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What is Normal?
It is often confusing to describe what is normal and abnormal in the world of psychiatry as it relates to feelings, behavior, and pathological conditions. The names of disorders and words used to describe many psychopathologic states are the same words used to describe normal feelings.  Someone who is suffering from "depression" may imply that they have a Major Depressive Disorder, which is a medical illness, and requires psychiatric treatment.  In another situation, such as when a person's spouse has just died, they report feeling “depressed”.  In this case, the feelings of depression would not be a pathologic state and would be considered a normal reaction to the death.  When a specific emotion causes you dysfunction in  life beyond what is considered to be normal, then that emotion may be a symptom of a pathologic condition.  The pathologic condition may be a psychiatric medical problem which may require medication and psychotherapy.  
There are four basic feelings: depression, anxiety, anger and contentment.  These feelings are like the gauges in a car that tell us how the car is running.  Our feelings give us information about what is happening before we are cognitively aware of an issue.  When healthy individuals are aware of a specific feeling, they pay attention to it and try to reflect on why they have that feeling.  Without your feelings, you are at a disadvantage in the same way as someone who has a problem seeing, hearing, smelling, or tasting.
When the gas gauge tells us that the car is running out of gas, we have to stop and "fill her up".  In a similar way, if we are not getting our needs met in a relationship or at work, we may begin to feel sad and experience a lack of energy and motivation to get through the day.  Another person may express not getting their needs met through anger.  For example, whenever an employee or a family member does not do a task exactly right, he will "unload" on that person verbally. Emotionally healthy people can reflect on this angry outburst and realize that this was an overreaction.  They will apologize to those whom they verbally abused.
Emptiness in our life may present through sadness, boredom, apathy, or anger.  Whenever someone is aware that they feel this way, they need to find out what is missing in their life and "fill her up".  These feelings tell us to make changes in ourselves or in our environment to get what we need to feel complete and have the positive energy to live life. 
Many of us feel normal “anxiety” before an important event, such as a presenting a major case in court, getting married, or the delivery of a child. Our anxiety signals us to be alert and prepared for this event.  This anxiety motivates us to think through the range of possibilities that can occur.  Without this anxiety, we might go into the event unprepared.
 When someone constantly takes advantage of us, we get angry.  A healthy person will use this anger as the energy he needs to communicate that he will not let another person continue taking advantage of him.  Without anger or allowing yourself to express your anger appropriately, the other person would not know how you really feel and would continue the same behavior.  
Normal anger is very different from rage and verbal abuse. Being verbally abusive and humiliating an employee in front of the rest of the office is not an appropriate expression of anger.  Frequently confronting someone until you break them down because you are a
perfectionist, have a superior vocabulary, and you are their boss, is a sign that something is not right with you.  The employee may still have a problem but the way you expressed this to the employee is your problem.
An emotion causes us to dysfunction when it is either too intense, too frequent, or if it is expressed with not enough feeling.  Too much emotion can drive people away or prevent us from dealing with the issue that created the emotion because we are too upset to respond appropriately, and our judgment is clouded.  Not enough emotion may cause people to think that you do not care about them. The range of intensity of emotional expression can be influenced by cultural and familial factors.  It could also be the result of a medical problem such as Parkinson's Disease, hypothyroidism, or it may be indicative of a psychiatric problem.
Your first response to being confronted about your emotional problem may be to blame others as if they are the source of the problem. You may realize that you are drinking three cocktails when you get home at night when you used to only have one.  You may even begin to have one or two cocktails at lunch.  You may not even acknowledge that you are under stress. However, trouble sleeping, more irritability, increased alcohol use, and being unhappy are important signals to let you know something is wrong.

 As a "Counselor", an attorney gives advice to others.  Attorneys are not used to asking someone else for help for their own personal problems.  Many professionals, including  attorneys, physicians, and CEOs of large companies, have spent their life achieving their goals successfully.  Most have never known any real failure.  They feel that any problem that arises can be dealt with by them alone.  Because of this, many professionals will have to totally break down and be, essentially, not able to function, before they get help. Unfortunately, much can happen before this point is reached.  The attorney may end up divorced, kicked out of a firm, disbarred, or may even commit suicide. 
In the best case scenario the professional with a psychiatric problem will realize that this problem has to be treated by someone other than himself.  They may begin to discuss this with a friend or spouse.  They may be encouraged to see "somebody".  Most people will go  to their family doctor or internist.
The doctor will listen to your problem and take a medical history.  He will ask more about your personal and professional life.  He may do a physical examination and draw some blood to send to the lab.  He may prescribe either an antidepressant or an antianxiety medication and tell you to return for a follow up appointment in about 2 weeks.  If your condition is a straight forward situational depression or a situational anxiety, the medication may be helpful.  If you did not tell him how much you were drinking or how you wished you were dead, then your visit to the doctor was a waste of time.
Your doctor may try other medications and refer you to a psychotherapist.  If you told the doctor the whole story, the reality is that about 70% to 80% of the time, these measures do work, and people respond to treatment.  The other 20% to 30% of patients need other medications or other types of therapy such as a day-patient psychiatric program. 
If you also have an alcohol or a drug problem, this may be the source of your emotional problem.  Addiction by itself can cause a depressive or anxiety state as well as severe
mood swings.  Another possibility is that you may have a "Dual Diagnosis" which means that you have both an emotional disorder and an addictive disease.  Only by having a comprehensive assessment by a professional, will you find out the source of your problem and what needs to be done.
When an attorney cannot realize that he has a problem, someone else will have to confront that attorney and insist that he needs help.  The barrier to confronting any attorney about much of anything is based on the fact that attorneys are endowed with the ability to debate.  They can make a good argument from either side of an issue.  Someone telling an attorney that he has a problem, when he does not believe he has a problem, will have a difficult time in that debate.  
Most individuals that know the attorney with an emotional problem (colleagues,  spouse and his children) learned years ago that it is a waste of time disagreeing with him.  Through a superior ability to win an argument, many attorneys have successfully cut off  others giving them any information they need to deal with emotions that adversely affect their functioning.  Also, if verbal abuse has been a means by which this attorney releases tension, anger, stress, etc., those individuals that he abused are certainly not going to tell him that he needs help.  
It is no wonder that attorneys have three to six times the amount of suicide as compared to the general population.  There are solutions to this situation.  It is imperative that every attorney understand the signs that may suggest that someone could be at risk for suicide.  In many cases, only another attorney can see that their colleague is having a serious problem.  It then becomes that person's responsibility to talk to that colleague.  
If your colleague is not responsive to your concerns, you cannot drop the issue.  You may have to approach that colleague again with another colleague.  If this does not work then you may have to contact the Lawyer Assistance Program (LAP) in your region and obtain direction about how to help that person.  
First, a basic knowledge of psychiatric disorders is helpful.  There is a difference between an emotion and an emotional disorder.  Second, there are treatments that do work to deal with these disorders.  Third, there are things that you can do that may save the life of an attorney that has a psychiatric problem.
Specific Psychiatric Disorders

The most commonly occurring psychiatric disorders are the Depressive Disorders and the Anxiety Disorders. These disorders are medical problems, not a weakness of character nor a means to get attention.   A psychiatric or psychological disorder is defined as a consistent emotion or a behavior pattern that repeatedly causes dysfunction throughout a person's life.  This emotion or behavior is not "caused by" a life event or a problem in a relationship. A life event or a problem in a relationship may trigger an episode of the disorder, however, an episode can start without any specific trigger. People who do not have a depressive or an anxiety disorder usually work through a difficult life event or problem in a relationship and move on.  This is not the case for the individual with a depressive disorder or an anxiety disorder which does not respond to just objective reasoning.  They will need medication and psychotherapy. 
A “disorder” is different from the normal feelings of depression, anger, and anxiety.  In fact, someone may have a depressive disorder but not feel depressed. The presenting feeling may actually be anger. It is only after the anger is stabilized that the person experiences the feeling of depression.  Many adults do not recognize that they have a psychiatric problem. Others, who do realize they have a problem, may not seek help because of pride, shame, fear of being labeled as "crazy", or the expense of the treatment.  Most lack awareness that this is a medical problem that can be treated.  

There are as many people who have an addictive disease as those who have a psychiatric disorder.  This large body of disorders is not being covered here because the presentation time limit.  Any cursory discussion of these illnesses would only imply that they are less destructive than the psychiatric disorders.  Nothing could be farther from the truth.

The following list of Psychiatric Disorders will be discussed in more detail.
Psychiatric Disorders

· Depressive Disorders

· Mood Disorders (i.e. Bipolar)

· Anxiety Disorders

· Somatoform Disorders

· Attention Deficit Hyperactivity Disorder (ADHD)

· Personality Disorder
· Psychotic Disorders (Schizophrenia)                                               
​​​​​​​​​​​
· Depressive Disorders

   - Dysthymic Disorder

   - Major Depression   

 Dysthymic Disorder is when someone has been unhappy with his life for at least two years.  People with this disorder usually have depressive symptoms starting after puberty.  They are able to function in relationships, go to school or have a job, but they do not really enjoy anything that they do.  This is to be differentiated from apathy when someone is required to do something that they do not want to do, yet they enjoy life when they are doing what they want to do.  Medication does not help a Dysthymic Disorder.  Psychotherapy, when that person wants to examine who they are and how they react to others, is the only treatment.
A Dysthymic Disorder can evolve into a Major Depression especially with a significant loss. The difference between the two disorders is the difference between a head cold and pneumonia.  A viral head cold does not respond to an antibiotic.  Usually you can function with a head cold even though you do not feel well.  Pneumonia requires an antibiotic. You are usually in bed and may have to be admitted to a hospital. You are not able to take care of yourself much less work with clients as an attorney.
A Major Depression is a medical illness characterized by a number of specific symptoms including problems with sleep, appetite and energy.  Suicidal thinking and lack of motivation to do basic hygiene or to go to work can be a problem.  If someone has these symptoms for at least two weeks, it is considered to be a Major Depression.  
A Major Depressive Disorder can be caused by a genetic predisposition just like the medical illnesses diabetes and hypertension.  A major depressive episode can occur without an initiating event (just as high blood sugar can occur in diabetes and high blood pressure in hypertension).  This disorder cycles irregularly such that someone with this disorder may feel fine for several years, but eventually will cycle into another Major Depressive Episode.
A Major Depressive Episode can also occur without it being part of a Major Depressive Disorder.  Sexual abuse, chronic pain from a traumatic injury, death of a spouse, or any major loss are a few examples.  In these situations, the Major Depressive Episode is not from a genetic predisposition but a biological reaction to a situation.  This episode is self limiting and when the situation passes the depression can improve and not return.
The treatment of a Major Depression requires both psychotherapy and antidepressant medication.   Without the medication, psychotherapy by itself has no chance of working because the core issue here is a chemical imbalance in the brain where the amount of certain “neurotransmitters” is too low.  The medication does not actually supply the brain with the neurotransmitters that are lacking. It helps the brain to increase those neurotransmitters so that the brain brings itself back into a holistic state. Even though medication may bring the brain chemistry back into a holistic state, we know that any major stressor or unresolved conflict in the person's life may make the chemical imbalance worse. Psychotherapy is essential to deal with any repeated maladaptive patterns of behavior and unresolved conflicts that may cause problems in that person's life.
The treatment of a Major Depression has some parallel with the treatment of other medical illnesses.  A person with diabetes has a problem with the metabolism of glucose. This person either has to take insulin or they use an oral medication so that the glucose can be used by the cells of the body.  Medication can fix the biological problem that causes the diabetes but it cannot fix a person's unhealthy life style.  If that person gains 25 pounds; eats all the wrong foods; does not exercise; or get enough sleep, then insulin or medication will not be enough to treat his diabetes.  All diabetics need ongoing instruction by an assortment of people concerning their life style which includes how they eat, exercise, and sleep.   Just giving the diabetic a medication without helping that person to look at their life style usually does not fix the problem.

Antidepressant medication is not addictive, does not make you "high", and is not a substitute for psychotherapy.  Any side effects have to be managed.  A flattening of emotions (affective blunting) is an uncommon side effect, but when it occurs is not acceptable.  This may be a side effect of a particular antidepressant medication and does not mean that all antidepressants will have this side effect. Usually adjusting the dose of the medication or changing to another type of antidepressant will fix the problem.
Antidepressants can have a "paradoxical reaction" which occurs in 2% of the population.  People with this paradoxical reaction will actually become "more" depressed as they continue to take the medication.  This becomes clear within the first 1 to 4 weeks of its use.  If this happens, that antidepressant has to be stopped and another one from a different class of antidepressants has to be tried.  Most medications can have a paradoxical reaction such as the commonly used allergy medication Benadryl.  Benadryl is that part of Tylenol PM and Excedrine PM that helps you go to sleep if you have insomnia.  However, a small percentage of the population has a paradoxical reaction to Benadryl such that it keeps them awake.  Several different antidepressants may need to be tried to find the one that gives the most efficacy with the least amount of side effects.  Though part of the
decision for a specific antidepressant is trial and error, many factors are used to pick the right one for each patient.  The following is a list of some of these factors.
· Specific depressive symptoms (i.e. sleep, appetite, energy, motivation)
· Compliance (the likelihood that they will take the medication regularly)

· Ability to pay for the medication
· The patient's religion

· Other medical problems

These medications are usually taken once per day and have to build up for at least a week before they start working.  It may take a month before seeing the full benefits of that dose of  medication.  If the person forgets to take this medication, even one day, the therapeutic blood level is not maintained, and they will have mood swings and a progressive decline in benefit with every missed day.  They might also have a discontinuation syndrome which includes nausea and a feeling that the room is moving or spinning (very much like having motion sickness).  Within 2 hours of taking their dose of medication, these sensations usually stop.
Psychotherapy is essential to help the person deal with his past, to function well in the present, and to prepare for the future.  The following are examples of some issues that medication alone cannot resolve:

· distorted self image made worse by the depression  

· learning how to cope with stress

· learning how to get emotional needs met 

· old emotional wounding that occurred in relationships  

· understand and change unhealthy life styles  
What is the Potential for a Suicide Attempt?

Any patient with a Depressive Disorder has to be assessed for the potential to attempt suicide.  There are two parts to the assessment:
· What are the risk factors to predict a potential for suicide?  

· When someone has suicidal ideations, how do you decide if there is an imminent risk that he may attempt suicide?
 If you realize that someone has gone into a significant depression, you have to ask directly for the presence and the nature of suicidal thoughts.  Suicidal thoughts are characterized as passive ("I would be better off dead") or active ("I am planning to shoot myself!"). In either case, if someone is suicidal, they have to be assessed by a mental health professional as soon as possible.
The mental health professional will determine the frequency of the suicidal thoughts and the circumstances around the thoughts.  He will determine if there is a current intent or a plan.  He will ask for the details of the plan, including "rehearsals" used to test the plan.  Surprisingly, most people who are suicidal will tell you this information if you just ask.  Even the most depressed person usually does not want to die and is looking for someone who cares enough to help him.
Asking someone if he is having suicidal thoughts, does not "plant the seed" and cause him to think about suicide.  Asking about suicide may open a discussion that may prevent him from attempting suicide.  
More details have to be elicited including:

· A history of suicidal thoughts, wishes, impulses or attempts

· Availability and lethality of means to commit suicide have to be determined such as access to a gun.

· Attitudes, spiritual beliefs and personal values about suicide greatly affect someone's potential to act on their suicidal feelings.

· An individual's culture and religious persuasion are all factors to be assessed.  

· Is there a shared suicidal ideation with any individual or with a group (common in teenagers)?

· Has anything changed this time that will raise or lower the risk?

· Is there a particular support person who might be helpful in reducing the risk?

The risk for someone acting on suicidal feelings is greater if they:
· Have had a psychiatric hospitalization within the past year.

· have depression and/or a substance abuse disorder.

· have had a recent or impending loss.
· have committed violence in the past year.
· have access to guns.
· have suicidal behavior or have previously attempted suicide.
· have a family history of suicide.
· are socially isolated.
· have a chronic, terminal or painful medical disorder.
· are of advanced age.
· are newly diagnosed with serious medical problems.
· are male age 65 or older.
· have lost a child either to suicide or in early childhood.
· have a history of physical or sexual abuse in childhood.
· have a history of impulsive or self-destructive behavior.

· are actively psychotic (see section on psychotic disorders for definition).

· have one of these psychiatric diagnoses:
· Depression, especially with psychotic anxiety, agitation and/or significant 
     insomnia

· Bipolar Disorder
· Alcohol and substance use disorders
· Schizophrenia
· Borderline Personality Disorder
Note - Self mutilation is usually cutting.  This is not, in itself, suicidal behavior.  Usually this is done to give anxiety relief because the cutting releases the body's natural pain reliever - endorphins.  This behavior is strongly discouraged because it causes permanent scars which constantly remind the individual of past emotional trauma that he could not resolve.  Also, if painful feelings are usually medicated or neutralized by cutting, they are never dealt with and the problem that caused the behavior  is not resolved. 
What can you do as a colleague or as a friend?

After reading all of this, you may feel either overwhelmed or frightened because you are realizing that, by yourself, you are not qualified to deal with all of this.  If you cannot immediately contact a mental health specialist, then, discuss this with someone else in order to get the support and help you need to think this through.  Two heads are usually better than one.

The big question is "When do I need to actually act to stop a potential suicide versus just talking to the person and encouraging them to call their therapist on Monday?"  The bottom line is that if you believe that the person's risk is "severe and imminent", then a medical emergency exists which requires immediate containment and intensive medical treatment in a psychiatric hospital.  Call that person's psychiatrist immediately.  You will need to take the suicidal adult to the hospital. 

If, after you have decided that he needs to go to the hospital and he refuses to go, or if you believe he will try to get away from you in route, then you will have to call 911. This option creates tremendous conflict in everyone. Many times the agency that will respond to your call will be the fire department though it may be the police.  You may hesitate to call 911 because of your concerns that the arrival of the police may be humiliating to the suicidal attorney.  Unfortunately, you usually do not have any other option.  Time is of the essence here.  Since he is an adult, you cannot just grab him and throw him in the car and take him to the hospital.  Waiting and hoping that he will not actually attempt suicide cannot be an option.  The only alternative is to call 911.  Most first responders are now trained to differentiate between a "criminal" and a "suicidal" individual.
When someone's suicide risk has become severe and imminent, his judgment is impaired.  His depression has chemically reached the state that to him suicide seems the only option.  He feels that he has to proceed with committing suicide as soon as he can.  Typically, the span of time that someone is in this state ranges from one to 8 hours. Usually, as long as you are talking to that person, he is not proceeding with committing suicide.  If you do not believe that talking to the person has changed his mind then he has to be "contained" (hospitalized) to prevent him from killing himself.

Most of us cannot see ourselves having to do all that is discussed above.  First of all, if you have never experienced a Major Depression, it is hard to even understand why someone would want to kill himself.  Second, we do not even want to think about that possibility.
This is exactly why you need to understand suicide now and how to react if someone is a suicide risk.  Making all of these decisions during a crisis, when you cannot think straight, results in a poor outcome.  How we respond to the potential that someone may attempt suicide may make the difference in whether or not he will succeed in the attempt.  

Mood Disorders

· Bipolar Disorder    
(See Appendix A for Expert Consensus Treatment Guide)

· Cyclothymic Disorder

· Mood Disorder secondary to:
-  Specific Medical Condition
-  Medication, Alcohol, other drugs of abuse

A mood disorder is a mental state that has a disturbance in mood as the predominant feature.  In practice, when the term "mood disorder" is used, it suggests the above list.  A more accurate list includes the depressive disorders but not the anxiety disorders. 

     Bipolar Disorder is a medical illness and there are two types:

· Bipolar Disorder, Type I (historically known as Manic-Depressive Illness) requires that the person has experienced at least one manic episode in his life.  Mania is a mental state  with the following characteristics.

· Racing thoughts sometimes faster than what can process.  

· Belief that he has abilities that are beyond that of other people (e.g. intelligence, special powers, sexual prowess) 

· Initial euphoria but this usually turns to irritability around others not moving or thinking fast enough.  

· In the extreme form of mania, the person can have hallucinations or delusions.

· Usually, does not sleep for 3 or more days in a row and does not feel the need   to sleep.  

Please see Appendix A for a more complete description of this illness.

Treatment of a manic episode occurs in two phases.  Phase one is the inpatient stabilization of the manic episode.  This may last a week or two during which the patient is usually resistant to treatment because he believes he does not have a problem.  During the inpatient stay he is placed on a mood stabilizer to treat his delusions.  He begins to sleep better and speech is no longer pressured. 

 Phase two occurs in the partial hospitalization program and lasts about a month.  During this phase the patient is hypomanic (see below in Type II), and usually only sleeps 4 to 6 hours each night.  He is somewhat grandiose but does not believe he has special powers, though his judgment is impaired.  He disagrees with the recommendation that he cannot drink alcohol or smoke marijuana which may initially calm him down or even help him to sleep but always eventually makes his hypomania worse or may throw him back into a manic episode.  During this time he may make some poor financial decisions because of impulsive spending.  He is usually easily insulted when anyone questions his judgment, and does not see the need for treatment, including taking medication, that slows down his thinking (to normal though he feels he is thinking in slow motion). 

It is very hard to force this patient into treatment against his will since he is not "imminently dangerous" (may harm himself or others within the next 24 hours because of his mental disorder) in the same way that he was when he came into the hospital. He may be over the more florid manic symptoms but his brain needs to be saturated in the mood stabilizer for about a month before he comes out of the hypomania.  Phase two is very difficult for the family as they try to prevent this person from making decisions that have a high potential for negative consequences through his impaired judgment.

· Bipolar Disorder, Type II is more of a depression diagnosis with episodic hypomanic episodes.  Hypomania is a mental state of either feeling extra good or having an irritable mood that lasts for at least 4 days.  In general, this mood usually consist of 

· An inflated self-esteem

· A decrease need for sleep (i.e. 3 hours)

· An increase in goal-directed activities or 
· An excessive involvement in pleasurable activities 
                         that have a high potential for negative consequences. 

The individual with this disorder may decide at midnight that he would clean out his closet, or he may buy that expensive car that he would not buy prior to the hypomanic episode.  Usually after this hypomanic episode, he becomes severely depressed.  Antidepressants alone do not manage this depression.  A mood stabilizer such as Lithium has to be added in order for the antidepressant to work. 

A Cyclothymic Disorder is a mood disorder with the essential feature of a fluctuating mood disturbance. This disorder begins early in life involving numerous periods of hypomanic symptoms and numerous periods of depressive symptoms but there is not enough criteria to meet the diagnosis of Bipolar Disorder or Major Depression.  This series of fluctuating mood must last for at least 2 years with a stability of mood that does not last longer than 2 months at a time during this 2 year period.  15%-50% or individuals with this disorder will subsequently develop Bipolar I or II Disorder.                                                                         

A Mood Disorder Secondary to a Medical Condition can look like Bipolar Disorder.  Many females who start their menses during puberty may go through several years of mood swings that cause dysfunction in their life. The diagnosis would be called Mood Disorder Secondary to Puberty.   Someone using alcohol or drugs and having corresponding mood swings may be another example of a Mood Disorder secondary to  Substance abuse.  An example of a Mood Disorder secondary to Thyroid Disease would be a 23 yo female who develops hypothyroidism and as a result of that has a severe depression with paranoia.

Anxiety Disorders
· Generalized Anxiety Disorder

· Social Phobia

· Specific Phobia

· Obsessive-Compulsive Disorder

· Post Traumatic Stress Disorder (PTSD)

· Dissociative Disorders

· Specific Symptoms
· Panic Attack

· Agoraphobia

Generalized Anxiety Disorder is a medical illness resulting from almost constant anxiety in most aspects of a person's life.  Sleep disturbances, appetite changes with weight gain or weight loss, isolation, avoidance of any location that can cause an increase in anxiety,  panic attacks (see below), and agoraphobia (see below) are some of the symptoms that make up this illness.

The treatment is psychotherapy, which helps the person to understand the reality of the triggers of the anxiety, plus an "antidepressant medication".  An antidepressant medication should actually be called an Antidepressant/Antianxiety medication since it is the standard of care to treat the anxiety disorders.  When this type of medication is used to treat an anxiety disorder, it usually requires 3 to 6 weeks at the therapeutic dose to begin to get relief of symptoms versus about 7 to 10 days to begin to get relief from a depression.
One person may get relief on 20 mg of Prozac and another person may need 60 mg before the medication covers all of the anxiety symptoms.   It takes 4 to 6 weeks at a dose (e.g. 20 mg Prozac) to reach its maximum benefit so if anxiety symptoms continue at a lower dose, the medication should not be increased any sooner than every 3 to 4 weeks in order to find the lowest dose that will give the most relief.  The higher the dose, the higher the potential for side effects.  You have to find the lowest dose that causes complete remission of anxiety symptoms with the least amount of side effects.
Sedative is the name now used to describe the class of drugs that historically were called the "anti-anxiety medications".  This is because these medications were developed before antidepressants existed.  If we were to redevelop the nomenclature now, we might call the antidepressants, the "antidepressant/antianxiety disorder medications" but this is too cumbersome.  This nomenclature causes confusion when a physician tells a patient that he is going to treat his anxiety disorder with an antidepressant.  The patient may refuse the medication and be indignant because he does not feel "depressed".  He cannot understand why the physician will not give him an adequate dose of either the Xanax or Klonopin (sedatives) which was given to him by a friend and it gave him immediate relief.

The sedatives include Xanax, Klonopin, Ativan, Valium, Tranxene, Librium and Serax. 
 These medications do not adequately treat anxiety disorders for the following reasons:
· They usually do not cover the anxiety symptoms 24 hours a day.  Xanax covers symptoms for about 4 to 6 hours.  This requires a dose of medication at least 4 times in 24 hours.  
· Anxiety symptoms may return before the next dose starts to work resulting in mood swings. 
· They have the potential for abuse and emotional dependency.
· Tolerance (less symptom relief the more you take the medication) may develop requiring increasing the dose to get the same benefit as the initial response.  Continuing to increase the dose can eventually create blood levels that can impair judgment, disinhibit emotions (say and do things that are inappropriate) and even cause a black out of time (a period of time not remembered). 

Sedatives work well when they are used for short term anxiety episodes (phobia of flying in a plane, preparation for surgery or dealing with the unexpected death of a loved one).  Sedatives can also be used to cover the anxiety symptoms until the antidepressant begins to work.  Sometimes these medications will be used for a longer period of time, in addition to the antidepressant, to better cover the symptoms of the anxiety disorder. If the patient "leans on" this class of drugs as the core medication to treat the disorder, then, the above problems can occur.

Buspar is an antianxiety medication which is effective for 50% of people with anxiety disorders.  Each person has a specific dose that gives anxiety relief.  Once someone is taking his therapeutic dose, it takes about 2 weeks before the medication starts relieving the anxiety.  It is not an antidepressant and is not addicting.  It can be sedating, occasionally causes an increase appetite and has to be taken 2 to 3x's per day.  Most people can find a dose that does not have any side effects.  Since compliance of taking a medication more than once per day is generally difficult for most people, this medication has limited success unless the patient is responsible and reliable. 

Vistaril is another antianxiety medication. It takes 1 to 2 hours to start working and gives anxiety relief for 4 to 6 hours.  Vistaril is usually not as effective as the other medications discussed above.  It is not addictive and potential side effects include sedation, dry mouth and constipation.

Social Phobia is a medical disease that is characterized by anxiety that causes someone dysfunction when he is in a group of people or anticipates going into a group of people.  This is not just being shy but a true biological reaction that causes fear that either something horrible is about to happen or that he will have a panic attack and embarrass himself by losing control.  The treatment for Social Phobia is the same as for Generalized Anxiety Disorder.

A Specific Phobia is characterized by clinically significant anxiety provoked by exposure to certain types of social or performance situations, often leading to avoidance behavior.  Fears of heights, snakes, and enclosed spaces are also examples.  When these phobias cause significant dysfunction in a person's life, then it becomes a diagnosis and requires an antidepressant and sometimes psychotherapy.
In Obsessive-Compulsive Disorder, anxiety occurs in relationship to an event.  This event may be insignificant and have no specific relationship to the patient.  Actual examples of an event could be walking through a door frame, touching a door knob, someone touching your car, or driving past a grocery store.  Extreme anxiety and sometimes a panic attack can occur if a series of compulsive behaviors are not ritually performed after this event occurs.
Obsessive-Compulsive Disorder is not the same as having an obsessive-compulsive personality trait.  Most professionals have this trait which is necessary to be able to deal with all of the details involved in problem solving.  

Counting to 343 is an example of an obsession and washing his hands 13 times with Lysol is an example of a compulsion. Each person has his own individual ritual.  Both types of individuals know that the compulsion to wash his hands and the obsession to count are irrational but they also feel that if the ritual is not done, they will become more and more anxious and something horrible may happen. 
Treatment is the same as with the other anxiety disorders but the amount of time an antidepressant takes to start working is sometimes twice as long as when it is used to treat a Generalized Anxiety Disorder.  Luvox is a medication whose only indication is for the anxiety symptoms of Obsessive-Compulsive Disorder.  Psychotherapy is recommended because the changes that have occurred in that person's life in order to perform these rituals have usually been going on for years before he seeks help.  Understandably, this is because he sees this as an embarrassing, irrational behavior that he should be able to manage.  Also, at times, the events that create the worst anxiety may have some significance in that person's past.  Only through psychotherapy can this lost memory of some childhood trauma be understood and worked through.
Post Traumatic Stress Disorder (PTSD) is an anxiety disorder which occurs when someone has a traumatic experience that is beyond what most people ever experience.  Being sexually abused by a family member or witnessing the violent death of a friend or a parent are examples of such experiences.  About 7% of the population is genetically prewired such that when they experience trauma of this magnitude, a chemical reaction occurs in the brain that creates one or all three of the following symptoms: 
1. Excessive emotional reactions 

2. Blunted emotions to events that normally cause strong emotional reactions

3. Flashbacks of the traumatic event  
The stimulus (trigger) that starts a flashback in motion can be a smell or a noise that occurred at the time of the original trauma.  Being in the same physical area of the original trauma or being with someone who looks like the perpetrator can trigger a flashback.
93% of the population can experience the same traumatic event that created the PTSD in the other 7%.  Although they may feel overwhelmed for a month or two, they will be able to move on with their life.  The traumatic event will be a painful memory, but not something that causes the above 3 sets of symptoms.  
Someone can be traumatized multiple times such as through sexual trauma, physical trauma or living their childhood in a war zone.  This person may have problems with trust, may be depressed and may have a hypervigilance that affects their ability to function.  They may need intensive treatment to deal with the memories of their trauma and how it affects present relationships but they do not have PTSD nor do they need this diagnosis to validate the emotional problems that they have.
The treatment of PTSD is a specialized psychotherapy.  Medication is used only to treat specific symptoms that occur because of PTSD related symptoms such as panic attacks or depression.  There is no specific medication to treat PTSD.
The Dissociative Disorders are characterized by a disruption in the usually integrated functions of consciousness, memory, identity, or perception of the environment.  When a person experiences a traumatic event that is totally unexpected, and it feels intolerable to him, he may "dissociate" from himself and have a "blackout".  A blackout is a period of time that he does not remember and can last a few minutes to most of the day.  When this person is triggered by something that reminds him of the trauma, he dissociates.  Dissociation can be a blackout of time or a variety of other symptoms.  Dissociative symptoms can be one of the symptoms of a PTSD.

Rarely, these dissociations are the result of a Dissociative Identity Disorder which was formerly called the Multiple Personality Disorder.  This is a real disorder and not just something developed by the movie industry.  Dissociation in this context is a defense mechanism used involuntarily by someone to mentally escape during a traumatic event while it is happening.  An example of this is a ten year old girl being sexually abused by her father.  Treatment of this disorder is best done by therapists that understand this illness.  
Panic Attack and Agoraphobia

There are two terms that define a specific grouping of symptoms that can be added to any of the above diagnoses. A Panic Attack is a discrete period in which there is the sudden onset of intense fear and frequently a feeling of impending doom.  Symptoms usually involve shortness of breath, chest pain (or discomfort in the chest), smothering sensations, heart racing and sometimes intense nausea and vomiting.  Agoraphobia is anxiety about, or avoidance of, places or situations from which escape might be difficult or embarrassing, or in which help may not be available in the event of a panic attack.  Examples are a football stadium or a crowded shopping mall.
Somatoform Disorders

The common feature of the Somatoform Disorders is the presence of physical symptoms that suggest a specific general medical condition but the objective findings (physical examination, x-rays or blood tests) do not support the diagnosis.  The symptoms must cause clinically significant distress or impairment in social, occupational, or other areas of functioning.  The following are the different types of Somatoform Disorders.
· Somatization Disorder is characterized by a combination of pain, gastrointestinal, sexual, and pseudoneurological symptoms.  
· A Conversion Disorder involves unexplained symptoms affecting voluntary motor or sensory function that suggest a neurological or other general medical condition, but after comprehensive evaluation there is no medical condition.  
· Pain Disorder is characterized by pain caused by psychological factors.  The person does not have a medical condition though he thinks he does.  
· Hypochondriasis is the preoccupation with the fear of having, or the idea that one has a serious disease though it does not really exist.  
· Body Dysmorphic Disorder is the preoccupation with an imagined or exaggerated defect in physical appearance which is not really there.
The treatment of these disorders is difficult in the early stages because the individual is convinced that he has a medical problem and is consumed with having multiple medical evaluations.  Anyone who suggests that a depression or some other psychological issue may be the source of the symptoms means that "they do not want to understand the misery that he is in and that they think that he is crazy".  Eventually, the individual will be put on an antidepressant to manage his pain, and this will improve the physical symptoms.  Reluctantly, then, that person may be open to psychological treatment.  Also, he may rationalize that the depression or anxiety is the result of his "medical illness" because of the physical misery that it causes.  He may seek treatment for these problems but still deny that a psychological issue is the "source" of his physical symptoms. Most of these individuals are set in their belief and they cannot be convinced otherwise.
Attention Deficit / Hyperactivity Disorder (ADHD)
Attention Deficit / Hyperactivity Disorder (ADHD) affects 5% to 10% of school aged children with 60% of these cases experiencing symptoms persisting into adulthood (approximately 5% of all adults).  This is a medical illness, which at times, can be crippling because of problems with attention, concentration, and impulse control.  Unfortunately, other psychiatric problems also cause these problems so the diagnosis is many times not clear.
The three types of ADHD are Inattentive, Hyperactive-Impulsive, and Combined.  All three types have problems organizing and finishing a task, paying attention to details, and following instruction and conversations.  They are easily distracted and forget details of daily routines.  The Hyperactive-Impulsive Type talks constantly and cannot sit still.  Children may even run, jump or climb constantly.  They feel restless and have trouble with impulsivity.  The majority of people with the Hyperactive Type stop the hyperactivity after puberty so that nearly all adults with ADHD do not have this type though a small percentage continues to be hyperactive.
Adult patients frequently ask to be "tested" for ADHD.  There is no specific test to diagnose ADHD.  This diagnosis is a clinical one, requiring information from multiple sources, including peers at work, spouse and observing the patient.  A medical evaluation also should be completed to rule out any medical problems that may be affecting the individual's ability to concentrate and focus such as thyroid disease, low potassium or sodium, and other metabolic disturbances.  The major problem with making the diagnosis is that depression, anxiety, Bipolar Disorder and addiction can all have symptoms that are identical to ADHD.  If they are suspected, these disorders need to be treated first. If problems with attention and focus continue to be there, then the diagnosis of ADHD can be made.   
80 % of individuals that come to me saying that they know they have ADHD, actually have another problem that exhibit symptoms identical to that of ADHD.  The danger here is that an amphetamine (such as Adderall) used to treat ADHD can temporarily help the low energy and lack of motivation from a depression but in the long run can cause the depression to be much worse. Also, prescribing an amphetamine to someone in the depressive phase of Bipolar Illness can turbo charge that person into a manic episode.
Adult ADHD is treated with medication along with behavior modification, organization strategies, and at times, individual psychotherapy.  As a child matures into an adult and into his late 20's, he is more able to organize himself so that he can stay focused longer and  stay on task such that he may not need the medication that he needed as a child.
The medications used to treat ADHD are amphetamines, guanfacine (Intuniv), Atomoxeitine (Strattera) and clonidine.  The most effective are the amphetamines which are generally contraindicated with adults who also have an addiction. They can cause tics  (involuntary movements) and an almost complete loss of appetite with weight loss.  Vyvanse, which is a long acting Adderall, is the most prescribed amphetamine at this time (for people who can afford it) because it has a gradual onset and stays with the patient for 10 to 12 hours, then slowly tapers off so the patient can go to sleep.
It is very important to note that when someone with ADHD takes an amphetamine, he has a paradoxical reaction to the amphetamine.  He actually becomes calmer and more focused.  When the person has this response, it is clear that he has ADHD.  If he takes an amphetamine and he gets more work done but he is also hyperactive and/or mentally racing (and possibly agitated) then this is a "stimulating" reaction, and the person does not have ADHD.  This person may have a depression.

Personality Disorders

· Borderline, Histrionic, Narcissistic

· Dependent

· Obsessive-Compulsive

· Avoidant, Schizoid, Schizotypal

· Paranoid

· Antisocial

A personality disorder is an enduring pattern of inner experience and behavior that deviates markedly from the expectations of the individual's culture.  It is pervasive and inflexible, has an onset in adolescence or early adulthood, is stable over time, and leads to distress or impairment. 
Treatment is ongoing psychotherapy which does not "cure" the disorder.  Psychotherapy provides a means of understanding how their personality traits distort their perception of the world and causes them to react the way they do.  The distress and impairment that result from their own responses to others and to their environment can be devastating, leaving the patient feeling abandoned, abused, humiliated, or afraid of others. The individual has to first realize that they have a problem, and second, want to change how they perceive and react to others.  The obstacle here is that he does not see himself as having a problem.  He may go to a therapist to help him to deal with his depression, anxiety, or anger because of how "everyone else" treats him.  Medication does not treat a personality disorder.
The following is a brief description of most of the Personality Disorders.

Borderline, Histrionic, Narcissistic

Three personality disorders can be grouped together based on their ability to express emotion.  The Borderline Personality Disorder is a pattern of instability in affect (usually excessive emotions), interpersonal relationships, and self-image with marked impulsivity. 95% of people with a Borderline Personality Disorder are females. There are two major issues in this disorder.  First, this person cannot tolerate being alone.  Second, she does not have an ego (personality) that is complete.  Pieces of her ego did not develop such that she feels that she is not a whole individual capable of standing alone.  All of this causes her to search for someone whom she feels will give her those parts of her ego (personality) that she does not have.  Once she finds this person then she feels whole.  When this other person leaves her (i.e. to go on a trip or to visit his family in another state), the borderline individual feels abandoned and rejected.  She also feels that part of her was taken away when that person left. The borderline individual will either be angry because the other person "abandoned" her, or she will be depressed because she feels empty, alone, and vulnerable. 

A Histrionic Personality Disorder is a pattern of excessive emotionality and attention seeking. Though the person with a Borderline Personality Disorder may seem to be unpredictably emotional, the Histrionic person does not have the issue of the intolerance of being alone or the fear of abandonment.  What makes all of this more complicated is that there can be a Mixed Personality Disorder with both a Histrionic Personality Disorder and a Borderline Personality Disorder.  

 A Narcissistic Personality Disorder is a pattern of grandiosity, need for admiration, and lack of empathy.  95% of individuals with this disorder are men.  Unfortunately, individuals with this disorder are attracted to individuals who have a Borderline Personality Disorder who will admire him.  The woman with a Borderline Personality Disorder needs someone whom she believes has all the answers.  He, initially, is not bothered by the Borderline's excessive emotionality since he does not have empathy.  When, in the course of the development of the relationship, each one realizes that neither person is going to get what they expected, then the relationship becomes toxic and destructive. 

  A Dependent Personality Disorder is a pattern of submissive and clinging behavior related to an excessive need to be taken care of.  This disorder may have some of the characteristics of the Borderline Personality Disorder, but a Dependent Personality Disorder individual is not dependent on others because of the issue of loneliness.  He does not believe he is capable of living independently because of an assortment of other reasons.  He feels that someone else has to take care of him even if this means that he loses everything else in his life.  He may consciously or unconsciously not take care of certain things (i.e. bills, maintenance, legal matters) such that someone else has to take over these activities.  He may allow himself to get sick (i.e. diabetics not taking their insulin) or to be evicted from his home rather than to take care of paying the rent as long as someone else takes care of him.
Many of these people are also passive-aggressive.  This means that they express their anger towards their caretaker indirectly through not doing certain things in order to harm the caretaker.  He will not do these things knowing that this will also hurt himself.  An example of this would be to continue to drive the family car until the engine is destroyed. He knew that there was a radiator leak, and the temperature gauge showed that the engine was too hot, but he felt justified in continuing to drive the car because it was not his responsibility to take care of the car.  As a result of his passivity, not only does the family have one less car, but the passive-aggressive individual does not have transportation. The passive-aggressive individual feels that, at least, the caretaker was punished for whatever prior "transgression" the caretaker did to him.  

The Obsessive-Compulsive Personality Disorder is a pattern of preoccupation with orderliness, perfectionism and control.  These individuals can be very productive and achieve success in a job, but they may be extremely difficult to live with.  Their concrete approach to order in their environment becomes worse when problems arise in their life.  Their rigid thinking can also get in the way of allowing for the imperfections of being a human being.  They have little to no tolerance for mistakes or for someone not following a routine.  

The Obsessive-Compulsive Personality Disorder is distinguished from Obsessive-Compulsive Disorder by the fact that a person with Obsessive-Compulsive Disorder knows that their obsessions and/or compulsions are irrational but they persist with them 
in order to not have a panic attack.  This is an anxiety disorder and Major Depression is frequently a part of the disorder.  Medication is required to treat this problem as well as psychotherapy.  Medication will not treat the Obsessive-Compulsive Personality Disorder.  These individuals do not see their obsessive-compulsive behaviors as irrational.  In the event that they do realize that this part of their personality causes them dysfunction in their life, they may seek psychotherapy which can give them relief.
Avoidant, Schizoid, Schizotypal Personality Disorders

These three Personality Disorders have some similarities but each disorder has its own distinguishing characteristics.  In each one, the person avoids relationships and isolates but for different reasons.  The Avoidant Personality Disorder is a pattern of social inhibition, feelings of inadequacy and hypersensitivity to negative evaluation. (He wants to be with people but feels inadequate and cannot deal with any criticism.)  The Schizoid Personality Disorder is a pattern of detachment from social relationships, and he enjoys being alone (the classic hermit).  There is a restricted range of emotional expression. The Schizotypal Personality Disorder is a pattern of acute discomfort in close relationships with cognitive or perceptual distortions and eccentricities of behavior. He is bizarre, misinterprets other's intentions, and feels anxiety in groups.  

An individual with a Paranoid Personality Disorder has a pattern of distrust and suspiciousness and believes that the actions and motives of others are potentially harmful or malevolent.  The fear may be of personal, physical injury or humiliation. When something goes wrong, they believe it is because someone else did something purposely
in order to hurt him. The paranoia is pervasive in every aspect of his life and not just focused on a specific individual.  The Paranoid Personality Disorder is distinguished from the paranoia of Schizophrenia by the fact that the person does not have the negative symptoms of Schizophrenia (see Appendix B).  It is distinguished from the paranoia of Bipolar Illness by the fact that the person has never had a manic episode. It is distinguished from a Major Depression with Paranoia by the fact that when the person is not depressed the paranoia is still there.

An Antisocial Personality Disorder does not mean that the person prefers to be alone versus being social.  He can be the friendliest guy you have ever met.  Unfortunately, much of what he tells you is a lie and he may be stealing from you.  

The Antisocial Personality Disorder is a pattern of disregard for, and violation of, the rights of others.  These individuals are born without the ability to feel guilt.  Before the age of five they have performed atrocities such as killing small animals or setting fires in the house.  There are "blue collar" and "white collar" antisocial people.  The blue collar antisocial may be insulted by a comment you made and would not hesitate to either physically harm you, rape you, or to even kill you if they thought that they could get away with it.  The white collar antisocial would not harm you physically but if he has the opportunity, would steal the retirement money of the elderly or would tell the boss that a peer at work made mistakes that did not happen so that he could be promoted over that peer.  

These individuals quickly learn what society will tolerate and will do their activities in secret so that they are not caught and sent to jail.  Just because they may be very apologetic when they are caught, does not mean that they feel guilt.  They know what to say and do to "get off the hook".  These people cannot be rehabilitated.   They are dangerous people as long as they are alive. 

Someone who lies, steals, or destroys other people's property for "fun" is engaged in antisocial activities, but this does not necessarily mean that this person has an Antisocial Personality Disorder.  When this individual resolves his anger or when his depression, which caused apathy, stabilizes, he will feel guilt for what he has done.  

Fundamental in dealing with a colleague who has a personality disorder is communicating clear and consistent boundaries of what is not your responsibility and what is their responsibility.  This defining of responsibilities is not something that happens because you say the word "no" once or twice.  It is a process of defining clear boundaries in every area of your relationship. Of course, this individual will strongly disagree with what you are saying but you have to stick to what you know is true.  Someone with a personality disorder will not seek help for this problem as long as others are giving him what he wants.  

Psychotic Disorders 

· Schizophrenia (See Appendix B for Expert Consensus Treatment Guidelines)
· Schizoaffective Disorder

· Delusional Disorder  
Psychosis is a mental state such that the person is not in touch with reality.  The term psychotic usually implies the presence of either hallucinations or delusions (e.g. paranoia).  

Most hallucinations from a psychiatric illness are auditory.  The person actually hears someone talking when no one is there.  Visual hallucinations are less common. In a delirium from a medical problem, such as a high fever, the patient may say that they can see people, animals or insects that are not there, but this is not considered to be a psychosis.  Tactile (feeling that something is touching you) and olfactory (smell) hallucinations can occur in a psychosis though, again, these are less common and many times have some other medical source.  Hallucinations are caused by the brain creating the sensation as if it were real.  

Delusions are false beliefs that are fixed (meaning not changeable by objective reasoning).  A paranoid delusion is the false, fixed belief that someone, some force, or some organization is persecuting them in some way.  A grandiose delusion is the false, fixed belief that the patient has special powers or that they are superior to others.  Anyone with a delusion has impaired judgment if part of their decision making is based on this delusion. This may greatly affect a person's ability to take care of themselves. 

Schizophrenia is a disorder in the brain like epilepsy or multiple sclerosis.  It is made up of at least two sets of symptoms: the positive symptoms (this does not mean desirable), also known as the psychotic symptoms, which include delusions (e.g. paranoia) and hallucinations.  The negative symptoms include emotional flatness, an inability to start and follow through with activities, speech that is brief and lacks content, and a lack of pleasure or interest in life.  Disorganized symptoms, which include confused thinking, confused speech and behavior that does not make sense, can also occur, but is usually seen only when the person with Schizophrenia is not compliant with treatment. Even before the onset of the first psychotic episode around 18 yo, the person with Schizophrenia will have strange mannerism and movements, have difficulty connecting with his peers, and will isolate more than other children his age. In hindsight, these symptoms become clear after the first psychotic episode.  Please see Appendix B which is a comprehensive description of this illness.
Schizoaffective Disorder is a less clearly defined disorder.  This disorder can be considered Schizophrenia with a predominant mood that causes dysfunction.  An example would be someone who meets the criteria for Schizophrenia and who is frequently depressed and suicidal.  Another example would be someone who meets the criteria for Schizophrenia and has had a manic episode.  

Delusional Disorder is a disorder that has the essential feature of one or more nonbizarre delusions that persist for at least one month.  Apart from the impact of the delusions,  psychosocial functioning is not markedly impaired, and behavior is neither obviously odd nor bizarre.  Examples of the delusions include: 

· Erotomania when the individual believes that another person, such as an actress or his supervisor, is in love with him.
· Grandiosity involving the conviction of having some great talent or insight.

· Jealousy with the belief that his spouse or lover is unfaithful which is supported by small bits of "evidence which he collects to prove his belief.

· Persecutory with the belief that he is being conspired against, cheated, spied on, followed, poisoned or drugged.

· Somatic when the delusion involves bodily functions or sensations such as the belief  he is emitting a foul odor or that there is an infestation of insects on or in the skin or that there is an internal parasite or that parts of his body are not functioning. 

Unfortunately, these delusions only have a minimal response to medication, if they respond at all.  The individual with a Delusional Disorder is so convinced that his delusion is real, most attempts by anyone to convince him that he needs to get treatment, is seen by him as a means to control him or to humiliate him. Anyone who continues to push him to see a psychiatrist can become part of his delusional system.  This is why many of these individuals end up living alone and have frequent changes in job.  They will move frequently because they are convinced that their neighbors are spying on them, stealing from them or trying to humiliate them.

General Treatment Issues

Once you realize that you have an emotional problem or an addictive disease, you need to have an evaluation. You need to see a mental health professional to obtain an accurate diagnosis.  You need to be sure that medically, you have had a good general history and physical examination.  You have to tell the doctor of the emotional and substance abuse problems that you have.  Sometimes, there is a medical problem that is the actual cause of the disorder such as thyroid disease or diabetes that has never been diagnosed. You do not want to miss an easy cure for the problem.

You may be referred to a Psychiatrist or to someone who does psychotherapy.  If you were diagnosed with a heart disease or a carcinoma, you would not try to treat these diseases by yourself.  The outcome of your own attempts to deal with the problem would be catastrophic and so would be the outcome of dealing with your psychiatric or addictive disease problem by yourself.  Taking a medication, reading books on the secrets of how to cope with life, and sitting in a support group or two may not be enough to fix your problem.  You must see a professional.

Once someone finally decides to get into treatment, most people do everything that they can do to continue to work, take care of their family, and then do the therapy on the side.  If the problem is treated early, this approach works, and the problem is managed.  When this does not work out, then you may need more intensive treatment such as a day or evening program.    

First, you will have to accept that you have a psychiatric problem. Obviously, this is not an easy thing to do.  Having a psychiatric problem is nothing to be ashamed of, though we understand that this is how many people feel.  The problem is that this shame can be a major stumbling block for you in terms of recognizing and dealing with your problem.
Shame prevents you from asking for help.  Also, you may believe that the cause of your emotional problem is because you are being victimized by others.  This is an unconscious defense mechanism used to blunt your fear that maybe you have a psychiatric problem.  There may be a kernel of truth in your concern, but it still does not nullify the fact that you also have a problem.
When necessary, your doctor will work with you to find the right medication to help the problem.  The medication can help you to not feel so overwhelmed so that you can work with yourself to begin to stabilize your emotions.  There is much more about medication in the "Specific Disorders" section.  Medication, by itself, usually does not fix the problem.  You will have to be honest with yourself about your past and your fears of the future.  

Making some basic changes in how you take care of yourself and asking for what you need is not easy for an intelligent, successful attorney.  Sometimes your own defense mechanisms that protect you from being hurt create a strong barrier against taking the risk necessary  to ask for what you need.  This barrier will need to be discussed in therapy to help you to develop a plan to make changes in your life.  You will have to be emotionally connected with yourself in a way that you can understand what it is that needs to be changed.  All of this does not come easy to most attorneys or other professionals.

If everything goes as planned, the first part of treatment takes at least 3 to 4 weeks.  After this first phase, most people are feeling better and understand the issues involved.  If you are still feeling bad and not connected with your emotions in a way that you can verbalize them, then your treatment may take longer.  This is the time that you cannot let the needs of your life, such as job, family and finances pull you back into your old life style where you will soon relapse into your old ways.

The goal is to help you understand your psychiatric problem, develop a plan as to what you will do to deal with this problem, and help you to find those people in the community that can continue to work with you.  Learning how to work with a psychiatric problem and to "communicate" with others takes practice and instruction, in the same way that learning how to play a musical instrument, learning how to play golf, or learning a foreign language takes practice.
A Healthy Lifestyle

Anyone who has a psychiatric illness will need to structure their life style in order to manage this illness.  Getting on the right medication and participating in therapy helps but sleep, exercise, body image, diet, social interactions, sexual stimulation, tobacco, alcohol, caffeine, and abuse of other mood altering substances are all influencing factors in how quickly someone becomes well psychologically.

In a healthy person, the body and the brain chemically work together in order to produce the levels of neurotransmitters, hormones, and endorphins necessary for the mind and body to function at maximum efficiency.  We have to go to bed and get up at the same time every day, plus or minus an hour, in order for the body to "calibrate its biological clock".  A calibrated biological clock will cause a heavy excretion of cortisol from the adrenal glands one hour before awakening which activates metabolism and allows us to be mentally alert and ready to get going.  One hour before going to bed, the cortisol turns off, you get tired and you want to go to sleep.  This cycling of cortisol (diurnal variation) is critical to be able to have a complete sleep pattern and to be alert during the day.  It takes two weeks of going to bed on time and getting up eight hours later to recalibrate your biological clock such that there is a diurnal variation in the cortisols.  

Anyone with an untreated Major Depression or Anxiety Disorder has a disturbed biological clock.  The cortisol is slowly excreted and does not increase or decrease with your sleep/awake cycle.  These individuals do not obtain restorative sleep when they sleep because they do not get into the deeper stages of sleep.  They do not feel mentally alert during the day and have a hard time making decisions.  They just do not feel good.  This is caused by the chemical dysfunction that is happening in the hypothalamus which is the area of the brain that is the cause of the mental disorder.  Information is not sent appropriately from the hypothalamus to the pituitary gland.  The pituitary gland's function is to tell all of the organs in our body when to function in order for them to cycle in a rhythm.  If the pituitary does not send information appropriately such that these organs do not cycle in a rhythm, the end result is sluggishness, difficulty thinking, low motivation, fear, anger, isolation and feelings of hopelessness.

Once the brain is adequately treated to be able to produce sufficient neurotransmitters, then the hypothalamus can communicate clearly with the pituitary.  The pituitary can then coordinate the rest of the body's organs to cycle appropriately.  The individual is then able to sleep, can think clearly, has energy to do things and will look forward to the day. 

When sleep is healthy, there are 5 stages of sleep; one through four and REM.  Each stage of sleep is essential for the brain to produce certain neurotransmitters and other chemicals that are necessary to prevent the depressive and anxiety disease states.  Restorative Sleep is the term used when someone sleeps through all of the stages of sleep with a sufficient amount of time in each stage to allow the brain to produce these chemicals.  Alcohol and drugs of abuse may sleep you but you will not sleep through all of the stages of sleep and the brain will not produce all of the substances needed to function right the next day. 

In the same way, all of the other aspects of a life style can either enhance or deplete your ability to produce normal levels of these neurotransmitters, hormones and other substances.  This includes exercising by doing sustained movement (walk, run, swim, aerobic, other) for at least 30 minutes, four days per week.  Eating at least three meals per day, which include the right amount of protein and minimizing carbohydrates and sugar is critical to have the nutrition you need for physical energy and to allow the brain to function at its full capacity.

Also, getting enough sunlight is essential.  Sunlight and bright light actually increases the neurotransmitters in your brain.  Those who sleep until noon and stay up until 3 am do not get an adequate amount of light to help their depression.  Getting up with the sun when you have a depressive or anxiety disorder is one way you can biologically treat your disorder.

Learning how to communicate with others, appropriate sexual behavior, and not isolating through gaming, internet surfing, or other individual activities are critical to prevent depression.  Research has shown that having healthy interactions with others is also involved in the development and utilization of other chemicals in our body such as our endorphins.  Endorphins are our body's natural "narcotic" which gives us a sense of well being. Isolating or having minimal contact with other people does not allow certain chemicals to be made appropriately or released. 

Cigarettes (and other nicotine substances), excessive caffeine, and other mood altering substances like alcohol or marijuana adversely affect the balance of how chemicals are released in the body.  Any stimulant will not only keep you awake and give you a temporary increase in your sense of wellbeing, but it will also stimulate other aspects of your body and mind.  Those who have an anxiety disorder, rage reactions, or insomnia are adversely stimulated by these substances.  You may initially feel better after a cup of coffee or a cigarette but the benefits of using this stimulant only last about 15 minutes to a couple of hours.  The adverse stimulating effects caused by a stimulant activating your anxiety will continue for about 8 hours.  

Also, stimulating the release of endorphins through the use of alcohol, marijuana (and other drugs), cutting yourself, purging, or excessive sexual activity, may give you a brief sense of well being but depletes the storage of endorphins.  The next day you may be irritable, overwhelmed, and have problems making decisions.  If you have a depression, the suicidal feelings will be stronger, and if you have an anger problem, you are more likely to react angrily because your frustration tolerance is too low.  It takes 24 to 36 hours for there to be enough endorphins again to provide the sense of well being necessary to feel right to be able to handle the normal stresses of the day.  
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