
epression is a seriousDmedical conditionthat affects the body,mood, and thoughts.It affects the way oneeats and sleeps. Itaffects how one thinks about things, and one'sself-perception. A depressive disorder is not thesame as a passing blue mood. It is not a sign ofpersonal weakness or a condition one can willor wish away. People with a depressive illnesscannot merely “pull themselves together” andget better. Without treatment, symptoms canlast for weeks, months, or years. However,appropriate treatment, often involvingmedication and/or short-term psychotherapy,can help most people who suffer fromdepression.
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“I can remember it started with a loss of interest in basicallyeverything that I like doing. I just didn’t feel like doinganything. I just felt like giving up. Sometimes I didn’t evenwant to get out of bed.”SRene Ruballo, Police Officer
       Depression can strike anyone regardless of age, ethnicbackground, socioeconomic status, or gender; however, large-scaleresearch studies have found that depression is about twice ascommon in women as in men.  In the United States, researchers1,2estimate that in any given one-year period, depressive illnessesaffect 12 percent of women (more than 12 million women) andnearly 7 percent of men (more than six million men).  But important3questions remain to be answered about the causes underlying thisgender difference. We still do not know if depression is truly lesscommon among men, or if men are just less likely than women torecognize, acknowledge, and seek help for depression.       In focus groups conducted by the National Institute of MentalHealth (NIMH) to assess depression awareness, men described theirown symptoms of depression without realizing that they weredepressed. Notably, many were unaware that “physical” symptoms,such as headaches, digestive disorders, and chronic pain, can beassociated with depression. In addition, men were concerned thatseeing a mental health professional or going to a mental healthclinic would have a negative impact at work if their employer orcolleagues found out. They feared that being labeled with adiagnosis of mental illness would cost them the respect of theirfamily and friends, or their standing in the community.       Over the past 20 years, biomedical research, including geneticsand neuroimaging, has helped to shed light on depression and othermental disordersSincreasing our understanding of the brain, how itsbiochemistry can go awry, and how to alleviate the suffering caused
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by mental illness. Brain imaging technologies are now allowingscientists to see how effective treatment with medication orpsychotherapy is reflected in changes in brain activity.  As research4continues to reveal that depressive disorders are real and treatable,and no greater a sign of weakness than cancer or any other seriousillness, more and more men with depression may feel empowered toseek treatment and find improved quality of life.Types of Depression
Just like other illnesses, such as heart disease, depression comes indifferent forms. This booklet briefly describes three of the mostcommon types of depressive disorders. However, within these types,there are variations in the number of symptoms, their severity, andpersistence.       Major depression (or major depressive disorder) is manifestedby a combination of symptoms (see symptoms list below) thatinterferes with the ability to work, study, sleep, eat, and enjoy oncepleasurable activities. A major depressive episode may occur onlyonce; but more commonly, several episodes may occur in a lifetime.Chronic major depression may require a person to continuetreatment indefinitely.A less severe type of depression, dysthymia (or dysthymicdisorder), involves long-lasting, chronic symptoms that do notseriously disable, but keep one from functioning well or feelinggood. Many people with dysthymia also experience major depressiveepisodes at some time in their lives.       Another type of depressive illness is bipolar disorder (ormanic-depressive illness). Bipolar disorder is characterized by cyclingmood changes: severe highs (mania) and lows (depression), oftenwith periods of normal mood in between. Sometimes the moodswitches are dramatic and rapid, but usually they are gradual. When
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in the depressed cycle, an individual can have any or all of thesymptoms of depression. When in the manic cycle, the individualmay be overactive, over-talkative, and have a great deal of energy.Mania often affects thinking, judgment, and social behavior in waysthat cause serious problems and embarrassment. For example, theindividual in a manic phase may feel elated, full of grand schemesthat might range from unwise business decisions to romantic spreesand unsafe sex. Mania, left untreated, may worsen to a psychoticstate.Symptoms of Depression and Mania
Not everyone who is depressed or manic experiences everysymptom. Some people experience only a few; some people suffermany. The severity of symptoms varies among individuals and alsoover time.
DepressionP Persistent sad, anxious, or “empty” mood.P Feelings of hopelessness or pessimism.P Feelings of guilt, worthlessness, or helplessness.P Loss of interest or pleasure in hobbies and activities that wereonce enjoyable, including sex.P Decreased energy, fatigue; feeling “slowed down.”P Difficulty concentrating, remembering, or making decisions.P Trouble sleeping, early-morning awakening, or oversleeping.P Changes in appetite and/or weight.P Thoughts of death or suicide, or suicide attempts.P Restlessness or irritability.P Persistent physical symptoms, such as headaches, digestivedisorders, and chronic pain that do not respond to routinetreatment.
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“You don’t have any interest in thinking about the future,because you don’t feel that there is going to be any future.”SShawn Colten, National Diving Champion
“I wouldn’t feel rested at all. I’d always feel tired. I could getfrom an hour’s sleep to eight hours sleep, and I would alwaysfeel tired.”SRene Ruballo, Police Officer
ManiaP Abnormal or excessive elation.P Unusual irritability.P Decreased need for sleep.P Grandiose notions.P Increased talking.P Racing thoughts.P Increased sexual desire.P Markedly increased energy.P Poor judgment.P Inappropriate social behavior.Co-Occurrence of Depression withOther IllnessesDepression can coexist with other illnesses. In such cases, it isimportant that the depression and each co-occurring illness beappropriately diagnosed and treated.Research has shown that anxiety disordersSwhich includepost-traumatic stress disorder (PTSD), obsessive-compulsivedisorder, panic disorder, social phobia, and generalized anxietydisorderScommonly accompany depression.  Depression is5,6
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especially prevalent among people with PTSD, a debilitatingcondition that can develop after exposure to a terrifying event orordeal in which grave physical harm occurred or was threatened.Traumatic events that can trigger PTSD include violent personalassaults such as rape or mugging, natural disasters, accidents,terrorism, and military combat. PTSD symptoms include:re-experiencing the traumatic event in the form of flashbackepisodes, memories, or nightmares; emotional numbness; sleepdisturbances; irritability; outbursts of anger; intense guilt; andavoidance of any reminders or thoughts of the ordeal. In oneNIMH-supported study, more than 40 percent of people with PTSDalso had depression when evaluated at one month and four monthsfollowing the traumatic event.7Substance use disorders (abuse or dependence) alsofrequently co-occur with depressive disorders.  Research has5,6revealed that people with alcoholism are almost twice as likely asthose without alcoholism to also suffer from major depression.  In6addition, more than half of people with bipolar disorder type I (withsevere mania) have a co-occurring substance use disorder.8Depression has been found to occur at a higher rate amongpeople who have other serious illnesses such as heart disease,stroke, cancer, HIV, diabetes, and Parkinson’s.  Symptoms of6,9depression are sometimes mistaken for inevitable accompanimentsto these other illnesses. However, research has shown that theco-occurring depression can and should be treated, and that in manycases treating the depression can also improve the outcome of theother illness.Causes of Depression
Substantial evidence from neuroscience, genetics, and clinicalinvestigation shows that depressive illnesses are disorders of the
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brain. However, the precise causes of these illnesses continue to be amatter of intense research.Modern brain-imaging technologies reveal that, in depression,neural circuits responsible for the regulation of moods, thinking,sleep, appetite, and behavior fail to function properly, and criticalneurotransmittersSchemicals that brain cells use to communicateSare out of balance. Studies of brain chemistry, including the effectsof antidepressant medications, continue to inform ourunderstanding of the biochemical processes involved in depression.In some families, depressive disorders seem to occurgeneration after generation; however, they can also occur in peoplewith no family history of these illnesses.  Genetics research10indicates that risk for depression results from the influence ofmultiple genes acting together with environmental or othernongenetic factors.Very often, a combination of genetic, cognitive, andenvironmental factors is involved in the onset of a depressivedisorder.  Trauma, loss of a loved one, a difficult relationship, a11financial problem, or any stressful change in life patterns, whetherthe change is unwelcome or desired, can trigger a depressive episodein vulnerable individuals. Later episodes of depression may occurwithout an obvious cause.Men and Depression
Researchers estimate that at least six million men in the UnitedStates suffer from a depressive disorder every year.  Research and3clinical evidence reveal that while both women and men can developthe standard symptoms of depression, they often experiencedepression differently and may have different ways of coping withthe symptoms. Men may be more willing to acknowledge fatigue,irritability, loss of interest in work or hobbies, and sleep
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disturbances rather than feelings of sadness, worthlessness, andexcessive guilt.  Some researchers question whether the standard12,13definition of depression and the diagnostic tests based upon itadequately capture the condition as it occurs in men.13

“I’d drink and I’d just get numb. I’d get numb to try to numbmy head. I mean, we’re talking many, many beers to get tothat state where you could shut your head off, but then youwake up the next day and it’s still there. Because you have todeal with it, it doesn’t just go away. It isn’t a two-hour movieand then at the end it goes ‘The End’ and you press off. I meanit’s a twenty-four hour a day movie and you’re thinking thereis no end. It’s horrible.”SPatrick McCathern, First Sergeant, U.S. Air Force, Retired
       Men are more likely than women to report alcohol and drugabuse or dependence in their lifetime;  however, there is debate14among researchers as to whether substance use is a “symptom” ofunderlying depression in men or a co-occurring condition that morecommonly develops in men. Nevertheless, substance use can maskdepression, making it harder to recognize depression as a separateillness that needs treatment.Instead of acknowledging their feelings, asking for help, orseeking appropriate treatment, men may turn to alcohol or drugswhen they are depressed, or become frustrated, discouraged, angry,irritable, and, sometimes, violently abusive. Some men deal withdepression by throwing themselves compulsively into their work,attempting to hide their depression from themselves, family, andfriends. Other men may respond to depression by engaging inreckless behavior, taking risks, and putting themselves in harm’sway.
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“When I was feeling depressed I was very reckless with mylife. I didn’t care about how I drove. I didn’t care aboutwalking across the street carefully. I didn’t care aboutdangerous parts of the city. I wouldn’t be affected by anykinds of warnings on travel or places to go. I didn’t care. Ididn’t care whether I lived or died and so I was going to dowhatever I wanted whenever I wanted. And when you takethose kinds of chances, you have a greater likelihood ofdying.”SBill Maruyama, Lawyer
       More than four times as many men as women die by suicidein the United States, even though women make more suicideattempts during their lives.  In addition to the fact that men15,16attempt suicide using methods that are generally more lethal thanthose used by women, there may be other factors that protectwomen against suicide death. In light of research indicating thatsuicide is often associated with depression,  the alarming suicide17rate among men may reflect the fact that men are less likely to seektreatment for depression. Many men with depression do not obtainadequate diagnosis and treatment that may be life saving.More research is needed to understand all aspects ofdepression in men, including how men respond to stress andfeelings associated with depression, how to make men morecomfortable acknowledging these feelings and getting the help theyneed, and how to train physicians to better recognize and treatdepression in men. Family members, friends, and employeeassistance professionals in the workplace also can play importantroles in recognizing depressive symptoms in men and helping themget treatment.
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Depression in Older Men
Men must cope with several kinds of stress as they age. If they havebeen the primary wage earners for their families and have identifiedheavily with their jobs, they may feel stress upon retirementSloss ofan important role, loss of self-esteemSthat can lead to depression.Similarly, the loss of friends and family and the onset of otherhealth problems can trigger depression. Depression is not a normal part of aging.  Depression is an18illness that can be effectively treated, thereby decreasingunnecessary suffering, improving the chances for recovery fromother illnesses, and prolonging productive life. However, health careprofessionals may miss depressive symptoms in older patients.Older adults may be reluctant to discuss feelings of sadness or grief,or loss of interest in pleasurable activities.  They may complain19primarily of physical symptoms. It may be difficult to discern aco-occurring depressive disorder in patients who present with otherillnesses, such as heart disease, stroke, or cancer, which may causedepressive symptoms or may be treated with medications that haveside effects that cause depression. If a depressive illness isdiagnosed, treatment with appropriate medication and/or briefpsychotherapy can help older adults manage both diseases, thusenhancing survival and quality of life.
“As you get sick, as you become drawn in more and more bydepression, you lose that perspective. Events become moreirritating, you get more frustrated about getting things done.You feel angrier, you feel sadder. Everything’s magnified in anabnormal way.”SPaul Gottlieb, Publisher
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Identifying and treating depression in older adults is critical. There is a common misperception that suicide rates are highestamong the young, but it is older white males who suffer the highestrate. Over 70 percent of older suicide victims visit their primary carephysician within the month of their death; many have a depressiveillness that goes undetected during these visits.  This fact has led to20research efforts to determine how to best improve physicians’abilities to detect and treat depression in older adults.  21Approximately 80 percent of older adults with depressionimprove when they receive treatment with antidepressantmedication, psychotherapy, or a combination of both.  In addition,22research has shown that a combination of psychotherapy andantidepressant medication is highly effective for reducingrecurrences of depression among older adults.  Psychotherapy alone23has been shown to prolong periods of good health free fromdepression, and is particularly useful for older patients who cannotor will not take medication.  Improved recognition and treatment of18depression in later life will make those years more enjoyable andfulfilling for the depressed elderly person, and his family andcaregivers.Depression in Boys andAdolescent MalesOnly in the past two decades has depression in children been takenvery seriously. Research has revealed that depression is occurringearlier in life today than in past decades.  In addition, research has24shown that early-onset depression often persists, recurs, andcontinues into adulthood, and that depression in youth may alsopredict more severe illness in adult life.  An NIMH-sponsored study25of 9- to 17-year-olds estimates that the prevalence of any depressivedisorder is more than 6 percent in a six-month period, with 4.9
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percent having major depression.  Before puberty, boys and girls26are equally likely to develop depressive disorders. After age 14,however, females are twice as likely as males to have majordepression or dysthymia.  The risk of developing bipolar disorder27remains approximately equal for males and females throughoutadolescence and adulthood.The depressed younger child may say he is sick, refuse to goto school, cling to a parent, or worry that the parent may die. Thedepressed older child may sulk, get into trouble at school, benegative and grouchy, and feel misunderstood. Signs of depressivedisorders in young people are often viewed as normal mood swingstypical of a particular developmental stage. In addition, health careprofessionals may be reluctant to prematurely “label” a youngperson with a mental illness diagnosis. However, early diagnosisand treatment of depressive disorders are critical to healthyemotional, social, and behavioral development. Depression in youngpeople frequently co-occurs with other mental disorders, mostcommonly anxiety, disruptive behavior, or substance abusedisorders, as well as with other serious illnesses such asdiabetes.28,29       Among both children and adolescents, depressive disordersconfer an increased risk for illness and interpersonal andpsychosocial difficulties that persist long after the depressiveepisode is resolved; in adolescents, there is also an increased risk forsubstance abuse and suicidal behavior.  Unfortunately, these25,30,31disorders often go unrecognized by families and physicians alike.Although the scientific literature on treatment of children andadolescents with depression is far less extensive than that foradults, a number of recent studies have confirmed the short-termefficacy and safety of treatments for depression in youth. AnNIMH-funded clinical trial of 439 adolescents with major depressionfound that a combination of medication and psychotherapy is the 
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most effective treatment.  Additional research is needed on how32best to incorporate these treatments into primary care practice.Bipolar disorder, although rare in young children, can appearin both children and adolescents.  The unusual shifts in mood,33energy, and functioning that are characteristic of bipolar disordermay begin with manic, depressive, or mixed manic and depressivesymptoms. It is more likely to affect the children of parents whohave the illness. Twenty to 40 percent of adolescents with majordepression go on to reveal bipolar disorder within five years afterthe onset of depression.Depression in children and adolescents is associated with anincreased risk of suicidal behaviors.  This risk may rise,25,34particularly among adolescent males, if the depression isaccompanied by conduct disorder and alcohol or other substanceabuse.  In 2002, suicide was the third leading cause of death35among young males, age 15 to 24.  NIMH-supported researchers36found that among adolescents who develop major depressivedisorder, as many as 7 percent may die by suicide in the youngadult years.  Therefore, it is important for doctors and parents to25take seriously any remarks about suicide. NIMH researchers are developing and testing variousinterventions to prevent suicide in children and adolescents. Earlydiagnosis and treatment, accurate evaluation of suicidal thinking,and limitations on young people’s access to lethal agentsSincludingfirearms and medicationsSmay hold the greatest suicide preventionvalue.Suicide“You are pushed to the point of considering suicide, becauseliving becomes very painful. You are looking for a way out.You’re looking for a way to eliminate this terrible psychic pain.
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And I remember, I never really tried to commit suicide, but Icame awful close, because I used to play matador with buses.You know, I would walk out into the traffic of New York City,with no reference to traffic lights, red or green, almost hopingthat I would get knocked down.”SPaul Gottlieb, Publisher
       Sometimes depression can cause people to feel like puttingthemselves in harm’s way, or killing themselves. Although themajority of people with depression do not die by suicide, havingdepression does increase suicide risk compared to people withoutdepression.

If you are thinking about suicide, get help immediately:P Call your doctor’s office.P Call 911 for emergency services.P Go to the emergency room of the nearest hospital.P Ask a family member or friend to take you to the hospital or callyour doctor.P Call the toll-free, 24-hour hotline of the National SuicidePrevention Lifeline at 1-800-273-TALK (1-800-273-8255) to beconnected to a trained counselor at the suicide crisis centernearest you.Diagnostic Evaluation and Treatment“Your tendency is just to wait it out, you know, let it getbetter. You don’t want to go to the doctor. You don’t want toadmit to how bad you’re really feeling.”SPaul Gottlieb, Publisher
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The first step to getting appropriate treatment for depression is aphysical examination by a physician. Certain medications as well assome medical conditions such as a viral infection, thyroid disorder,or low testosterone level can cause the same symptoms asdepression, and the physician should rule out these possibilitiesthrough examination, interview, and lab tests. If no such cause ofthe depressive symptoms is found, the physician should do apsychological evaluation or refer the patient to a mental healthprofessional.A good diagnostic evaluation will include a complete historyof symptoms: i.e., when they started, how long they have lasted,their severity, and whether the patient had them before and, if so, ifthe symptoms were treated and what treatment was given. Thedoctor should ask about alcohol and drug use, and if the patient hasthoughts about death or suicide. Further, a history should includequestions about whether other family members have had adepressive illness and, if treated, what treatments they may havereceived and if they were effective. Last, a diagnostic evaluationshould include a mental status examination to determine if speech,thought patterns, or memory has been affected, as sometimeshappens with depressive disorders.Treatment choice will depend on the patient’s diagnosis,severity of symptoms, and preference. There are a variety oftreatments, including medications and short-term psychotherapies(i.e., “talk” therapies), that have proven effective for depressivedisorders. In general, severe depressive illnesses, particularly thosethat are recurrent, will require a combination of treatments for thebest outcome.
MedicationsThere are several types of medications used to treat depression.These include newer antidepressant medications–chiefly the
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selective serotonin reuptake inhibitors (SSRIs)–and older ones, thetricyclics and the monoamine oxidase inhibitors (MAOIs). The SSRIs(and other newer medications that affect neurotransmitters such asdopamine or norepinephrine) generally have fewer side effects thantricyclics. Sometimes the doctor will try a variety of antidepressantsbefore finding the most effective medication or combination ofmedications for the patient. Sometimes the dosage must beincreased to be effective. Although some improvements may be seenin the first couple of weeks, antidepressant medications must betaken regularly for three to four weeks (in some cases, as many aseight weeks) before the full therapeutic effect occurs.Patients often are tempted to stop medication too soon. Theymay feel better and think they no longer need the medication, orthey may think it isn’t helping at all. It is important to keep takingmedication until it has a chance to work, though side effects (seesection on Side Effects, pages 19-20) may appear beforeantidepressant activity does. Once the person is feeling better, it isimportant to continue the medication for at least four to ninemonths to prevent a relapse into depression. Some medicationsmust be stopped gradually to give the body time to adjust, andmany can produce withdrawal symptoms if discontinued abruptly.Therefore, you should never discontinue your medicationwithout first talking to your doctor. For individuals with bipolardisorder and those with chronic or recurrent major depression,medication may have to be maintained indefinitely.Recently, concerns have been raised that the use ofantidepressant medications themselves may induce suicidalbehavior in youths. In fact, following a thorough and comprehensivereview of all the available published and unpublished controlledclinical trials of antidepressants in children and adolescents, theFDA has adopted a “black box” label on SSRI medications to warnthe public about an increased risk of suicidal thoughts (suicidalideation) or behavior (“suicidality”) in children and adolescents
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treated with these medications. However, studies show that thereare substantial benefits from medication treatment for adolescentswith moderate and severe depression, including many with suicidalideation. Parents and children should work with their health careprovider to determine the best and most appropriate treatment. For more information, visit the NIMH website athttp://www.nimh.nih.gov/healthinformation/antidepressant_child.cfm. Medications for depressive disorders are not habit-forming.Nevertheless, as is the case with any type of medication prescribedfor more than a few days, doctors must carefully monitor thesetreatments to determine if the patient is getting the most effectivedosage. The doctor should check regularly the dosage of eachmedicine and its effectiveness.For the small number of people for whom MAO inhibitors arethe best treatment, it is necessary to avoid certain foods that containhigh levels of tyramine, including many cheeses, wines, and pickles,as well as medications such as decongestants. The interaction oftyramine with MAOIs can bring on a hypertensive crisis (a sharpincrease in blood pressure) that can lead to a stroke. The doctorshould furnish a complete list of prohibited foods, and the patientshould carry it at all times. Other forms of antidepressants requireno food restrictions. Efforts are underway to develop a “skin patch”system for one of the newer MAOIs, selegiline. If successful, thismay be a more convenient and safer medication option than theolder MAOI tablets.Medications of any kindS prescribed, over-the-counter,or borrowedS should never be mixed without consulting adoctor. Health professionals who may prescribe a medication, suchas a dentist or other medical specialist, should be told of all themedications the patient is taking. Some medications, although safewhen taken alone, can cause severe and dangerous side effects iftaken in combination with others.

http://www.nimh.nih.gov/healthinformation/
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AlcoholSincluding wine, beer, and hard liquorSor street drugsmay reduce the effectiveness of antidepressants and should beavoided. However, doctors may permit people who have not had aproblem with alcohol abuse or dependence to use a modest amountof alcohol while taking one of the newer antidepressants.       Antianxiety drugs or sedatives are not antidepressants. Theyare sometimes prescribed along with antidepressants, but they arenot effective when taken alone for a depressive disorder. Stimulants,such as amphetamines, are also not effective antidepressants, butthey are used occasionally, under close supervision, in medically illdepressed patients.Lithium has for many years been the treatment of choice forbipolar disorder, as it can be effective in smoothing out the moodswings common to this illness. Doctors must carefully monitor itsuse as the range between an effective dose and a toxic one is small.If a person has preexisting thyroid, kidney, or heart disorders orepilepsy, lithium may not be recommended. Fortunately, othermedications have been found to be of benefit in controlling moodswings. Among these are two mood-stabilizing anticonvulsants,valproate (Depakote®) and carbamazepine (Tegretol®). Both ofthese medications have gained wide acceptance in clinical practice,and the Food and Drug Administration has approved valproate forfirst-line treatment of acute mania. Other anticonvulsants that arebeing used now include lamotrigine (Lamictal®), and topiramate(Topamax®); however, their role in the treatment of bipolar disorderis not yet proven and remains under study.Most people who have bipolar disorder take more than onemedication. In addition to lithium and/or an anticonvulsant, doctorsoften prescribe a medication for accompanying agitation, anxiety,depression, or insomnia. Finding the best possible combination ofthese medications is of utmost importance to the patient andrequires close monitoring by the physician. 
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Questions about any medication prescribed, or problemsthat may be related to it, should be discussed with yourdoctor.
Side EffectsBefore starting a new medication, ask the doctor to tell you aboutany side effects you may experience. Antidepressants may causemild and, usually, temporary side effects (sometimes referred to asadverse effects) in some people. Typically, these are annoying, butnot serious. However, any unusual reactions or side effects, or thosethat interfere with functioning, should be reported to the doctorimmediately. The most common side effects of the newer antidepressants(SSRIs and others) are:P Headache S will usually go away.P Nausea S also temporary, but even when it occurs, it isshort-lived after each dose.P Insomnia and nervousness (trouble falling asleep or wakingoften during the night) S may occur during the first few weeksbut are usually resolved over time or with a reduction in dosage.P Agitation (feeling jittery) S notify your doctor if this happens forthe first time after the drug is taken and is persistent.P Sexual problems S consult your doctor if the problem ispersistent or worrisome. Although depression itself can lowerlibido and impair sexual performance, SSRIs and some otherantidepressants can provoke sexual dysfunction. These sideeffects can affect more than half of adults taking SSRIs. In men,common problems include reduced sexual drive, erectiledysfunction, and delayed ejaculation. For some men, dosagereductions or acquired tolerance to the medication reduce sexualdysfunction symptoms. Although changing from one SSRI toanother has generally not been shown to be beneficial, one
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study showed that citalopram (Celexa®) did not seem to causesexual impairment in patients who had experienced such eventswith another SSRI.37

Some clinicians treating men with antidepressant-associatedsexual dysfunction report improvement with the addition ofbupropion (Wellbutrin®)  or sildenafil (Viagra®)  to ongoing38 39treatment. Be sure to discuss the various options with your doctorand inquire about other interventions that can help.
       Tricyclic antidepressants have different types of side effects:P Dry mouth S drinking sips of water, chewing sugarless gum,and cleaning teeth daily is helpful.P Constipation S adding bran cereals, prunes, fruit, andvegetables to your diet should help.P Bladder problems S emptying the bladder may be troublesome,and the urine stream may not be as strong as usual; notify yourdoctor if there is marked difficulty or pain. This side effect maybe particularly problematic in older men with enlarged prostateconditions.P Sexual problems S sexual functioning may change; men mayexperience some loss of interest in sex, difficulty in maintainingan erection or achieving orgasm. If they are worrisome, discussthese side effects you’re your doctor.P Blurred vision – will pass soon and will not usually necessitatea new glasses prescription.P Dizziness S rising from the bed or chair slowly is helpful.P Drowsiness as a daytime problem – usually passes soon. If youfeel drowsy or sedated you should not drive or operate heavyequipment. The more sedating antidepressants are generallytaken at bedtime to help sleep and minimize daytimedrowsiness.
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PsychotherapiesSeveral forms of psychotherapy, including some short-term (10-20weeks) therapies, can help people with depressive disorders. Two ofthe short-term psychotherapies that research has shown to beeffective for depression are cognitive-behavioral therapy (CBT) andinterpersonal therapy (IPT). Cognitive-behavioral therapists helppatients change the negative thinking and behavior patterns thatcontribute to, or result from, depression. Through verbal exchangewith the therapist, as well as “homework” assignments betweentherapy sessions, CBT helps patients understand their depressionand resolve problems related to it. Interpersonal therapists helppatients work through disturbed personal relationships that may becontributing to or worsening their depression. Psychotherapy isoffered by a variety of licensed mental health providers, includingpsychiatrists, psychologists, social workers, and mental healthcounselors.For many depressed patients, especially those with moderateto severe depression, a combination of antidepressant medicationand psychotherapy is the preferred approach to treatment. Somepsychiatrists offer both types of intervention. Alternatively, twomental health professionals may collaborate in the treatment of aperson with depression; for example, a psychiatrist or otherphysician, such as a family doctor, may prescribe medication whilea nonmedical therapist provides ongoing psychotherapy.
“You start to have these little thoughts, ‘Wait, maybe I can getthrough this. Maybe these things that are happening to mearen’t so bad.’ And you start thinking to yourself, ‘Maybe I candeal with things for now.’ And it’s just little tiny thoughts untilyou realize that it’s gone and then you go, ‘Oh my God, thankyou, I don’t feel sad anymore.’ And then when it was finallygone, when I felt happy, I was back to the usual things that I
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was doing in my life. You get so happy because you think toyourself, ‘I never thought it would leave.’”SShawn Colten, National Diving Champion
Electroconvulsive TherapyElectroconvulsive therapy (ECT) is another treatment option thatmay be particularly useful for individuals whose depression issevere or life threatening, or who cannot take antidepressantmedication. ECT often is effective in cases where antidepressantmedications do not provide sufficient relief of symptoms. The exactmechanisms by which ECT exerts its therapeutic effect are not yetknown.40In recent years, ECT has much improved.  Before treatment,which is done under brief anesthesia, patients are given a musclerelaxant. Electrodes are placed at precise locations on the head todeliver electrical impulses. The stimulation causes a brief (about 30seconds) generalized seizure within the brain, which is necessary fortherapeutic efficacy. The person receiving ECT does not consciouslyexperience the electrical stimulus.A typical course of ECT entails six to 12 treatments,administered at a rate of three times per week, on either an inpatientor outpatient basis. To sustain the response to ECT, continuationtreatment, often in the form of antidepressant and/or mood stabilizermedication, must be instituted. Some individuals may requiremaintenance ECT (M-ECT), which is delivered on an outpatient basisat a rate usually of one treatment weekly, tapered off to bi-weekly tomonthly for up to one year.The most common side effects of ECT are confusion andmemory loss for events surrounding the period of ECT treatment.The confusion and disorientation experienced upon awakening afterECT typically clear within an hour. More persistent memoryproblems are variable and can be minimized with the use of modern
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treatment techniques, such as application of both stimuluselectrodes to the right side of the head (unilateral ECT).  A recent40,41study showed no adverse cognitive effects of M-ECT after one year.42

Herbal TherapyIn the past several years, there has been an increase in publicinterest in the use of herbs for the treatment of both depression andanxiety. The extract from St. John’s wort (Hypericum perforatum), awild-growing plant with yellow flowers, has been used extensivelyin Europe as a treatment for mild to moderate depression, and itnow ranks among the top-selling botanical products in the UnitedStates. Because of the increase in Americans’ use of St. John’s wortand the need to answer important remaining questions about theherb’s efficacy for long-term treatment of depression, the NationalInstitutes of Health (NIH) conducted a clinical trial to determinewhether a well-standardized extract of St. John’s wort is effective inthe treatment of adults suffering from major depression of moderateseverity. The trial found that St. John’s wort was no more effectivefor treating major depression of moderate severity than an inert pill(placebo).  Another study is underway looking at St. John’s wort for43the treatment of minor depression.Research from NIH has shown that St. John’s wort interactswith some drugs including certain drugs used to control HIVinfection. The Food and Drug Administration issued a Public HealthAdvisory on February 10, 2000, which stated that the herb appearsto affect an important metabolic pathway that many prescriptiondrugs use to treat conditions such as heart disease, depression,seizures, certain cancers, and rejection of organ transplants. Thesame pathway is also responsible for the effectiveness of oralcontraceptives to prevent pregnancy. Using the herb may limit theeffectiveness of these medications. People taking HIV medicationsshould be especially careful since St. John’s wort may reduce the
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HIV medication levels in the bloodstream and could allow the AIDSvirus to rebound, perhaps in a drug-resistant form. Health careproviders should alert their patients about these potential druginteractions, and patients should always consult their health careprovider before taking any herbal supplement.How to Help Yourself if You AreDepressed“It affects the way you think. It affects the way you feel. Itjust simply invades every pore of your skin. It’s a blanket thatcovers everything. The act of pretending to be well was soexhausting. All I could do was shut down. At times you just say‘It’s enough already.’”SSteve Lappen, Writer 
Depressive disorders can make one feel exhausted, worthless,helpless, and hopeless. It is important to realize that these negativeviews are part of the depression and do not accurately reflect theactual circumstances. Negative thinking fades as treatment begins totake effect. In the meantime:
P Engage in mild exercise. Go to a movie, a ballgame, orparticipate in religious, social, or other activities.P Set realistic goals and assume a reasonable amount ofresponsibility.P Break large tasks into small ones, set some priorities, and dowhat you can as you can.P Try to be with other people and to confide in someone; it isusually better than being alone and secretive.P Participate in activities that may make you feel better.
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P Expect your mood to improve gradually, not immediately.Feeling better takes time. Often during treatment of depression,sleep and appetite will begin to improve before depressed moodlifts.P Postpone important decisions. Before deciding to make asignificant transition–change jobs, get married ordivorced–discuss it with others who know you well and have amore objective view of your situation.P Do not expect to ‘snap out of’ a depression. But do expect to feela little better day-by-day.P Remember, positive thinking will replace the negative thinkingas your depression responds to treatment.P Let your family and friends help you.How Family and Friends Can Help
The most important thing anyone can do for a man who may havedepression is to help him get to a doctor for a diagnostic evaluationand treatment. First, try to talk to him about depressionShelp himunderstand that depression is a common illness among men and isnothing to be ashamed about. Perhaps share this booklet with him.Then encourage him to see a doctor to determine the cause of hissymptoms and obtain appropriate treatment.Occasionally, you may need to make an appointment for thedepressed person and accompany him to the doctor. Once he is intreatment, you may continue to help by encouraging him to staywith treatment until symptoms begin to lift (several weeks) or toseek different treatment if no improvement occurs. This may alsomean monitoring whether he is taking prescribed medication and/orattending therapy sessions. Encourage him to be honest with thedoctor about his use of alcohol and prescription or recreational 
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drugs, and to follow the doctor’s orders about the use of thesesubstances while on antidepressant medication.The second most important thing is to offer emotional supportto the depressed person. This involves understanding, patience,affection, and encouragement. Engage him in conversation andlisten carefully. Do not disparage the feelings he may express, butpoint out realities and offer hope. Do not ignore remarks aboutsuicide. Report them to the depressed person’s doctor. In anemergency, call 911. Invite him for walks, outings, to the movies,and other activities. Be gently insistent if your invitation is refused.Encourage participation in some activities that once gave pleasure,such as hobbies, sports, religious or cultural activities, but do notpush him to undertake too much too soon. The depressed personneeds diversion and company, but too many demands can increasefeelings of failure.Do not accuse the depressed person of laziness or of fakingillness, or expect him ‘to snap out of it.’ Eventually, with treatment,most people do get better. Keep that in mind, and keep reassuringhim that, with time and help, he will feel better.Where to Get Help
If unsure where to go for help, talk to people you trust who haveexperience in mental health, for example, a doctor, nurse, socialworker, or religious counselor. Ask their advice on where to seektreatment. If there is a university nearby, its departments ofpsychiatry or psychology may offer private and/or sliding-scale feeclinic treatment options. Otherwise, check the Yellow Pages under“mental health,” “health,” “social services,” “suicide prevention,”“crisis intervention services,” “hotlines,” “hospitals,” or“physicians,” for phone numbers and addresses. In times of crisis,the emergency room doctor at a hospital may be able to provide
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temporary help for a mental health problem, and will be able to tellyou where and how to get further help.Listed below are the types of people and places that will makea referral to, or provide, diagnostic and treatment services.P Family doctorsP Mental health specialists, such as psychiatrists, psychologists,social workers, or mental health counselorsP Religious leaders/counselorsP Health maintenance organizationsP Community mental health centersP Hospital psychiatry departments and outpatient clinicsP University- or medical school-affiliated programsP State hospital outpatient clinicsP Social service agenciesP Private clinics and facilitiesP Employee assistance programsP Local medical and/or psychiatric societies      Within the Federal government, the Substance Abuse andMental Health Services Administration (SAMHSA) offers a “ServicesLocator” for mental health and substance abuse treatment programsand resources nationwide. Visit their Web site athttp://www.mentalhealth.samhsa.gov/databases/ or call 1-800-789-2647 (toll-free).Conclusion
A man can experience depression in many different ways. He maybe grumpy or irritable, or have lost his sense of humor. He mightdrink too much or abuse drugs. It may be that he physically orverbally abuses his wife and his kids. He might work all the time, orcompulsively seek thrills in high-risk behavior. Or, he may seem
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isolated, withdrawn, and no longer interested in the people oractivities he used to enjoy.Perhaps this man sounds like you. If so, it is important tounderstand that there is a brain disorder called depression that maybe underlying these feelings and behaviors. It’s real: scientists havedeveloped sensitive imaging devices that enable us to see depressionin the brain. And it’s treatable: more than 80 percent of thosesuffering from depression respond to existing treatments, and newones are continually becoming available and helping more people.Talk to a healthcare provider about how you are feeling, and ask forhelp. Or perhaps this man sound like someone you care about. Tryto talk to him, or to someone who has a chance of getting throughto him. Help him to understand that depression is a common illnessamong men and is nothing to be ashamed about. Encourage him tosee a doctor and get an evaluation for depression.For most men with depression, life doesn’t have to be so darkand hopeless. Life is hard enough as it is; and treating depressioncan free up vital resources to cope with life’s challenges effectively.When a man is depressed, he’s not the only one who suffers. Hisdepression also darkens the lives of his family, his friends, virtuallyeveryone close to him. Getting him into treatment can send ripplesof healing and hope into all of those lives.Depression is a real illness; it is treatable; and men can haveit. It takes courage to ask for help, but help can make all thedifference.
“And pretty soon you start having good thoughts aboutyourself and that you’re not worthless and you kind of turnyour head over your shoulder and look back at that, thatrutted, muddy, dirt road that you just traveled and now you’re 
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on some smooth asphalt and go, ‘Wow, what a trip. Still got aways to go, but I wouldn’t want to go down that road again.’”SPatrick McCathern, First Sergeant, U.S. Air Force, RetiredFor Further Information
National Institute of Mental HealthPublic Information and Communications Branch6001 Executive Boulevard, Room 8184, MSC 9663Bethesda, MD 20892-9663Toll-Free: 1-866-227-NIMH (-6464)Phone: 1-301-443-4513FAX: 1-301-443-4279TTY: 1-301-443-8431TTY toll-free: 1-866-415-8051Web site: http://www.nimh.nih.govE-mail: nimhinfo@nih.gov

For information about the Real Men Real Depression (RMRD)campaign, e-mail menanddepression@mail.nih.gov or visit theRMRD Web site at www.menanddepression.nimh.nih.gov. This publication is also available in Spanish.Visit the NIMH Website at http://www.nimh.nih.gov/ forinformation that supplements this publication.For information on organizations and related resources fordepressive disorders, go to MedLinePlus®, a service of the U.S.National Library of Medicine and the National Institutes of Health,at the following site:http://www.nlm.nih.gov/medlineplus/depression.html.

http://www.menanddepression.nimh.nih.gov.
mailto:menanddepression@mail.nih.gov
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