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wife unexpectedly miscarried the couple’s first child at five months. A large investment
went sour. Seven months after Mr. D's father's death, Mr. D’s mother succumbed to
an (apparently intentional) overdose of her antidepressant medication. Not long after
his father’s death, Mr. D's work product began to deteriorate. Assignments were not
completed or were completed sloppily. Usually social and outgoing, Mr. D was noted
to be uncharacteristically irritable around peers, and snappy and aggressive with
colleagues and clients alike. His personal hygiene deteriorated, as did his judgment.
One customer reported Mr. D for spontaneously sharing with her how “it was I who
had to identify my father’s maggot-ridden body when he blew his brains away.”

Finally, things reached a head when Mr. D complained that a cherub painted in
the unisex restroom admonishing the user to “please put the toilet seat down after use”
was actually meant to be a mean-spirited personal attack upon Mr. D’s masculinity. Mr.
D complained to management, demanding that a “reasonable accommodation” be
made to his needs by converting all twenty-two of the company’s unisex restrooms
into male-only or female-only versions.

When the company refused, Mr. D resigned and initiated a lawsuit claiming
constructive termination. Later, violation of the Americans with Disabilities Act was
added to the lawsuit, based upon Mr. D’s subsequent diagnosis of Major Depressive
Disorder.

Major Depressive Disorder is the “Great Imitator” of psychiatry, in that
the psychopathology may present itself in so many variable ways. Certainly,
Major Depressive Disorder’s hallmark symptom is a marked alteration of mood
that does not vary over time, but that altered mood may be sadness, anger,
irritability, apathy, guilt, or despair. The depressed person may first note physio-
logical changes such as inability to sleep beyond a specific predawn hour
(early morning awakening) or decrease in appetite, or their exact opposites
(hypersomnolence and/or appetite increase). There may be changes in cogni-
tion—difficulty with concentration, memory, or attention. There may also be
diffuse, nonspecific physical discontent—aches and pains or chronic fatigue.
Psychotic symptoms may even develop.

As suggested by the name, however, the classic, core abnormality in Major
Depressive Disorder is an alteration of mood—a marked period of sadness,
despondency, or despair, or of tenseness, irritability, or anger. Such uncharacter-
istic, uncomfortable, pervasive mood state is typically accompanied by “neuro-
vegetative” symptoms of depression: changes in physiologic regulation such
as altered sleep, altered appetite, altered motor activity (“psychomotor retarda-
tion”—a literal slowing down of ambulation and body movements). Superim-
posed upon all these symptoms may be cognitive changes, psychotic changes,
and a morbid preoccupation with death that can lead, most extremely, to violence
in the form of suicide, homicide, or both.

Major Depressive Disorder is one of the most commonly encountered of
the Axis I diagnoses. It is believed to occur with a prevalence of 5 to 10 percent
in the population at large. Lifetime risk appears to be between 10 and 25
percent, with a slightly higher likelihood of occurrence in females than in
males. Episodes may begin at any age, with average age of onset in the mid-20s.

Major Depressive Disorder is episodic, with circumscribed, acute major
depressive episodes reoccurring throughout the lifetime. Individual episodes
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are typically time-limited, with symptoms receding naturally and even without
treatment after one to two years. Between individual episodes, the disorder is
said to be in remission. The affected individual is often returned to his or her
psychological baseline entirely symptom-free.

Major Depressive Disorder is a biological phenomenon, passed through
the generations genetically. It involves imbalances in the relative concentrations
of neurotransmitters of the brain, and it is responsive to biochemical (medical)
interventions. Individual episodes may be triggered by stressful environmental
events, or they may occur spontaneously, without noticeable external provoca-
tion. Approximately 50 to 60 percent of individuals with Major Depressive
Disorder, Single Episode can be expected to have a recurrent episode at some
later point in their lives. The probability of further episodes increases with
each successive bout endured.

In the context of employment litigation and other nonmedical circum-
stances, it becomes particularly critical to differentiate emotional upset—reac-
tive feelings of sadness, despondency, anger, or irritability that arise in response
to environmental provocation but that fade shortly following the removal of
the environmental stressor—from the biological psychopathology of Major
Depressive Disorder. Overlap of vocabulary and experience lends itself to
misunderstanding and even frank exploitation and abuse in a contentious legal
arena. Simple feelings of sadness or indignation—even though described in
the vernacular as ‘“depression”—are normal human responses to stress and
should not be misconstrued as rising to the level of diagnosable psychiatric
disorder.

DSM-IV-TR diagnostic criteria are designed to establish the minimal con-
stellation of symptoms necessary to warrant the hypothesis that an episode of
Major Depressive Disorder underlies presenting complaints of altered mood.
Symptom criteria required for diagnosis of a Major Depressive Episode are set
forth in Table 5-6. Those necessary to diagnose Major Depressive Disorder,
Single Episode are outlined in Table 5-7, and those involved in a diagnosis of
Major Depressive Disorder, Recurrent are listed in Table 5-8.

Table 5-6 DSM-IV-TR Diagnostic Criteria for Major
Depressive Episode

A. Five (or more) of the following symptoms have been present during the
same 2-week period and represent a change from previous functioning; at
least one of the symptoms is either (1) depressed mood or (2) loss of interest
or pleasure.

Note: Do not include symptoms that are clearly due to a general medical

condition, or mood-incongruent delusions or hallucinations.

(1) depressed mood most of the day, nearly every day, as indicated by
either subjective report (e.g., feels sad or empty) or observation made
by others (e.g., appears tearful). Note: In children and adolescents, can
be irritable mood.

(2) markedly diminished interest or pleasure in all, or almost all, activities
most of the day, nearly every day (as indicated by either subjective
account or observation made by others)

continued
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Table 5-6 Continued.
DSM-IV-TR Diagnostic Criteria for Major
Depressive Episode

(3) significant weight loss when not dieting or weight gain (e.g., a change
of more than 5% of body weight in a month), or decrease or increase
in appetite nearly every day. Note: In children, consider failure to make
expected weight gains.

(4) insomnia or hypersomnia nearly every day

(5) psychomotor agitation or retardation nearly every day (observable by
others, not merely subjective feelings of restlessness or being slowed
down)

(6) fatigue or loss of energy nearly every day

(7) feelings of worthlessness or excessive or inappropriate guilt (which
may be delusional) nearly every day (not merely self-reproach or guilt
about being sick)

(8) diminished ability to think or concentrate, or indecisiveness, nearly
every day (either by subjective account or as observed by others)

(9) recurrent thoughts of death (not just fear of dying), recurrent suicidal
ideation without a specific plan, or a suicide attempt or a specific plan
for committing suicide

The symptoms do not meet criteria for a Mixed Episode.

The symptoms cause clinically significant distress or impairment in social,

occupational, or other important areas of functioning.

D. The symptoms are not due to the direct physiological effects of a substance
(e.g., a drug of abuse, a medication) or a general medical condition (e.g.,
hypothyroidism).

E. The symptoms are not better accounted for by Bereavement, i.e., after the
loss of a loved one, the symptoms persist for longer than 2 months or are
characterized by marked functional impairment, morbid preoccupation with

worthlessness, suicidal ideation, psychotic symptoms, or psychomotor

retardation.

nw

Source: Reprinted with permission from the Diagnostic and Statistical Manual of Mental Disor-
ders, Fourth Edition, Text Revision, 356. Copyright 2000 American Psychiatric Association.

Table 5-7 DSM-IV-TR Diagnostic Criteria for Major Depressive
Disorder, Single Episode

A. Presence of a single Major Depressive Episode.

B. The Major Depressive Episode is not better accounted for by Schizoaffective
Disorder and is not superimposed on Schizophrenia, Schizophreniform
Disorder, Delusional Disorder, or Psychotic Disorder Not Otherwise Spec-
ified.

C. There has never been a Manic Episode, a Mixed Episode, or a Hypo-

manic Episode.
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Note: This exclusion does not apply if all of the manic-like, mixed-like,
or hypomanic-like episodes are substance or treatment induced or are due
to the direct physiological effects of a general medical condition.

Source: Reprinte.q with permission from the Diagnostic and Sratistical Manual of Mental Disor-
ders, Fourth Edition, Text Revision, 375. Copyright 2000 American Psychiatric Association,

Table 5-8 DSM-1V-TR Diagnostic Criteria for Major Depressive
Disorder, Recurrent

A. Presence of two or more Major Depressive Episodes. Note: To be considered
separate episodes, there must be an interval of at least 2 consecutive months
in which criteria are not met for a Major Depressive Episode.

B. The Major Depressive Episodes are not better accounted for by Schizoaffec-
tive Disorder and are not superimposed on Schizophrenia, Schizophreniform
Disorder, Delusional Disorder, or Psychotic Disorder Not Otherwise Spec-
ified.

C. There has never been a Manic Episode, a Mixed Episode, or a Hypomanic
Episode. Note: This exclusion does not apply if all of the manic-like, mixed-
like, or hypomanic-like episodes are substance or treatment induced or are
due to the direct physiological effects of a general medical condition.

Source: Reprinted with permission from the Diagnostic and Statistical Manual of Mental Disor-
ders, Fourth Edition, Text Revision, 376. Copyright 2000 American Psychiatric Association,

Notable in the DSM-IV-TR diagnostic system is the attempt to differentiate
Major Depressive Disorder from phenomenological “masqueraders”—i.e., tran-
sient and minimally pathologically significant changes in affective status. Symp-
toms of Criterion A define the biologic character of Major Depression, and
they must be present for at least two continuous weeks to rule out reactive,
fleeting mood fluctuation. Criteria B, C, and D attempt to distinguish other
conditions whose symptoms overlap those of Major Depressive Disorder, such
as Bipolar Affective Disorder (Manic Depressive Illness); mood dysregulation
induced artificially through toxin administration (e.g., barbiturates, alcohol);
mood disorder produced as a side effect of a general medical (nonpsychiatric)
condition (e.g., hypothyroidism, cancer); or disturbance in mood resulting from
the universal, nonpathological circumstance of bereavement. Criterion C opera-
tionalizes the concept of clinical significance—symptoms present must provoke
notable, meaningful impairment in social, occupational, or other important
areas of functioning.

Treatment success rates are extremely high for Major Depressive Disorder.
Antidepressant medications are abundant and exist in several chemical classes,
such that a patient who reacts badly to one is more than likely to respond to
another, or to some combination. Specific forms of psychotherapy (e.g., cogni-
tive or behavioral therapy) have been developed that are highly effective, in and
of themselves. Ideally, treatment of an episode should include both appropriate
medication management and psychotherapy of the appropriate type, adminis-
tered by a practitioner trained and experienced in the use of these techniques.
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Correctly managed, most Major Depressive Episodes will resolve in less
than six months. Occasionally, residual symptoms will remain longer, fading
more slowly over time. Rarely will such residual symptoms be of sufficient
magnitude to significantly impede effective day-to-day social or vocational
functioning, however.

Rare individuals will prove resistant even to skillful psychopharmacologic
and psychotherapeutic management. For these patients, Electroconvulsive Ther-
apy (E.C.T.) becomes the treatment of choice. Contemporary E.C.T. is actually
the safest, most effective treatment there is for the treatment of serious bouts
of Major Depression, a far cry from stereotypic images of “shock treatment”
popularized in movies and in television tabloids. Typically, with a short (two-
to three-week) course of E.C.T., a patient can safely and painlessly be relieved
of symptoms of Major Depression, entering a period of remission at least as
resistant to relapse as that induced through medication or psychotherapeutic
management, with fewer concurrent side effects and with virtually no clinically
meaningful side effects.

2. Dysthymic Disorder

CASE EXAMPLE

Dr. E was an anesthesiologist working as an employee in a large HMO. For years,
Dr. E complained to friends and associates about chronic feelings of fatigue, low self-
esteem, and being “down in the dumps.”

Financial circumstances forced the HMO to downsize, and remaining staff
physicians including Dr. E were required to assume extra duties and extra on-call
hours, and also to accept a 20 percent pay cut. Dr. E loudly and publicly protested
these changes and led an unsuccessful campaign to have them reversed. Nonetheless,
Dr. E continued working; he neither complained of, nor was he noted by anyone
to display, any increase in or exacerbation of his perpetual low-level symptoms of
disgruntlement.

Three months after the downsizing and Dr. E’s failed attempt at insurrection,
Dr. E presented to the HMO administration a note from his psychiatrist diagnosing
Dr. E with “Severe Major Depression” and requesting, on this basis, an Americans
with Disabilities Act “reasonable accommodation.”

The accommodation proposed to the HMO (no on-call time, only daytime
work hours, no more operating room time than had been required prior to
downsizing) was deemed administratively unacceptable (and impossible), and Dr.
E was terminated when he refused to honor the HMO’s performance requirements.
A lawsuit soon was filed on Dr. E’s behalf, alleging violation of the ADA as well
as wrongful termination.

Dysthymic Disorder is best thought of as a chronic, low-level depression.
It may be biologically determined like Major Depressive Disorder (with a clear
family history and responsive to medication), or it may be characterologic,

















































