Mood Disorders & Suicide
Mood Disorders
· Major Depressive Disorder
· Bipolar I
· Bipolar II
Mood EPISODES
· One component of a mood disorder
· Major depressive episode
· Manic episode
· Hypomanic episode
Major Depressive EPISODE
· Five (or more) of the following within a  two week period and must have either (1) or (2)
· Depressed mood
· Diminished interest or pleasure
· Change in weight or appetite
· Insomnia or hypersomnia
· Psychomotor agitation or retardation
· Increase in fidgeting, hand rubbing, twirling your hair, rubbing your leg
· Fatigue or loss of energy
· Worthlessness or guilt
· Difficulties concentrating/indecisiveness
· Thoughts of death, suicidal ideation or attempt
Major Depressive EPISODE
· Clinically significant impairment
· Not due to the direct physiological effects of a substance
Manic EPISODE
A. Abnormally and persistently elevated, expansive, or irritable mood AND increased energy or goal-directed activity (min 1 week)
a. Goals sporadic, not thought through,  not always followed throughs
B. 3 or more of:
a. Inflated self-esteem or grandiosity
b. Decreased need for sleep
c. More talkative than usual or pressure to keep talking
d. Flight of ideas
e. Distractibility
f. Increase in goal-directed activity or psychomotor agitation
g. Excessive involvement in risky pleasurable activities
Manic EPISODE
· 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.
· Not due to the direct physiological effects of a substance
Hypomanic EPISODE
· Same list of seven symptoms as manic episode BUT
· Minimum duration is shorter (4 days vs one week)
· 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
· Not due to the direct physiological effects of a substance
Mood Disorders
· Major depressive disorder:
· Major depressive EPISODE only
· Bipolar I
· One or more manic EPISODES
· Manic or hypomanic
· With or without major depressive episode
· Typically, but not necessarily
· Bipolar II
· One or more hypomanic EPISODE
· Never met criteria for a manic episode, but did meet criteria for a hypomanic episode
· With one or more major depressive episode
· Have to have had a major depressive episode
Other Mood Disorders
· Persistent Depressive Disorder
· Depressed mood most of the day, more days than not
· While depressed, two or more of
· Poor appetite or overeating
· Insomnia or hypersomnia
· Low energy or fatigue
· Low self-esteem
· Poor concentration or indecisiveness
· Hopelessness
· Duration at least two years (one for children/adolescents)
· Significant impairment and not due to the direct physiological effects of a substance
· Cyclothymia
· For at least 2 years (1 for children/adolescents), numerous periods with hypomanic symptoms and periods with depressive symptoms that do not meet criteria for Major Depressive Episode
· During 2 years, not without symptoms for more than 2 months at a time
· Significant impairment and not due to the direct physiological effects of a substance
· Unipolar Mood Disorders
· Major depressive disorder
· Persistent depressive disorder
· Bipolar mood disorders (include mania or hypomania)
· Bipolar I
· Bipolar II
· Cyclothymia
Premenstrual Dysphoric Disorder (PMDD) added to DSM 5
· Majority of menstrual cycles 5+ symptoms present in the week before menses and improve within a few days of onset of menses.
· One or more of the following:
· Marked affective instability (mood swings), irritability, depressed mood, anxiety, and
· One or more of the following:
· [bookmark: _GoBack]Decreased interest in usual activities, difficulty concentrating, fatigue, changes in sleep or appetite, physical symptoms (breast tenderness, joint/muscle pain, bloating)
Premenstrual Dysphoric Disorder (PMDD) added to DSM 5
· Clinically significant distress or impairment
· Mood disturbance symptoms must be determined by PROSPECTIVE daily ratings for at least 2 cycles
· In order to give this diagnosis, you need to have people monitor their symptoms following their assessment
· the only disorder that it’s required for people to do this
· all the other diagnoses can be given based on retrospective reports
Premenstrual Dysphoric Disorder (PMDD): Gender Bias?
· Callaghan study:
· Sex-specific form: “most closely describes the intensity of your premenstrual symptoms”
· 20.3% of women met provisional criteria
· Sex-neutral form: “most closely describes the intensity of your experiences in the past month”
· 4.1% of men and 8.0% of women met criteria
Depression
Cognitive Theory & Treatment
· How individuals think about/interpret their world impacts feelings and behavior
Cognitive Theories
· Everyone has schemas or core beliefs about the self, the world, or the future
· Depressed individual’s schemas have a rigid negative quality
· Cognitive triad: negative core beliefs/schemas about the self, the world, and the future
· “I’m a failure”
· “No one loves me”
· “My future is helpless”
Negative thinking a cause or effect of a depression?
· Longitudinal study: compared to individuals with a more positive cognitive style, individuals with a negative cognitive style were more likely to develop depression
Beck’s Diathesis-Stress Model of Depression
· Negative cognitive schemas (diathesis) are inactive until individuals face a life stressor that matches the theme of the schema
· Example
· Schema: “I’m a failure”
· Stressor: “failing a course”
Cognitive-Behavioral Theory: Beck
Cognitive-Behavioral Therapy for Depression
Stages of Treatment:
· Behavioral activation
· Identifying accuracy of automatic thoughts
· Challenging patient’s core beliefs and schemas
Behavioral Activation Strategies
· Activity scheduling:
· List pleasurable activities patients used to engage in
· Collaboratively  with therapist schedule activities
Identifying accuracy of Automatic Thoughts
· Common cognitive distortions of depressed individuals that contribute to negative mood
· All-or-nothing thinking
· Overgeneralization
· Magnification (catastrophizing)
· Jumping to conclusions
Strategies for challenging patient’s core beliefs and schemas
· Behavioral experiments
· View thoughts as hypotheses that can be tested
· Collect evidence for and against automatic thoughts
CBT: Thought Records
Evidence supporting CBT for Depression
· More than 80 controlled trials – (comparing at least two treatments)
· CBT significantly better than no treatment and psychodynamic therapy
· Comparable to medication
· Relative to medication alone, lower relapse rates for those treated with CBT
Interpersonal Models & Therapy for Depression
· Compared to non-depressed individuals, depressed individuals show:
· Deficits in social skills
· More negative interactions (exchanges of depressed/angry feelings)
· Less eye contact, less facial animation, less modulation in tone of voice
· Research does not suggest that deficits in social skills cause depression.
· Risk factors:
· Negative feedback seeking
· Excessive reassurance seeking
Interpersonal Psychotherapy (IPT)
· Drs. Gerald Klerman & Myrna Weissman 1980’s developed IPT
· Roots in psychodynamic theory but a brief treatment (12-16 sessions)
· Suggests that depression develops in an interpersonal context and therefore addressing people’s difficulties in relationships should help relieve depression
IPT
· Targets Sources of Interpersonal Dysfunction within four domains:
· Interpersonal disputes
· Role transition
· Grief
· Interpersonal deficits
Pharmacotherapy: Tricyclics
· Action: block reuptake from the synapse of catecholamine norepinephrine (NE) and or indole amine serotonin (5-HT), therefore, more of these neurotransmitters are available in the synapse to bind to post-synaptic receptors and trigger new action potentials
· Effective but many side effects.
· Lethal in overdose
Pharmacotherapy: Monoamine Oxidase Inhibitors (MAOIs)
· Action: inhibit monoamine oxidase (an enzyme) that breaks down monoaminergic neurotransmitters in the presynaptic cell. Thus, more monoamines released into synapse to bind to post-synaptic receptors and to trigger new action potentials.
· Potentially dangerous side effects
Pharmacotherapy: Selective Serotonin Reuptake Inhibitors (SSRIs)
· First-line treatment
· Relatively mild side effects, once a day dosage
· Celexa, Paxil, Prozac, Zoloft
· Action: Block the reuptake of serotonin into the presynaptic cell. More serotonin in the synapse to bind to post-synaptic receptors and trigger new action potentials.
Pharmacotherapy
· 50-70% of patients respond to antidepressents
