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Mood disorders:
· Mood disorders differ from normal mood states in duration and severity. 
· This lasts for several weeks or more
· Causes extreme distress or impairment in functioning
· Unipolar mood disorder
· Major depressive disorder
· Persistent depressive disorder (dysthymia)
· Bipolar mood disorder
· Bipolar disorder Type I
· Type II
· Cyclothymia
· Specifiers 
· Course, severity, features, onset
· Types of episodes
· Major depressive episode 
· Manic episode
· Hypomanic episode
· Mixed episode

Major depressive disorder:
· Presence of a single major depressive episode and not history of a manic episode
· MDE – five or more of the following, within a two week period. At least one must be one of the symptoms in italics 
· Depressed mood, almost every day
· Markedly diminished interest or pleasure
· Change in weight or appetite
· Insomnia or hypersomnia
· Psychomotor agitation or retardation 
· Fatigue or loss of energy
· Feelings of worthlessness, or excessive or inappropriate guilt
· Recurrent thoughts of death, suicidal ideation (with or without specific plan) or suicide attempt 
· One of the most controversial changes in DSM5 was the removal of the “bereavement exception” for MDD which was in DSM-IV. This means that clinicians can now diagnose depression shortly after the death of a loved one, though there are guidelines about when this should be done. In previous editions of the DSM, clinicians were not allowed to diagnose depression to someone who had recently lost a loved one. 
· Lifetime prevalence is 10-25% for women and 5-12% for men
· Average age of onset is mid 20’s but this appears to be getting younger. 
· 60% of people who experience a MDE will experience a second, 70% with two experiences will experience a third episode, and 90% with three experiences will experience a fourth.
· 1 year after diagnosis, 40% will still meet criteria for MDD, 20% have symptoms that do not meet criteria, and 40% have no mood disorder. 
· First episode often occurs following a severe psychosocial stressor (e.g. major break up, unemployment), but this is less common for subsequent episodes
· 50% have a comorbid anxiety disorder



Persistent depressive disorder (dysthymia):
· Depressed mood most of the day for at least two years (one year in children), with no more than two months at a time in which criteria are not met
· Two or more of the following when depressed
· Poor appetite or over eating
· Insomnia or hypersomnia
· Low energy or fatigue
· Low self esteem 
· Poor concentration or difficulty making decisions
· Feelings of hopelessness 
· These symptoms listed above are persistent for most people with PDD. They always seem to be down on themselves. They might not be super depressed all the time, however, these symptoms linger every day.
· “Pure dysthymia” vs persistent MDE.

Dysthymia:
· Female: male ratio is about 1:1 in children and adolescents, but 2-3 times more common in women than men in adulthood
· Onset is often early and insidious (gradually and subtle)
· Differentiating between dysthymia and MDE is difficult, as they share many symptoms.

Premenstrual dysphoric disorder:
· During most menstrual cycles, in the week before onset of menses, a total of five of:
· One of: mood lability (major mood fluctuations), irritability, depressed mood, or anxiety 
· One of: decreased interests, problems concentrating, lack of energy, changes in appetite/cravings, changes in sleep, feeling of being overwhelmed, physical symptoms (breast tenderness, joint pain, bloating).
· Think of this as “having short term depression every time before menstruation”
· 1 year prevalence of around 1-2%
· Heritability of about 50%

Bipolar disorders:
· Manic/hypomanic episode, or mixed episode
· Manic and hypomanic are almost similar. Hypomanic is slightly less severe than a manic episode. Manic episode lasts a bit longer than hypomanic episodes. 
· Period of abnormally and persistently elevated, expansive, or irritable mood lasting at least 4 (hypomanic) or 7 (manic) days
· At least 3 or more, unless mood is irritable (4):
· Inflated self esteem or grandiosity
· Decreased need for sleep
· More talkative
· Flight of ideas or racing thoughts 
· Distractibility – not distracted just with external variables but with their own internal thoughts
· Increased goal-direct activity or psychomotor agitation 
· Excessive pleasurable activities that have high potential for painful consequences (e.g. spending loads of money, gambling, taking place in risky sexual behaviours etc.) 
· Hypomanic episode does not cause marked impairment in social or occupational functioning, does not require hospitalization, and does not have psychotic features.
· Mixed episode
· Period of time lasting at least four days where criteria for manic episode and major depressive episode are both met
· Very rapid cycling of moods – within minutes, or seconds, going from high highs to low lows. 
· Some people with mixed episodes, experience both disorders at once (even though it seems false because these are two different disorders)
· Sometimes occurs following somatic treatment for unipolar depression (antidepressant medication, phototherapy/light therapy, ECT), and may make patients more vulnerable to future manic episodes 

Bipolar Type I and Type II:
· Bipolar Type I
· At least one manic or mixed episode
· Major depressive episode is not required for diagnosis, but most patients have one
· Bipolar Type II
· Recurrent major depressive episodes with hypomanic episodes. To better understand, someone with Type II would have a hypomanic episode, and in between hypomanic episodes, they experience major depressive episodes. 
· Cyclothymia
· Hypomanic episodes with depressive episodes that do not meet criteria for MDE
· 2 year duration

Bipolar disorders (cont’d):
· Prevalence of BD Type I is 0.6-1%, Type II is 1.1%, cyclothymia is 0.5-2.5%
· Equally prevalent in males and females
· Childhood bipolar is a controversial topic
· 40% increase in diagnosis of BP in children between ’94 and 2003. 
· Severe ADHD – racing thoughts, fast talking. 
· Oppositional defiant disorder – refuses to comply with authorities. Not always to the extent of violence but they typically don’t listen and don’t follow rules or regulations. 
· Disruptive mood dysregulation disorder (severe and developmentally inappropriate temper outbursts, and irritability). With this, kids do not have control over their moods. 

Specifiers for bipolar and depressive disorders:
· With anxiety distress
· Symptoms of general anxiety co-occur with mood symptoms
· Tons of anxiety associated with very low moods.
· Melancholic features (this is almost a different kind of depression). People with melancholic depression disorder don’t find activities (that people typically find rewarding) rewarding at all. So someone with melancholic disorder may not find having sex rewarding, or getting a bunch of likes on Instagram. 
· Extreme anhedonia or lack of mood reactivity (when something good or bad happens, your mood changes)
· Despondency, despair (everything is hopeless, there’s no possible way to be happy)
· Mood worse in the early morning
· Early awakening
· Marked psychomotor retardation or agitation **this is particularly evident**
· Significant weight loss
· Excessive guilt 
· Melancholic depression is associated with a different set of biomarkers compared to other types of depression, involving altered reward processing 
· Atypical features (common)
· Mood reactivity, increased appetite or weight, and hypersomnia 
· Pattern of rejection sensitivity – particularly obsessed with the fear of rejection. When they think they will be rejected with someone, they get really bothered by it. 
· People with atypical features are still depressed, but when something good happens, they feel happy for a bit. Similarly, when something bad happens, they feel bad for a bit.
· Psychotic features
· People with bipolar and depressive disorders can have psychotic features while they are in the episode.
· Delusions or hallucinations. The delusions and hallucinations are typically associated with their episode. 
· Catatonia
· Very severe
· Motor immobility, excessive pointless motor activity, extreme negativism, posturing (holding a posture or positive that goes against gravity), echolalia (copying someone verbally) or echopraxia (copying someone else’s movements)
· The individual seems to not be able to engage in behaviours physically, like they physically cannot get themselves to do the activity or whatever
· With seasonal pattern (depressive disorders only)
· Regular temporal relationship between onset of mood symptoms and particular time of the year
· Not surprisingly, more common at higher latitudes (2-3% prevalence in Canada)
· This occurs more often in places such as Canada, as compared to places like Cuba. It’s all about the amount of sunlight someone gets
· Postpartum onset (depressive disorders only)
· Onset of episode within 4 weeks postpartum
· Distinguish from baby blues, which is when mothers feel down, but they are able to function in day to day life (70% of women) which does not impair functioning
· 10-20% of mothers and 10% of fathers (men have hormonal changes as well. Completely different from women’s hormonal changes, however). 
· Rapid cycling
· Four or more distinct mood episodes (e.g. going from a normal mood, very high high, very low, normal, then back to very low) in a 12-month period
· Episodes separated by either full remission or switch to opposite pole (MDE to manic) 
· Can diagnose in Unipolar and bipolar disorder*
· Severity
· Mild – only minimally meets criteria. Just barely met the criteria
· Moderate – between mild and severe. 
· Severe – needs near constant supervision to avoid threat of harm to self or others, or has psychotic features. As soon as there is a psychotic feature, it is considered severe.

Etiology:
· Genetics:
· Heritability of MDD estimated at 0.36
· Heritability of bipolar disorder estimated at 0.8 or higher
· Given the high heritability of bipolar, several candidate susceptibility genes have been identified 
· The famous, but very incomplete monoamine hypothesis
· Insufficient serotonin and other monoamines in the brain
· BUT, reductions in serotonin, dopamine and norepinephrine are not always associated with depression
· SSRI’s immediately increase serotonin levels, but depression symptoms take weeks to change 
· Stress and deregulation of the HPA axis. 
· Overlap with marijuana induced amotivational syndrome. Heavy users can show symptoms and features of melancholic disorder.
· Several brain areas with abnormal activation in major depression
· Amygdala (less activation)
· Prefrontal cortex (less activation)
· Anterior cingulate (less activation)
· Insula (greater activation)
· Hypothalamus (greater activation) 
· Depression can be easily confused with neuropsychological conditions such as dementia and frontal lobe damage, especially the dorsolateral prefrontal cortex
· Childhood and adult attachment  mood disorder more common in individuals with insecure and anxious/avoidant attachment styles than those with secure attachment
· Cognitive theories
· Maladaptive thoughts
· Schemas may represent a diathesis – even from a young age, the person may feel like they are not “good enough”
· Behavioural theories
· Emphasize maintenance of the mood disorder
· Avoidance of pleasurable activities 

Treatment:
· Psychotherapy
· CBT, interpersonal, and brief psychodynamic therapy are all empirically validated treatments for major depressive disorder
· Some evidence that CBT and mindfulness based CBT are more effective at preventing relapse than other treatments
· Changing automatic thoughts, behaviours, and schemas that maintain and exacerbate depression
· Medication for unipolar depression
· Tricyclic antidepressants (TCA)
· Monoamine oxidase inhibitors (MAOIs)
· Selective serotonin re-uptake inhibitors (SSRI’s)
· Serotonin-norepinephrine re-uptake inhibitors (SNRIs)

· Medications for bipolar mood disorder
· Lithium
· Anticonvulsants
· Antipsychotics 
· Antidepressants 
· Combination of medication and psychotherapy 
· In adolescents, chronic depression, or severe depression, the combination appears to be superior to either treatment alone
· Other therapies
· Phototherapy for seasonal mood disorders
· Electroconvulsive therapy (ECT)
· Transcranial magnetic stimulation (TMS)
· Deep brain stimulation (DBS) 

Suicide:
· One million people per years, 10-20 million attempts
· 11.3 per 100,000 people in Canada – way more common in men than women
· 17.8 in males, 5.1 in females
· Second highest cause of death in people aged 10-24
· Highest single cause of death in boys 15-19
· Suicide is rare, and so is very difficult to predict 
· Suicidal ideation  thoughts of death and/or plans for suicide. Passive suicidal ideation is thinking such as “wouldn’t it be great if I stepped out the door right now and a car hit me and killed me”
· Suicidal gestures  behaviours that look like suicide attempts, but are not life threatening
· Suicide attempt  carrying out a plan to actually commit suicide, that does not result in death
· Completed suicide  carrying out a suicidal plan that results in death
· Suicide survivors  family, friends, coworkers, professionals involved in care, of someone who completes suicide (suicide survivors doesn’t refer to the person who has passed, it refers to the close people who were involved in the victim’s life) 
· Means of suicide varies by gender, availability of mean, and economic factors
· Results are mixed on whether suicide in more common in rural and urban areas – this may depend on specific cultural context
· Suicide clusters and suicide pacts 
· Risk factors of suicide
· Sex (male)
· Depression
· Previous attempt
· Excess alcohol or substance consumption
· Social support is lacking
· No spouse
· Illness/sickness 
· Suicidal behaviour
· Diathesis  feelings of hopelessness and impulsivity/aggression
· Stressor  psychiatric disorder, psychosocial crisis 
· Up to 90% of people who commit suicide have a mental illness (70% have MDD; 46% have substance abuse disorders). Up to 10% of people with schizophrenia will complete suicide. 
· Social factors
· Loss of cultural and social identity in First nations, intergenerational transmission of trauma
· Massive social changes in rapidly industrializing countries (China)
· Relative acceptability of suicide in some cultures (comparing North Americans of European to African ancestry)
Prevention:
· High risk groups
· Screening
· Aggressive treatment or hospitalization
· Observation and removal of means (removal of means example: restricting gun use)
· Specific treatments and interventions
· Suicide contracts?
· Population based
· Educational programs and awareness campaigns 
· Encourage appropriate communication/media
· Restrict means
· Telephone hotlines?
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