Mood Disorders

 

These are disorders that have a disturbance in mood as the predominant feature.

 

Classification

· Depressive Disorders ("unipolar depression") - Have no history of ever having had a Manic, Mixed, or Hypomanic Episode.
· Major Depressive Disorder

· Dysthymic Disorder

· Depressive Disorder Not Otherwise Specified

· Bipolar Disorders - involve the presence (or history) of Manic Episodes, Mixed Episodes, or Hypomanic Episodes, usually accompanied by the presence (or history) of Major Depressive Episodes.
· Bipolar I Disorder

· Bipolar II Disorder

· Cyclothymic Disorder

· Bipolar Disorder Not Otherwise Specified

· Aetiology Classification;
· Primary mood disorders (above)

· Mood Disorder Due to a General Medical Condition

· Substance-Induced Mood Disorder. 

 

Aetiology (Primary mood disorders)

· Genetic - Polygenic inheritance is implicated for bipolar and recurrent unipolar disorders leading to impaired limbic-diencephalic function; recent brain imaging studies further implicate subcortical extrapyramidal structures and their prefrontal connections. Cholinergic, catecholaminergic (noradrenergic or dopaminergic), and serotonergic (5-HT) neurotransmission appears to be dysregulated. Heredity may also increase the likelihood of depression by exposing children to the negative effects of their parent's mood disorders (e.g., disruption of affective bonds).

· Stressors - Stressors that provoke affective episodes can be psychologic or biologic. Traumatic life events, especially separations, commonly precede depressive and manic episodes; however, such events may represent the prodromal manifestations of a mood disorder rather than its cause (e.g., affectively ill persons often alienate their loved ones). Stimulant use, sedative-hypnotic withdrawal, transmeridian travel, and seasonal changes in light may also induce mania.
· Personality types - Although persons with any personality type can develop clinical depression, it is more common in persons with temperaments inclined to dysthymia and cyclothymia. Unipolar depression is more likely to develop in persons who are introverted and have anxious tendencies. Persons with bipolar disorders tend to be extroverted and achievement-oriented; they often use activity to combat depression.

· Sex - Female sex as a risk factor for depression is customarily explained by women's presumed more affiliative nature, dependency traits, and helplessness in controlling their destiny in male-oriented societies. However, biologic vulnerabilities are also relevant. Having two X chromosomes is important in bipolar disorders if dominant X-linkage is involved. Compared with men, women have higher levels of monoamine oxidase (the enzyme that degrades neurotransmitters considered important for mood). Thyroid function is more commonly dysregulated in women. Women may use oral contraceptives containing progesterone, believed to be a depressant, and undergo premenstrual and postpartum endocrine changes. Depressed women are more likely to exhibit the introverted, brooding/inhibited personality style typical of unipolar disorders, whereas depressed men are significantly more likely to exhibit the extroverted, action-oriented personality style typical of bipolar disorders
· The cognitive theory of depression posits that three types of problems in cognition are involved in the genesis and/or maintenance of depression;

i. The first type of cognitive dysfunction derives from the fact that depressed persons spend a disproportionate amount of time thinking gloomy or unpleasant thoughts about themselves, their world, and their future - Beck's cognitive triad. Cognitions that are particularly relevant to depressed patients are those that occur almost instantaneously with the worsening of dysphoric moods - automatic negative thoughts

ii. The second type of cognitive dysfunction in depression involves errors in logic and information processing . Information-processing errors associated with depression include overgeneralization, excessive personalization, selective abstraction, emotional reasoning, and all-or-none thinking
iii. The third type of cognitive dysfunction in depression involves hypothesized or "deeper" cognitive structures, such as dysfunctional attitudes and a depressogenic schema 

 

 

 

 

 

 

 

 

Mood Episodes

1. Major Depressive Episode

Neurotransmitters implicated in the pathophysiology of a Major Depressive Episode include;

· Norepinephrine

· Serotonin

· Acetylcholine

· Dopamine

· Gamma-aminobutyric acid.

Certain symptoms such as somatic complaints, irritability, and social withdrawal are particularly common in children, whereas psychomotor retardation, hypersomnia, and delusions are less common in prepuberty than in adolescence and adulthood. 

In prepubertal children, Major Depressive Episodes occur more frequently in conjunction with other mental disorders (especially Disruptive Behaviour Disorders, Attention-Deficit Disorders, and Anxiety Disorders) than in isolation. 

In adolescents, Major Depressive Episodes are frequently associated with Disruptive Behaviour Disorders, Attention-Deficit Disorders, Anxiety Disorders, Substance-Related Disorders, and Eating Disorders. 

In elderly adults, cognitive symptoms (e.g., disorientation, memory loss, and distractibility) may be particularly prominent.

Scales used to screen for depression;

· Beck Depression Inventory

· Zung Depression Scale

· Hamilton's Depression Rating Scale  

 

Aetiology

· Biochemical Factors: The most prominent hypotheses generated to account for the actual mechanism of the mood disorder focus on regulatory disturbances in the monoamine neurotransmitter systems, particularly those involving norepinephrine and serotonin (5-hydroxytryptamine). Because the central nervous system monoamine neurotransmitter systems are widely distributed and involved in tonic regulation of autonomic functions, arousal, movement, sleep, aggression, and other vegetative functions, they are particularly well suited for their hypothesized role.

· Family and genetic studies indicate that the risk rate among first-degree relatives of individuals suffering from major depression (unipolar) is approximately two to three times the risk in the general population. This, it should be noted, is approximately half the rate reported among first-degree relatives of individuals suffering from bipolar illness. The concordance rate is about 11% for dizygotic twins and approaches 40% for monozygotic twins. 

 

 

 

 

Criteria for Diagnosis;

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.
· 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. 
· 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)

· Some individuals emphasize somatic complaints (e.g., bodily aches and pains) rather than reporting feelings of sadness. Many individuals report or exhibit increased irritability (e.g., persistent anger, a tendency to respond to events with angry outbursts or blaming others, or an exaggerated sense of frustration over minor matters)

· 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.

· The most common sleep disturbance associated with a Major Depressive Episode is insomnia. Individuals typically have middle insomnia (i.e., waking up during the night and having difficulty returning to sleep) or terminal insomnia (i.e., waking too early and being unable to return to sleep). Initial insomnia (i.e., difficulty falling asleep) may also occur. Less frequently, individuals present with oversleeping (hypersomnia) in the form of prolonged sleep episodes at night or increased daytime sleep

· Psychomotor changes include agitation (e.g., the inability to sit still, pacing, hand-wringing; or pulling or rubbing of the skin, clothing, or other objects) or retardation (e.g., slowed speech, thinking, and body movements; increased pauses before answering; speech that is decreased in volume, inflection, amount, or variety of content, or muteness nearly every day (observable by others, not merely subjective feelings of restlessness or being slowed down)

· Fatigue or loss of energy nearly every day

· The sense of worthlessness or excessive or inappropriate guilt (in 75% individuals - may be delusional) associated with a Major Depressive Episode may include unrealistic negative evaluations of one's worth or guilty preoccupations or ruminations over minor past failings. Blaming oneself for being sick and for failing to meet occupational or interpersonal responsibilities as a result of the depression is very common and, unless delusional, is not considered sufficient to meet this criterion.
· Diminished ability to think or concentrate, or indecisiveness, nearly every day (either by subjective account or as observed by others). 

· In elderly individuals with a Major Depressive Episode, memory difficulties may be the chief complaint and may be mistaken for early signs of a dementia ("pseudodementia"). When the Major Depressive Episode is successfully treated, the memory problems often fully abate. However, in some individuals, particularly elderly persons, a Major Depressive Episode may sometimes be the initial presentation of an irreversible dementia.

· 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
A. The symptoms do not meet criteria for a Mixed Episode

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

C. 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).
D. 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.

 

 

Associated Features and Disorders

· Tearfulness, Irritability, Brooding, Obsessive rumination, Anxiety, Phobias

· Excessive worry over physical health

· Complaints of pain (e.g., headaches or joint, abdominal, or other pains). 

· During a Major Depressive Episode, some individuals have Panic Attacks that occur in a pattern that meets criteria for Panic Disorder. 

· In children, separation anxiety may occur.

· Some individuals note difficulty in intimate relationships, less satisfying social interactions, or difficulties in sexual functioning (e.g., anorgasmia in women or erectile dysfunction in men). 

· There may be marital problems (e.g., divorce), occupational problems (e.g., loss of job), academic problems (e.g., truancy, school failure), Alcohol or Other Substance Abuse, or increased utilization of medical services.
· Attempted or completed suicide. Suicide risk is especially high for individuals with psychotic features, a history of previous suicide attempts, a family history of completed suicides, or concurrent substance use.
· Increased rate of premature death from general medical conditions. 
· Often follow psychosocial stressors (e.g., the death of a loved one, marital separation, divorce). Childbirth may precipitate a Major Depressive Episode, in which case the specifier With Postpartum Onset is noted

 

Course

Symptoms of a Major Depressive Episode usually develop over days to weeks. A prodromal period that may include anxiety symptoms and mild depressive symptoms may last for weeks to months before the onset of a full Major Depressive Episode. The duration of a Major Depressive Episode is also variable. An untreated episode typically lasts 6 months or longer, regardless of age at onset. In a majority of cases, there is complete remission of symptoms, and functioning returns to the premorbid level. In a significant proportion of cases (perhaps 20%-30%), some depressive symptoms insufficient to meet full criteria for a Major Depressive Episode may persist for months to years and may be associated with some disability or distress (in which case the specifier In Partial Remission may be noted). Partial remission following a Major Depressive Episode appears to be predictive of a similar pattern after subsequent episodes. In some individuals (5%-10%), the full criteria for a Major Depressive Episode continue to be met for 2 or more years (in which case the specifier Chronic may be noted).

 

DDx

· In elderly persons, it is often difficult to determine whether cognitive symptoms (e.g., disorientation, apathy, difficulty concentrating, memory loss) are better accounted for by a dementia or by a Major Depressive Episode. 

· Major Depressive Episodes with prominent irritable mood may be difficult to distinguish from Manic Episodes with irritable mood or from Mixed Episodes.
· Distractibility and low frustration tolerance can occur in both Attention-Deficit/ Hyperactivity Disorder and a Major Depressive Episode; if the criteria are met for both, Attention-Deficit/Hyperactivity Disorder may be diagnosed in addition to the Mood Disorder.

· A Major Depressive Episode that occurs in response to a psychosocial stressor is distinguished from Adjustment Disorder With Depressed Mood by the fact that the full criteria for a Major Depressive Episode are not met in Adjustment Disorder. After the loss of a loved one, even if depressive symptoms are of sufficient duration and number to meet criteria for a Major Depressive Episode, they should be attributed to Bereavement rather than to a Major Depressive Episode, unless they persist for more than 2 months or include marked functional impairment, morbid preoccupation with worthlessness, suicidal ideation, psychotic symptoms, or psychomotor retardation.

· Periods of sadness are inherent aspects of the human experience. These periods should not be diagnosed as a Major Depressive Episode unless criteria are met for severity (i.e., five out of nine symptoms), duration (i.e., most of the day, nearly every day for at least 2 weeks), and clinically significant distress or impairment. 

· Substance-Induced Mood Disorder
· Mood Disorder Due to a General Medical Condition.
· The diagnosis Depressive Disorder Not Otherwise Specified may be appropriate for presentations of depressed mood with clinically significant impairment that do not meet criteria for duration or severity.

 

 

 

1. Manic Episode

Manic Episodes in adolescents are more likely to include psychotic features and may be associated with school truancy, antisocial behaviour, school failure, or substance use.
The mean age at onset for a first Manic Episode is 17-27yrs, but some cases start in adolescence and others start after age 50 years. 

M=F


Criteria for Diagnosis;
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:
· Inflated self-esteem or grandiosity

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

· More talkative than usual or pressure to keep talking

· Flight of ideas or subjective experience that thoughts are racing

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

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

· 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, multiple sclerosis, brain tumor).
Note: Manic-like episodes that are clearly caused by somatic antidepressant treatment (e.g., medication, electroconvulsive therapy, light therapy) should not count toward a diagnosis of Bipolar I Disorder.

 

Associated Features and Disorders

· Individuals with a Manic Episode frequently do not recognize that they are ill and resist efforts to be treated. 
· They may engage in disorganized or bizarre activities (e.g., distributing candy, money, or advice to passing strangers). Gambling and antisocial behaviours may accompany the Manic Episode. 

· Ethical concerns may be disregarded even by those who are typically very conscientious (e.g., a stockbroker inappropriately buys and sells stock without the clients' knowledge or permission; a scientist incorporates the findings of others).

· The person may be hostile and physically threatening to others. Some individuals, especially those with psychotic features, may become physically assaultive or suicidal.

· Adverse consequences of a Manic Episode (e.g., involuntary hospitalization, difficulties with the law, or serious financial difficulties) often result from poor judgment and hyperactivity. 
· When no longer in the Manic Episode, most individuals are regretful for behaviours engaged in during the Manic Episode. Some individuals describe having a much sharper sense of smell, hearing, or vision (e.g., colors appear very bright). 

· When catatonic symptoms (e.g., stupor, mutism, negativism, and posturing) are present, the specifier With Catatonic Features may be indicated 

· If the criteria for both a Major Depressive Episode and a Manic Episode are prominent every day for at least 1 week, the episode is considered to be a Mixed Episode . 

· As the Manic Episode develops, there is often a substantial increase in the use of alcohol or stimulants, which may exacerbate or prolong the episode.

 

Course

The mean age at onset for a first Manic Episode is the early 20s, but some cases start in adolescence and others start after age 50 years. Manic Episodes typically begin suddenly, with a rapid escalation of symptoms over a few days. Frequently, Manic Episodes occur following psychosocial stressors. The episodes usually last from  6 weeks to 4-6 months and are briefer and end more abruptly than Major Depressive Episodes. In many instances (50%-60%), a Major Depressive Episode immediately precedes or immediately follows a Manic Episode, with no intervening period of euthymia. If the Manic Episode occurs in the postpartum period, there may be an increased risk for recurrence in subsequent postpartum periods and the specifier With Postpartum Onset.

 

DDx

· Mood Disorder Due to a General Medical Condition; A late onset of a first Manic Episode (e.g., after age 50 years) should alert the clinician to the possibility of an etiological general medical condition or substance.

· A Substance-Induced Mood Disorder
· Hypomanic Episodes
· Major Depressive Episodes with prominent irritable mood 
· Attention-Deficit/Hyperactivity Disorder; it is distinguished from a Manic Episode by its characteristic early onset (i.e., before age 7 years), chronic rather than episodic course, lack of relatively clear onsets and offsets, and the absence of abnormally expansive or elevated mood or psychotic features.

 

Management (see also Adjunctive Therapies for Mood Disorders)
Pharmacotherapy 

· Drugs are used in mania both to control acute attacks & also to prevent their recurrence. Benzodiazepines & antipsychotic drugs may be helpful in the initial stages of treatment until lithium achieves its full effect though benzodiazepines should not be used for long periods because of the risk of dependence. 

· Lithium salts are used in the prophylaxis & treatment of mania. The adjunctive use of atypical antipsychotics e.g. Olanzapine & Risperidone with either lithium or valproic acid may also benefit.

 

1. Mixed Episode

The individual experiences rapidly alternating moods (sadness, irritability, euphoria) accompanied by symptoms of a Manic Episode and a Major Depressive Episode. The symptom presentation frequently includes agitation, insomnia, appetite dysregulation, psychotic features, and suicidal thinking
Some evidence suggests that there may be a bipolar "diathesis" in individuals who develop mixed-like episodes following somatic treatment for depression. Such individuals may have an increased likelihood of future Manic, Mixed, or Hypomanic Episodes that are not related to substances or somatic treatments for depression. This may be an especially important consideration in children and adolescents.
Individuals may be disorganized in their thinking or behaviour & experience more dysphoria than do those in Manic Episodes

Mixed episodes appear to be more common in younger individuals and in individuals over age 60 years with Bipolar Disorder and may be more common in males than in females.
Mixed Episodes can evolve from a Manic Episode or from a Major Depressive Episode or may arise de novo. 

It is far less common for a Mixed Episode to evolve into a Manic Episode.
 

Criteria for Diagnosis

A. The criteria are met both for a Manic Episode and for a Major Depressive Episode (except for duration) nearly every day during at least a 1-week period.

B. 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.
C. 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: Mixed-like episodes that are clearly caused by somatic antidepressant treatment (e.g., medication, electroconvulsive therapy, light therapy) should not count toward a diagnosis of Bipolar I Disorder.

 

 

1. Hypomanic Episode

A Hypomanic Episode typically begins suddenly, with a rapid escalation of symptoms within a day or two. Episodes may last for several weeks to months and are usually more abrupt in onset and briefer than Major Depressive Episodes. In many cases, the Hypomanic Episode may be preceded or followed by a Major Depressive Episode.
5%-15% of individuals with hypomania will ultimately develop a Manic Episode.
 

Criteria for Diagnosis

A. A distinct period of persistently elevated (euphoric, unusually good, cheerful, or high), expansive (enthusiasm for social, interpersonal, or occupational interactions), or irritable mood, lasting throughout at least 4 days, that is clearly different from the usual nondepressed mood.

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:
· Inflated self-esteem or grandiosity (nondelusional)

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

· More talkative than usual or pressure to keep talking

· Flight of ideas or subjective experience that thoughts are racing

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

· Increase in goal-directed activity may involve planning of, and participation in, multiple activities (either socially, at work or school, or sexually) or psychomotor agitation

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

C. The episode is associated with an unequivocal change in functioning that is uncharacteristic of the person when not symptomatic.
D. The disturbance in mood and the change in functioning are observable by others.

E. The episode is not severe enough to cause marked impairment in social or occupational functioning, or to necessitate hospitalization, and there are no psychotic features.

F. 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: Hypomanic-like episodes that are clearly caused by somatic antidepressant treatment (e.g., medication, electroconvulsive therapy, light therapy) should not count toward a diagnosis of Bipolar II Disorder.

 

DDx

· Mood Disorder Due to a General Medical Condition
· A Substance-Induced Mood Disorder
· Manic episodes 
· Attention-Deficit/Hyperactivity Disorder; it is distinguished from a Manic Episode by its characteristic early onset (i.e., before age 7 years), chronic rather than episodic course, lack of relatively clear onsets and offsets, and the absence of abnormally expansive or elevated mood or psychotic features.

· Euthymia, particularly in individuals who have been chronically depressed and are unaccustomed to the experience of a nondepressed mood state.

 

 

 

 

I. Depressive Disorders

 

A. Major Depressive Disorder

Major Depressive Disorder is characterized by one or more Major Depressive Episodes (i.e., at least 2 weeks of depressed mood or loss of interest accompanied by at least four additional symptoms of depression).
Major Depressive Disorder (Single or Recurrent) is twice as common in adolescent and adult females as in adolescent and adult males. In prepubertal children, boys and girls are equally affected. 

Rates in men and women are highest in the 25- to 44-year-old age group, whereas rates are lower for both men and women over age 65 years.
Major Depressive Disorder is 1.5-3 times more common among first-degree biological relatives of persons with this disorder than among the general population. 

A significant proportion of women report a worsening of the symptoms of a Major Depressive Episode several days before the onset of menses. 

 

Diagnostic criteria for Single/Recurrent Episode

A. Presence of one or more Major Depressive Episode

Note: To be considered separate episodes, there must be an interval of at least 2 consecutive months in which criteria there is either complete resolution of symptoms or the presence of depressive symptoms that no longer meet the full criteria for a Major Depressive Episode (In Partial Remission).

A. The Major Depressive Episode is not better accounted for by Schizoaffective Disorder and is not superimposed on Schizophrenia, Schizophreniform Disorder, Delusional Disorder, or Psychotic Disorder Not Otherwise Specified.

B. There has never been a Manic Episode, a Mixed Episode, or a Hypomanic Episode. 
Note: This exclusion does not apply if all of the manic-like, mixed-like, or hypomanic-like episodes are substance or treatment induced or are due to the direct physiological effects of a general medical condition.
Specify (for current or most recent episode):

· Presence of Psychotic features

· Mild, Moderate, Severe Without Psychotic Features

· Severe With Psychotic Features - This specifier indicates the presence of either delusions or hallucinations (typically auditory)

· Remission;
· In Partial Remission

· some symptoms of a Major Depressive Episode are still present, but full criteria are no longer met; or 

· there are no longer any significant symptoms of a Major Depressive Episode, but the period of remission has been less than 2 months. 
· In Full Remission - requires a period of at least 2 months in which there are no significant symptoms of depression. 

· Chronic - Full criteria for a Major Depressive Episode have been met continuously for at least the past 2 years.
· With Catatonic Features - Characterized by marked psychomotor disturbance that may involve motoric immobility, excessive motor activity, extreme negativism, mutism, peculiarities of voluntary movement, echolalia, or echopraxia. 

· With Melancholic Features - loss of interest or pleasure in all, or almost all, activities or a lack of reactivity to usually pleasurable stimuli. 

· With Atypical Features - mood reactivity and increased appetite or weight gain, hypersomnia, leaden paralysis; or and a long-standing pattern of extreme sensitivity to perceived interpersonal rejection.

· With Postpartum Onset
Specify:

· With Seasonal Pattern 

 

 

Course & Prognosis

Major Depressive Disorder may begin at any age, with an average age at onset of 25- to 44-years. The course of Major Depressive Disorder, Recurrent, is variable. Some people have isolated episodes that are separated by many years without any depressive symptoms, whereas others have clusters of episodes, and still others have increasingly frequent episodes as they grow older. 
Approximately 50%-60% of individuals with Major Depressive Disorder, Single Episode, can be expected to have a second episode. Individuals who have had two episodes have a 70% chance of having a third, and individuals who have had three episodes have a 90% chance of having a fourth. About 5%-10% of individuals with Major Depressive Disorder, Single Episode, subsequently develop a Manic Episode (i.e., develop Bipolar I Disorder).

Major Depressive Episodes may end completely (in about two-thirds of cases), or only partially or not at all (in about one-third of cases). For individuals who have only partial remission, there is a greater likelihood of developing additional episodes and of continuing the pattern of partial interepisode recovery. 

A number of individuals have preexisting Dysthymic Disorder (10% of the cases) prior to the onset of Major Depressive Disorder, Single Episode. Some evidence suggests that these individuals are more likely to have additional Major Depressive Episodes, have poorer interepisode recovery, and may require additional acute-phase treatment and a longer period of continuing treatment to attain and maintain a more thorough and longer-lasting euthymic state.

Follow-up naturalistic studies suggested that 1 year after the diagnosis of a Major Depressive Episode, 40% meet criteria for a full Major Depressive Episode, roughly 20% have Major Depressive Disorder, In Partial Remission), and 40% have no Mood Disorder.
Episodes of Major Depressive Disorder often follow a severe psychosocial stressor, such as the death of a loved one or divorce. Chronic general medical conditions and Substance Dependence (particularly Alcohol or Cocaine Dependence) may contribute to the onset or exacerbation of Major Depressive Disorder.

Acute onset of severe depression, especially with psychotic features and psychomotor retardation, in a young person without prepubertal psychopathology is more likely to predict a bipolar course.

A family history of Bipolar Disorder may also be suggestive of subsequent development of Bipolar Disorder.

Up to 15% of individuals with severe Major Depressive Disorder die by suicide. 

 

Management (see also Adjunctive Therapies for Mood Disorders)
Pharmacotherapy

· St John's wort (Hypericum perforatum) is a popular herbal remedy for treating mild depression
· Tricyclic antidepressants & related antidepressant drugs & Venlafaxine are used in moderate to severe endogenous depression associated with psychomotor & physiological changes such as loss of appetite & sleep disturbances. Since there may be an interval of 2wks before the antidepressant action takes place, electroconvulsive treatment may be required in severe depression when delay is hazardous or intolerable

· MAOIs are more effective than tricyclics in depressed patients with atypical, hypochondrial or hysterical features. 
· Moclobemide, a reversible MAOI, is indicated for Major Depression

· SSRIs - Citalopram, Fluvoxamine, Paroxetine, & Sertraline are also used

· Tryptophan is used for Severe & disabling depressive illness of more than 2 years continuous duration only as an adjunct to other antidepressant medication

· Lithium salts are used in the prophylaxis of recurrent depression (unipolar illness or unipolar depression) though should not be used in children

 

A. Dysthymic Disorder
Dysthymic Disorder is characterized by at least 2 years of depressed mood for more days than not, accompanied by additional depressive symptoms that do not meet criteria for a Major Depressive Episode.

Most commonly encountered symptoms in Dysthymic Disorder may be feelings of inadequacy; generalized loss of interest or pleasure; social withdrawal; feelings of guilt or brooding about the past; subjective feelings of irritability or excessive anger; and decreased activity, effectiveness, or productivity.
10% of individuals with Dysthymic Disorder will develop Major Depressive Disorder over the next year
 

Diagnostic criteria

A. Depressed mood (sad or "down in the dumps.") for most of the day, for more days than not, as indicated either by subjective account or observation by others, for at least 2 years. 
Note: In children and adolescents, mood can be irritable and duration must be at least 1 year.
A. Presence, while depressed, of two (or more) of the following:
· Poor appetite or overeating

· Insomnia or hypersomnia

· Low energy or fatigue

· Low self-esteem

· Poor concentration or difficulty making decisions

· Feelings of hopelessness

B. During the 2-year period (1 year for children or adolescents) of the disturbance, the person has never been without the symptoms in Criteria A and B for more than 2 months at a time.

C. No Major Depressive Episode has been present during the first 2 years of the disturbance (1 year for children and adolescents); i.e., the disturbance is not better accounted for by chronic Major Depressive Disorder, or Major Depressive Disorder, In Partial Remission.
Note: There may have been a previous Major Depressive Episode provided there was a full remission (no significant signs or symptoms for 2 months) before development of the Dysthymic Disorder. In addition, after the initial 2 years (1 year in children or adolescents) of Dysthymic Disorder, there may be superimposed episodes of Major Depressive Disorder, in which case both diagnoses may be given when the criteria are met for a Major Depressive Episode.

A. There has never been a Manic, Mixed or a Hypomanic Episode, and criteria have never been met for Cyclothymic Disorder.
B. The disturbance does not occur exclusively during the course of a chronic Psychotic Disorder, such as Schizophrenia or Delusional Disorder.

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

 

Specify if:

· Early Onset: if onset is before age 21 years
· Late Onset: if onset is age 21 years or older
· With Atypical Features 

Specify if these features predominate during the most recent 2 years;

A. Mood reactivity (i.e., mood brightens in response to actual or potential positive events)
B. Two (or more) of the following features:
· Significant weight gain or increase in appetite

· Hypersomnia

· Leaden paralysis (i.e., heavy, leaden feelings in arms or legs)

· Long-standing pattern of interpersonal rejection sensitivity (not limited to episodes of mood disturbance) that results in significant social or occupational impairment

C. Criteria are not met for With Melancholic Features or With Catatonic Features during the same episode.

 

A. Depressive Disorder Not Otherwise Specified

These are disorders with depressive features that do not meet the criteria for;

· Major Depressive Disorder

· Dysthymic Disorder

· Adjustment Disorder With Depressed Mood 

· Adjustment Disorder With Mixed Anxiety and Depressed Mood.

Sometimes depressive symptoms can present as part of an Anxiety Disorder Not Otherwise Specified 

i. Premenstrual dysphoric disorder: in most menstrual cycles during the past year, symptoms (e.g., markedly depressed mood, marked anxiety, marked affective labiality, decreased interest in activities) regularly occurred during the last week of the luteal phase (and remitted within a few days of the onset of menses). These symptoms must be severe enough to markedly interfere with work, school, or usual activities and be entirely absent for at least 1 week postmenses.
ii. Minor depressive disorder: episodes of at least 2 weeks of depressive symptoms but with fewer than the five items required for Major Depressive Disorder.
iii. Recurrent brief depressive disorder: depressive episodes lasting from 2 days up to 2 weeks, occurring at least once a month for 12 months (not associated with the menstrual cycle)
iv. Postpsychotic depressive disorder of Schizophrenia: a Major Depressive Episode that occurs during the residual phase of Schizophrenia.
v. A Major Depressive Episode superimposed on Delusional Disorder, Psychotic Disorder Not Otherwise Specified, or the active phase of Schizophrenia.
vi. Situations in which the clinician has concluded that a depressive disorder is present but is unable to determine whether it is primary, due to a general medical condition, or substance induced.
 

 

I. Bipolar Disorders

 

A. Bipolar I Disorder
The essential feature of Bipolar I Disorder is a clinical course that is characterized by the occurrence of one or more Manic Episodes or Mixed Episodes
M=F

The first episode in males is more likely to be a Manic Episode. The first episode in females is more likely to be a Major Depressive Episode. Women with Bipolar I Disorder have an increased risk of developing subsequent episodes (often psychotic) in the immediate postpartum period.
There is evidence of a genetic influence for Bipolar I Disorder.

Classification;

· Bipolar I Disorder, Single Manic Episode - no past Major Depressive Episodes.

· Bipolar I Disorder, Most Recent Episode Hypomanic - has previously been at least one Manic Episode or Mixed Episode

· Bipolar I Disorder, Most Recent Episode Depressed - has previously been at least one Manic Episode or Mixed Episode

· Bipolar I Disorder, Most Recent Episode Unspecified - has previously been at least one Manic Episode or Mixed Episode

· Bipolar I Disorder, Most Recent Episode Manic - has previously been at least one Major Depressive Episode, Manic Episode, or Mixed Episode.

· Bipolar I Disorder, Most Recent Episode Mixed - has previously been at least one Major Depressive Episode, Manic Episode, or Mixed Episode

Course & Prognosis

Bipolar I Disorder is a recurrent disorder--more than 90% of individuals who have a single Manic Episode go on to have future episodes. 

Although the majority of individuals with Bipolar I Disorder return to a fully functional level between episodes, some (20%-30%) continue to display mood labiality and interpersonal or occupational difficulties. Psychotic symptoms may develop after days or weeks in what was previously a nonpsychotic Manic or Mixed Episode. When an individual has Manic Episodes with psychotic features, subsequent Manic Episodes are more likely to have psychotic features. Incomplete interepisode recovery is more common when the current episode is accompanied by mood-incongruent psychotic features.
 

A. Bipolar II Disorder
Recurrent Major Depressive Episodes With Hypomanic Episodes
Bipolar II Disorder may be more common in women than in men. Women with Bipolar II Disorder may be at increased risk of developing subsequent episodes in the immediate postpartum period.
Diagnostic criteria;

A. Presence (or history) of one or more Major Depressive Episodes 
B. Presence (or history) of at least one Hypomanic Episode.

C. There has never been a Manic Episode or a Mixed Episode.

D. The mood symptoms in Criteria A and B are not better accounted for by Schizoaffective Disorder and are not superimposed on Schizophrenia, Schizophreniform Disorder, Delusional Disorder, or Psychotic Disorder Not Otherwise Specified.
E. The symptoms cause clinically significant distress or impairment in social, occupational, or other important areas of functioning.

Specify current or most recent episode:

· Hypomanic: if currently (or most recently) in a Hypomanic Episode 

· Depressed: if currently (or most recently) in a Major Depressive Episode 

 

Course & Prognosis

Although the majority of individuals with Bipolar II Disorder return to a fully functional level between episodes, approximately 15% continue to display mood labiality and interpersonal or occupational difficulties. Psychotic symptoms do not occur in Hypomanic Episodes, and they appear to be less frequent in the Major Depressive Episodes in Bipolar II Disorder than is the case for Bipolar I Disorder. Marked changes in sleep-wake schedule may precipitate or exacerbate Hypomanic or Major Depressive Episodes. If a Manic or Mixed Episode develops in the course of Bipolar II Disorder, the diagnosis is changed to Bipolar I Disorder. Over 5 years, about 5%-15% of individuals with Bipolar II Disorder will develop a Manic Episode.
 

 

 

 

A. Cyclothymic Disorder
Cyclothymic Disorder is characterized by at least 2 years of numerous periods of hypomanic symptoms that do not meet criteria for a Manic Episode and numerous periods of depressive symptoms that do not meet criteria for a Major Depressive Episode.

Diagnostic criteria

A. For at least 2 years, the presence of numerous periods with hypomanic symptoms and numerous periods with depressive symptoms that do not meet criteria for a Major Depressive Episode. Note: In children and adolescents, the duration must be at least 1 year.

B.  During the above 2-year period (1 year in children and adolescents), the person has not been without the symptoms in Criterion A for more than 2 months at a time.

C. No Major Depressive Episode, Manic Episode, or Mixed Episode has been present during the first 2 years of the disturbance.
Note: After the initial 2 years (1 year in children and adolescents) of Cyclothymic Disorder, there may be superimposed Manic or Mixed Episodes (in which case both Bipolar I Disorder and Cyclothymic Disorder may be diagnosed) or Major Depressive Episodes (in which case both Bipolar II Disorder and Cyclothymic Disorder may be diagnosed).

A. The symptoms in Criterion A are not better accounted for by Schizoaffective Disorder and are not superimposed on Schizophrenia, Schizophreniform Disorder, Delusional Disorder, or Psychotic Disorder Not Otherwise Specified.
B. 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., hyperthyroidism).
C. The symptoms cause clinically significant distress or impairment in social, occupational, or other important areas of functioning.

 

Management (see also Adjunctive Therapies for Mood Disorders)
Pharmacotherapy

· Lithium salts are used in the prophylaxis & treatment of mania, in the prophylaxis of bipolar disorder (manic-depressive disorder) & in the prophylaxis of recurrent depression (unipolar illness or unipolar depression); it is unsuitable for children

· Valproic acid is licensed for the treatment of manic episodes associated with bipolar disorder. It may be useful in patients unresponsive to lithium

· Carbamazepine may be used for prophylaxis of bipolar disorder (manic-depressive disorder) in patients unresponsive to lithium; it seems to be particularly effective in patients with rapid cycling manic-depressive illness (4 or more affective episodes per year)
· SSRIs should not be used if a patient enters a manic phase
 

Differences Between Depressive disorders & Bipolar Disorders
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Adjunctive Therapies for Mood Disorders

I. Psychosocial therapy

A. Reeducative Psychotherapies

The reeducative psychotherapies are practical and effective outpatient treatments of mild to moderately severe major depressive disorder. 

a. Behaviour therapy - Behavioural treatments of depression include the social learning approaches and model of self-control therapy, social skills training & structured problem-solving therapy.
b. Beck's Cognitive therapy - Cognitive therapy (CT) is predicated on the notion that the systematic correction of these problems in thinking can reduce dysphoric affect and facilitate efforts to cope with stress
c. Interpersonal psychotherapy - This approach is a neo-Sullivanian intervention that focuses on current life situations and interpersonal relationships for the purpose of resolving problems in those areas and reducing levels of distress.
A. Psychodynamic Psychotherapies

The aim of insight-oriented psychodynamic psychotherapy is to help patients to gain an awareness of their unconscious conflicts and underlying anxiety-provoking drives, to recognize the environmental stresses that activate them, and to perceive their origins in earlier experiences and human relationships. This results in the development of a new, more adaptive psychological equilibrium and a concomitant resolution of symptoms 

 

I. Combined therapy

Given the general efficacy of each of the respective modalities, it remains quite feasible to treat most patients with either modality alone, but it may be advantageous for most patients to consider combined treatment.
 Combined treatment is particularly likely to be indicated for patients who fail to show a full response to either single modality, who have a history of chronic or nonremitting symptomatology, or who present with multiple problems beyond their affective distress. 
Pharmacotherapy appears to produce rapid and reliable reductions in symptoms and to suppress relapse or recurrence, whereas psychotherapy can enhance social functioning or reduce subsequent risk, depending on the type of psychotherapy. 

 

I. Electroconvulsive Therapy - This is the use of electrically induced seizures for therapeutic purposes. 
It is the most rapid and effective treatment available for major depressive episodes & in manic states, with 80% of patients showing marked improvement. ECT by itself produces a remission rather than a "cure," and continuation/maintenance therapy consisting of antidepressant or antimanic agents, is nearly always indicated. 

 

I. Light therapy

The chief indication for light therapy is any form of recurrent mood disorder to which the specifier "with seasonal pattern" applies. Further, there is evidence that it may prove to be a versatile form of treatment, useful also in persons with other types of mood disorders and persons with sleep disorders. Light therapy may be used either alone or in conjunction with medications. It can be titrated like a medication, both with regard to dosage (duration and intensity) and timing of administration.

 

 

 

 

 

 

 

 

 

