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000-x06 Depressive reaction

The anxiety in this reaction is allayed, and hence partially relieved, by
depression and self-depreciation, The reaction is precipitated by a current

situation, frequently by some loss sustained by the patient, and is often

associated with a feeling of guilt for past failures or deeds. The degree of
the reaction in such cases is dependent upon the intensity of the patient’s
ambivalent feeling toward his loss (love, possession} as well as upon the
realistic circumstances of the loss.

** The term is synonymous with “reactive depression” and is to be differenti-
ated from-the corresponding psychotic reaction. In this differentiation, points
to be considered are (1) life history of patient, with special reference to
mood swings (suggestive of psychotic reaction), to the personality structure
(meurotic' or cyclothymic) and to precipitating environmental factors and
(2) absence of malignant symptoms (hypochondriacal preoccupation, agita-
tion, delusions, particularly somatic, - hallucinations, severe guile feelings,
intractzble insomnia, suicidal ruminations, severe psychomotor retardation,
profound retardation of thought, stupor).

.

300.4 Depressive neurosis

This disorder is manifested by an excessive reaction of depression
due to an internal conflict or to an identifiable event such as the loss
of a love object or cherished possession. It is to be distinguished from
Involutional melancholia (q.v.) and Manic-depressive illness (q.v.).
Reactive depressions or Depressive reactions are to be classified - here,
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omorbidity

Rates of comoybidity in disrugtive mood dysregulation disorder are extremely high. It is

rare tg?d'ﬂi(ividuals whose 3¢mptoms meet criteria for di?pﬁve mood dysregulation
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Major Depressive Disorder

Diagnostic: Criteria

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

D S M 5 Note: Do not include symptoms that are clearly attributable to another medical condition.

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

2. Markedly diminished interest or pleasure in all, or almost all, activities most of the

day, nearly every day (as indicated by either subjective account or observation).
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3. Significant weight loss when not dieting or weight gain {e.g., a change of more than
5% of body weight in a month), or decrease or increase in appetite nearly every day.
(Note: In children, consider failure to make expected weight gain.)

4. Insomnia or hypersomnia nearly every day.

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

6. Fatigue or loss of energy nearly every day.

7. Feelings of worthlessness or excessive or inapproptiate guilt (which may be delu-
sional) nearly every day (not merely self-reproach or guilt about being sick).

8. Diminished ability to think or concentrate, or indecisiveness, nearly every day (ei-
ther by subjective account or as observed by others).

9. Recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation with-
out a specific plan, or a suicide attempt or a specific plan for committing suicide.

B. The symptoms cause clinically significant distress or impairment in social, occupa-
" tional, or other important areas of functioning.
C. The episode is not attributable to the physiological effects of a substance or to another
medical condition.
- Note: Criterla A-C represent a major depressive episode.

Note: Responses to a significant loss (e.g., bereavement, financial ruin, losses from a nat-
ural disaster, a serious medical illness or disability) may include the feelings of intense sad-
ness, rumination about the loss, insomnia, poor appetite, and weight loss noted in Criterion A,
- which may resemble a depressive episode. Although such symptoms may be understand-
able or considered appropriate to the loss, the presence of a major depressive episode in
addition o the normal response to a significant loss should also be carefully considered. This
- decision inevitably requires the exercise of clinical judgment based on the mdlwdual s history
and the cultural norms for the expression of distress in the context of loss.!

D. The occurrence of the major depressive episode is not better explained by schizoaf-
fective disorder, schizophrenia, schizophreniform disorder, delusional disorder, or
other specified and unspecified schizophrenia spectrum and other psychotic disorders.

E. There has never been a manic episode or a hypomanic episode. )

Note: This exclusion does not apply if all of the manic-like or hypomanic-like episodes
are substance-induced or are attributable to the physiological effects of another med-
ical condition. '

1n distinguishing grief from a major depressive episode (MDE), it is useful to consider that in
grief the predominant affect is feelings of emptiness and loss, while in MDE it is persistent
depressed mood and the inability to anticipate happiness or pleasure. The dysphoria in grief is
likely to decrease in intensity over days to weeks and occurs in waves, the so-called pangs of
grief. These waves tend to be associated with thoughts or reminders of the deceased. The
depressed mood of MDE is more persistent and not tied to specific thoughts or preoccupations.
The pain of grief may be accompanied by positive emotions and humor that are uncharacteristic
of the pervasive unhappiness and misery characteristic of MDE. The thought content associated
with grief generally features a preoccupation with thoughts and memories of the deceased,
rather than the self-critical or pessimistic ruminations seen in MDE, In grief, self-esteem is gener-
ally preserved, whereas in MDE feelings of worthlessness and self-loathing are common. If self-
derogatory ideation is present in grief, it typically involves perceived failings vis-2-vis the
deceased (e.g., not visiting frequently enough, not telling the deceased how much he or she was
loved). If a bereaved individual thinks about death and dying, such thoughts are generally
focused on the deceased and possibly about “jotning” the deceased, whereas in MDE such
thoughts are focused on ending one’s own life because of feeling worthless, undeserving of life,
or unable to cope with the pain of depression.
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