 Affective Disorders
Types

1. Depressive Disorders 

2. Bi-polar disorder 

Depressive Disorders

Symptoms

· Depressed mood

· Loss of interest or pleasure

· Inability to concentrate

· Sleep disturbance

· Appetite disturbance

· Irritable or tetchy

· Feeling worthless or guilty

· Hopelessness

· Abdominal pain or headache

· Recurrent thoughts of death or suicide

· Continuously present for at least 2consecutive weeks

Epidemiology

· 1-year prevalence rates

· Around 0.1% in pre-pubescent children

· Around 2%in adolescence

· Sex ratio

· In childhood no sex difference

· In adolescence more common in girls (girls: boys=2:1)

Etiology
· Predisposing factors

· Genetic

· Chronic adversity

· Precipitating factors

· Major life events such as parental loss or separation

· Maintaining factors

· Negative cognition

· Psychological ‘scarring’ from previous depressive episodes

· Social isolation

· Poor problem solving

Management 

· Good assessment
· Treat co-morbid disorders e.g. substance abuse

· Mild to moderate depressive disorder 

· Listening and support

· Moderate to severe depressive disorder 

· Assess suicidal risk – may need admission

· Action oriented psychotherapy e.g. CBT

· Family work and school support

· If psychotherapy has no impact after 6weeks, or if very severe consider medication
· SSRIs

· Beware of worsening suicidal thinking as a side effect of medication

Bi-polar disorder 

A severe disorder with alternating states of both mania and depressive disorder.
Diagnosis 
· At least one episode of mania 

· Elevation of mood

· Increased activity, including less sleep and appetite
· Grandiose ideas

· If severe, may have mood-congruent psychotic symptoms

· Often, but not always, episodes of depressive disorder 
Differential Diagnosis
· Mild mania maybe confused with conduct disorder 

· Severe states can be difficult to separate from schizophrenia

· May be the result of drugs or medication
· Rarely, due to organic brain conditions e.g. hyperthyroidism

Etiology
· Strong genetic predisposition therefore a detailed family psychiatric history is important

Epidemiology 

· Extremely rare in childhood
· Rare in adolescence – prevalence of around 0.1%

Course
· Often life-long fluctuating disorder 

Management 
· May require in-patient admission

· Medication

· Mood stabilizers- e.g. Lithium, carbamezapine

· In acute phase may need sedation – Chlorpromazine, lorazepam

· Psycho-social support

· Family education

· Reduce expressed emotion in family

