MOOD DISORDERS

MOOD

      The person’s report of the prevailing emotional state and reflects the person’s life situation

      Synonymous with the term:

      Feeling state, and

      Emotion

Grief – subjective emotions and affect that are normal responses to the experience of the loss

Grieving – process by which a grief is experienced; time-limited usually 1 or 2 years

Mourning – outward sign of grief; a way of integrating loss and grief into the life of the bereaved

FIVE STAGES OF GRIEVING PROCESS

      1. Denial – shock and disbelief regarding the loss

      2. Anger – may be expressed towards God, a relative, friends, or health care provider

      3. Bargaining – occurs when the person bargains for time in an effort to prolong the inevitable loss

      4. Depression – results when awareness of the loss becomes acute

      5. Acceptance – occurs when the person shows evidence of coming to terms with death

MOOD DISORDERS
      Also known as Affective Disorders

      Characterized by disturbances in feelings, thinking and behavior

      May occur in a continuum ranging from severe depression to severe mania

      Pervasive alteration in person’s emotions

Etiology
1. Genetic and Biologic predisposition
      Implicates transmission of depression to relatives

      1st degree relatives: 

      2x the risk of developing depression compared with general population

      Of people w/ bipolar d/o: 3%-8% risk

      Monozygotic twins: 70% chance of developing mood d/o

      Siblings, parents, or children of afflicted persons: 15% risk (mood d/o)

      Theorist belief: dominant gene may influence or predispose a person to react more readily to experiences of loss or grief  s/s of  depression

2. Biochemical/Neurochemical Theory
      Neurochemical influences of neurotransmitters: serotonin & norepinephrine are implicated in mood disorders

3. Psychodynamic Theory
      Depression results from loss or separation from a loved object

      Freud hypothesis: depression stemmed from rage over abandonment of infant by mother thru death, emotional detachment or  absence

      Loss produces insecurity, emptiness, sadness, & anger

      Loss occurs in the oral stage of devt.

      Adult mourners regress to oral stage & introject anger of abandonment or unresolved conflict about lost objects into anger toward themselves

      Loss can be real or imaginary

      Mania: extreme denial of depression

      In depression: ego is weak & superego is punitive

      In mania: Id is strong

4. Behavioral Theory
      Learned hopelessness

      Regards depression as a form of acquired or learned behavior

      People who received little positive reinforcement for their activity tend to become:

      Withdrawn, overwhelmed, & passive giving up hope and shunning responsibility

5. Cognitive Theory
      Aaron Beck relates depression to depressed people’s comprehensively negative thoughts

      Depressed people are convinced:

      they are worthless, 

      that world is hostile,

      That  future offers no hope

      That every accidental misfortune is judgmental to them 

6. Environmental/Social Theory
      Contributing factors from the environment:

      Financial hardships, physical illness, perceived or real life failure and midlife crises

      Dramatic changes in life (Social):

      Divorce, relocation, loss or change of employment and retirement

TYPES OF MOOD DISORDERS
A. MAJOR DEPRESSION/MAJOR DEPRESSIVE DISORDER/CLINICAL DEPRESSION
      characterized by a severely depressed mood that persists for at least two weeks 

DSM-IV-TR diagnostic criteria

      One of the following two elements must be present for a period of at least two weeks:

      Depressed mood, or

      Anhedonia

      Disturbed sleep patterns, such as insomnia, loss of REM sleep, or excessive sleep (hypersomnia).

      Psychomotor agitation or retardation nearly every day.

      Fatigue, mental or physical, also loss of energy.

      Intense feelings of guilt, nervousness, helplessness, hopelessness, worthlessness, isolation/loneliness and/or anxiety.

      Trouble concentrating, keeping focus or making decisions or a generalized slowing and obtunding of cognition, including memory.

      Recurrent thoughts of death (not just fear of dying), desire to just "lie down and die" or "stop breathing", recurrent suicidal ideation without a specific plan, or a suicide attempt or a specific plan for committing suicide.

      Feeling and/or fear of being abandoned by those close to one.

Mnemonics commonly used to remember the DSM-IV criteria
	      SIGECAPS
      sleep, 

      interest (anhedonia), 

      guilt, 

      energy, 

      concentration, 

      appetite, 

      psychomotor, 

      suicidality
	      DEAD SWAMP
      depressed mood, 

      energy, 

      anhedonia, 

      death (thoughts of), 

      sleep, 

      worthlessness/guilt, 

      appetite, 

      mentation, 

      psychomotor 
	      DIG SPACES 

      depressed mood, 

      interest (lack of), 

      guilt/worthlessness, 

      suicidal ideation, 

      psychomotor agitation/retardation, 

      anorexia/weight loss, 

      concentration difficulties, 

      energy loss/fatigue, 

      sleep disturbances


Subtypes of Major Depressive Disorder
1. Depression with Melancholic Features
Melancholia is characterized by:

· a loss of pleasure (anhedonia) in most or all activities, 

· a failure of reactivity to pleasurable stimuli, a quality of depressed mood more pronounced than that of grief or loss, 

· a worsening of symptoms in the morning hours, early morning waking, 

· psychomotor retardation, anorexia (excessive weight loss, not to be confused with Anorexia Nervosa), or excessive guilt.

2. Depression with Atypical Features
characterized by:

       mood reactivity (paradoxical anhedonia) and positivity, 

      significant weight gain or increased appetite, 

      excessive sleep or somnolence (hypersomnia), 

      leaden paralysis, or significant social impairment as a consequence of hypersensitivity to perceived interpersonal rejection. 

      Contrary to its name, atypical depression is the most common form of depression. 

3. Depression with Psychotic Features
      Some people with Major Depressive or Manic episode may experience psychotic features: 

      hallucinations or delusions are either mood-congruent (content coincident with depressive themes) or non-mood-congruent (content not coincident with depressive themes). 

      It is clinically more common to encounter a delusional system as an adjunct to depression than to encounter hallucinations, whether visual or auditory.

4. Postpartum Depression or Post-Natal Depression 
      occurs within two years of childbirth (s/s occur within weeks of delivery)

      Owing to physical, mental and emotional exhaustion combined with sleep-deprivation

      s/s are similar to typical major depressive disorder

      Intense, sustained, and sometimes disabling depression experienced by women after giving birth. 

      incidence rate of 10-15%, 

      typically sets in within three months of labor & can last for as long as three months 

      About two new mothers out of a thousand experience the more serious depressive disorder, Postnatal Psychosis: hallucinations and/or delusions.

5. Seasonal affective disorder (SAD) 
      occurs in the winter when daylight hours are short. 

      body's production of melatonin, produced at higher levels in the dark, plays a major part in the onset of SAD 

      S/s: hypersomnia, overeating, carbohydrate craving, weight gain

      Treatment:bright light therapy, also known as phototherapy. 

B. Minor depression 
      is a less-used term for a subclinical depression

      does not meet criteria for major depression 

      but where there are at least two symptoms present for two weeks.

C. Dysthymia
      Characterized by a chronically depressed mood occurring most of the day, for most days than not, for at least a 2 year period

      During periods of depressed mood at least 2 or more of the other symptoms of depression must be present

      d/s does not usually affect social and occupational functioning

Dysthymia: Diagnostic criteria (DSM)
      On the majority of days for 2 years or more, the patient reports depressed mood or appears depressed to others for most of the day.

      When depressed, the patient has 2 or more of: 

      Appetite decreased or increased

      Sleep decreased or increased

      Fatigue or low energy

      Poor self-image

      Reduced concentration or indecisiveness

      Feels hopeless

      During this 2 year period, the above symptoms are never absent longer than 2 consecutive months.

      During the first 2 years of this syndrome, the patient has not had a Major Depressive Episode.

      The patient has had no Manic, Hypomanic or Mixed Episodes.

      The patient has never fulfilled criteria for Cyclothymic Disorder.

      The disorder does not exist solely in the context of a chronic psychosis (such as Schizophrenia or Delusional Disorder).

      The symptoms are not directly caused by a general medical condition or the use of substances, including prescription medications.

      The symptoms cause clinically important distress or impair work, social or personal functioning.

D. Bipolar Disorder
      Also known as bipolar affective disorder

      Formerly called manic-depressive disorder

      Essential feature is one or more manic episode usually accompanied by one or more depressive episodes

Classifications
     Bipolar Type I
      an individual experiences full-blown mania

      Characterized by one or more manic or mixed episodes usually accompanied by a major depressive episode.

      DSM-IV-TR diagnostic criteria
      requires one or more manic or mixed episodes. 

      A depressive episode is not required for the diagnosis of Bipolar I disorder but it frequently occurs.

     Bipolar Type II
      in which the hypomanic "highs" do not go to the extremes of mania

      Characterized by one or more depressive episodes accompanied by at least on hypomanic episode

      Hypomanic episode: presence of at least 3 or more symptoms of mania 

      DSM-IV-TR diagnostic criteria
      requires at least one episode of hypomania and at least one depression.

Symptoms Classifications
1. The depressive phase
Signs and symptoms include: 

      persistent feelings of sadness, anxiety, guilt, anger, isolation and/or hopelessness, 

      disturbances in sleep and appetite, fatigue  

      loss of interest in usually enjoyed activities

      problems concentrating, 

      loneliness 

      self-loathing

      apathy or indifference

      depersonalization

      loss of interest in sexual activity, 

      shyness or social anxiety

      irritability

      chronic pain (with or without a known cause), 

      lack of motivation, and morbid/suicidal ideation

2. Mania/Manic Phase 
Signs and Symptoms include:

      a distinct period of an elevated, expansive or irritable mood state

      an increase in energy and a decreased need for sleep

      Increased or pressured speech with thoughts experienced as racing. 

      Attention span is low; easily distracted

      Flight of ideas

      People may feel they have been 'chosen', or are 'on a special mission', which are considered grandiose or delusional ideas. 

      Inflated self-esteem

      At more extreme phases, person can begin to experience psychosis, or a break with reality, where thinking is affected along with mood. 

      In order to be diagnosed with mania according to DSM-IV:

      a person must experience this state of elevated or irritable mood as well as other symptoms for two or more weeks.

3.      Hypomania
      generally a less extreme state than mania, 

      generally experience less of the symptoms of mania than those in a full-blown manic episode

      Duration: usually also shorter than in mania

      Characterized usually by:

      a flight of ideas, extremely clever thinking, and an increase in energy.

4. Mixed state
      a mixed state is a condition during which symptoms of mania and clinical depression occur simultaneously 

      s/s include mixture of :

      agitation, 

      anxiety, 

      aggressiveness or belligerence, 

      confusion, 

      fatigue, 

      impulsiveness, 

      insomnia, 

      irritability, 

      morbid and/or suicidal ideation, 

      panic, 

      paranoia, 

      persecutory delusions, 

      pressured speech, 

      racing thoughts, 

      restlessness, and rage

      most volatile of the bipolar states

       moods can easily and quickly be triggered or shifted

      Suicide attempts, substance abuse, and self-mutilation may occur during this state.

5. Rapid cycling
      defined as having four or more episodes per year, 

      associated with greater disability or a worse prognosis 

      due to the confusing changeability and difficulty in establishing a stable state. 

      Rapid cycling can be induced or made worse by antidepressants 

E. Cyclothymia
      Considered as a milder form of bipolar II disorder 

      consists of recurrent mood disturbances between hypomania and dysthymic mood

      Characterized by at least 2 years (1 year for children) of several episodes of manic symptoms not as severe as those in manic episode 

      Diagnostic Criteria (DSM) 

      Symptoms are present for at least two years: periods of hypomanic symptoms and periods of low mood 

      Symptoms do not fulfill the criteria for major depressive disorder.

      Longest period the patient has been free of symptoms is two months/ never w/o symptoms for more than 2 months

      During the first two years of the disorder, patient has not fulfilled the criteria for either bipolar disorder or major depressive disorder.

      Disorder cannot be better explained as schizoaffective disorder, 

      D/O not superimposed on schizophrenia, schizophreniform disorder, delusional disorder or psychotic disorder not otherwise specified.

      Symptoms are not directly caused by a general medical condition or the use of any substances such as prescription medicines.

      Symptoms cause the patient clinically significant distress or impair work, social or personal functioning.

F. Pseudodementia
      Associated with depression in the elderly

      s/s of depression and cognitive impairment disorder

      Diagnosis: based on the treatment of depression that is successful in treating s/s of dementia

Management
      Acute psychiatric hospital-based care

      Community based treatment

      Primary prevention

      Case finding

      Crisis intervention services

      Medication management

      Cognitive-behavior therapy

Psychotherapeutic Nurse-patient Relationship
      Accept patients as they are

      Help patients focus on the positive

      Be sincere and empathic

      Reward patients who try to be independent

      Should not embarrass patients

      Never reinforce hallucinations, delusions or irrational beliefs

      Spend time w/ the withdrawn patients

Nursing Diagnoses (Depression)
      High risk for injury/violence related to suicidal ideation, suicidal threat or suicidal attempt

      Impaired Social Interaction

      Disturbed self-esteem/Low self-esteem

      Risk for imbalanced nutrition: Anorexia

      Disturbed sleep pattern

ALL DEPRESSED PERSONS ARE SUICIDAL.
Suicidal Behaviors
      Suicide gesture

      Engaging in non-lethal behaviors & not likely to cause serious injury or death

      Suicidal Ideation

      Verbalization of the wish to die

      Suicide threat

      Suicide attempt

      Completed suicide

      Self-mutilation

      Behavior caused physical injury  but are not motivated by the desire to die

      Suicide 

      involves thoughts of taking one’s life

General Care Strategies
      Be available to the patients

      Have someone to stay with them

      Take patient seriously

      Make rounds at regular intervals

      Assess and evaluate for changes

      Help patient to evaluate strengths and other ways to cope with:

      Seeking interpersonal support

      Anxiety reducing activities

      Encourage patient to verbalize feeling and plans

      Obtain a “NO SUICIDE” contract

      Increase suicide preventive measures

      Raise alert when patient manifests improve behavior or affect

Suicide Precautions
      One-on-one monitoring

      Arm’s length when actively suicidal

      Also during toileting and at night

      Convey to client that:

      Crisis is temporary

      Unbearable pain can be survived

      Help is available

      He is not alone

      Environmental Control

      Use plastic utensil

      No sharp object (fork, knife, nail file, etc.)

      Jump-proof and hang-proof bathroom

      Keep electrical cords at minimal lenght

      Use unbreakable glass window

      Take all potentially harmful gifts

      Lock of all utility rooms, kitchen, adjacent stairways, & offices

      Search clients for harmful objects

Groups at Increased Risk for Suicide
      Adolescents/young adults (15-24)

      Elderly

      Terminally ill

      Persons who have experienced loss/stress

      Survivors of persons who have committed suicide

      Individuals with bipolar d/o

      Depressed persons (when depression lifts)

      Substance abusers

      Persons who have attempted suicide previously

      More women attempt suicide; more men complete suicide

Clues for Suicide
      Giving away personal possessions

      Ties up loose ends

      Dramatic behavioral changes

Nursing Diagnoses and Care (Depression)
     Risk for self-violence
      Ask pt. “Do you have thoughts of killing yourself?”

      Provide and maintain safe environment

      Spend time with patient

      Monitoring

Impaired Social Interaction
      Brief frequent contacts spaced thru-out the day

      Stay w/ client even if he wont speak & offer accepting remark

      Begin w/ one-on-one interaction & establish trust

      Verbally acknowledge patient’s absence from any group activities

      Provide direct feedbacks & positive reinforcement about client’s interactions w/ other

Disturbed self-esteem/Low self-esteem
      Encourage participation in individual &  group activities

      Provide assertiveness training

      Help pt. avoid embarrassment thru socially unacceptable behaviors & appearance

      Assist in grooming & hygiene, provide independence

      Praise little accomplishment

      Consider patient’s behavior as part of illness

      Don’t judge or blame pt. for what has happened

Risk for imbalanced nutrition: Anorexia
      Encourage to eat

      Monitor & record bowel elimination

      Allow eating of food from their home if he prefers it

      Increased calories and fiber in the diet

      Weigh patient regularly

      Provide small frequent feeding: high calorie & high protein 

Disturbed Sleep Pattern
      Discourage taking of day naps

      For those taking TCA, combining daily doses in just one single dose at bedtime will decrease daytime sleepiness

      Encourage participation in activities 

Nursing Diagnoses and Care (Mania)
      Risk for injury
      Decrease stimuli

      Place in a quiet room

      Remove hazardous objects & substances

      Stay with patient

      Divert purposeless act with physical activity

      Provide tranquilizers as prescribed

      Risk for violence directed to self & others
      Observe behavior

      Display matter of fact attitude

      Provide sufficient staff

      Use restraints as necessary

      Imbalanced nutrition
      Provide adequate nutrition & vitamins

      Weigh daily

      Determine likes & dislikes

      Allow finger foods and walk w/ client

      Impaired Social Interaction
      Set limits

      Don’t argue, bargain or reason

      Positive reinforcement for non-manipulative behavior

      Sleep pattern disturbance
      Assess patient’s activity

      Promote rest

      Provide measures that promote rest and sleep

      Avoid caffeine

Pharmacologic Management for Depression 
      Antidepressants
      MAO inhibitors
      Tricyclics
      SSRIs
      SSNRIs
Pharmacologic Management for Mania
      Mood stabilizers
      Lithium carbonate/citrate
      Valproic acid
      Carbamazepine (Tegretol)
ELECTROCONVULSIVE THERAPY
· Involves applying a brief electrical pulse to the scalp while the patient is under anesthesia. 

· Pulse excites the brain cells causing them to fire in unison and produces a seizure. 

· first described by Cerletti and Bini in 1938 as treatment for schizophrenia

· the mechanism of action of ECT is unclear at present

· voltage of electric current administered to the patient is 70-150 volts for about .5-2 seconds

· the usual number of treatments needed to produce a therapeutic effect is             6-12 treatments with an interval of 48 hours for each treatment (3x a week)

· indicator of effectiveness of ECT: the occurrence of generalized tonic-clonic seizure

· Indications for ECT: major depression, mania, catatonic schizophrenia

Indications
      Patients who:

      Require rapid response

      Cannot tolerate pharmacotherapy or cannot be exposed to pharmacotherapy

      Are depressed but have not responded to multiple & adequate trials of medications

Types of ECT Electrode Placement
1. Right Unilateral Placement
      To generate a seizure, one electrode is placed on the crown of the head and the other on the right temple. 

      Response may be slower than those who receive bilateral treatments.

      Typically associated with less memory side effects.

      Patients who do not respond to right unilateral treatments may require a switch to bilateral placement. 

2. Bilateral ECT treatment involves placing the electrodes on both temples. 
      may be associated with more acute memory side effects than right unilateral treatments. 

      Indicated for severe mental illnesses including depression with psychosis, manic episodes of bipolar disorder, psychosis related to schizophrenia and catatonia.

Mechanism of Action
Theories of its action include the following:
      Neurotransmitter theory suggests that it acts like TCAs by enhancing deficient neurotransmission in monoaminergic systems. 

      Specifically, it is thought to improve dopaminergic, serotonergic, and adrenergic neurotransmission.

      Neuroendocrine theory suggests that it releases hypothalamic or pituitary hormones or both, which results in its antidepressant effects.

      Anticonvulsant theory suggests that it exerts a profound anticonvulsant effect on the brain that results in an antidepressant effect.

      Contraindications to ECT: fever, increased intracranial pressure, cardiac problems, TB, with history of hemorrhage, recent fracture, retinal detachment, pregnancy         

      Common complications of ECT

      Transient loss of memory, headache, apnea, fracture, respiratory depression, arrhythmias, muscle strain

Characteristics of ECT
      Painless

      110 volts of electric current/20-30 milliampers

      Electrodes at temporal-frontal area

      Induces grand mal seizures

      Done 2-3x weekly

Preparations for ECT
      Pretreatment evaluation & clearance

      Consent is needed

      NPO from midnight until after treatment

      Empty bladder

      Remove jewelry, hairpins, dentures, & other accessories

      Check vital signs

      Attempt to decrease patient’s anxiety

Medications given to the client prior to ECT
      1. Atropine SO4 – to decrease secretions

      2. Anectine (Succinylcholine) – to promote muscle relaxation

      3. Methohexital Sodium (Brevital)

      serves as an anesthetic agent

Care after ECT
      Oxygen therapy (100%) till patient can breathe unassisted

      Monitor for respiratory problems

      Reorient patient

      Observe until stable

      Careful documentation

E N D
