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Introduction

The second Coping with Depression in the Family conference was a tremendous success with more than
200 participants in attendance. This report outlines conference comments, summaries of the
speaker’s talks and where available, links to their slides and handouts on our web site,
www.familyaware.org. A slide show of conference photos are also available from our web site.

Comments were extremely positive from the evaluation forms and emails. They included:

 “A very uplifting conference. Caregiving can be so isolating” -Mary Lou Osborne

 “Excellent! Hats off to you! Keep it up!”

 “It was informative, helpful, and gave me a sense of hope” 

 “Thank you so much for this great day! It was a great blessing”-Joanne Carey

 “Great Conference, I will tell lots of people about it. Can’t believe this is only your
second conference. Keep up the good work” -Alex Nunnelly

 “It took six plus hours to get here from Maine, but well worth coming!!”-Joanne Marian-
Addison

 “I have received many blessings today. Validation, Openness and acceptance.  This has
been a wonderful, informative conference. Thank you.”-Mary Anne Wilson.

 “I was extremely impressed with this conference-the quality of speakers and of the
information.”  - Nina Ryan.

 “The conference allowed me to learn about crisis planning, be affirmed that there is
hope of a good future for our daughter, and to connect with others who are walking the
same parenting road we are.  Knowing that we are not alone keeps our hope, spirit, and
energy up to the task of parenting.”

 “It was a wonderful experience, both as a participant and as a presenter.  I felt a genuine
sense of belonging and acceptance throughout the day, which is something that is usually
quite foreign to me because of my illness.”- Christopher Drummy  

 “My wife wore her Families for Depression Awareness button to work on Sunday.
Throughout her hours at work she experienced a great number of responses--many from
strangers--acknowledging the message.  One example of genuine human connection was
a spontaneous hug of support she received from one customer who indicated a personal
experience with depression, and at least a passing resolve to honor the call to end the
silence.”

 “I wear my button proudly and tell everyone I meet about the conference.”  
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Opening Speakers
Joan Mikula, Assistant Commissioner of Mental Health, Children and Adolescent Services opened
the conference with remarks about how children and adolescents have real depressive disorders and
are affected by parents and siblings with the condition.

Julie Totten, President of Families for Depression Awareness discussed five reasons why depression
is a family matter: health care system is limited, treatment is complex,  relationships suffer, family
caregivers are affected, and depression tends to run in families. She then focused on what families
can do to improve their situations, based on our Family Profile interviews and advisory board input.
Tips focused on caring for yourself and others, making a commitment to sticking with and
improving treatment, educating yourself about depressive disorders, and communicating with the
family about the depressive disorder. Lastly, Julie handed out yellow buttons Families for Depression
Awareness, Silent No More. She encouraged families to wear this button and see if you can help break
the silence and shame around depression, help other people around you, or have them help you.

Carolyn Reynolds of the Dimock Community Health Center led the group in an interactive exercise.
Volunteers from the audience worked as a team to keep a basketball in the air. She then led a
discussion on how we need to work as a team to deal with mental illness, what works best (based on
what they just experienced), and what doesn’t. She talked about challenges that African American
people face in dealing with mental illness and how to overcome those.

Sharing our Stories Speakers
Dr. Martha Manning, author of A Place to Land, and Undercurrents, gave a moving keynote speech,
addressing the issues of depression in the family, then reading thoughtful and often humorous
excerpts from her book.

Irving Brudnick told his personal account of struggles with depression that began when he was a
college student and continued through his life. Despite his condition, he built a successful pharmacy
distribution business that became the largest in the Northeast. Brudnick decided to tell his
employees about his depression to help break the stigma, and since then has helped others by giving
speeches like this one.

The Family Panel, included Allyson and Bill Noyes, Christopher Drummy, and Anne Sheffield,
author of Depression Fallout and How You Can Survive When They’re Depressed. Each panelist described
their struggles with depressive disorders and views on how they cope.

The following pages summarize the workshop speakers’ presentations, including: Major
Depression and Treatments, Bipolar Disorder and Treatments; Children and Treatments;
Communication Skills for Helping Someone with Depression; Cognitive Behavioral Skills; and
Helping someone in Crisis.
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Major Depression and Treatments
Presenters:

 Dr. Alec Bodkin of McLean Hospital
 Dr. David Mischoulon of Massachusetts General Hospital 

Depression: What is it?
Dr. Bodkin presented an overview of what major depression is, including: its history, number of
people affected, degree of impairment, diagnosis, depression subtypes, recurring episodes, familial
risk, and the biology of depression. Bodkin pointed out some interesting facts about depression: the
only other disease more disabling than depression is heart disease; and primary care physicians miss
the diagnosis of depression 50% to 80% of the time. 

Treatment of Depression
Dr. Mischoulon outlined the treatment of depression, including: how antidepressants are chosen,
safety, side effects, types of antidepressants, antidepressants being studied, natural remedies, and
psychotherapy. Mischoulon discussed how clinicians treat patients, considering for example how
severe the depression is, as to whether a patient should just receive talk therapy or be put on
medications. When determining which medications to select for a particular patient, clinicians
consider safety, side effects, and efficacy. 

The audience asked a number of interesting questions, including:

Q: Can someone develop a tolerance for antidepressants? 
A: The evidence suggests that generally speaking, people tend not to develop tolerance for
antidepressants.

Q: How well to MAO inhibitors work? 
A: The problem is that there are too many dietary restrictions for these drugs. Currently there are
patches being studied that look promising.

Q: What about the new drug coming out Cymbalta? 
A: Not on the market yet, seems to be an effective drug.

For Dr. Bodkin’s and Dr. Mischoulon’s powerpoint slides, go to www.familyaware.org.
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Bipolar Depression and Treatments   
Presenters: 

 Dr. Roy Perlis, Director of Pharmacogenomics Research at Massachusetts General
Hospital’s Depression and Research Clinic

 Dr. Andrew Stoll, Director of Psychopharmacology research at McLean Hospital

This highly informative workshop, with standing room only, was led by Dr. Roy Perlis, and Dr.
Andrew Stoll. Dr. Perlis initially presented information on how to diagnose bipolar disorder (it is
extremely important not to misdiagnose), its prevalence in society as well as in certain age groups,
initial symptoms, criteria for diagnosing, and issues involving medication.  He stated that treatment
is a marathon not a sprint; we are getting much better at treating the extremes, but we need to
improve our ability to help the patient manage behaviors between the extremes.  However, he
asserted that we can do a lot to intervene earlier.

Focusing on medications, Dr. Stoll stressed that polypharmacy, or combinations of drugs, has
become the norm, not the exception; the key is using combinations correctly. He then presented a
comprehensive discussion of numerous drugs currently being used and stated that minimizing
depression is now more practical, as tolerability and efficacy both need to be considered.  Dr. Stoll
also discussed the risks and rewards of lowering meds after inpatient hospitalization. Questions and
discussion then related to the role of herbal approaches, phototherapy, and nutrition, which may be
integrated into treatment. 

Questions abounded throughout the meaty presentations: Can bipolar type 1 change to bipolar type
2? Does early childhood trauma cause bipolar illness? What are the consequences of being on
antidepressants? What is the current use and efficacy of electroconvulsive therapy?  The very
interesting, informative responses from both presenters caused the audience to linger well after the
end of the end of the scheduled time.

For Dr. Stoll’s powerpoint slides, go to www.familyaware.org.
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Children and Treatments
Presenter: Dr. Eva Szigethy of Children’s Hospital of Boston

Dr Szigethy provided an overview of how depression manifests itself in children and discussed the
most common treatments.  Depression has many faces, and children with the disorder will not all
look exactly the same.  However, there are many common behaviors that occur.  Knowing these
markers for depression will help families to recognize the disorder and to seek appropriate
treatment. It is especially important to notice any significant changes in behavior from the child’s
previous function.  

Children with mood disorders are often unable to express what is wrong, but the change in mood
will manifest itself as changes in the child or adolescent’s behavior.  Typical changes include social
isolation, relationship problems with peers, school failure, acting out behaviors, irritability and
substance abuse.  Unexplained physical complaints such as headaches, stomachaches and being too
tired to go to school are also common. Families will also notice an increase in family conflict with
greater difficulty communicating when a child is depressed.  The rate of depression in children and
adolescents with medical problems is 2 to 3 times higher than for children without medical
problems.

Dr Szigethy also discussed treatment options for young people with depression.  Treatment is
indicated when the effects of the depression consistently have a negative effect on the young
person’s ability to function of put them at risk for self-harm.  Many forms of treatment intervention
are available. For a severely depressed person medication is indicated.  Psychotherapy, light therapy
and sleep hygiene are also beneficial.  It is also important for the child and family to have social
support networks in place

  
For Dr. Szigethy’s powerpoint slides, go to: www.familyaware.org.
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Communicating Skills for Helping Someone with Depression
Presenters: 

 Alexis Henry, ScD., OTR/L of University of Massachusetts
 Melissa Hall Nicholson

 
The Communicating Skills workshop, presented by Alexis Henry and Melissa Hall Nicholson, not
only discussed how to communicate with those who are depressed, but also discussed how a
depressed person can communicate with loved ones.  The workshop focused on adult-to-adult
relationships; friends, family, and spouses.  The workshop began with a brief definition of
communication and described the mindset of both parties, the person with depression and the loved
one.  The speakers noted that the depressed person when communicating with someone may
express irritability, isolate himself or herself, or even stop talking, and when they are on the receiving
end, they may misinterpret, not hear what the other person is saying, miss the content, or be overly
sensitive.  The loved one may try to talk too much, offer solutions, "blame and shame," get angry,
and also stop talking; they may also personalize what the depressed person is saying, misinterpret
and withdraw.
 
In order to effectively communicate, the two should acknowledge the depression, if possible, and
realize that the communication is altered and can't simply be fixed.  Professional help will also aid
communication, if both parties are agreeable.  A main point here is that this will take time.  Also
making major life changes, such as moving, quitting jobs, getting a divorce, and especially suicide, at
this time will not solve the problem.  The speakers then gave many ideas for things to say to
someone who is depressed and told the audience why each idea is helpful.  For instance, asking
someone "What do you want to get from today" is helpful to a person with depression because it
refocuses his or her minds on this day.  They also gave the audience examples of unhelpful messages
for a depressed person, such as "Snap out of it", and why they are unhelpful, "I can't do that."  
 
Before the speakers opened the floor for questions, they discussed the concept of figuring out the
needs of each party and determining plans when the depression lifts for the next time, i.e. strategies
to combat communication problems if another depressive episode occurs.  The audience had many
follow up questions.  Once such question was "How do you deal with a depressed love one who has
turned to isolation?  It is getting to the point that I am becoming sad and depressed about their
isolation."  The speakers and some audience members responded with helpful hints such as letting
the person know how you are feeling, modeling behaviors you would want to see them do, and the
"Airline Analogy," help yourself before helping others (like you would help a child on with their
oxygen mask only after you had put yours on first).

For Alexis Henry’s powerpoint slides, go to: www.familyaware.org.
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Cognitive Behavioral Skills 
Presenter: Dr. Stephen McDermott, Founding Director of the Cognitive Therapy & Research
Program at Massachusetts General Hospital

Dr. Stephen McDermott presented an excellent description of cognitive therapy followed by very
specific examples employing its techniques.  Based on the fact that feelings, mood and behaviors are
all linked, cognitive therapy deals with all three. It examines the feelings the person may have when
“stuck,” how s/he deals with specific situations, and then helps the person recognize these disabling
behaviors and to learn new ones. 

According to the cognitive therapeutic approach, those who are depressed are certain of their
beliefs: that they live in a harsh world, they are helpless/hopeless, and their future is hopeless. Since
their depression exaggerates their views, the goal is to catch the bias, see the exaggeration, and find
the nugget of truth. Dr. McDermott asserted that when people change their beliefs, long-term
movement is possible.  He then gave excellent, highly specific examples of how a cognitive therapist
would converse with a depressed patient in order to help him/her begin to achieve positive
movement toward more productive behaviors.

Although the rich presentation fully utilized the time at this last workshop of the day, attendees
lingered to ask further questions. One commented on the fact that those who are depressed have
little available energy, yet the approach requires a lot of effort.  Dr. McDermott then gave examples
of the very small change that can be negotiated which then can positively reinforces further
negotiated change.  Another requested an example of answering back to the automatic thoughts; Dr.
McDermott gave several responses based on alternative ways to view the person’s situation. It was a
highly informative and practical session.
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Helping Someone in Crisis
Presenters: 

 Kim Kates and Roberta Hurtig, Samaritans of Boston
 Dr. Beth Murphy, McLean Hospital

In this session the presenters outlined a five-step crisis intervention plan.  The goal for having a plan
is provide safety for the person who is ill as well as the family members, and to help the person who
is ill receive care.  

The first step is to prepare a plan for what will happen and who will be called when a crisis occurs.
This preparation will allow the family members to make good choices once they are in a crisis.
When there is a crisis it is important to listen non-judgmentally to the person who is ill. Listening
will provide information to help the family members make a decision about how to proceed.  In the
next step, the caregiver needs to assess the urgency of the crisis.  If there is an immediate threat to
the person who is ill or to anyone else a 911 call is needed. For less severe problems help needs to
be found quickly, or in the near future.  Once there is an assessment of the severity of the problem a
plan can be chosen and acted on.

There was a great deal of discussion between family members and presenters about preparing for a
crisis and establishing a plan.  The most common dilemmas that families expressed were how to
make the decision to bring someone to the Emergency Room and how to keep a loved one at home
safely.  Various states have different practice guidelines and treatment options so what may work in
one place may not work in another. 
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