications can cause a depressed mood.


 


Environmental substances, such as heavy metals, toxins, gasoline, paint,
insecticides, nerve gases, carbon monoxide, and carbon dioxide can cause a wide
range of mood and perception disturbances. Doctors recognize substance-induced
mood disorder by the direct relation between the presence of the substance and
the related symptoms. When the offending substance is removed, the symptoms
disappear.


 


Summing up for now


 


Depression in all its manifestations is a serious disturbance to joyful,
healthy living. In its advanced form, the illness can be life threatening.
Because symptoms of depression overlap with symptoms of many other conditions
and diseases, people who suspect they suffer from depression should seek a thorough
medical examination as a first step in tackling the problem.


 









Chapter 4 : Why Am I This Way?


 


Our priorities are interesting
when we experience pain, be it mental or physical. We turn first to seek
relief. But even in the process of seeking relief we, (as homo
sapiens—"wise" creatures), also seek knowledge about our pain.
What causes it? Something inside us? Something outside us? Both?


 


People struggling with panic
disorder want relief from the emotional pain and the physical symptoms that
accompany it. But they also ask themselves (and their doctors) searching
questions: "Am I to blame? Am I doing all this to myself? Do I simply have
bad genes, a weak character, or a lousy childhood? What causes my emotional
distress? Is it my job stress? My spouse?"


 


Looking back for answers


 


The bad news is that we don't yet
know in any final way what factors or combination of factors causes panic
disorder. However, the good news is that we're getting much closer to those
answers and explanations.


 


To put our new knowledge about
panic disorder in perspective, it's worthwhile to look back over our shoulder
for a moment to see how other men and women in former eras struggled valiantly
to find causes and solutions for these emotional disturbances. Even a brief
glance at the past can persuade us that the problem is not new. Millions of our
ancestors felt the same mysterious grip of panic disorder—and left us
valuable lessons from their experience. This past can make us feel fortunate,
even in the midst of our suffering, to be alive at a time when these maladies
are more treatable than ever before. The past is a veritable Madame Tussaud
gallery of horrors and heroes. What doesn't work in healing emotional distress
is preserved for all to see and avoid. At the same time, brilliant minds also
shine out like beacons across the ages to enlighten our own search for answers.


 


Heaven, hell, and the humors


 


In ancient Greece, mental
disorders were thought to be the result of divine punishment. If you were
depressed in that era, you could blame yourself if you knew you had offended
the gods in some way. Or, if innocent, you could blame the fickleness of the
gods. In either case, you were the victim of divine action.


 


Against that cultural and
theological backdrop, it took considerable courage in the fifth century B.C.
for Hippocrates (father of modern medicine and author of the Hippocratic Oath
taken by physicians to this day) to call temple priests "swindlers,
charlatans, and magicians" who took advantage of the emotionally weak and
vulnerable. Hippocrates' own father was one of these priests who attempted to
heal by religious ritual. Probably to his father's great dismay, Hippocrates
proposed that both mania and melancholia (depression) were disorders of the
brain —not punitive whims of the gods.


 


Specifically, he blamed the
imbalance of natural body fluids for emotional disturbance. The brain, he said,
is influenced by the presence of four humors: blood, phlegm, black bile, and
yellow bile. When these fluids were in the wrong place or wrong proportion,
illness (both physical and emotional) was the result. An excess of yellow bile
could overheat the brain to the point of mania and rage. Black bile, on the
other hand, tended to chill the brain and cause melancholic feelings.


 


With considerable insight,
Hippocrates observed that external stresses could impact the apparent internal
proportions and workings of the humors. For the first time, emotional
disturbances were seen as complex phenomena involving both internal and
external factors.


 


Panic and hysteria in
Hippocrates' time were regarded as feminine disorders (whence our word
"hysterical," from the Greek word for uterus). The uterus was thought
to be corrupted if deprived of sexual activity. The uterus would then travel
throughout the body, causing a variety of ailments. For all the anatomical
nonsense of this theory, it expressed 2,000 years before Freud the notion that
sexual impulses and experiences were somehow connected with emotional
struggles.


 


Through the Roman physician Galen
(second century A.D.) the humoral theory of health and emotion came down
through the Middle Ages to the Renaissance and Robert Burton's vastly
influential work, The Anatomy of Melancholy (1641). Burton catalogued all the
popular theories of his day regarding the causes of depression. Many people
(and most priests) still saw the illness as proof of divine displeasure or the
work of devils. (The Roman Catholic ritual of exorcism remains to this day a testimony
to the long-lived idea that "the devil made me do it") Others
explained depression as the result of one or more of the following: substance
abuses (in the day, excessive wine, garlic, onions, and spices), too much heat
from the sun, too much mental effort in studying, too much loneliness and
idleness, or head injuries of various kinds. Treatment consisted largely of
attempting to purge or readjust the balance of humors by induced vomiting,
diarrhea, bloodletting, and the use of alcohol and opium (often in
combination).


 


With the discovery of the
circulation of blood by Pinel and Harvey in the 18th century came a new
interest in the brain and nervous system. What could be carried to the brain by
blood and neural channels to cause emotional imbalance? "Nerve
juices" were postulated, and treatment shifted toward keeping those juices
as pure and vital as possible. Spa water was recommended to strengthen the
nerves and medications to relieve sleep disorders became commonplace.


 


The notion of "nerve
juices," of course, was not far removed from the older idea of humorous
fluids. Could there be another explanation? A true revolution in the
interpretation of emotional ills was championed by Pinel in the 19th century.
He argued for what he called the "moral" causes of depression and
anxiety, among which he included frustrated ambition, unrequited love, and
domestic problems. The cure for these unhappy experiences, he felt, did not lay
in bloodletting or vomiting, but in surrounding the patient with pleasant diversions
and entertainment.


 


Contributing to Pinel's theories
of environmental influence was the late-19th-century theory of neurasthenia, or
"exhaustion of the nervous system." Just as Pinel felt that a
person's emotions could be exhausted by painful life experiences, so a number
of prominent Victorian physicians proposed that the nerves themselves, much
like overused biceps, could experience periods of weakness and exhaustion.
Tonics, potions, and mild electric stimulation became the order of the day for
strengthening the nerves in an effort to banish panic disorder.


 


Although hardly a household name
then or now, a brilliant German psychiatrist, Emil Kraepelin, laid much of the
groundwork before the turn of the century for modern psychiatry and psychology.
He insisted on studying mental disorders by observing behaviors and symptoms,
then classifying them systematically. For example, his classification scheme
had separate categories for mental disorders due to medical conditions and
those due to substance abuse. He made the connection between mania and
melancholy, calling it "manic-depressive psychosis." He defined what
he called "war neurosis," now called posttraumatic stress disorder.


 


Born the same year as Emil
Kraepelin, Sigmund Freud drifted away from neurological explanations for panic
disorder to a new model based on stages of human development. Mental imbalances
and illnesses, Freud felt, were the inevitable result of early childhood
conflicts stemming from parental suppression through disapproval and punishment
of the child's natural aggressiveness and sexual drives. When stress occurs in
adult life, Freud theorized, the person tries to deal with resulting anxiety by
regressing to childhood emotions and behaviors. Obsessive-compulsive disorder,
for example, is interpreted as an anxiety-ridden effort to "do it
right" and harkens back to the anal stage of toilet training, with its
challenges to self-control and traumatic memories of parental stresses.


 


In opposition to Freud, two
generations of cognitive behavioral doctors and researchers have followed the
insights of B.F. Skinner and others in arguing that much mental disturbance is
learned behavior. As such, it can be gradually "unlearned" and
replaced by new, more healthful patterns of thinking and feeling. Put simply,
if Pavlov's dogs can learn to salivate at the sound of bell, why can't human
beings be conditioned (both positively and negatively) to respond emotionally
to internal and external stimuli? Much of the self-help literature crowding the
psychology or mental health shelves in the bookstore are based on this learning
model of mental health.


 


The general idea is as follows:
Think differently about your problem and it will disappear (or at least lessen)
in intensity. Since all reality is assumed to be personally constructed, these
books propose to help readers remodel that construction for greater happiness
and less emotional pain.


 


Right to the present: what we have learned


 


Although it is difficult to
summarize in a few pages the stunning work of thousands of modern researchers,
doctors, philosophers, and theologians, we can at least dip into the
mainstreams of their thinking by reviewing how genetic influences, temperament
predispositions, parental/childhood experiences, and stress (external and
internal) all play roles in the cause of panic disorder.


 


Genetic influences


 


It has long been known that panic
disorder run in families. With recent advances in molecular genetics,
investigations are presently underway to map genes that influence these disorders
from generation to generation. At present, our most reliable information comes
from close studies of family members and particularly from twin studies. (The
logic goes like this: If twins are separated soon after birth and still develop
similar emotional disorders, there's good evidence that the cause of those
disorders is genetic rather than environmental.)


 


One famous study of families by
R.B. Goldstein and colleagues in 1997 showed the powerful influence of genetic
inheritance in early-onset panic disorder. The sons and daughters of parents
who developed panic disorder before age 20 were more than three times more
likely to develop panic disorder themselves than were children of parents who
had later onset of panic disorder.


 


Similarly," first-degree
relatives" (brothers, sisters, parents, children) of a person with major
depressive disorder are up to three times more likely to get the disorder
themselves. First-degree relatives of those with bipolar disorder have up to 25
percent higher risk of developing either bipolar or major depressive disorder
than people in the general population.


 


A family inheritance pattern has
also been established with social phobia and, amazingly, with specific phobia.
A first-degree relative of a person who fears animals, for example, is more
likely to also develop a specific phobia for animals, although not necessarily
the same animal. Fear of needles, blood, and injury have particularly strong
patterns of inheritance.


 


In all such studies, researchers
try to establish the "degree of concordance" between related people.
Concordance simply means that both subjects in a study have a particular trait
or disorder. In studying twins, for example, a disorder would be found to be
completely genetic if both identical twins had it (since identical twins have
identical genes). The concordance between these twins would be 100 percent. If
the same disorder were found in fraternal twins, where only 50 percent of
genetic material is shared, the concordance would be 50 percent.


 


This background information is
necessary to appreciate the degree to which genetics play a powerful role in
panic disorder. In a study by Torgersen in 1983, identical twins were found to
have a 60 percent concordance rate for panic disorder but only a 17 percent
concordance rate for generalized anxiety disorder (GAD). Carey and Gotesman's
1981 study showed a 33 percent concordance rate for obsessive-compulsive
disorder in identical twins, and a later study (Rasmussen and Zahn, 1984)
showed a 57 percent concordance rate for this disorder.


 


But couldn't twins develop
similar disorders not because of genetics but because they were raised under
the influence of similar stresses and other environmental factors? For this
very reason, studies of identical twins separated at birth are crucial for our
understanding of inherited tendencies toward emotional illness. In the
Minnesota Separated Twin Study of 1982, nine pairs of identical twins reared
apart were found in which at least one of each pair had a specific phobia. In
six of the nine cases (67 percent), the other twin also had a phobia. In some
cases, it was the same kind of phobia.


 


Twin studies by Dr. Kendler and
his colleagues in the early 1990s used large samples of twins with anxiety and
depressive disorders. In analyzing the data, Kendler's team came to the
conclusion that generalized anxiety disorder and major depressive disorder
shared a common genetic factor — you could "get it" from
parents and other ancestors. But the study found that whether you developed anxiety
disorder or depressive disorder was determined by your temperament and
environmental factors as you matured. In short, you were predisposed to get
"it" by genetic inheritance, but what "it" was depended
more on you and your life than on your parents.


 


What are we to feel about the
loading of the genetic dice against us in inherited tendencies toward panic
disorder? "I'm doomed," a patient complained. "Both my mother
and my father had major depressive episodes at some time in their lives."
Are you doomed? Hardly—but you should feel alerted. No genetic background
available makes it certain that we will develop the emotional ills suffered by
our parents. Genetic information is best used to remind ourselves that we are
more at risk for panic disorder than others in the general population, and that
we should act early to seek professional help if we observe tell tale symptoms
of these illnesses.


 


We should also take time to learn
about the emotional health of our parents and first-degree relatives. Often, adult
children do not really know much about mom or dad's emotional health history
until they become directly responsible for the management of their parents'
health care in old age. While their children are growing up through their young
to their adult years, parents may assiduously hide any information about
emotional distress, episodes of depression, or bouts with anxiety and panic.
"Why worry the children," the logic goes. "They have their own
lives and concerns." It is not uncommon for a first-time patient to not
answer the family history questions correctly regarding panic disorder to a
physician or mental health professional. The patient does this, only to
discover that, hidden from view, the mother had experienced panic attacks since
young adulthood and the father had been hospitalized twice with depression.
Tragically, emotional ills are still treated by some people as a scarlet letter
"A"; something to be ashamed of and to hide from —especially
from those one loves most. If their children knew the family predisposition
toward a particular emotional ailment, they could act sooner and more wisely to
protect themselves against the disorder.


 


Temperament


 


Temperament is our disposition
present at birth. Every mother has a feeling from the start whether her infant
will be calm and placid or crabby and difficult. At the forefront of
temperament research is Jerome Kagan of Harvard University. He describes four
basic types of personalities: timid, bold, upbeat, and melancholic. He relates
each to a different pattern of brain activity.


 


About 15 to 20 percent of
children, says Kagan, are born timid. They have a more responsive neural
circuitry that is easily aroused by even mild stress. Compared to other
children, their hearts beat faster when confronted by new or strange
situations. As infants, they are more finicky about new foods, act shy around
strangers, and are reluctant to explore anything unfamiliar. As children, they
shrink away from social situations, participate less in class activities, and
find themselves less popular than other children. Throughout life, they view
new people and situations as potential threats. As adults, they are prone to
being uncomfortable where they may be subject to critical scrutiny and the
judgment of others (for example, giving a speech or performing in public).


 


The neurochemistry of timidity
seems to center in a part of the brain known as the amygdala. This area is more
easily aroused in those prone to fearfulness, and arousal of the amygdala
causes feelings of anxiety and unease. The more easily this brain area is
aroused, the more the person will shy away from anything that triggers its
activation.


 


Kagan found that about 40 percent
of the general population were born with a bold temperament. Bold individuals
have a high threshold for triggering the amygdala. Therefore, they are less
easily frightened, more outgoing, and more eager to interact socially. This
temperament is advantageous in building up the growing child's self-esteem.
Things go well with friends and reinforce the child's self-image as a likeable,
worthwhile individual.


 


Those born with the cheerful,
upbeat temperament are naturally easygoing and optimistic. They are hard to
rile and fun to be with. They enjoy life and share their joy naturally and
often with others. Richard Davidson, psychologist at the University of
Wisconsin, discovered that those with a higher level of activity in the left
frontal lobe of the brain, compared to the right, are cheerful by temperament.
They rebound easily from setbacks and find interest and delight wherever they
find themselves in life.


 


Higher activity in the right
frontal lobe, however, predisposes a person to the pattern of a melancholic
temperament. Those with this condition cannot seem to turn off their pessimism
about themselves, others, and life in general. They get hung up on minor
problems and are prone to moodiness. Davidson demonstrated that babies who
cried when their mothers left the room invariably had more activity in the
right frontal lobe than the left. Those who did not cry had more activity in
the left frontal lobe.


 


Here's the upshot of temperament
studies for our purposes. Psychological tests have revealed that persons with a
cheerful temperament have a lower lifetime risk of depression and other
emotional disorders. However, people with timid and fearful temperaments from
childhood on develop higher rates of anxiety disorders.


 


Parenting and childhood experience


 


So what's a mom or dad to do when
raising a child who from birth has a hyperexcitable amygdala or an overactive
right temporal lobe (sites in the brain that cause fearful and melancholy
feelings)?


 


The answer lies in providing the
right life experiences for the growing child. The wrong experiences —
such as any playing into the child's predisposition toward timidity or
pessimism —will lead to greater vulnerability and to psychological
problems throughout life.


 


There is a window of opportunity
in childhood when the brain is still developing, during which experiences can
have a lifelong impact through the sculpting of neural pathways. Some parents
take advantage of this window. As a result, about one third of infants born
with the timid temperament have lost their timidity by kindergarten.
Observation of childrearing practices in the homes of these children show that
parents, especially mothers, play a pivotal role. Overprotective mothers who
try to insulate their highly reactive and timid infants from anxiety and
frustration make these problems worse in the long run, increasing the tendency
toward anxiety. The "best-of-intentions" protective strategy on the
part of the parent backfires because it does not allow the timid toddlers to
achieve for themselves some small degree of control and mastery over their
feelings of fear. Instead, the timid youngster learns that "fear
rules" and one's only choice is to react to it, not control it.
Overprotective parents tend to pick up a timid, fussy infant more quickly and


hold it longer. They tend to be
more lenient after the first year of their child's life and indirect or
hesitant in setting limits.


 


By backing away from personal
management of even the smallest fear-inducing situations outside the home, the
person eventually paints him- or herself into an increasingly smaller corner.
Similarly, the overprotected child has had every growth experience denied to
him or her. A parent steps in to deal with playmate conflicts, choosing clothes
to suit the weather, and all the other life encounters that lead a child to
conclude either "I can" or "I can't." The child ends up
emotionally housebound, unable to deal on his own with most of what life brings
his way.


 


Parents who were successful in
reducing their infant's tendency toward fearfulness adopted a "learn to
adapt" strategy. They allowed the growing infant to face fears in small
increments, while remaining nearby to offer encouragement and support. They do
not rush to pick up the child over every little upset or hover to prevent those
upsets from happening. Instead, they allow the baby —and then the child —
to gradually learn how to manage fear-arousing situations on his own.


 


Kagan found that parents who put
gentle pressure on their timid kids to be more outgoing are most successful in
helping their children overcome their timidity. What matters most in
determining a child's success in overcoming timidity is his or her degree of
social skills. If shy children develop the basic social skills to get along
with other children in their first years, they are much more likely to shed
their natural inhibitions and develop close friendships. By contrast, shy kids
who do not experience social success become overly sensitive to criticism,
quick to anger, mistrustful, fearful, and sulky.


 


So, the headline of the
temperament versus life experiences story is this: We can change the influence
of the temperaments we were born with, if the right early childhood experiences
help to reshape the maturing brain in a positive way. And we have time to do
so. Fortunately, the emotional centers of the brain take the longest to develop
and mature. Brain development happens in these approximate stages. First, in
early childhood, the sensory areas of the brain mature so that we can sense and
experience the world around us. Next, the limbic system, which controls basic
emotional reaction and response, matures by puberty. The frontal lobes, seat of
emotional control, understanding, and thoughtful response, continue to develop
into young adulthood.


 


During this development process
— and especially during childhood —the brain is constantly involved
in "pruning" neural connections that are less used and strengthening
connections that are more used. If neural pathways that carry signals of alarm
and anxiety are frequently triggered, those pathways will be reinforced and
strengthened. Anxious responses will become "a habit of the mind."


 


The human mind is at all times a
work in progress, changing its structural nature to respond to new learning.
Repetition, like practicing a musical instrument, strengthens neural pathways
and synaptic connections in the brain. What at first feels strange and
difficult can, with repetition, become second nature. For example, in a sport
such as tennis or golf, it's important to learn proper technique from the
start. The brain establishes the pathways that make up your game and then
begins to strengthen them. If these pathways aren't set up well in the first
place, we spend years "unlearning" bad habits and relearning good
form.


 


Our emotional lives are not
unlike learning tennis or golf. Early on, we establish brain pathways for
certain emotional responses, then repeat those responses throughout our lives.
If the pathways are maladaptive to our lives and personal welfare, we must
often seek psychotherapy or other counseling in an effort to reconfigure our
ways of thinking and feeling.


 


Much of the relearning we
painfully and expensively undertake in adulthood would have been unnecessary if
adept parenting had provided for the emotional needs we experienced as growing
children. Successful parenting provides a structured, nurturing environment
that is neither overly permissive nor overly protective. Discipline is tempered
with understanding and compassion. Unsuccessful parenting, on the other hand,
often occurs when the parents themselves are emotionally ill. Self-absorbed by
their own issues and problems, they either neglect or ignore the child's signs
of distress. Or they react with fierce, unpredictable, and sporadic discipline,
yelling, and physical violence to "show those kids who's boss" and
"put them in their place."


 


We've seen in this section on
temperament that some children are vulnerable to later emotional ills from
their earliest days. But the key point is that parents can act supportively to
help their initially timid or melancholic offspring escape the tyranny of their
genetic inheritance.


 


Stress


 


Defining stress for modern
readers is unnecessary. Without thinking hard, we could each list a handful of
stressors, both large and small, in our personal and professional lives. Even a
stress-free environment soon seems to involve the stress of boredom and ennui!


 


But here's the question: How does
stress play a part in panic disorder? Clearly, there is not a one-to-one
relationship between a particular stress and any one of these emotional
disorders. Stress that one person cannot endure for even an hour may be
endured, even enjoyed, by another person for months or years.


 


Stress is best viewed as one of
the common forces that pulls the trigger of the already loaded gun of panic
disorder. As we have seen in our discussion of genetic factors and temperament,
the "gun" of our vulnerability to panic disorder may be ready to fire
from childhood years on. If, when, and how it goes "off" may well
depend upon the stresses we face and how we deal with those stresses.


 


Freud believed that stress in
adult life activates an underlying anxiety or depressive disorder for which we
are made susceptible by forces largely beyond our control (genetics,
temperament, and upbringing). Kendler refined this position by endeavoring to
show that different kinds of stress can tip emotional balance toward different
forms of distress. In 1993, G.W. Brown postulated that stress that threatens
possible loss and danger (for example, learning of a serious illness) triggers
anxiety disorder in some people, while stress that involves actual loss (for
example, the death of a loved one) triggers depression in some people.


 


The message for all of us appears
clear: Learn to recognize, monitor, and — to the greatest extent possible
— control the stresses in our lives. In the following categories of
stresses, our goal is to alert you to areas of stress you may be experiencing
but may not be recognizing at a conscious level or making an effort to deal
with constructively.


 


External stress


 


Strictly defined, no stress is
truly external. Stress, after all, is our internal response to situations.
Things on the "outside" aren't stressful for us., .until we make them
so. Is sunshine stressful? Certainly not for the surfer waiting for the next,
great wave. However, it certainly is for the person worrying about getting skin
cancer.


 


However, for our purposes
external stresses will be considered all those events, people, circumstances,
desires, needs, obligations, and situations having their point of origin
"outside our skin." They are there usually without our choosing or
our ability to control them to any great degree.


 


Work stress


 


The list of work stressors could
fill this guide. Michelle Osborne of the Gannett News Service writes, "the
number of workers feeling highly stressed has doubled since 1985 to 46 percent
in 1999. Job stress is an epidemic, causing accidents as well as a range of
illnesses that cost businesses $300 billion a year in health care costs,
absenteeism, and turnover."


 


High on the list of work stressors
are relations with bosses and/ or co-workers. In fact, the most common reason
given for leaving a job is not money but, instead, "I couldn't get along
with the people there." What is there about a particular boss that makes
your neck muscles go into spasm? Why do certain co-workers drive you crazy by
their incessant quibbles and squabbles?


With a bit of reflection, you can
probably identify quite accurately who stresses you out at work and why
—at least from your own point of view. Identifying these stress sources
is the first step in dealing with them.


 


Work schedules also produce
stress. The Families and Work Institute found in a 1998 survey that the average
time we Americans spend at our full-time job has risen during the last several
years from 43.6 to 47.1 hours per week. That adds up to an extra four weeks of
work per year.


 


Lunch breaks? They used to be an
hour long. Now they are commonly taken at a "working lunch," sitting
at the computer screen—one hand on the keyboard and the other hand on a
sandwich or a doughnut.


 


Work stresses spill over into the
home. In four out of five marriages, both partners work full time. Many bring
work home with them under the banner of "telecommuting" or simply
finishing during the evening or on weekends what couldn't be finished during
the workday. Beepers, e-mail, cellular phones, and fax machines bring work to
us no matter where we are. Working mothers spend less time with their young
children, to the point that many toddlers in the United States now learn the
language of their foreign-born caregiver as their first and primary language.


 


There are personal strains and
dislocations from layoffs, downsizings, company mergers, and reorganizations.
We may feel that we are treated unfairly at work or are not appreciated. All of
this adds to our experience of workplace stress.


 


Finally, we are understandably
stressed by working for more years than we had ever intended. As housing costs
and medical costs rise, we feel constrained to hang on to our jobs as long as
possible. We worry about losing our medical benefits if we quit. 


 


Work stress becomes all the more
insidious when we "buy in" to the very things stimulating our stress
responses. For example, not too many years ago, a businessperson's success was
measured by how much leisure time he or she had for entertaining, pursuing
hobbies, enjoying sports, and family life in general. "She has it
made" used to mean that her success level in business exempted her from
the daily grind.


 


This is no more. Success in the
new millennium seems to be measured by how driven, networked, and frantic a
person is. A cellular phone glued to the ear, a beeper by the nightstand, an
airplane ticket to Cincinnati tomorrow and then to New York two days later,
several dozen e-mail messages waiting to be answered, and an equal number of
voice-mail messages — those are the signs of a successful businessperson
today. All take their toll in the form of stress.


 


Academic stress


 


We easily underestimate the
stress of student life. Besides the turmoil of self-discovery and the social
experience, the student is never far from a midterm exam, a term paper, or a
class project deadline. The academic requirements, intense competition, and
parental expectations all provide reasons for stress —not to mention
social acceptance, sports obligations, hangovers, as well as the threat of
sexually transmitted diseases.


 


Students often self-medicate for
stress reactions by drinking. In fact, across U.S. campuses, the consumption of
alcohol has never been higher on a per-capita basis. By using beer as the
crutch to alleviate the crunch during student years, these young men and women
establish a pattern that will find them trying to destress their careers by
three-martini lunches and after-work drinking binges.


 


Financial stress


 


Certain nomadic tribes evaluate a
person's wealth solely by how many camels he owns. Being a 12-cameI person in
that society is a very good thing; being a no-camel person is a very sad and
shameful thing indeed.


 


At its worst, financial stress
can lead to manic violence. Take the case of the bankrupt stock trader in
Georgia who returned to his brokerage and killed a dozen people, or the Palo
Alto, California software engineer who killed his wife, his son, and then
himself over mounting financial problems.


 


Relationship stress


 


"The great majority of
mankind," wrote Thoreau, "live lives of quiet desperation." He
could just as well have been thinking of modern relationships — including
marriage and parenting. There are, of course, the stresses of divorce,
unfaithfulness, illness of a loved one, among many others. But eddying around
these major emotional whirlpools are hundreds of lesser, petty, but potent
stressors that add to our total sum of misery.


 


These are the
"desperation" stressors of which Thoreau writes. We feel desperate
about them because we see no apparent solution: the girl with a jealous
boyfriend, the man mired in a loveless marriage for the sake of his children,
the wife struggling to please a demanding and deeply unhappy husband, the
teenager trying to grow up in a home bristling with tension, sarcasm, and
hatred among its members.


 


Sadly, Thoreau points out, our
desperation is "quiet." We allow stresses to build to the breaking
point —our breaking point, as it often turns out, is in the form of an
emotional meltdown. We don't get out of abusive relationships for fear that we
will be alone. We don't devote energy to difficult, sustained parenting
responsibilities because we just don't believe the kid is worth our effort
anymore. We don't tell an interfering relative or in-law to back off because
feelings might be hurt.


 


In short, we endure stress in the
mistaken belief that it will go away by itself. It seldom does. Instead, it
preys upon our vulnerabilities and, too often, leaves us anxious, panic
stricken, and depressed.


 


Gender-based stress


 


Genetic, biologic, and social
differences between men and women predispose women to certain kinds of stresses
and increases their vulnerability to anxiety and depression. Unipolar depression
occurs about twice as often in women as in men and seems to cluster in the
years from puberty through childbearing.


 


Some may ask, "Isn' t this
difference just a reflection of the fact that women feel more comfortable
discussing emotional distress with their doctors than do men? And don't male
doctors tend to label women with depression more readily than they do with
their male patients?"


 


Gender influences how men and
women respond to depression. When depression strikes, women are more likely to
have atypical depressive symptoms. While men are likely to lose appetite and
weight as depression deepens, women are more likely to have increased appetite
and gain weight. Women are also more likely to develop or have secondary
psychiatric problems, such as anxiety disorders, eating disorders, and
borderline personality disorders. Women are also more likely to see their
doctor with other medical illnesses or problems, including migraines, chronic
pelvic pain, chronic fatigue syndrome, endometriosis, fibromyalgia, and thyroid
disorders. In Dr. Kornstein's view, "women appear to be more sensitive
than men to developing a depressive episode following a stressful life event,
and they are more likely to have a seasonal pattern to their depression."
The premenstrual, postpartum, and perimenopausal times of the reproductive
cycle are times when women are vulnerable to developing depression.
(Premenstrual refers to a few days to a week before the onset of the menstrual
period. Postpartum refers to days to weeks — up to three months —
following the birth of a baby. Periomenopausal refers to months to years before
complete cessation of menstrual periods.)


 


Because of highly positive
cultural attitudes surrounding the topic of pregnancy, women's depression
during that time is often overlooked. Jerrold Rosenbaum, M.D., writes in the
Journal of Clinical Psychiatry (June, 1999), "Clinicians have tended to
underestimate the potential impact of depression itself on health care during
pregnancy, in terms of postpartum depression and maternal/ infant bonding. It's
hard to quantify that impact, but it is negative." 


 


The stresses associated with
abortions, miscarriages, or infertility also puts a woman at risk for
depression. Finally, a woman's stresses also include powerful psychosocial
factors — sexual abuse in relationships; role strain as wife, mother,
employee, daughter, lover, etc.; and harassment in the workplace. In many
marriages, the woman also takes on primary responsibility (and subsequent
stress) as bookkeeper, chauffeur, soccer mom, den mother, main correspondent
with friends and relatives, planner of family social events and vacations, and
on and on. 


 


Another uncharted form of
harassment in the workplace are threatening or nagging calls several times a
day from a controlling and insecure husband or boyfriend. This person doesn't
care if his partner gets fired — her career poses a threat to him from
the beginning. Nor does the woman have easy options to handle this kind of harassment.
In one study, one-third of the women who reported the calls and sought help
from their employers ended up losing their jobs. Only 12 percent of CEOs
surveyed thought that employers should be dealing with such
"domestic" issues.


 


Trauma


 


The severity of the stress
depends on the nature of the trauma, the victim's physical proximity to it, and
the victim's subjective degree of response to the incident. A personal assault
that threatens life and temporarily renders the victim helpless (such as rape, torture,
or kidnapping) may be expected to cause deeper emotional scars than attacks
that are witnessed and don't threaten the observer's life.


 


Age of occurrence is an important
factor in determining long-term dysfunction and damage. A child who is sexually
molested by a trusted adult will likely carry lifetime emotional difficulties
and problems with trust, sex, intimate relationships, and self-esteem. Early
traumatic experience can block the normal development of coping skills, as well
as the social and emotional growth necessary for eventual confidence as an
adolescent and adult.


 


The sensitivity and temperament
of the individual also plays a role in how stress is processed and perceived.
Some of us habitually blame ourselves when something bad happens, while others
are able to keep their sense of self-worth intact and realize that miserable
things sometimes happen to good people for no apparent reason.


 


Internal stress


 


We are all subject to stress from
sources "inside our skin." These internal vulnerabilities may come
from genetic or temperament predispositions, from problems we create for
ourselves by unproductive ways of thinking and feeling, and from physical
disease.


 


Personality disorders and the development of depression and anxiety


 


Some people seem to sabotage any
chance of a happy life because their own personality just won't allow it. For
thousands of years, humans have tried to find explanations for why people have
such different personalities regardless of sex, race, or age. Astrologers have
turned to the stars and have explained personality differences on the alignment
of stars and planets during the period of a person's intrauterine development
and birth ("It's because you're a Virgo"). As we have seen, genetic
traits, temperament differences, parenting, social relations, and traumatic
experiences can all play a role in shaping personality.


 


People with personality disorders
sometimes make colorful characters, but you probably would not want to live
with them. Some are labeled as "neurotic"—the paranoid,
histrionic, or avoidant types who are often so worried and obsessed by what
might go wrong that they can't enjoy what is going right. They may have the
alarmist personality portrayed by Woody Allen in his comedy roles. The alarmist
sees the world as fraught with overwhelming problems and lurking dangers.
Instead of experiencing life with joy, the alarmist is trapped in a world of
"what if's" and "if only's."


 


Because they make others around
them uncomfortable, those with personality disorders often find themselves
avoided and isolated. Their relationships crack under the negative influence of
self-imposed stress. Their children look for the first chance to get out on
their own, and friends and neighbors compete to find unique excuses for avoiding
contact. Most people find that life is challenging enough without spending time
with those who manufacture stress and feel the need to share it unceasingly.


 


The person with a personality
disorder is particularly vulnerable to anxiety and depression (and can make
those whose lives they touch vulnerable as well). Perhaps you'll recognize some
of the symptoms of the personality disorders below:


 


Paranoid personality: defensive,
oversensitive, secretive, suspicious, hyperalert, and limited emotional
response.


 


Schizoid personality: shy,
introverted, withdrawn, and avoids close relationships.


 


Compulsive personality:
perfectionist, egocentric, indecisive, rigid thought patterns, and a need for
control.


 


Histrionic (hysterical) personality:
dependent, immature, seductive, egocentric, vain, and emotionally up and down.


 


Schizotypical personality:
superstitious, socially isolated, suspicious, limited interpersonal abilities,
and odd patterns of speech.


 


Narcissistic personality: exhibitionist,
grandiose, preoccupied with power, lacking interest in others, and excessive
demands for attention.


 


Avoidant personality: fearful of
rejection, hyperreactive to failure, and poor self-esteem.


 


Dependent personality: passive,
overaccepting, unable to make decisions, lacking in confidence, and poor
self-esteem.


 


Passive-aggressive personality:
stubborn, procrastinating, argumentative, sulking, helpless, clinging, and
negative toward authority figures.


 


Antisocial personality: selfish,
callous, promiscuous, impulsive, unable to learn from experience, and often
enmeshed in legal problems.


 


Borderline personality:
impulsive, full of anger, fear and guilt; lacking in self-control and
self-fulfillment; involved in unstable, intense interpersonal relationships;
more likely to attempt suicide; aggressive in behavior with feelings of
emptiness and occasional experiences of psychotic breaks with reality; high
drug abuse rate; often co-diagnosed with mood disorders and posttraumatic
stress disorder.


 


Certainly there is hope for
patients with personality disorders. But these people must first recognize the
existence of a problem and be willing to seek help. Several meetings with a
psychiatrist or psychologist may be necessary to establish the diagnosis. Through
behavioral therapy, the patient can often unlearn destructive patterns of
interaction and achieve much more successful levels of social functioning.


 


Race and sexual orientation


 


Underrepresented minorities and
the poor are under additional stresses that lead to an increase in medical and
emotional illness. African-Americans, for example, have higher rates of
hypertension, heart disease, obesity, and stroke than do Caucasians. The
stresses that contribute to these conditions are external in part, stemming
from the prejudice of others, as well as historical injustice. But the stresses
are also internal as these men and women are struggling with issues of
self-esteem, providing themselves as role models for their children, and
professional skills in an increasing competitive economy.


 


In addition, a person's
underlying sexual orientation may cause stress, especially if the person fails
to accept who he or she is, or is rejected by family and friends. Approximately
10 percent of all men are born gay, with a slightly lower percentage for women.
These people didn't choose to be gay, nor were they "made gay" by
parenting or childhood experience. Homosexuality is part of the normal and
natural spectrum of human sexuality. It is not a disorder or illness.


 


In 1952, the American Psychiatric
Association's Diagnostic and Statistical Manual I (DSM-I) listed homosexuality
as a "sexual deviation," but explained that homosexuals "are ill
primarily in terms of society and of conformity with the prevailing cultural milieu,
and not only in terms of personal discomfort and relations with other
individuals." By 1968, the Manual listed homosexuality as a personality
disorder. In 1980, the Manual removed homosexuality from the list of abnormal
deviations and personality disorders, but left the category of
"ego-dystonic homosexuality" as a classified disorder reserved for
those in whom homosexuality "is unwanted and a persistent source of
distress [and]...for whom changing sexual orientations is a persisting
concern." In plain language, homosexuality is not a psychological or
emotional problem unless the person refuses to accept who he or she is.


 


Medical problems


 


Medical illness can directly or
indirectly increase vulnerability to panic disorder. The order of distress is
often a matter of question: Did the depression lead to physical illness, or did
physical illness lead to depression? As we have seen, the symptoms of panic
disorder are often identical to those of physical illness. People with
headaches, numbness, memory impairment, and dizziness may conclude (with the
"help" of the Internet) that they have a brain tumor. People with
chest pain, racing heart, shortness of breath, and sweating may be convinced
they're having a heart attack. They do not associate these bodily symptoms with
emotional illness.


 


When a patient is faced with a
life-threatening tumor or is struck by a near-fatal heart attack, he or she may
feel an extraordinary degree of internal stress, leading quickly to emotional
instability. A variety of physical ills can trigger anxiety disorders and panic
attacks. When a patient seems to have an anxiety or depression disorder, the
physician will first rule out medical conditions that may be the cause or a
contributing cause. There is no doubt: Those with depression are more likely to
become physically ill, and those with physical illness are more likely to
become depressed.


 


Medications and other substances


 


Several medications are
implicated in causing depression and anxiety disorders. Corticosteroids such as
prednisone (commonly prescribed for asthma, arthritis, eczema, emphysema, and
autoimmune diseases) often affect a person's mood because of hyperstimulation
of the system, and, in a delayed way, because of suppression of the body's
natural production of adrenaline.


 


Prescription medications


 


Blood pressure medications,
including beta blockers, methyldopa, guanethidine, and clonidine can cause
depressive syndromes. Heart drugs, such as digitalis, can also cause
depression. Patients with Parkinson's disease sometimes experience depression
as a side-effect of medications used to treat the illness, such as Levodopa.
All stimulants, including amphetamines, diet pills, decongestants, nicotine,
and caffeine can cause anxiety during use and depression when these drugs are
withdrawn. Alcohol, sedatives like Valium, opiates like morphine and Vicodin,
and most psychedelic drugs are depressants (although, paradoxically, these are
used in self-treatment to combat depression).


 


Caffeine


 


Caffeine intoxication can occur
following the ingestion of as little as 100 mg of caffeine per day. To give you
a clue on how much caffeine you ingest per day, here is a list of many commonly
taken caffeinated products:


 


Six ounces of brewed coffee has
100 mg of caffeine. 


Six ounces of tea contains 40 mg
of caffeine.


12 ounces of soda contains 45 mg
of caffeine.


Over-the-counter analgesics and
cold remedies may contain 25 to 50 mg of caffeine per tablet.


Stimulants contain 100 to 200 mg
of caffeine per tablet.


Weight loss aides contain 75 to 200
mg of caffeine per tablet.


 


Symptoms of caffeine intoxication
include restlessness, nervousness, excitement, insomnia, flushed face,
sweating, and gastrointestinal complaints. Doses higher than 250 mg (three or
more cups of brewed coffee) can cause more severe symptoms, including muscle
twitching, rambling flow of thought and speech, heart palpitations, agitation,
and periods of seeming inexhaustibility that later lead to fatigue and
depression as the caffeine wears off.


 


Nicotine


 


Nicotine is addictive, despite
multimillion-dollar advertising by the tobacco industry to the contrary.
Although more than 80 percent of those who smoke express a desire to quit, only
35 percent try to stop each year, and only 5 percent are successful if not
treated medically. Many smokers give up social, recreational, and occupational
events (as well as air travel) because of restrictions on smoking. Countless
others continue to smoke even after being diagnosed with a serious medical
condition due to tobacco use (including cancer, emphysema, heart disease,
chronic bronchitis, and circulatory failure).


 


It is clear that emotional
disorders predispose one to smoke, probably as a conscious or subconscious form
of self-medication. Trying to stop only makes depression and anxiety worse,
which is why so many fail in their attempts to quit. The common symptoms of
nicotine withdrawal include depressed mood, insomnia, irritability,
frustration, anger, anxiety, difficulty concentrating, restlessness, slowed
heart rate, increased appetite, and weight gain. It's not surprising that the
new drug for smoking cessation called Zyban is in fact an old antidepressant
called Wellbutrin. The drug underscores the importance of treating the
underlying reason why many smokers began the habit in the first place:
depression and anxiety.


 


Cannabis


 


Drugs made from the cannabis
plant, such as marijuana and hashish, can be smoked, taken orally, or mixed
with tea and food. The psychoactive effects are caused by a chemical known as
THC. This drug has been used to treat a variety of general medical conditions,
including the nausea and vomiting caused by chemotherapy, loss of appetite and
weight loss in AIDS patients, and the pain of terminal disease. Those who use
cannabis regularly do not develop physiological dependence. However, problems
can arise if the individual spends so much time acquiring and using the
substance that it interferes with family, school, work, or recreational
activities.


 


Intoxication begins with a
"high" feeling, followed by euphoria with inappropriate laughter
along with feelings of grandiosity, sedation, lethargy, impairment of
short-term memory, difficulty carrying out complex mental processes, impaired
judgment, distorted sensory perceptions, impaired muscular coordination, and
the sensation that time is passing slowly. Mild forms of depression, anxiety,
or irritability are seen in about one-third of individuals who use cannabis.


 


Alcohol


 


About 10 percent of adults in the
United States are problem drinkers, with implications for lost time at work,
disruptions of life activities, increased use of health care, along with
medical and psychiatric disorders. Physical symptoms of alcohol abuse include
heartburn, stomach pain, easy bruising, fluid retention, headache, diarrhea,
insomnia, and fatigue. Many who drink heavily do so to help themselves fall
asleep. They don't realize, however, that alcohol also causes early morning
awakening and actually decreases the overall sleep time.


 


The most commonly used screening tool for alcohol abuse is the CAGE
questionnaire, composed of four questions:


 


Have you every felt that you
should Cut down on drinking?


Have people Annoyed you by
criticizing your drinking?


Have you ever felt Guilty about
your drinking?


Have you ever taken a drink in
the morning (Eyeopener) to steady your nerves or get rid of a hangover?


 


If a person answers yes to two or
more of these questions, there is a high likelihood of alcohol abuse.


 


Designer drugs


 


Also deserving of brief mention
are the "rave drugs" popular with all-night clubs, also known as
"underground clubs." A popular example of a designer drug is known
simply as "G." So far, this combination of "natural" amino
acids has caused 32 deaths and 600 emergency room visits in the United States
in the first half of 2008.


 


Natural, of course, does not mean
healthy or harmless. Flooding your brain with a natural chemical can be as
dangerous as overloading it with an unnatural chemical. The drug "G"
can cause seizures if overused, which can lead to choking and death.


 


Another readily available
"rave drug" is "Special K," known to veterinarians as
ketamine and used to sedate farm animals. In humans, it causes a feeling of
dissociation from reality, which, like schizophrenia, makes it difficult to differentiate
reality from delusion. A hallucinogen, ketamine causes near paralysis when
taken in large doses. This is known as the "K-hole," where for
several hours, the person cannot move and lies motionless on the floor.
Visitors to the "K-hole" have been known to stop breathing when the
drug paralyzes their diaphragm muscle. They may even suffocate and die.


 


"Ecstasy" is yet
another popular designer drug. Ecstasy is a combination of speed and mescaline
and the use of this drug runs the risk of overheating the brain, causing
permanent brain damage. The brain on Ecstasy commonly reaches temperatures
exceeding 104 degrees. These high temperatures are maintained for extended
periods of time.


 


Rave drugs can cause permanent
nervous system damage, making users vulnerable to psychological problems
throughout their lives. Parents, schools, and health professionals must all do
their part in steering teenagers and others away from these substances.


 


Summing up for now


 


A host of external and internal
factors can push us toward depression, especially if an underlying
vulnerability for depression exists in the first place. Learning what these
factors are is the work of the doctor treating the depression—but it
isn't his or her work alone. You, the patient, must do some sustained soul searching
and life searching to discover, as best as you can, why depression is pulling
you down and holding you back.
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