Chapter 6: Mood Disorders
A “mood” is an enduring period of emotionality.  

What are some examples of different moods that people experience?

- mood disorders involve gross deviations in mood – not just being happy or sad – much greater fluctuations

Depressive Disorders

· major depressive disorder – single episode – 1 isolated episode – rare

· major depressive disorder – recurrent – 2 or more episodes within 2 months, family history is common, recurrent are more common than single episode

· dysthymic disorder – persistent depressed mood that continues for at least 2 years, patient is not symptom-free for more than 2 months at a time, symptoms are milder than major depression, but tend to last longer

- onset for depression is usually around 25 years (mean)

- incidence of depression increasing, however suicide rate is decreasing slowly
- earlier onset generally means longer lasting, more difficult to treat, disorder running in family of affected individual

- approx. 25% of the population have already experienced one bout of major depression

                     - In severe cases of depression where the episode lasts 5 years or longer, approximately 1/3 of these patients can be expected to recover.
Bipolar Disorders

- manic episodes alternate with major depressive episodes – depressive episodes tend to last longer than manic episodes

- bipolar disorder seems to affect males and females fairly equally

mania – high energy, enthusiasm, grandiosity, flight of ideas, talking quickly, hyposomnia (very little sleep)

depression – low energy, no enthusiasm, low motivation, hypersomnia, withdrawal from activities, friends, social events

- roller coaster rides of emotions – high highs, and low lows (compared to the average person’s “mood swings”)

- bipolar I disorder – full mania and full depressive episodes



         - average age of onset is 18



         - most severe type of bipolar, suicide is a common consequence

- bipolar II disorder – hypomania (a step below mania – not quite as debilitating) and 




major depressive episodes

                                 - approx 1/3 cases begin in adolescence 

                                 - rare for someone to develop bipolar after the age of 40

- cyclothymic disorder – a chronic version of bipolar disorder, although the manic and




depressive episodes are much less severe (even less severe than 




bipolar II disorder)

· earlier onset (12 – 14 yrs), and more females than males

· high risk for developing bipolar I or II disorder later on
Case Study: Jane – page 223 – 224

Video clips discussing Bipolar Disorder

http://www.youtube.com/watch?v=s46QDKd6_AI
http://www.youtube.com/watch?v=sl95tsiLvyM
Postpartum Depression

- symptoms usually appear shortly after the birth of the baby and last for several months

- may be stressors – ie an infant with a difficult temperament, lower socioeconomic status, 

- early detection is key

- Suzanne Killinger-Johnson (Aug 2000) jumped in front of a train with 6 month old son – she was a psychiatrist with postpartum depression

http://www.youtube.com/watch?v=nM3ObrdUO8E&feature=related
What causes depression?

1.  Longitudinal course specifiers – whether the patient has had episodes of dysthymia, bipolar, depressive episodes in the past will need a long term treatment course

2.  Rapid-cycling specifier – applies only to Bipolar I and II

- a person who experiences at least 4 cycles/year is in a rapid-cycling pattern – more severe variety of bipolar

- this affects the type of drug treatment – used anticonvulsants and mood stabilizers and not antidepressants

- 20-25% experience rapid-cycling – at least 90% are female

- rapid-cycling does not seem to be permanent – seems to ease off

3.  Seasonal pattern specifier – applies to both bipolar and depressive episodes

Depression hits in the winter (less light), mania in the summer – seasonal affective disorder (SAD) – increased sleep during winter months, increased appetite and subsequent weight gain, - may have something to do with melatonin production – only produced at night or in dark – causes sleepiness

Prevalence of mood disorders

- approx 10% of population suffers from mood disorders

- rates slightly higher in women

- even very young children can be depressed

- bipolar disorder in very young children is rare – manifests usually in adolescence

- ADHD, depression and mania show linkages

- elderly – approx 20% of nursing home residents have major depressive episodes

- across cultures depression prevalence varies – Lebanon highest, Taiwan lowest – first nations reserves are almost 4X the national rate

- many famous poets also had bipolar – many committed suicide

- high creativity in manic states – but mood instability difficult

- relationship between anxiety and depression – sometimes severe anxiety turns into major depression – almost ALL depressed patients are anxious, but not all anxious patients are depressed.

- the core of depression is called anhedonia – or the inability to experience pleasure

What is the specific relationship between anxiety and depression?

Try this activity:  Arrange the symptoms into either: pure anxiety, pure depression, or mixed anxiety and depression  (copy and paste them into the correct places in the table)

(HINT: there are 6 anxiety symptoms, 6 depression symptoms, and 13 mixed symptoms)
apprehension


anticipating the worst

helplessness

worry




tension



irritability

edginess



poor concentration


depressed mood

loss of interest


(anhedonia) lack of pleasure
suicidal ideation


crying




nightmares



guilt

fatigue



poor memory



insomnia

sense of worthlessness

diminished libido


hopelessness

trembling



excessive worry


affecting daily life
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Causes of Mood Disorders

· biological contributions – depression and bipolar appears to run in families

using twin studies – an identical twin is 2-3X more likely to present with a mood disorder than a fraternal twin if the other one has a mood disorder

            genetic influence seems more significant for women than men

· close relationship between depression, anxiety, panic – same genes?

· Neurotransmitters – low levels of serotonin for mood disorders – serotonin seems to regulate our moods, also dopamine seems to enhance or produce hypomania

· Hormones – certain diseases (hypothyroidism, Cushing’s – increased cortisol = depression and anxiety, 

· Cortisol is a stress hormone –  it is released from the adrenal gland and it becomes elevated during stressful events – and is also elevated in severely depressed people

· Brain studies – shows that higher levels of stress hormones causes shrinkage of the hippocampus – makes the organism unable to develop new neurons (neurogenesis) – ECT seems to produce neurons in the hippocampus – thus its use for severely depressed patients

· Sleep disturbances are common in people with mood disorders – depressed people seem to have diminished delta sleep (most restful sleep) – depriving depressed patients of sleep in the latter half of the night actually seems to improve their condition – a relationship with their circadian rhythm?  It is only a temporary fix – the condition reappears as soon as sleep is normalized

· Patients with bipolar show increased sensitivity to light – SAD patients use light therapy as part of their treatment

· Brain waves – EEG – depressed patients show greater right-side anterior activation of cerebral hemispheres compared to non-depressed patients

· Psychological Dimensions

- stressful life events and trauma are the most striking unique contributions to the etiology of all psychological disorders

- don’t just look at the event (ie losing a job) – but the context of which it is in – ie losing a job can be very stressful or a form of relief and happiness for others – look at the individual

- also current mood distorts memories – hard to determine the exact cause of the depression

-diathesis (genetic vulnerability)-stress model of etiology

Learned Helplessness (developed by Martin Seligman)
- animals, including dogs, rats have an emotional reaction to events to which they have no control over – ie shocks that are administered – if they can’t control them, they give up and exhibit something that looks like human depression

- is learned helplessness a cause of depression or simply a side effect of becoming depressed?

- a sense of hopelessness may lead to a vulnerability for depression

Negative cognitive styles – does your way of thinking about everyday events predispose some people to depression?

· arbitrary inference – means a depressed individual emphasizes the negative rather than the positive aspects of a situation

· overgeneralization – one negative event means all events are negative
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Figure 6.4 M Beck’s cognitive triad for depression.




The Depressive Cognitive Triad (Aaron Beck) involves the patient making cognitive errors in thinking negatively about themselves, their immediate world, and their future

A negative schema –a negative cognitive belief system about some aspect of their life

- by recognizing these negative schemas, cognitive therapy can help change the thought processes

· Social/cultural contributions

- marital dissatisfaction – and depressions are strongly related – often precedes depression

- environmental factors seem to affect men more strongly than women

- also depression can cause a deterioration of the marriage

- women tend to suffer from depression more than men – ruminate over feelings, end up in lower socioeconomic when single moms, uneducated, undervalued

- social support is key – people, especially women without a close friend to confide in have more difficulty

Depression

How does depression develop?  See model on page 247 of the textbook.
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Figure 6.6 M An integrative model of mood disorders.




Treatment of Mood Disorders

Drug Therapy – 3 basic types of antidepressants:

· tricyclic antidepressants

· monoamine oxidase inhibitors (MAOs)

· selective serotonin inhibitors (SSRIs)

1. Tricyclics – imipramine (Tofranil), amitriptyline (Elavil)

- they desensitize or down-regulate certain NTs – such as norepinephrine and serotonin – they allow for less of the NT to be transmitted – seems to help, scientists unsure as to why/how

- seems to also promote neurogenesis in the hippocampus

- many side effects – including dizziness, weight gain, drowsiness, blurred vision, dry mouth

- works in approx 50% of patients as opposed to 25% in placebo trials

- can be lethal in large doses – not good for potential suicide patients

2. MAO inhibitors – block the MAO enzyme that breaks down norepinephrine and serotonin – therefore more accumulates in the synapse for longer periods of time

- down-regulation or desensitization

- more effective than tricyclics
- some potentially serious side effects – consuming MAOs with certain foods containing tyramine (beer, cheese, wine) can lead to severe hypertensive episodes – possibly death – also can’t take with cold medications – side effects

- new MAOs – shorter lasting, don’t interfere with tyramine – still being tested

3. SSRIs – block reuptake of serotonin – increases levels of serotonin at receptor site

- best know example is fluoxetine (Prozac) – still side effects such as: physical agitation, sexual dysfunction, low libido, insomnia, GI upset – but side effects less serious than other 2 drugs

2 new ones: Venlafaxine – related to tricyclics but acts slightly differently, fewer side effects

Nefazodone – related to SSRIs but helps with sleep disruptions

Some interest in antidepressant properties of natural herb called St. John’s wort (hypericum) – possibly works with mildly depressed people?

Caution: some of the drugs cannot be used on children – ex tricyclics – too much agitation can stop heart

Lithium – mood-stabilizing drug – effective in regulating manic as well as depressive episodes

- weight gain a common symptom

- generally the treatment of choice for bipolar disorder

- may limit amounts of norepinephrine and dopamine – regulate ions in body fluids?

- new drug to overtake Lithium is Valproate (Divalproex) – an anticonvulsant and mood stabilizer – but not as effective at preventing suicide as lithium

ECT (electroconvulsive therapy)

- shock treatment

- used in severe cases

- patient is anaesthetized to relax during seizures

- electric shock is administered through the brain to produce a seizure and a series of brief convulsions lasting for several minutes

- 6-10 treatments usually work

- side effects include short-term memory loss, confusion – usually disappear after a few weeks

- may be necessary for suicidal patients

ECT seems to increase levels of serotonin, promote neurogenesis in the hippocampus

TMS (transcranial magnetic stimulation) – place a magnetic coil over the patient’s head to generate a electromagnetic pulse – fewer side effects, seems to treat depression

Phototherapy (for SAD)

- specific type of therapy for SAD – to slow the production of melatonin, help with circadian rhythms

Cognitive-Behavioural Therapy (CBT)

- first recognize negative thoughts – called errors in thinking

- psychologist and patient team up to “re-do” thought patterns

- see dialogue on Page 252 – Role Play with therapist and patient

- therapist has patient examining her own thoughts – starting point – identify feelings of hopelessness

- patients are instructed to monitor and log thought processes (journal) 

- therapist asks patient to predict the outcome – then document what really happened – compare that to initial thoughts
Interpersonal Psychotherapy (IPT) – focuses on resolving problems in existing relationships and learning to form new interpersonal relationships

 - 15-20 sessions, once/week

- identifying social skills, poor marital relations, proper conversations, dispute therapy – how to enter into, negotiate and resolve a dispute with another person

Which approach to take?

- studies show both drugs and psychotherapy works – however certain people (ie pregnant women) can’t take drugs while pregnant – therefore use IPT

- also children and adolescents who can’t take such strong drugs – may benefit from IPT or CBT

Prevention of further relapses : 

- for children, instill social and problem-solving skills – help to handle stressors

- family therapy to keep families regulated and interpersonal tension at a minimum

- many patients require combined drug + CBT therapy

- depression has a high rate of recurrence 50% of patients will relapse if they stop their meds

 - therefore maintenance treatment is essential for preventing further relapses

- use mindfulness-based cognitive therapy – disengage in negative thoughts that could precipitate a relapse

http://www.youtube.com/watch?v=qVEueGutbSs&feature=fvwrel  (treatment for depression)

Suicide

- over 1million people/year around the world

- adolescent suicide increasing since 1960

- males are 4-5X more likely to commit suicide – more violent options – females tend to choose things like drug ODs – often don’t work

- females attempt suicide 3X more often

- past conceptions of suicide include altruistic suicide, hara-kiri (Japan), anomic suicide, fatalistic suicide – loss of control over one’s destiny, mass suicide – Jones, purple koolaid

Risk factors:

· family history – if a family member commits suicide, there is an increased risk

· neurobiology – low levels of serotonin – impulsivity, instability, overreactions

· existing psychological disorders – mood disorders, schizophrenia, alcohol, drugs

· stressful life events – death, divorce, losing a job, abuse

Suicide statistics:
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Try: on a card – write down a time in your life when you were so sad, maybe even depressed that you considered taking your own life – even remotely

On back: write down the name of 3 people that you care most about in this whole world – the absolute most important people in your life – first consider: what if they suddenly abandoned you this way – how would you feel?

Now: your homework is – and maybe you will never have to even do it (hopefully!) – if you ever feel the way you did on the other side of the card again – or worse – you MUST try to find one of these people FIRST.  Tell them what you are thinking – hopefully they will be able to help you.  
http://www.youtube.com/watch?v=0g8DA5xa2pU&feature=related  (suicide PSA)

- it is ALWAYS better to talk about those thoughts/feelings and get them out there than not – you will never “plant a seed” to commit suicide in someone’s brain – but you may take away that seed that is already there!  Common misconception – people don’t want to talk about it for fear they will give someone an “idea” – doesn’t work that way – the person has already considered it and needs to be talked out of it.
