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INTRODUCTION
Major Depressive Disorder (MDD) is the most prevalent psychiatric disorder in the world. MDD is also known as clinical depression, unipolar depression or, simply, depression.
The World Health Organization (WHO) predicts that by the year
2030 depression will be the leading cause of disability worldwide (World Federation for Mental Health, 2012).
People with depressive illnesses carry out the majority of suicides. MDD is also the most common co-occurring disorder with
other disorders, (Substance Use Disorder [SUD], for example) in
precipitating suicide (Mood Disorders Society of Canada, 2013).
Note: Bipolar Disorder (and Related Disorders) and Anxiety Disorders will not be examined in this Toolkit. The complexity and
prevalence of these disorders cannot be sufficiently covered in
the limited space available here.

STATISTICS
•

Percentage of the Canadian population that experiences a
major depressive episode in a given year has been estimated at 5-8.2% (Canadian Medical Association Journal,
2013)

•

Lifetime risk of suicide among people with untreated
depression ranges from 2.2-15%

•

Depression is present in at least 50% of all suicides

•

Those suffering from depression are at 25 times greater
risk for suicide than the general population (American Association of Suicidology, 2014)

•

50-80% of older adults who die by suicide have been
shown to have major depression

•

Only 1/3 of those with depression seek help (Mood Disorders Society of Canada, 2013)
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MAJOR DEPRESSIVE DISORDER
SYMPTOMS
•

Depressed mood (indicated by self or observed)*

•

Loss of interest/pleasure in activities (indicated by self
or observed)*

•

Significant weight loss (not including dieting) or weight
gain; decrease or increase in appetite

•

Experience of insomnia or hypersomnia

•

Slow or agitated psychomotor skills

•

Fatigue or loss of energy

•

Feelings of worthlessness or excessive or inappropriate
guilt

•

Diminished ability to think or concentrate

•

Recurring thoughts of death, suicidal ideation, or having a suicide plan or suicide attempt

MDD is classified by the American Psychiatric Association as:
•

5 or more of the above symptoms are present during the
same 2 week period

•

Presence of at least one of the asterisked* symptoms

•

Symptoms cause distress or impairment in social,
occupational, or other areas of functioning

•

Symptoms are not due to physiological effects of
a substance (abused drugs, alcohol, medication) or a
medical condition

(Diagnostic and Statistical Manual of Mental Disorders, Fifth
Edition, [DSM-5] 2013)
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OTHER DEPRESSIVE DISORDERS
Postpartum Depression: 13% of mothers will experience
major symptoms of depression that persist for longer than 4
weeks after delivery and affect a mother’s social and emotional
functioning.
Psychotic Depression: A Major Depressive Episode (MDE)
can become so severe that a person experiences hallucinations
(hearing voices or seeing people or objects that are not really
there) or delusions (fixed beliefs that have no basis in reality).
Dysthymia (Persistent Depressive Disorder): is a continual
(chronic) low mood lasting for a period of 2 or more years (without an MDE). Moderate depression symptoms such as insomnia
(or hypersomnia), low energy or fatigue, or poor concentration
are experienced.
Seasonal Affective Disorder: Seasonal Affective Disorder (SAD)
is a type of depression that is influenced by weather and the
time of year. It is more common in northern climates where
there are fewer hours of sunlight in the winter. Symptoms
include: extended sad mood, increased sleep and appetite and
less ability to work and relate to others. (Centre for Addictions
and Mental Health, 1999; American Psychiatric Association,
2013).
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RISK FACTORS
•

Impulsivity

•

History of aggression

•

Substance abuse

•

Chronic pain

•

Diagnosed physical illnesses such as stroke, heart disease or cancer

•

Social isolation/withdrawal

•

Access to lethal means (of suicide)
(Carbello, et al.,2014; Thompson, et al., 2012)
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PROTECTIVE FACTORS
•

Effective clinical care for mental and physical needs

•

Care for substance use disorders

•

Support from ongoing medical and mental health care
relationships

•

Skills in problem solving, conflict resolution, and nonviolent ways of handling disputes

•

Cultural and religious beliefs that discourage suicide and
support instincts for self-preservation

•

Restricted access to lethal means

•

Connectedness to community, school, family, friends
(Centre for Disease Control and Prevention, 2013; The
Samaritans, 2014).
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LIVING WITH A BLACK DOG:
HIS NAME IS DEPRESSION
by Matthew Johnstone is a powerful illustrated book about the crippling effects of depression. The title comes from Winston Churchill’s description of
his own dark depression—“the black dog”.
Johnstone presents Depression as a hulking dog that is incredibly difficult to
shake off or tame.
He truly captures in words and pictures the debilitating nature of this condition. Here are some excerpts:

When you’re irritable, exhausted and brimming with self-doubt,
the Black Dog likes nothing more than to visit you in the wee
hours of the morning and remind you of these things.

People understandably like to distance themselves from pain,
be it physical or mental. It’s not uncommon for people to treat
their Black Dog with repeated doses of self-medication.
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Left to his own devices, a Black Dog will take you to a place
where you feel totally isolated from everything and everyone.

He may not rest until he has hijacked all aspects of your
life and made you question what the point of that life is.

To order a copy of Living with a Black Dog: His Name is Depression,
please visit: www.matthewjohnstone.com.au
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AT- RISK DEMOGRAPHIC GROUPS
YOUTH
Teens may be at a higher risk because of family and school pressures and major life and hormonal changes.
The likelihood of onset of MDD increases with puberty. Starting in early adolescence, females experience 3 times the rate of
MDD than males (American Psychiatric Association, 2013).
If an MDE is experienced by a young person and it is untreated,
there is a greater chance for suicidality in later life (Thompson,
2012).
Depression can be difficult to recognize because a teen’s mood
swings and irritability is often mistaken for typical behaviours of
adolescence, rather than depression.
Young people receive treatment for depression less than all
other age groups. Some estimates suggest that only 1/5 of
those afflicted get the help they need (Smith and Segal, 2014).
Parents, teachers and other caregivers must be informed about
depression and get youth the required treatment
(Canadian Mental Health Association, 2013).

Image credit: yourfirststep.org/
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OLDER ADULTS
Those +65 years experience many stresses that can occur as
they age, including the loss of loved ones, lifestyle changes,
moving to assisted-living facilities, loss of physical independence, or health. There can be a tendency to view these
responses to stress in later life as natural and inevitable. But
major life stresses can also manifest as Major Depression.
Misdiagnosis is common and, consequently, MDD can be very
under-diagnosed in the older adult population.
MDD is significantly associated with physical impairment, physical illnesses, psychiatric co-morbidity, and mortality in old age.
Older males are more at risk when depression is coupled with
loss of autonomy. Men have a greater inability to adjust to agerelated limitations—and to loss of control. They are more vulnerable to suicidality (Bamonti, 2014).
By the year 2030, 20% of the United States population will be
65 years of age or older. Projections estimate that the percentage of the elderly population with MDD will increase from 3.8%
in 2005 to 8.2% in 2050 (Chou and Cheung, 2013).
A NEW TOOL FOR MDD DIAGNOSIS?
There could soon be a blood test used to detect early-onset
Major Depressive Disorder, according to a study published in
Translational Psychiatry. The test measures genetic indicators RNA markers - in the blood.
This objective, biological method is significant. It could augment,
or even replace, psychiatric depressive assessments and allow for
a more expedient diagnosis for MDD overall (National Institute of
Health, 2014).
Read more here: http://www.nlm.nih.gov/medlineplus/news/fullstory_148403.html
or the original study here: http://www.nature.com/tp/journal/v2/
n4/pdf/tp201226a.pdf
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“DEPRESSION IS A TREATABLE
MENTAL ILLNESS!”
Clinicians should consider several factors in identifying patients
at higher risk so that they can be monitored more closely. Cooccurring disorders, like Alcohol Use Disorder (AUD), are common for those suffering depression. Patients presenting depressive symptoms should be screened for suicide risk and asked
specifically about alcohol consumption (Sher, 2006).
People with bipolar disorder are more likely to seek help when
they are depressed than when experiencing mania or hypomania. A thorough medical history should be obtained to ensure
that bipolar disorder is not mistakenly diagnosed as MDD.
(Oquendo, 2004; National Institute of Mental Health, n.d.).
Primary health providers should also screen for depression
whenever possible due to the high prevalence of depression in
those suffering pain (Cheatle, 2014).

Depression as an illness should be treated with
the same degree of concern and urgency as
other life threatening conditions
(Mood Disorders Society of Canada, 2014)
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TREATMENTS
SELF CARE
Taking care of individual needs such as proper exercise, regular
sleep schedule, a nutritious and balanced diet, avoidance of
alcohol are all good base-line standards for sound mental health.
COUNSELLING/PSYCHOTHERAPY
Psychotherapy depends on a supportive, comfortable relationship with a trusted therapist. Counselling sessions focus on a
patient’s present concerns and effective ways to treat them.
Some therapies include Interpersonal Therapy (IPT) and Cognitive Behavioural Therapy (CBT). In IPT, people examine their
depression in the context of relationships that may be contributing to their mood difficulties. CBT helps people examine how
they interpret events around them, and how negative thoughts
contribute to and maintain a depressed mood. Therapy is also
helpful in a family or group context.
MEDICATION (PHARMACOTHERAPY)
Medications are used to elevate levels of neurotransmitters (serotonin, norepinephrine and dopamine) in the brain which affect
mood. These are often prescribed to complement psychotherapy
or other types of counselling.
PSYCHOEDUCATION
Psychoeducation is the practice of formal education groups—run
by mental health professionals--used to inform patients about
(their) depression. This self-knowledge can serve as an empowering therapy, as patients learn about living and coping with
their disorder and what treatment options and resources are
available.
(Veterans Affairs, 2009; CAMH, 1999; Mood Disorders Society
of Canada, 2013).
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``It is possible that a Black Dog may always be part of your
life, but with patience, humor, knowledge, and discipline,
even the worst Black Dog can be made to heel.``
Images and words provided by Matthew Johnstone
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