MOOD DISORDERS
INTRODUCTION 

Mood disorders encompass a spectrum of emotions ranging from deep depression to unbounded elation and mania. An elated or depressed mood dominates the clinical picture, but mood is by no means the only problem for the patient with a mood disorder. Physical symptoms, self-destructive behaviour, loss of social functioning, and impaired reality testing frequently go hand in hand with depression and mania, posing difficult and sometimes life-threatening problems for patients and their families. 

CLASSIFICATION 

a)  Unipolar mood disorders:  Involve episodes of depression but no episodes of elation. Depression may be chronic or episodic: it may recur again or occur only once. 

This category includes: - Major depressive disorder




    - Dysthymic disorder (milder and more chronic)

b)  Bipolar mood disorders: These are conditions in which both depression and elation are present at different times in the course of the illness or, in some instances, occur together in a mixed state. This category includes: 

· Bipolar I disorder 

· Bipolar II disorder 

· Cyclothymic disorder (milder form)

The distinction between unipolar and bipolar illness has been made on the basis of not only symptoms but also different genetic and familial patterns, different responses to intervention with medication, and different physical and biochemical characteristics. 

CLINICAL PRESENTION 

a)  Depressive symptoms 

Depression assumes a variety of forms. 

I. Affective symptoms 

· Depressed mood: Experienced by >90% of depressed patients. A depressed mood usually colors the patient’s entire mental life; it is pervasive and dominant. However, a small percentage of depressed patients don’t experience this but manifest other symptoms. 

·  Anhedonia: The inability to derive pleasure from previously pleasurable activities is an almost universal symptom of depression. 

·  Anxiety: Most depressed patients experience anxiety along with autonomic nervous system dysfunctions such as sweating, palpitation, rapid pulse, etc. 
II. Vegetative symptoms 

·  Sleep disturbance:  This may include early insomnia, middle      insomnia, or commonly terminal insomnia. Hyperinsomnia, however, occurs in bipolar illness. 

·  Appetite disturbance:  Anorexia is common in many depressed patients with or without weight loss. However, hyperphagia and bulimia occur in those with bipolar illness. 

· Anergia:  Depressed patients commonly have fatigue and loss of energy in the absence of exertion. 

· Decreased libido: A loss of sexual interest and energy is common in depressed patients.

· Psychomotor retardation: Many depressed patients have an actual retardation of thoughts, speech, and action.

· Psychomotor agitation: Especially common in elderly depressed patient. This involves an unpleasant restlessness or tension. 

III. Motivation symptoms

· Loss of interest in usual activities, in addition to loss of pleasure. Ability to perform one’s usual tasks may decline.

· Feelings of hopelessness and helplessness:  People who are very depressed feel they cannot cope with even the slightest of tasks, including personal hygiene and grooming. 

· Suicidal thoughts or acts: Suicide is the most serious complication of depressive disorders, and, unfortunately, it is all too common.

IV. Cognitive symptoms: 

· Sense of guilt, worthlessness, and low self-esteem:  People who are depressed often berate themselves for perceived short comings that they exaggerate but feel are obvious to others. Hence, they can’t realistically evaluate their own performance at daily tasks. 

· Difficulty in concentrating:  Depressed patients may be so completely preoccupied with inner thoughts that they have difficulty paying attention to their environment.

·  Psychosis: Depression may be severe enough to involve psychotic symptoms, most commonly hallucinations and delusions. 

V. Somatic symptoms 

Bodily complaints:  Back ache, headache, stomach ache, etc.

DSM – IV Criteria for Major Depressive Episode

A. Five (or more) of the following 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.

Note: Do not include symptoms that are clearly due to a general medical condition, or mood-incongruent delusions or hallucinations.

(1) Depressed mood most of the day, nearly every day, as indicated by either subjective report (e.g., feels sad or empty) 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 made by others)

(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 gains.

(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 inappropriate guilt (which may be delusional) nearly every day (not merely self-reproach or guilt about being sick)

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

(9) Recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation without a specific plan, or a suicide attempt or a specific plan for committing suicide

B. The symptoms do not meet criteria for a Mixed Episode.

C. The symptoms cause clinically significant distress or impairment in social, occupational, or other important areas of functioning.

D. The symptoms are not due to the direct physiological effects of a substance (e.g., a drug of abuse, a medication) or a general medical condition (e.g., hypothyroidism).

E. The symptoms are not better accounted for by Bereavement, i.e., after the loss of a loved one, the symptoms persist for longer than 2 months or are characterized by marked functional impairment, morbid preoccupation with worthlessness, suicidal ideation, psychotic symptoms, or psychomotor retardation.

DDX: 

Organic causes of depression: 

· Drugs

· Infections diseases 

· Tumors 

· Endocrine disorders 

· CNS disorders 

· Systemic diseases 

Psychiatric causes:

· Dementia 

· Psychological reaction to a physical illness 

· Schizophrenia 

· Schizoaffective bereavement 

· Personality disorders

· Bipolar disorders 

· Uncomplicated bereavement

· Personality disorders 

· Chronic alcohol dependence 

· Anxiety 

· Normal mood fluctuations 

b)  Symptoms of Mania
The central features of mania are elevation of mood, increased activity and self-important ideas. 

i) Mood disturbance:  Euphoria, cheerfulness, and optimisms. At times irritability and rage ensures especially when their desires are thwarted.

ii) Hyperactivity: Includes motor restlessness and over involvement in sexual, recreational, occupational, and other activities. Manic individuals will plan and enter into a variety of projects, over committing themselves and using poor judgment. 

iii) Pressured speech:  Manic patients speak as if they are under pressure to get the words out. They speak loudly and rapidly and are usually difficult to interrupt. 

iv) Flight of ideas:  This refers to the skipping from one idea to another in a continuous flow of accelerated speech. If severe, then it can make the manic person’s speech impossible to follow. 

v) Distractibility:  Manic patients have difficulty in screening out extraneous stimuli. These persons often react to noises, sights, or smells, shifting their focus of attention rapidly from one irrelevant stimulus to another. 

vi) Inflated self esteem:  An unrealistic sense of one’s own merits and importance often accompanies an elevated mood. 

vii) Decreased need for sleep:  almost all manic patients have a decreased need for sleep, feeling full of energy despite little or no rest. 

viii) Lability of mood:  Some manic patients have rapid shifts in mood form euphoria to anger or depression. Mood swings may last for minutes or even several hours at a time but rarely longer. 

ix) Delusions and hallucinations:  The content of delusions and hallucinations is usually consonant with an elevated and grandiose mood.

DSM – IV Criteria for diagnosis of a manic episode

A. A distinct period of abnormally and persistently elevated, expansive, or irritable mood, lasting at least 1 week (or any duration if hospitalization is necessary).

B. During the period of mood disturbance, three (or more) of the following symptoms have persisted (four if the mood is only irritable) and have been present to a significant degree:

(1) inflated self-esteem or grandiosity

(2) Decreased need for sleep (e.g., feels rested after only 3 hours of sleep)

(3) More talkative than usual or pressure to keep talking

(4) Flight of ideas or subjective experience that thoughts are racing

(5) Distractibility (i.e., attention too easily drawn to unimportant or irrelevant external stimuli)

(6) Increase in goal-directed activity (either socially, at work or school, or sexually) or psychomotor agitation

(7) Excessive involvement in pleasurable activities that have a high potential for painful consequences (e.g., engaging in unrestrained buying sprees, sexual indiscretions, or foolish business investments).

C. The symptoms do not meet criteria for a mixed episode.

D. The mood disturbance is sufficiently severe to cause marked impairment in occupational functioning or in usual social activities or relationships with others or to necessitate hospitalization to prevent harm to self or others or there are psychotic features.

E. The symptoms are not due to the direct physiological effects of a substance (e.g. a drug of abuse, a medication, or other treatment) or a general medical condition (e.g. hyperthyroidism).

Note: Manic like episodes that are clearly caused by somatic antidepressant treatment (e.g. medication, electroconvulsive therapy, and light therapy) should not count toward a diagnosis of bipolar disorder.

DDX:  

· Organic affective syndrome:  Involve the use of drugs such as steroids, alcohol, and amphetamines, as well as specific illnesses such cerebral tumors, multiple sclerosis, and dementia. 

· Schizophrenia:  In some cases, it is almost impossible to distinguish between mania and schizophrenia on the basis of presenting symptoms alone. So the clinician must frequently rely on factors other than the patient’s mental status to make as accurate a diagnosis as possible. 

· Schizoaffective disorder:  This is usually diagnosed when it is impossible to categorize an illness as bipolar disorder or schizophrenia. 

· Cyclothymic disorders:  Essentially, cyclothymic disorder involves periods of depression and hypomania, but with briefer mood swings and less severe symptoms than in bipolar disorders. 

AETIOLOGY OF MOOD DISORDERS 

There have been many approaches to the etiology of mood disorders several theories have been considered. 

a)  Genetic causes 

The tendency to develop mood disorders is inherited although this requires other precipitating factors. The prevalence of major depressive disorders is greatest among first-degree relatives of persons with major depressive disorders. Same applies to bipolar disorders. 

Mode of inheritance suggested is sex-linked perhaps with a dominant but incomplete gene penetrance. 

b)  Neurochemical abnormalities: 

· According to the catecholamine hypothesis, it was assumed that depression and mania were biochemically opposite states. Depression was thought to be associated with deficits of one or more catecholamine neurotransmitters at critical synapses in the CNS, whereas mania was thought to be connected to an excess of these catecholamines (mainly norepinephrine and serotonin). 

· Recent studies have implicated other neurotransmitters e.g. GABA and acetylcholine, as well as defective receptors. 

· Changes in neuroendocrine axis denote abnormality in which one cannot suppress cortisol production when challenged with a dose of dexamethasone. There are also blunted releases of thyrotropin hormone in response to TRH. 

· Mood changes are also associated with menstrual cycles and puerperium. 

c)  Biological factors

· Disruption in the circadian and sleep rhythms is associated with depression. 

· Abnormalities in the neuroanatomical measures such as ventricular-brain ratio (VBR) and sulcal width as well as behavioural sensitization may also be associated with depression, though not specific. 

d)  Psychological studies 

· Analytic theory:  Loss of a loved one and / or rejection lead to anger to themselves or to the loved one. This later results in mood disorders. 

· Cognitive theory: Misinterpretation of an experience, environment or even situation occurring commonly after a traumatic event in life may cause mood disorders several years later. This is due to disturbances in the content and process of thought. 

· Behavioural theory:  Learned helplessness resulting from uncontrollable experiences in a patient’s life that generate feelings of helplessness and result in depression. 

· Early child hood experiences:  Instability and insecurity in early mother-child interactions lays the groundwork for later sensitivity to separations from loved ones and a resulting vulnerability to depression when faced with separation or loss.

e)  Others: 

· Medical conditions e.g. anaemia, infections, etc 

· Surgical procedures and trauma

· Childbirth 

· Endocrine abnormalities 

· Neurological and other psychiatric disorders 

· Drugs e.g. amphetamines, reserpine, hallucinogens, etc 

· Physical illness. 

Management of mood disorders 

A)  ASSESSMENT 

Diagnosis depends on thorough history and physical as well as mental state examination.

Assess provoking causes.

Also assess the effects of the condition on the patient as well as the social resources including the family, friends, colleagues etc. It is important to asses the urgency with which the patient should be managed. This ensures that emergency cases are treated first. 

B)  TREATMENT OF EMERGENCIES FIRST

· Suicide constitutes the greatest danger to depressed patients, and its potential must be assessed in every patient who complains of depressed feelings. Suicidal thoughts and actions may be obvious or clues subtle. Hence, the need for vigilance in this group of patients. 

· Danger of homicide must not be overlooked, because people with mania or depression may try to kill others on the basis of deluded beliefs. 

Acute psychosis must be treated as an emergency warranting hospitalization, as must severe starvation and/or dehydration secondary to anorexia. This should be done in order to stabilize the patient medically and to keep the patient and others physical safe. 

General indications for hospitalization include: 

· Significant risk of homicide.

· Significant risk of suicide.

· Loss of ability to care for oneself, either because of immobilizing symptoms or because of psychotic thinking. 

· Concomitant medical conditions that require special diagnostic and treatment considerations.

C) TREATMENT OF DEPRESSIVE DISORDERS

i) Pharmacotherapy

· These should be individualized and tailored to meet the needs of the particular disorder, as well as the patient’s.

· Medications are particularly useful in treatment of the classic vegetative signs.

· TCAs: Most widely used for major depression. They are used in the treatment of acute depressive episodes, in the alleviation of more chronic depressive syndromes, and as maintenance therapy to prevent recurrence of depressive episodes.

· MAO-Is: They are generally the second-line drugs in treating depression pharmacologically, because they are somewhat less effective than TCAs and SSRIs and because adverse reactions are more common with MAO-Is than with TCAs or SSRIs.

· SSRIs : Commonly used as first-line drugs in the treatment of depression, because they have fewer side effects and are therefore better tolerated than TCAs or MAO-Is.

· Lithium: Widely used as an antimanic drug, lithium has recently been shown to be effective in preventing the recurrence of depressive episodes in unipolar depressive patients.

· Antipsychotics: Very useful in treatment of depression that is complicated by psychotic symptoms or overwhelming anxiety.

· Sedatives and minor tranquilizers: Sometimes used to treat anxiety, restlessness, insomnia, and irritability that are part of depressive syndromes.
ii) Electroconvulsive Therapy (ECT)

Considered only for patients already admitted to hospital. Its main indication as a first measure is to bring about improvement as rapidly as possible. ECT is safe and highly effective. It has the advantage of being rapidly effective; response often occurs within days rather than weeks. Thus, it is frequently the treatment of choice when depressive symptoms are so severe as to be life threatening and rapid improvement is essential.
iii) Cognitive – Behaviour Therapy

It is based on the premise that distorted modes of thinking about oneself and the world in negative and pessimistic terms foster depression and that by identifying such cognitive distortions and by teaching the patient to substitute more realistic and self-enhancing thoughts, painful feelings can be reduced. 
iv) Psychological Therapy:-

Involves support, encouragement and a thorough explanation that they are suffering from illness, not moral failure. The patient should be encouraged to resume responsibility for his own affairs as he recovers.

v) Other new methods: -

High-intensity light especially for the depressed patient whose illness follows a seasonal pattern during the waiting period of 1- 3 weeks required for most antidepressants to take effect.

D) TREATMENT OF MANIA
i) Pharmacotherapy:  Aimed at both the rapid amelioration of symptoms and long-term reduction in the frequency, severity and duration of manic episodes.

· Antipsychiatric drugs: - Are the mainstay of rapid treatment. They have a marked antianxiety effect and can considerably reduce the mania in adequate oral or intramuscular doses to bring the abnormal behaviour under rapid control. Subsequent doses should be adjusted frequently according to the degree of over-activity until it has been brought under control.

· Lithium: It reduces manic symptoms in 10 – 14 days. It decreases the severity and the duration of the acute manic episode and dramatically reduces the rate of relapse. However, serum lithium levels should be monitored to titrate the correct dosage of the medication.

· Anticonvulsants: Used in treating acute mania either as an adjunct or as a substitute.

ii) ECT:  It is safe and effective in treatment of acute mania. It is often used as a second-line measure when antipsychotic treatment is either ineffective or, for some reason, contraindicated in a particular case. Not used together with lithium.

E) TREATMENT OF BIPOLAR DISORDER

Should be treated with lithium alone, and if patient fails to respond in about 4weeks, antidepressants can be used. Antidepressants may cause shift to mania state.

