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Saint Joseph Center for Mental 
Health is an acute care psychiatric 
hospital located at 819 Dorcas Street, 
Omaha, Nebraska. Mental health 
services at the Center include fully 
accredited, specialized programs 
designed to meet the unique needs of 
developmental levels from the pre
school child to the older adult. Spec
ialized services are provided utilizing 
outpatient, partial patient and inpatient 
programs.

The Center’s team of mental health 
professionals are dedicated to facili
tating the patient’s return to a more 
productive role in family, work and 
community environments.

In partnership with Creighton Uni
versity, the Center for Mental Health 
serves as the primary teaching facility 
for Creighton University Health Sci
ences programs. Residents, interns 
and students in fields such as medi
cine, pharmacy, nursing, occupational 
therapy and social sciences participate 
in supervised training experiences 
in preparation for careers in research 
and applied mental health professions. 
The affiliation with Creighton Uni
versity facilitates an ongoing 
exchange of ideas between profes
sionals and supports the Center’s 
position on the forefront of mental 
health care.



From The Executive Director

TX he past 15 years have witnessed major improvements in the treatment of affective 
disorders, particularly depression. Because suicide and related self-destructive behaviors 
are associated with depressive disorders, special understanding and precautions are 
required when treating depression. This issue of Progress magazine will explore a 
variety of concerns surrounding depression and suicidal behavior, highlighting symptoms 
which may alert us to the need for special care with the depressed individual.

To most people, the idea of suicide is alien and difficult to understand. While 
suicide may arouse intense curiosity in some bystanders, the emotional impact on 
loved ones left behind can be devastating. In addition, the emotional consequences for 
families are often transferred from one generation to the next. Further compounding 
the difficulty of dealing with depression and suicidal behavior are the myths that 
people who feel suicidal and act on such feelings have little faith in God or lack 
strength of character to face life’s trials. This issue of Progress provides the information 
and perspective on which to base a clearer understanding of depression and suicidal 
behavior.

To mental health professionals, the symptoms of self-destructive behavior associated 
with depression present a paradox because depression is both one of the most lethal 
psychiatric disorders and one of the most readily responsive to treatment. Of course, 
not all people who become depressed also become suicidal. Yet, because suicidal intent 
is not always easy to detect, special precautions must be taken to avoid unnecessary 
risk. Since people experiencing suicidal tendencies resulting from depression are 
not “out of touch with reality” as seen in some psychotic conditions, the symptoms 
may be overlooked, making it more difficult for family members to recognize periods 
when risk is the highest.

Depression and suicidal symptoms are extremes of what we all may feel at one time 
or another; we well understand feelings of irritability, sadness, change of appetite 
and loss of self-esteem. It is when these feelings become preoccupations and persist 
over time that a severely depressed individual may resort to self-destructive behavior. 
Prolonged loss of “peace of mind,” accompanied by an inability to experience joy, 
only feeds depression, deepening the sense of isolation and alienation from family and 
friends.

For those family and friends who have loved 
ones demonstrating signs of depression, 
reliance on the assessment of skilled professionals 
is imperative. Articles such as “ When Sadness 
Becomes Illness” and “ It’s a Family Affair” will 
help the reader identify depression, determine 
when to seek professional help, and understand 
areas of support needed for families.

Because the causes of self-destructive thoughts 
and behavior still present many puzzles to 
psychiatric professionals, the staff at the Center 
for Mental Health continue to devote their efforts 
to studying, understanding and treating conditions 
which may lead to suicide.

Johanna M. Anderson
Executive Director
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Not Just The Blues:
When Sadness Becom es An Illness

By Eugene C. Oliveto, MD

The “blues” represents such a 
common experience that an entire 
musical genre is devoted to it. At 
one time or another everyone experi
ences some form of the “blues,”

usually as the normal 
sadness or unhappi
ness that accompan
ies a letdown or 
disappointment. 
Depression is differ
ent from the normal 
sadness. It is a 
disorder of mood 
regulation that is 
severe enough to 
decrease a person’s 
ability to function 
physically, mentally, 
emotionally and 
socially. The nega
tive effects of 
depression are 
extreme; life 
becomes a burden 
instead of a pleasure.

Ten to fifteen 
million Americans 
suffer depressive 
disorders. A clini
cally severe depres
sion will affect 
25% of the women 
and 10% of the men 

in this country at least once in their 
lifetime. Many elderly people who 
are considered senile actually suffer 
from an unrecognized depression. 
Because depression is highly treatable, 
mental health professionals can help.

Depression as an Illness

A major depressive disorder is 
primarily an episodic, recurrent ill
ness, characterized by a low, negative 
mood, extreme enough to decrease a 
person’s interest in the environment, 
in doing things and in life in general. 
It is persistent and burdensome.

Depression has specific symptoms 
as do most major illnesses. These 
symptoms and signs may not, how
ever, be identified as depression

by the person experiencing them.
They may develop over days, weeks 
or months, and persist. Most people 
have symptoms for three weeks to 
three months before seeking help. 
Many are not adequately diagnosed 
or treated. The psychiatric evaluation 
for depression includes a comprehen
sive history and mental status exami
nation to uncover the symptoms of 
depression.

Medical Evaluation

A physical examination is necessary 
if there is any suspicion of medical 
problems. Some medical disorders 
associated with depression are: thyroid 
and adrenal disorders; cancer, espe
cially of the lung, pancreas and brain; 
neurological disorders, especially 
multiple sclerosis, strokes, Parkinson’s 
disease and senile dementia; infec
tious diseases, especially mononucleo

sis, hepatitis and influenza; nutritional 
deficiencies, especially vitamins B-12, 
B-6 and folic acid; disorders induced 
by drugs, especially antihypertensive 
agents, oral contraceptives, alcohol, 
sedatives, tranquilizers and steroids.

Laboratory evaluation may include 
screening tests for the above prob
lems with examination of blood, 
urine and even spinal fluid when 
indicated. Other diagnostic tests are 
X-ray studies, EEG (electroencephal
ogram or brain wave study) and a 
DST (dexamethosone suppression 
test). The DST for depression can be 
very helpful in diagnosing a bio
chemically induced or endogenous 
depression. It can also help follow 
the effectiveness of the treatment for 
depression.

Without the appropriate psychiatric 

(continued on page 14)

Recognizing Depression

If a person in your life shows any of the following signs of depression, 
especially over a period of time, find out how psychiatric evaluation can help. 
The most common symptoms associated with a depressive disorder are:

Persistent dysphoric mood: feeling depressed, low, irritable, hopeless; loss of 
pleasure in life.

Change in eating habits: poor appetite and weight loss or increased appetite 
and weight gain.

Insomnia: especially inability to stay asleep, or sleeping too much.

Loss of interest: disinterest in normal activities, as well as decreased sexual 
drive.

Activity level changes: decreased or increased mental and physical activity. 

Loss of energy: feelings of lethargy, extreme fatigue.

Negative feelings: especially feelings of worthlessness, inadequacy or inappro
priate guilt.

Problems concentrating: decreased concentration and indecisiveness.

Suicidal thoughts: may be vague and fleeting or persistent and defined.

Dr. Eugene C. 
Oliveto is a mem- 

ber of the Saint 
Joseph Center for 

Mental Health 
professional staff 

and Assistant Clin
ical Professor of 

Psychiatry at 
Creighton Uni

versity School of 
Medicine. Dr. 

Oliveto also main
tains an active 

psychiatric practice 
with adolescents 

and adults.
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Surviving The Crisis Of Suicide
By Cheryl G. Willis, RN

Contrary to popular beliefs, most 
people consider suicide at some point 
in their lives. Fortunately, the vast 
majority realize that suicide is a 
permanent and irreversible solution to 

temporary problems. 
Suicide is a phe
nomenon that must 
be looked at and 
explored due to its 
critical impact on 
both individuals and 
society. As mental 
health professionals, 
we should be aware 
of the thin line 
that separates want
ing to live from 
wanting to die.

Exactly what is 
suicide? Many have 
attempted to define 
it. In relationship 
to the depressed per
son, it is an act or 
pattern of self
destructive behavior. 
Yet there are many 
different kinds of 
suicide. For exam
ple, intentional 
suicide is an act of 

high lethality, deliberately planned by 
an individual to result in his or her 
death. Holding a gun to one’s head 
and pulling the trigger would be 
considered intentional suicide.

Unintentional suicide happens when 
an act or pattern of self-destructive 
behavior is not consciously expected 
to result in death. When someone 
takes pills after an argument, this 
person may not really want to take 
his life. This may only be a cry for 
help or attention. The victim may 
never anticipate such a fatal conse
quence as death.

It is very unlikely that a person 
who is in good mental health will 
consider suicide as a final option.
This person will be able to look at 
his or her situation in a realistic 
manner. Conversely, the depressed 
individual is not able to cope with

the decisions necessary to function in 
the world, and may consider suicide 
as a relief from situations that are 
producing more pain and stress than 
seem bearable.

Most depressed people experience 
a suicidal episode for only transient 
periods of time. Research indicates 
that people are acutely suicidal for 
extremely brief periods. These periods 
can last seconds, minutes or hours. 
This is where the mental health 
professional can be most valuable.
The temporary nature of suidical 
thoughts provides the key to prevent
ing suicide.

Why should suicide be a concern? 
Suicide is the fifth major cause of 
death in the United States. It is 
a staggering statistic because it affects 
all groups of people. Suicide is a 
phenomenon that is neither a rich 
man’s disease nor a poor man’s curse. 
It occurs at all levels of society; it 
knows no cultural or age barriers.
But, there are warning signals.

Warning Signals

The warning signals of suicide are 
recognizable to those who take time 
to look, listen and feel. One does 
not have to be a trained and experi
enced psychiatric professional to 
be alerted to a person who is calling 
for help. Some signs are inability 
to sleep, poor appetite, decreased 
awareness, poor personal hygiene and 
isolation. These signals, which are 
also associated with clinical depres
sion, progress over a period of time.

Suicidal risk is most frequently 
associated with the clinical problem 
of depression. Therefore, the warning 
signals of impending suicidal thoughts 
may be the symptoms of severe 
depression. Suicidal behavior should 
be recognized and treated as a serious 
form of communication by a dis
tressed person who is wanting to 
escape from a painful situation. We 
should not ignore these pleas for 
help, but instead, be aware and 
remember we are dealing with a 
treatable illness. The depressed, suici

dal person has lost hope for a better 
life. We can help restore that person’s 
confidence in himself.

Hopelessness, helplessness and 
haplessness are associated with the 
person who contemplates suicide. 
Hopelessness enters because the per
son feels he has no future. Helpless
ness is related to the individual’s 
present situation and feeling unable 
to make any worthwhile changes 
in his life. This may be a learned 
behavior that has taken many years to 
be formed. The individual who has 
been in command of his own life 
finds it very difficult to be in a 
helpless state. This dependency feel
ing can trigger a suicide attempt.

Depressed, suicidal people experi
ence many negative pressures in their 
lives. The daily decision-making 
demands that people in good mental 
health take for granted cause feelings 
of despair for the depressed individ
ual. Haplessness seems a part of life 
from the viewpoint of the person 
considering suicide.

Intervention

The individual contemplating sui
cide needs the support and interven
tion of experienced mental health 
professionals. Effective treatment 
includes provisions of support, safety 
from self-harm and active treatment 
of underlying problems. It is impor
tant to remind the person that others 
care whether he lives or dies. The 
suicidal person is ambivalent about 
this fact and teeters on the brink 
of wanting to die or continuing to 
live. Statistics have shown that most 
individuals questioned after a suicide 
attempt really didn’t want to die.
It was a way of trying to escape pain 
and stress. When they looked at 
their life’s events, at that moment, 
all the negatives outweighed the 
positives and the scale tipped to 
suicide.

The psychiatrist is an expert in the 
area of recognizing and intervening

(continued on page 14)

Cheryl G. Willis, 
RN, is the Clinical 
Coordinator of the 

Adult Primary 
Care Unit at Saint 
Joseph Center for 

Mental Health. 
Her responsibilities 

include the 
24-hour manage
ment of the staff 

and treatment mil
ieu for the hospi

talized adults.
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It’s A Family Affair
By L. Jay McIntyre, MD

Individuals are born, grow up, 
become old and die within a frame
work called the family. The stages
— child, adolescence, adult, elderly
— each carry risks, challenges, 

rewards and disap
pointments. Depres
sion and death 
touch individuals in 
all stages. Perhaps 
the most tragic 
deaths are those 
resulting from 
suicide.

Maslow in
describing mankind’s 
hierarchy of needs 
placed “belonging to 
a family” or other 
group as second 
only to the basic 
survival needs of 
food, water, clothing 
and physical safety. 
The highest level 
of needs are respect, 
status and self
esteem and self
actualization. Indi
viduals who are 
no longer able to 
meet these needs 
may become 
depressed and 
develop suicidal 
ideation.

Life Stages

Individuals mature 
through the life 

stages within the family system. Dur
ing each stage the individual responds 
to stress in a characteristic fashion.
At each stage, family members and 
significant others relate to the indi
vidual and are affected by that person’s 
depression and suicide.

Behavior problems and regressive 
acts dominate the symptom picture in 
depressed children. Parental feelings 
are frustration and anger. Parents feel 
angry toward themselves for their 
inability to control the child’s acting

out and angry at the child for disrup
tive behavior. Parents and teachers 
may sense the child’s withdrawal and 
social isolation but frequently do 
not equate it with depression as they 
would in an adult.

In adolescence, symptoms of 
depression frequently have a rebel
lious tone. Because of this, parents 
perceive the depressed adolescent 
as resistive and rebellious. They feel 
a loss of control, fear for the adoles
cent’s health and safety, and may 
resent the teenager’s insubordinate 
behavior. Peers experience depression 
in their adolescent friends as with
drawal, isolation and problems in 
boy-girl relationships.

Adult life stage depressions arouse 
feelings of concern, frustration and 
helplessness in spouses and friends. 
Depression frequently develops insidi
ously with significant others gradually 
adjusting to the depressed spouse 
or friend without realizing the extent 
or seriousness of the depression. 
Spouses may gradually become mildly 
to moderately depressed themselves 
decreasing their ability to recognize 
the problem and frustrating their 
attempts to correct the situation.

Depressive symptoms in the elderly 
may be erroneously attributed to the 
aging process. Social isolation and 
feelings of uselessness are not unex
pected by children and spouses of the 
elderly. Adult children of the elderly 
are frustrated, angry and feel helpless 
in dealing with depression in their 
aging parents.

Deaths are always painful to family 
and friends. Suicide is tragic, but 
perhaps cruelest of all are suicides 
among children and adolescents. The 
prematurity of death by suicide, the 
emotional investment and the sense of 
responsibility parents have for their 
children deepens the tragedy.

The Healing Process

Grief, hurt, bewilderment are the 
first emotions experienced by the 
parent. Numbness of all feeling ini

tially may be a coping mechanism to 
deal with pain too severe to bear. 
Parents, family and significant others 
feel angry. The suicide of the child 
or adolescent robs the parent of 
not only the child but a part of life 
itself. It is difficult for parents to 
cope with such a massive loss.

Siblings and peers experience 
anger, a sense of loss and frustration. 
Children and adolescents tend to 
blame themselves for the individual’s 
suicide. They may experience physi
cal complaints such as headaches and 
nausea, as well as have difficulty 
sleeping, exhibit periods of social 
withdrawal, cry more frequently and 
may be afraid to be alone. They may 
complain of being afraid they will 
see the ghost of the suicide victim.

Anger and hurt are projected to the 
suicide victim by spouse and friends 
in adult suicides. A sense of loss and 
a feeling of frustration that the indi
vidual would step out of this life 
leaving those remaining to struggle 
with the pain and grief of loss plus 
the ongoing difficulties of life is 
common.

Death following “a full life” loses 
some of its overwhelming tragedy 
in the elderly. Suicide may seem 
more “justified” or understandable. 
Feelings of failure, guilt, loneliness 
and anger are common in spouses 
and adult children of elderly suicide 
victims.

After the death of a loved one by 
suicide, family members and signifi
cant others need to mourn the loss of 
the suicide victim. The grieving 
process is characterized by physical 
complaints, preoccupation with the 
image of the deceased, guilt, anger 
and the absence of the victim in 
the family unit. This process is a 
necessary part of resolution and 
healing. Survivors, especially children 
and adolescents, need to talk and 
write about their feelings. Individuals 
need to be allowed to cry, to be

(continued on page 15 )
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Getting Your Second Wind:
An Adolescent Copes With Depression

By John Florian Riedler, MD

Depression starts with the irritabil
ity of having too many things turn 
out wrong and moves along a course 
of individual withdrawal from the 
activities of life. As participation in 

the community drops 
off, the threat of 
self-destructive 
behavior rises. 
Thoughts of despair 
and death replace 
the sense of belong
ing and worth in 
the depressed indi
vidual. The need 
to live can be con
sumed by a desire 
for peace of mind.

Some people find 
it hard to believe 
that suicide is the 
second leading cause 
of death for young 
persons between the 
ages of 15 and 
19, and the third 
leading cause of 
death for people 
between the ages of 
15 and 24. It’s 
grim. And, these 
facts don’t take into 
account loss of life 
by accident or loss 
of productive life 

because of alcohol and drug addic
tion. Substance abuse and depression 
seem highly correlated in adolescents. 
Many young accident victims indicate 
that there was a wish to die on 
their mind at the time of the misfor
tune. Self-destructive behavior is a 
terrible disease afflicting our young.

Although the situation appears 
out of hand — teenage suicides have 
increased 200 percent during the 
past 20 years — good news has 
begun to emerge for those touched 
by this problem. The public is gain
ing wider access to the kind of 
information necessary to stem the rise 
of self-destruction among the young.

The past three years have seen 
an unprecedented number of published 
articles describing the problem and 
what to watch for in an adolescent 
whose behavior has changed for 
the worse. The trend toward aware
ness of depressive symptoms and 
impending self-destructive behavior in 
the young is a major step forward 
in providing the healthiest possible 
environment in which to grow up.

Early Signs

The earliest signs of depression in 
the adolescent include irritability, 
not completing tasks formerly done 
with ease and daydreaming. At this 
stage, the youngster may have diffi
culty staying on top of things that are 
normally expected to be completed 
on a regular basis. No big problems 
here. But if the adolescent takes a 
lot of criticism for the poor perform
ance or goes unnoticed, the condition 
can worsen.

Headaches and stomachaches begin 
bothering some youngsters. Others 
start fighting with brothers, sisters and 
parents in an attempt to exert them
selves. It doesn't usually work. This 
is the starting point of depression 
for children whose parents are in the 
throes of a divorce and are trying 
in vain to do something so mom and 
dad won’t split up. Children of 
parents who chronically fight with 
each other often try acting as peace
makers. Such children are humiliated, 
feel hopeless and find themselves 
repeatedly unable to communicate 
with their parents. These are ingredi
ents of serious depression in the 
young.

Even in families where the parents 
aren’t fighting, problems with adoles
cent depression can result from the 
relationship of parents to children.
The offspring of achievers and parents 
who live vicariously through the 
accomplishments of their children are 
most at risk. When the child lives 
with the expectation of being bright

est, best athlete, prettiest, etc., the 
pressure is on. Many children find no 
support from demanding parents 
who expect more than the child can 
possibly deliver. This arrangement 
promotes feelings of worthlessness 
and guilt in the youth. Trapped 
by parents’ expectations and confused 
. . . confused by not knowing what 
was done wrong . . .  the youngster 
might withdraw from active involve
ment. At a critical time for support 
from parents, frustration and criticism 
are handed down. Children at this 
point often attempt suicide.

Depression runs in families to 
some extent. Along with genes that 
could produce depression, many 
families with multiple generations of 
depressed individuals pass on ineffec
tive ways of dealing with the routine 
stresses of daily life. It is the inabil
ity of adolescents to see themselves 
as capable and worthwhile, to please 
those adults who are important in 
their lives, that produces depressed 
young people.

Alcohol and Drugs

Any adolescent who uses alcohol 
or other drugs should be evaluated 
and treated. Usually, one of the 
problems already mentioned compli
cates the life of a chemically depend
ent youth. This adolescent is 
depressed to some degree and may 
be trying to medicate himself with 
drugs.

Remember, a depressed youth 
might be acting like a bad kid. But 
there are differences. Look out for 
inability to concentrate, poor sleep 
and lots of health problems. Ask 
a youngster about quitting the team 
and dropping grades at school. 
Express concern when an adolescent 
starts spending long hours alone in 
a bedroom or begins missing school 
days. Ask if the teenager feels hope
less, helpless and guilty. Become

(continued on page ¡5)
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Getting Help
Crisis Information and Referral Service

Psychological problems are pre
sent in varying degrees and are 
tolerated and dealt with differently 
by different people. Their very 
commonness has prompted some 
to challenge their seriousness. The 
fact that almost everyone has 
some sort of psychological problem 
and experiences periods of unhap
piness and personal dissatisfaction 
is not the primary factor in deter
mining whether professional ser
vices are sought and received. 
Rather, a number of factors are 
involved: (a) the severity of the 
disorder; (b) attitude of the indi
vidual toward his problems and his 
feelings of adequacy in being 
able to deal with them; and (c) 
the availability of services for the 
given individual.

It has been 
estimated that at 
any given time, 
one person in 
four is experi
encing discom
fort as a result 
of mental or 
emotional symp
toms such as 
anxiety or 
depression.
Many distressed 
individuals 
experience a 
measure of 
immediate relief 
simply because 
professional 
aid is available 
to them. The 
24-hour tele
phone crisis 
information and 
referral service 
at Saint Joseph 
Center for Men

tal Health provides just such aid, 
according to Doris Jones, Director 
of Nursing. Calls are received 24 
hours a day by mental health 
professionals, who, in concert with 
a physician, provide the immediate 
help a person in crisis needs. 
Prompt, skilled assessment is key 
to effective intervention. Calling 
the crisis information and referral 
service provides immediate access 
to appropriate help, whether the 
individual needs an outpatient 
appointment, inpatient hospitaliza
tion, help in negotiating commu
nity services or simply supportive 
problem solving.

Seeking professional assistance 
provides several benefits. Talking 
freely to a noncritical listener

and getting things “off your chest” 
are helpful. As a distressing situa
tion is talked about, it becomes 
more familiar and less frightening. 
With reduced anxiety it can be 
dealt with more objectively. Get
ting professional advice can pro
vide relief of loneliness and a 
sense of being understood. This 
leads to hope, added self-esteem 
and an openness to useful interpre
tation and insight.

As a person matures, new and 
increasingly complex behaviors are 
required to deal with life events. 
Solutions that were effective at 
one stage may be compromised to 
a point of disorganization and/or 
maladaptive behavior. Crisis can 
pose a situation that may threaten 

or overwhelm 
the individual or 
his family and 
exhaust personal 
resources in 
coping with the 
problem. Crisis 
can also be 
an opportunity 
for positive 
change and 
growth. Timely 
interaction with 
mental health 
professionals 
such as that 
available through 
the Saint 
Joseph Center 
for Mental 
Health crisis 
information and 
referral service 
is critical to 
assuring success
ful negotiation 
of crisis.I f you or someone you know needs assistance, call the Crisis Information 

and Referral Service (402) 449-4650.

13



Not Just The Blues: 
When Sadness 
Becomes An Illness
(continued from page 5 )

and medical evaluation to determine 
the type of depression and the factors 
associated with it, the depressed 
patient cannot be effectively treated.

Types of Disorders

Major affective disorders are bi
polar (manic-depressive) and unipolar 
(major depression). These are consid
ered more internally generated or 
endogenous. Bipolar means two poles: 
one high (manic) and one low 
(depressed). The high pole is charac
terized by increased physical and 
mental activity; the depressed phase 
is characterized by a general decrease 
in physical and mental activity with 
a depressed mood. Those poles 
generally cycle or alternate every few 
weeks, months or years for no appar
ent reason.

Unipolar depressive disorder is 
characterized by depression occurring 
episodically and not triggered by 
external events. It is more common 
than bipolar illness and occurs mostly 
in women. Both disorders have a 
strong family tendency and are likely 
to be associated with neuroendrocrine 
or chemical changes. Two other 
types of depression commonly seen 
are dysthymic and atypical depressive 
disorders. These depressions are 
chronic and occur as part of a neu
rotic, self-defeating lifestyle.

Treatment Strategies

The psychiatric treatment of 
depressive disorders falls into three 
categories: (1) psychotherapy and 
counseling, (2) medications, and 
(3) other therapies.

Psychotherapy and counseling are 
part of the treatment for all depressed 
patients. These patients need help 
building self-esteem and a sense of 
hope. They need to know that their 
depression can be treated effectively.

The patient’s family may also be 
involved in counseling so that they 
can be supportive of the patient. It is 
important for depressed patients to 
have an understanding, caring and 
concerned support group. With appro
priate psychotherapy, the depressed 
patient’s negative view of himself, the 
environment and the future can be 
changed.

Medications are the mainstay in 
the psychiatric treatment of the major 
depressive disorders. Antidepressants 
can effectively alleviate the symptoms 
and signs of depression in 65% to 
75% of all patients in 3 to 8 weeks. 
These medications need to be pre
scribed by psychiatrists who are 
knowledgeable in their usage and 
effects.

Other therapies may also be 
utilized particularly when an effective 
response is not achieved with the 
use of psychotherapy and antidepres
sants. One such therapy is ECT 
(electroconvulsive therapy), a highly 
effective treatment for serious depres
sions that do not respond to other 
treatments. This type of treatment can 
give dramatic, antidepressant response 
and, if used properly, is safe, effec
tive and lifesaving.

Most depressed patients can be 
treated with medications and psy
chotherapy as outpatients. Severely 
depressed and suicidal patients need 
to be hospitalized, as they present 
a danger to themselves and cannot 
provide for their own needs. With 
adequate and competent psychiatric 
treatment, over 90% of all depressed 
patients will return to their normal 
level of functioning within 3-6 
months.

Future Trends

The future looks bright for the 
diagnosis and treatment of depressive 
disorders. Research in the area of 
brain chemistry is beginning to reveal 
which imbalances are associated 
with depressive disorders and how 
they can be corrected. An increased 
awareness of this major, treatable 
health problem, its signs and symp

toms is also important so that treat
ment can be initiated early. □

Surviving The Crisis 
Of Suicide
(continued from page 7 )

with the suicidal individual. His 
use of skilled communication tech
niques help him identify the potential 
suicide victim. These same skills 
are also important for other 
professionals.

The depressed, suicidal individual 
needs reinforcing of his ego strengths. 
This individual is looking for a 
strong person to lean and depend 
upon. A trained and sensitive profes
sional can be that person. The 
professional needs to encourage com
munication, establish rapport and 
trust and assess the person’s 
resources. Ultimately, the profession
al’s goal, through skillful interven
tions, is to assist the person in regain
ing control of his life. Appropriate 
social service and community service agen
cies should be involved. The mental 
health professional should not bear 
the responsibility of a suicidal indi
vidual alone. Relatives, friends or 
special clergymen should be mobi
lized to provide support. Treatment 
should attempt to reorient the individ
ual to the future.

Suicide is a tragic and final act 
that some choose as an option. Unre
lenting painful inner turmoil and 
depression lead many individuals 
down this road. Suicide appears as 
an option for that person who has 
lost hope for the future. As we move 
toward a greater understanding of 
suicide as an act of frustration, des
peration and relief, we can begin 
to communicate the necessary mes
sages of help and hope. To those 
persons locked into a perceived life 
or death forced-choice situation, it is 
imperative that caring others stress 
that this acute, painful state will be 
alleviated and healing will follow, [f]
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It’s A Family Affair
(continued from page 9 )

reassured they are not responsible for 
the victim’s death. The survivors 
may also think about suicide. Suicidal 
ideas should not be kept secret from 
family and friends. Lack of progress 
through the grieving process indicates 
the need for professional help.

The family is the first group in 
which an individual’s sense of 
belonging develops. The common 
denominator in depression and suicide 
is a prevailing sense of loneliness 
and isolation. The final precipitating 
factor in many cases of suicides 
of all stages is an actual or perceived 
loss of human contact. Those best 
suited to be aware of depression and 
suicidal ideation are the family and 
significant others. Becoming aware of 
one’s own feelings is the first step 
toward reaching out to a significant 
other who is depressed or suicidal.
The next step is seeking appropriate 
help in dealing with those individuals. 
Through professional counseling, 
individuals and families can learn 
strategies for dealing with grief and 
stress and for increasing self-esteem. 
Alternative ways to cope with unsat
isfactory life situations can be 
learned. The prognosis for most 
individuals who are depressed or have 
suicidal ideation is favorable as long 
as meaningful help is sought.

Depression and suicide or suicide 
attempts at any age are significant 
emotional events and, as such, have 
the power to change behavior. Com
munication can be opened, feelings 
expressed. Mental health care profes

sionals help remove the barriers to 
growth in both individuals and fami
lies. Professional help in the early 
stages of distress may prevent tragedy 
later. Professional help later can be 
the beginning of a more effective 
family unit or a better adjusted 
individual.

Depression and suicidal behavior 
present a challenge as well as an 
opportunity, not only to improve the 
lot of the unhappy child, adolescent, 
adult or elderly, but to help build 
the foundation with appropriate 
professional help for a more success
ful and satisfactory life. □

Getting Your 
Second Wind:
An Adolescent Copes 
With Depression
(continued from page 11)

nosy if the youngster’s friends stop 
coming around. Once it becomes 
clear that you are talking to a 
depressed adolescent, don’t be afraid 
to ask about suicidal thoughts. Asking 
a person if he is suicidal won’t 
make him feel that way and could 
save a life. If the answer is yes, 
remain calm, stay with the adolescent 
and take him directly to the hospital.

Take action with any adolescent 
who acts depressed. Be honest in 
appraising the situation and get 
professional help if you don’t know 
what to do. Speak to your doctor 
or phone the mental health center for

a recommendation on how to proceed 
with an evaluation. Depression is 
very treatable; suicide is a final act.

Getting Help

In an evaluation, family, social and 
biological factors are sorted out as 
the mental health professional takes a 
history of the problem. Medical 
consultation and laboratory tests may 
be requested, if needed. Once the 
degree of depression is ascertained, a 
treatment strategy is formulated.
The plan could include antidepressant 
medication and inpatient treatment 
if the depression is serious enough.
To whatever extent possible, the 
entire family should be included in 
the treatment. Most importantly, 
the adolescent must feel safe and 
supported in a time of confusion, 
anger and hopelessness. If the youth 
cannot concentrate and feels unable to 
carry through to the conclusion of 
tasks, a structured environment is 
required. Depressive responses are 
often learned. Therapy consists of 
support at critical moments and 
teaching adaptive techniques to 
replace those that don’t work in the 
changing world of adolescence.

Adolescence is a turbulent period 
in the best of times. When parents 
don’t get along, or the family doesn’t 
support the youth who is struggling 
to become a mature adult, biological 
potential for depression may result 
in an adolescent who sees the world 
as overwhelming and loses the sense 
of being an individual. At such a 
time, the entire family is probably 
upset and outside help is needed. 
Fortunately, the needed help is only 
a telephone call away. □
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and fighting back isn’t easy.
Depression —  when it strikes, our problems seem too big to solve. We 

have trouble coping with the day to day demands of life. Our family, our jobs 
our friends are affected.

Saint Joseph Center for Mental Health 
understands that it’s tough to fight back 
—  especially without help. That’s why 
our trained and sensitive staff provides a 
full range of professional services for 
adults. Call us anytime, 24 hours a day,
7 days a week, at (402) 449-4650.

Saint Joseph
CENTER FOR 
MENTAL HEALTH
819 Dorcas Street, Omaha, Nebraska 68108

A health care center of Psychiatric Services, Inc

LIFE CAN  BE



Book Reviews

Depression and Its Treatment. John 
H. Greist, MD, and James W. Jeffer
son, MD, American Psychiatric Press, 
Inc., 1984.

Depression is ten times more com
mon than schizophrenia and three 
to five times more common than 
major phobias and panic attacks. It 
cuts across social classes, cultures 
and nationalities. Depression is a 
complex disorder involving much 
more than just being sad or feeling 
blue. The blend of causes and symp
toms is not yet fully understood.
The authors describe the present level 
of understanding of depression and 
its treatment in clear, non-technical 
language and answer common ques
tions. This book identifies effective 
treatment for depression and sorts out 
many myths and misunderstandings 
surrounding important issues. The 
thoroughness with which the subject 
is covered also makes this book 
valuable to mental health 
professionals.

The Clinical Handbook of Depres
sion. Janice Wood Wetzel, Gardner 
Press, Inc., New York, 1984.

This book is a comprehensive 
manual designed to demonstrate links 
between seemingly disparate personal
ity, environmental and biochemical 
theories of depression, and between 
theory, research, clinical practice and 
social services. Depression has been 
recognized clinically for over 2,000 
years, yet no satisfactory explanation 
of its puzzling and paradoxical fea
tures has been discovered. Although 
it ranks as the leading mental health 
problem known today, many issues 
regarding its nature, classification and 
etiology are still unresolved. This 
book may serve as a catalyst for fur
ther reflection and understanding. It 
is also a practical, comprehensive 
reference book for ready consultation. 
The suggestions given provide a 
resource for work with individuals 
and groups and for program and 
policy development geared to preven
tative efforts.

Suicide in Children and Adoles
cents. Edited by Syed Arshad Husain, 
MD, and Trish Vandiver, MS. Child 
Behavior and Development Series, 
edited by D. P. Cantwell, MD., 
Spectrum Publications, Inc., 1983.

Suicide is the fourth leading cause 
of death in young people 15 to 19 
years old. Most suicides by children 
are underestimated and underreported.

Fifty percent have been disguised 
as accidents. This book, geared to 
mental health professionals, examines 
the factors leading to suicide and 
discusses the child’s concept of death, 
family factors, symptoms and charac
teristics of suicidal children. Social, 
environmental, affective and behav
ioral factors are also examined as 
well as treatment modalities.

Nancy Sachs, RN

WHEN MENTAL HEALTH’S THE TOPIC

WE LOVE TO TALK
If your group or organization is searching for a special 
program, consider the Speakers Bureau at Saint Joseph 
Center for Mental Health. We’ll tailor a presentation to 
meet your specific needs and interests. Our subjects 
include stress, time management, retirement planning, 
depression, chemical dependency, communication skills, 
parenting and lots more. For additional information, call 
us at 449-4174.

Saint Joseph 
CENTER FOR 
MENTAL HEALTH

SPEAKERS
BUREAU

819 Dorcas Street. Omaha. Nebraska 68108

; center of Psychiatric Services. Inc
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New Faces

Dennis E. McElderry, BA, joined 
the staff at Saint Joseph Center for 
Mental Health as Chief Accountant in 
December. Dennis is a graduate of 
Bellevue College with a degree in 
business administration. Prior to 
coming to the Center he worked at 
Saint Joseph Hospital in the budget 
and cost accounting department.
His duties there included inventory 
control, budget preparation and analy
sis. Dennis and his wife, Barbara, 
have two children.

Robert D. Pilcher, RN, was
promoted in January to Clinical Unit 
Coordinator of the Adult Intensive 
Care and Special Care Units. His 
responsibilities include the 24-hour 
management of staff and the treatment 
milieu for those units. His work 
experience includes clinical and 
supervisory positions in adult and 
child/'adolescent psychiatric nursing. 
Mr. Pilcher, a graduate of Northwest
ern Community College in Sioux 
City, Iowa, is presently enrolled in 
the University of Nebraska Medical 
Center’s BSN program. He and his 
wife, Diana, have three children.

Pamela K. Buller, RN, was
recently promoted to Clinical Unit 
Coordinator of the Older Adult Unit, 
which specializes in the care of the 
geriatric patient. Her work experience 
prior to coming to the Center for 
Mental Health includes clinical and 
supervisory positions in the field 
of gerontology. Ms. Buller, a gradu
ate of the College of St. Mary School 
of Nursing, is currently pursuing a 
BSN degree at Creighton University.

Occupational Therapy Training Program
According to recent U.S. Labor 

Department statistics, the largest 
demand for new health care profes
sionals is in the area of occupational 
therapy. Occupational therapists pro
vide key therapeutic intervention in a 
wide variety of settings in order to 
help people be maximally functional. 
Projections are that, to meet the 
growing need for these professionals, 
the number of occupational therapists 
must increase by 65% or 26,000 
by 1995.

A new program at Creighton Uni
versity addresses the need for more 
occupational therapists. The Depart
ment of Occupational Therapy at

Creighton was established in Septem
ber 1985 within the School of Phar
macy and Allied Health Professions. 
Donna Toole, EdD, OTR, is the 
department chairperson. The program 
is the only one in Nebraska to train 
registered occupational therapists.

In partnership with Creighton Uni
versity, Saint Joseph Center for 
Mental Health plans to provide on
site clinical experiences for occupa
tional therapy students. Student 
internships will be supervised by both 
Creighton faculty and occupational 
therapists at the Center. Early in 
training, students observe therapeutic 
activities and, as their knowledge

and experience grows, they take on 
more therapeutic responsibilities in 
preparation for professional careers.

The program is guided by an 
advisory committee whose members 
include Mary Jane Payne, OTR, 
Director of Occupational Therapy at 
Saint Joseph Center for Mental 
Health; L. Kirk Benedict, PhD, Dean 
of Pharmacy and Allied Health 
Professions; Donna Toole, EdD,
OTR, Department Chairman; Creigh
ton’s occupational therapy faculty 
members and occupational therapists 
from the community.
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cmh Update

Clinical
Conferences
Recognition and 
Management of 
Extrapyramidal Motor 
Disorders

Richard L. Borison, MD, PhD, 
Associate Professor of Psychiatry, 
Neurology and Pharmacology, Medi
cal College of Georgia, Augusta, 
was the guest speaker at the April 4 
Windows of the World program 
co-sponsored by Saint Joseph Center 
for Mental Health and Creighton 
University Department of Psychiatry. 
The psychopharmacology program, 
presented at the Center, was open to 
the community. In addition to his 
professorship, Dr. Borison is Director 
of the Neuropsychopharmacology 
Division, Department of Psychiatry 
and Chief of the Neuropsychopharma
cology Section, Veterans Administra
tion Hospital in Augusta.

The Center for Mental 
Health and Omaha Police 
Department Join in 
Cooperative Effort

Addressing the unique needs of the 
psychiatric patient in crisis was the 
focus of a recent collaborative effort 
between the Center for Mental Health 
and the Omaha Police Department. 
This project was initiated by Robert 
C. Wadman, Chief of Police, and 
Robert K. Olson, Deputy Chief of 
Police, in an effort to strengthen 
their officers’ understanding of mental 
illness and predictability factors as a 
means of reducing risk of injury. The

Center’s Clinical Service Coordinators 
provided an educational program 
for the command officers in the Uni
form Field Bureau. The program 
was presented on all three working 
shifts to accommodate the varying 
schedules of the officers. In addition 
to the sharing of knowledge and 
information, the relationship between 
the Center and the Omaha Police 
Department was strengthened by the 
opportunity to discuss mutual con
cerns and issues.

For more information about the 
Speakers Bureau, upcoming events 
and conferences, contact: Mary 
Jean Kasher, Director of Education 
and Resource/Community Educa
tion, at (402) 449-4174.

Community 
Rallys To Problem 
Of Teens

Recently, local school officials 
were faced with a significant mental 
health crisis. Following the tragic 
suicides of three high school students, 
Dr. John McQuinn and Dr. Richard 
Galusha of the Omaha Public Schools 
responded to the needs of other 
students, parents and concerned com
munity members in a timely and 
sensitive manner. A variety of coun
seling services and educational pro
grams were made available to those 
experiencing stress and grief in the 
aftermath of the students’ deaths.
Saint Joseph Center for Mental Health 
was asked to assist in the response 
to the community’s needs. Dr. John 
Florian Riedler spoke on adolescent 
suicide at a public meeting which 
was attended by over 800 students,

parents, school officials and interested 
adults. Dr. Riedler, a member of 
the active medical staff at the Center 
for Mental Health, has been a 
frequent speaker in the Omaha area, 
addressing the problems of human 
development, especially in the 
teen years.

The provision of educational and 
counseling services in the wake 
of the recent crisis is an example of 
the Omaha area’s growing concern 
and desire to learn more about the 
problem of adolescent suicide. As 
community awareness regarding ado
lescent depression and suicide has 
grown, so have joint efforts by local 
mental health professionals and com
munity groups expanded to address 
the problem. According to Mary Jean 
Kasher, Director of the Saint Joseph 
Center for Mental Health Community 
Education Program, local requests to 
the Speakers Bureau for professionals 
to speak about depression and suicide 
have increased dramatically in the 
past six months. The Center also 
works with communities outside the 
metropolitan area. A day-long work
shop on “The Suicidal Adolescent in 
the School System” was jointly 
sponsored by the Blue Valley Mental 
Health Center and Saint Joseph 
Center for Mental Health and pre
sented by Dr. Riedler in Syracuse, 
Nebraska. A similar workshop for 
school professionals, clergy and law 
enforcement personnel will be held 
on April 24, 1986, in Missouri Val
ley, Iowa.

The first step to combatting mental 
health problems such as adolescent 
depression and suicide is understand
ing and knowledge. The Center for 
Mental Health recognizes the positive 
efforts of local community leaders 
and appreciates the opportunity to 
work collaboratively in addressing this 
serious issue.
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CMH Update

Volunteer Sedute!
National Volunteer Week: April 20-27,1986

Alta Mae Meloccaro (standing left) and Bernice Zych (standing right), both volunteers at Saint Joseph Center 
for Mental Health for over six years, were nominated for Volunteer Bureau annual awards.

Volunteers are a vital part of the 
team at Saint Joseph Center for 
Mental Health. They assist the Cen
ter’s professionals in both patient- 
related programs such as recreational 
therapy and educational therapy and 
in a variety of nonpatient areas. 
While their ongoing support of staff 
and patients at the Center is appreci
ated year round, National Volunteer 
Week provides a special time to

On November 29, 1984, Cosada, 
Inc., of Kansas City, Missouri, was 
granted a Certificate of Need to 
construct and operate a 180-bed 
skilled and intermediate care nursing 
center. This long-term care facility 
is one component of a multi-

acknowledge their generous and 
diverse contributions. Both staff and 
patients have the opportunity to thank 
volunteers. The week includes special 
activities on the units and is high
lighted with a volunteer luncheon.

Bernice Zych, who has been a 
community volunteer in various 
capacities for over forty years and a 
volunteer at the Center for over six 
years, has been nominated for an

Cosada Update
service health care project to be 
developed on the Tenth and Martha 
Street campus on which the Center 
for Mental Health is currently located.

To date, the old Saint Joseph 
Hospital has been removed and the 
land prepared for construction. Con-

annual Volunteer Bureau award. 
Bernice helps in the occupational 
therapy program on the Adult Primary 
Care Unit. Alta Mae Meloccaro was 
also nominated for an annual Volun
teer Bureau award. Alta Mae, a 
volunteer on the geriatric unit since it 
opened six years ago, provides com
panionship and assistance to older 
adult patients.

struction has been moved from an 
October 1985 initiation date to March 
1986. If construction goes according 
to schedule, Cosada expects to open 
its doors and offer services by early 
spring 1987.
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