Nursing Care of Patients With Mood Disorder
Mood disorder
Objectives :

1- Describe neurobiological, psychosocial theories about the etiology of mood disorder                                                                 
2- Discuss the epidemiology and life course of depressive and bipolar disorders.                                                                                
3- Compare and contrast the DSM-IV-TR groupings of depressive       disorders and bipolar disorders.                                                          
 4- Assess suicide risk.                                                                                  
5- Apply the nursing process for clients with mood disorders.      

6- Know additional treatment modalities.                                                                 
INTRODUCTION:

Mood disorders, sometimes known as affective disorders, are a group of common psychiatric disorders characterized by dysregulation of emotion .
 Mood disorders are also characterized by a constellation of symptoms including impaired cognition, physiologic disturbances such as sleep and appetite problems, and lowered self-esteem. Mood disorders have serious consequences that result in personal and family suffering, interpersonal and occupational  impairment,  and expensive social costs . 
Mood disorders are now viewed as major public health problems in terms of both economic costs and personal suffering . Depression alone has been identified as the fourth-ranked illness in the world , causing '' burden , '' morbidity , and mortality throughout multiple countries .

         Although most people experience mood fluctuations of depression and elation , normal variations tend not to be prolonged or incapacitating.         Mood fluctuation is often a normal response to life experiences and events that influence the human capacity for feeling . Grief and sadness in response to loss of a loved one or excitement at the thought of a long-awaited vacation are normal , adaptive responses .  

       Most people experience sadness and depression with losses ( e.g. , of loved ones , jobs , status , possessions ) . This sadness may persist for days , weeks , or longer as the individual grieves the loss . When mood states become maladaptive , however , they persist , are pervasive , incorporate additional symptoms such as impaired sleep and cognition , and interfere with usual functioning . At that point the mood dysregulation , accompanied by a pattern of signs and symptoms , affects cognitive , behavioral , spiritual , social , and physiologic functioning . 

ETIOLOGY :

Various theories have been presented to explain the development of mood disorders, but their exact cause remains unknown . Many researchers and clinicians support the premise that mood disorders have multicausal origins, in which neurobiologic , ethologic , psychosocial , and cognitive factors . Research findings suggest that depression , for example , includes several distinct syndromes that can be differentiated clinically and over time .
 Each theoretic perspective helps to explain some aspect of mood disorders , but none fully accounts for their development . In general , these etiologic factors can be grouped primarily as neurobiologic , ethologic , or psychosocial .
A - Neurobiologic Factors : 

Over the last decade , research on the etiology of mood disorders has focused on the biologic mechanisms that may be related to their onset and clinical course . Although this research has been able to identify physiologic correlates of depression and mania , direct cause-and-effect relationships have not been established . The more common biologic theories include those related to altered neurotransmission , neuroendocrine dysregulation , and genetic transmission . 
1- Neurotransmission : 

        Research on the biology of mood disorders has emphasized investigation of neurotransmitter disturbances . Interest in                   Neurotransmission was sparked initially by investigations of the action of antidepressant drugs . In 1945 it was discovered that clients treated with reserpine for hypertension developed depression . Several years later , isoniazid was found to have an antidepressant effect on persons being treated for tuberculosis . Imipramine was introduced as an antidepressant in 1958 , and research began on its mechanisms of action in the brain . The discoveries resulting from this line of research became the basis for the monoamine hypothesis of mood disorders . 

      Monoamine or biogenic amine neurotrasmitters  are crucial for sending electrical signals throughout the brain . Although there are hundreds of neurotrasmitters  in the brain , the biologenic amine neurotrasmitters include the catecholamine of epinephrine , norepinephrine , dopamine , and acetylcholine , and the indolamine serotonin . To accomplish  neurotrasmitters ,these chemicals are released from the presynaptic neuronal terminal into the synaptic cleft . the neurotrasmitter diffuses until it reaches its specific receptors on the postsynaptic membrane of the adjacent neuron or is resorbed through special autoreceptors on the presynaptic membrane The neurotransmitter may also be degraded by anthor chemical , such as the enzyme monoamine oxidase ,within the neuron .
        When the neurotransmitter locks into its receptors on the postsynaptic membrane of an adjacent neuron , it opens an ion channel . The opening of the channel triggers a series of chemical actions that electrically depolarize the cell and sends an electrical impulse throughout that neuron , Thus continuing the process of transmission of nerve impulses . Specialized neurons of each of the neurotrasmitters project to  
various parts of the brain that control a wide range of functions , including appetite , sleep , and arousal . 
  It is believed that monoamine neurotransmitter systems , especially those of norepinephrine and serotonin , their metabolites , and their receptors , are somehow altered during episodes of depression and mania.        Availability and receptor change theories propose that there is an underactivity of neurotransmission in depression and an overactivity in mania . Support for this comes from the administration of monoamine oxidase inhibitors ( MAOIs ) to clients with depression . MAOIs inhibit the monoamine oxidase enzyme from breaking down neurotransmitters , thus resulting in an increased supply of neurotrasmitters  and an accompanying decrease in clinical depression . 
2- Neuroendocrine Dysregulation :

Another area of research on the biologic basis of mood disorders is the role of the endocrine system . Studies indicate that dysregulation of the hypothalamic-pituiyary-adrenal ( HPA) axis is associated with depression . The HAP axis comprises the hypothalamus , pituitary , and adrenal glands and controls physiologic responses to stress . The hypothalamus regulates endocrine functions and the autonomic nervous system and is involved in behaviors related to fight , flight feeding , and mating . 
3- Genetic Transmission : 

Mood disorders tend to run in families , and it is commonly believed that , to some extent , genetic transmission is responsible for their manifestation . Data regarding the genetic transmission of mood disorders are derived from family , twin and adoption studies .
B- Psychosocial Factors :
        Psychosocial explanations for the development of mood disorders represent a range of theoretic positions , including psychoanalytic theory , learned helplessness , cognitive theory , life events ( stress) theory , and personality theory . 

 1- Psychoanalytic Theory : 

        The basic premise of psychoanalytic theory is that unconscious processes result in expression of symptoms , including depression and mania . 

2 - Cognitive Theory : 

       The cognitive model of depression points to errors of logical thinking as causative factors for depression . It assumes that mood is influenced by underlying cognitive structures , some of which are not fully conscious  .  

 3- Hopelessness / Learned  Hopelessness Theory : 

       Cognitive theory traced the determinations of depression to altered cognition . One such altered cognition was termed learned helplessness , demonstrated by the lack of motivation exhibited by dogs subjected to laboratory shocks that they were unable to control . According to the original theory as stated by Seligman ( 1975 ) , stressful events that are experienced as uncontrollable result in the development of helplessness , apathy , powerlessness , and depression . 

 4- Life Events and Stress Theory : 

         The relationship of life events and stress to mood disorders has been widely acknowledged , and is the focus of much research . In studying depression , researchers have been interested in the quantity and nature of life events , and in the size and perceived supportiveness of the client's social network . In an enduring study , Brown and Harris ( 1978 ) reported that stressful social factors ( e.g., lack of an intimate , confiding relationship with a significant other ; having three or more children at home ; being unemployed ; and loss of one's mother before age 11years ) contributed significantly to vulnerability for depression . All life events are considered to evoke various degrees of stress . Thus a joyous wedding can be as stressful as the death of a loved one . 

        The client's perception or emotional evaluation of an event is as important as the change in daily life caused by the event . The effect of an event is influenced also by mechanisms such as social support , and the person's perception of that support as wanted or unwanted , sufficient or insufficient . Life events most likely influence the development and recurrence of depression through the psychologic and ultimately biologic experiences of stress . 

         The occurrence of stressful life events and depression has been examined with regard to gender differences . Stressful life events have shown a causal relationship with episodes of depression in women , mediated by genetic risk factors . A comparison of men and women revealed that women reported more interpersonal stressors , whereas men reported more legal and work-related stressful life events . At the same time , most life events influenced the risk for depression in men and women in a similar fashion . Researchers concluded that the greater prevalence of depression in women versus men was not due to differences in the rate of reported stressful life events nor to a greater sensitivity of women to the harmful influences of stressful life events . 
5-Personality Theory : 

For many years psychiatric clinicians have debated the role of personality in relation to mood disorders , particularly depression . A number of possible relationships may by supposed . 

· The term depressive personality  has been used to describe personality traits believed to predispose to depressive disorder . 

· Depressive disorders have been linked with certain personality traits , including interpersonal dependency or sensitivity to rejection , and it has been unclear whether depressive disorders lead to the expression of these personality traits or vice versa . 

· There may exist a distinct depressive personality disorder . 

· Other personality disorders may be linked with mood disorders . 
Epidemillogy of Mood Disorders :

* 19.3% of the general population develop a mood disorder . 

* 21.3% of women and 12.7% of men develop major depression . 

* Average age of onset for bipolar illness is mid-to late-twenties . 

* Average age of onset of depression is mid-thirties . 

* Depression occurs more frequently in Caucasians and Hispanics than in     African-Americans . 

* Depression occurs more frequently in lower Socioeconomic groups . 

* Bipolar disorders occur more frequently in higher Socioeconomic groups . 
Mood Disorders in the Young :

       Mood disorders presenting in childhood or adolescence are significant for three reasons :
(1) they generate extraordinary pain and distress for young individuals who are not prepared to understand or deal with the resulting emotions and behaviors .
(2) they initiate major difficulties during a period of time essential to development and therefore influence the rest of the life span .

 (3) they produce tremendous stress and concern for the entire family unit . 

       Bipolar disorder in adolescents may present initially as recurrent depressive episodes , developing into bipolar 1 disorder in 10% to 15% of cases . When manic episodes occur during adolescence , they may be associated with psychotic symptoms , school truancy , antisocial behavior , or sustenance abuse . 
Mood Disorders The Elderly : 

       Just as the picture of mood disorders has changed for children and adolescents , new information has emerged for mood disorders in older adults . Researchers have suggested that late-life depression can be categorized into three subtypes , each with a different etiologic pathway : 
(1) early-onset depression with lifelong vulnerability.

 (2) late-onset depression in reaction to severe life stress .

 (3) late-onset depression with vascular risk factors .

     Both major and minor depression respond well to treatment , especially when pharmacotherapy and psychotherapy are combined .

CLICAL DESCRIPTION :

    Although  mood disorders are considered to be primarily changes in mood , cognitive , physiologic , and behavioral changes are also evident . Mood disorders are defined by a pattern of episodes over time and by a pattern of symptoms in each episode . Mood disorders are classified in the DSMIV-TR as depressive disorders , bipolar disorders , or other mood disorders . Signs and symptoms of these disorders are described in the following sections .
The first type of mood  disorder:  

1- Depressive Disorders : 

         Persons diagnosed with a depressive disorders have experienced only episodes of depression with no manic or hypomanic episodes . This is also referred to as unipolar depression . The DSM-IV-TR Criteria lists criteria for a major depressive episode . 

A- Major Depressive Episode , Single Or Recurrent : 

       An episode of major depression can be indicative of a first episode or of a recurrent episode of depression . Symptoms occur as a result of the disorder and not from the effects of a substance , medical condition , or loss of a loved one within the previous 2 months . 

DSM-IV-TR Diagnostic Criteria for Major Depressive Episode 

A. Five or more of the following symptoms have been present during the same 2-week period and represent a change from the previous functioning ; at least one of the symptoms must be (1) depressed mood or (2) loss of interest or pleasure . 

1. Depressed mood most of the day , nearly every days , as indicated by either subjective report ( for example ''I feel sad or empty '' ) or observation made by others ( such . as appears tearful ) . Note : In children or adolescents . mood can be irritable . 

2. Very diminished interest or pleasure in all , or almost all , activities most of the day nearly every day ( either by client report or report of others ) . 

3. Significant weight loss while not dieting or weight gain ( change of more than 5% of body weight in a month ) , or an increase or decrease of appetite nearly every day . note : children may fail to make expected weight gains . 

4. Insomnia or hypersomnia ( sleeping too much ) nearly every day . 

5. Activity changes : psychomotor agitation ( increased physical activity associated with mental processes ) or psychomotor retardation nearly every day ( observed by others , not just feeling restless or slow ) . 

6. Fatigue or loss of energy nearly every day . 

7. Feelings of worthlessness or inappropriate or excessive guilt nearly every day . 

8. Diminished ability to think or concentrate , or indecisiveness , nearly every day . 

9. Recurrent thoughts of death ( not just fear of dying ) , recurrent suicidal ideation , a plan for committing suicide , or a suicide attempt . 

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

C. Symptoms associated with general medical conditions , side effects of substances , or bereavement are excluded .
CLINCAL SYMPTOMS For Major depression : 

EMOTIONAL 

Anhedonia 

Depressed mood 

Irritability 

COGNITIVE 

Diminished ability to think , concentrate , or make decisions 

Recurrent thoughts of death 

Excessive focus on self-worthlessness and guilt 

BEGAVIORAL 

Significant weight loss or gain ; change in appetite 

Insomnia or hypersomnia 

Psychomotor agitation or retardation 

Fatigue 

SOCIAL 

Withdrawal from family and social interactions 

Problems at work in organizing , initiating , and completing work . 
B - Dysthymic Disorder :
    Dysthymia differs from major depression in that it is a chronic , low-level depression . To receive this diagnosis , the client must have had depressed mood and at least three of the following symptoms for most of the day , nearly every day , for at least 2 years .
Clinical symptom Dysthmic Disorder; 

EMOTIONAL 

Depressed mood .
Anhedonia .
Irritability or angry mood .
COGNITIVE 

Feelings of low self-esteem and inadequacy. 

Feelings of guilt and brooding about the past .
Difficulty with concentration , memory , and decision making .
Attitudes of pessimism , despair , and hopelessness .
BEHAVIORAL 

     Chronic fatigue . 

SOCIAL 

     Social withdrawal . 

CAUSES : 

    Major Depressive Disorder has a genetic component and a psychosocial component . Each contributes , but neither explains the disorder alone . Because multiple factors cause and affect the disorder , effective treatments usually include psychosocial ( teaching and counseling ) and physiological ( medication or psychopharmacological ) approaches . 

Risk Factors for Depression :

· Previous depressive episode. 

· Family history of depression and Chronic general medical condition 
· Stressful life events .
· Substance abuse or dependency .
· Postpartum period . 

· History of suicide attempt .
Suicide :

Risk Factors for Suicide :  

· Previous suicide attempt . 

· Mental disorders , especially mood disorders such as depression and bipolar disorder .
· Co-occurring mental and alcohol or substance abuse disorders .
· Family history of suicide .
· Hopelessness .
· Impulsive and / or aggressive tendencies .
· Barriers to accessing mental health treatment .
· Relationship , social , work , or financial losses .
· General medical illness .
· Easy access to lethal suicide methods , especially guns .
Protective Factors for Suicide : 
· Effective and appropriate clinical care for mental , physical and substance abuse disorders .
· Easy access to a variety of clinical interventions and support .
· Restricted access to highly lethal methods of suicide .
· Family and community support .
· Support from ongoing medical and mental healthcare relationships.
· Learned skills in problem solving , conflict resolution , and nonviolent handling of disputes .
· Cultural and religious beliefs that discourage suicide and support self-preservation instincts . 

The second type of mood disorder :

BIPOLAR DISORDER 

      Bipolar disorder is our other prototype mood disorder . People with bipolar disorder , also called manic-depressive disorder , have experienced at least one manic episode lists the diagnostic criteria ) or one mixed mood episode ( with rapid cycling of depression and mania in the same day ) . Often these individuals have also experienced one or more Major Depressive Episodes . Bipolar refers to the experience of both poles of mood : mania and depression . 
CLINICAL FEATURES : 
        The mood a client feels while in a manic episode may be described as elated , euphoric , high , or unusually good . The mood is characterized by constant and indiscriminate enthusiasm . Frequently the person alternates between elation and irritability . An affected person may play basketball enthusiastically for 24 hours , becoming angry when someone tries to take the ball . He or she may go on an extended shopping spree , buying gifts for everyone on credit , or gamble away an entire paycheck . The flurry of activity seems productive to the client , but can be really disorganized and unproductive . Grandiose delusions are common . The client may believe that he is famous musician or a successful novelist , People in mania almost always have a decreased need for sleep . They may awaken several hours earlier than usual , feeling alert and energetic . When mania is severe , the affected person may go for days with no sleep and not feel tired . 

Manic speech is rapid and pressured speech , which means that it is so fast and determined that it is hard to interrupt . The person's expressions   may be dramatic or may be related to sounds more than words , such as in clang association . 
DSM – IV – TR  CRITERIA FOR BIBOLAR DISORDER :
1- Manic Episode 

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 : 

1. Inflated self-esteem or grandiosity .
2. Decreased need for sleep (feels rested after only 3 hours of sleep ) .
3. More talkative than usual or pressure to keep talking .
4. Flight of ideas or subjective experience that thoughts are   racing . 
5. Distractibility ( i.e., attention too easily drawn to unimportant or irrelevant external stimuli ) .
6. Increase in goal-directed activity ( either socially , at work  or school , or sexually ) or psychomotor agitation .
7. Excessive involvement in pleasurable activities that have a high potential for painful consequences ( e.g. , engaging in unrestrained buying sprees , sexual indiscretion , 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 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 general  medical  condition ( e.g. , hyperthyroidism ) . 
NOTE : Manic-like episodes that are clearly carsed by somatic antidepressant treatment (e.g., medication , electroconvulsive therapy , light therapy ) should not count toward a diagnosis of bipolar 1Disorder .
2- Mixed Episode 

A. The criteria are met both for a manic episode and for a major depressive episode ( except for duration ) nearly 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 : 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 .
3-Hypomanic Episode: 

A. A distinct period of abnormally and persistently elevated , expansive , or irritable mood , lasting throughout at least 4days , 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 : 
1. Inflated self-esteem or grandiosity .
2. Decreased need for sleep (e.g., feels rested after only 3hours of sleep ) .
3. More talkative than usual or pressure to keep talking .
4. Flight of ideas or subjective experience that thoughts are racing. 

5. Distractibility ( i.e., attention too easily drawn to unimportant or irrelevant external stimuli ) .
6. Increase in goal-directed activity ( either socially , at work or school , or sexually ) or psychomotor agitation .
7. 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 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 , of a substance ( e.g. , a drug of abuse , a medication , or other treatment ) or 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 11 disorder . 
THE NURSING PROCESS :
ASSESSMENT 

     Clients with mood disorders pose a challenge because their primary symptom is one of depression or emotional elation . Their affective dysregulation often evokes emotional . response in nurses , who find themselves feeling depressed , anxious , or angry while caring for the individual . The negativity of depression or the expansive euphoria , hyperactivity , and grandiosity of mania may also promote fatigue , irritability , and negativity in the nurse . Therefore when caring for clients with mood disorders , nurses must maintain awareness of their own personal reactions to the client and the ways in which these reactions can affect the nurse-client relationship and subsequent care . 
        Clients experiencing mood disorders are in emotional pain . They are unable to change their emotional state at will . Yet , many have heard people close to them make comments such as , Pull yourself together … get a hold of yourself . These clients need validation that their emotional state is not their fault , that they are experiencing a psychiatric disorder . They should be approached with acceptance and respect . 
        It is important that nurses appear confident , straightforward , and hopeful . Reassuring comments such as , '' I know you ' 11 feel better soon , '' are usually not helpful , because they may be false reassurance . It is appropriate to convey hope with comments such as , '' I've known many clients with depression  , and they have felt better within several weeks of starting on their medications . '' 
     Communication Nurses need to be simple , clear , direct , and firm . Clients need to know that the nurse cares about them and is concerned about their behavior . 

     Information from the client may be minimal or inaccurate because of their cognitive impairment , altered mood , or behavioral disturbances . A significant other can be an important source of information when the client is not reliable . Interviews may need to be short and more directive if the client is having behavioral or cognitive difficulty . 
     Assessment of the client with depression or mania includes information about his or her presenting problem and mental status , past psychiatric history , social and developmental history , family history , and physical health history . 

     Assessment instruments can assist with the specificity of data collection . 

These instruments include the Beck Depression Inventory (BDI) , Carroll Rating Scale for Depression (CRSD ) , AND Zung Self-Rating Depression Scale .
      Nurses can also ask clients to assess their own level of depression or mania by having them rate it on a 10 represents the worst depression you have ever experienced , how would you rate your depression now ? '') . This allows for daily comparisons of mood . ) 
Physiologic Disturbances : 
       Body physiology is altered during episodes of depression and mania . During moderate or severe depression , body processes frequently slow down . The client with depression may report and exhibit neurovegetative signs of depression , which include psychomotor relation , fatigue , constipation , anorexia ( loss of appetite ) , weight loss , decreased libido      ( sex drive ) , and sleep disturbances . These symptoms relate to changes in body processes that cause disruption and slowing of normal physiology . Clients may also describe vague physical symptoms such as headache , backache , gastrointestinal pain , and nausea . Clients may seek assistance from their family health care provider , thinking that they are experiencing some physical illness that is causing fatigue and loss of energy . Sleep disturbance is a common problem . Clients describe initial insomnia ( the inability to fall asleep after going to bed ) , middle insomnia ( waking up in the middle of the night and being unable to return to sleep easily ) , and terminal , or late , insomnia ( waking up in the early hours of the morning and being unable to return to sleep ) . Another type of sleep disturbance seen in depression is hypersomnia , in which  the client sleeps excessively but never feels rested . Clients with depression may have a decreased or increased appetite with corresponding changes in weight . Food is often described as tasteless . 
NURSING DIAGNOSIS :
1. Activity intolerance 

2. Anxiety 

3. Fatigue 

4. Hopelessness 

5. Imbalanced nutrition : less than body requirements 

6. Imbalanced nutrition : more than body requirements 
7. Powerlessness 

8. Self-care deficit , bathing /hygiene 

9. Self-care deficit , dressing /grooming 

10. Self-care deficit , feeding 

11. Disturbed sleep pattern 

12. Social isolation 
PLANNING :

Recent information about the epidemiology and recurrent course of depression and mania provides the basis for caring for clients with mood disorders in the hospital and in the community . Nursing care addresses the acute episodes of the disorder and the client's risk for recurrent episodes . Interventions during the acute depressive or manic episodes can be effective , but too often the client is left with little understanding of the importance of long-term management and self-care strategies . Interventions must be planned for each client based on his or her particular behaviors and concerns . Planning care not only involves the client but may also include the client's significant others and additional health care providers . 
IMPLEMENTATION :  

       The plan of action for clients with mood disorders varies depending on whether the client is depressed or manic . In the short term nursing and collaborative interventions are available that are effective in reducing the acuity of the episode and promoting more optimal functioning . With the current trend of short-term hospitalizations , nurses in the hospital setting do not have the opportunity to observe the client's recovery from the episode . Projected treatment responses , however, should be documented and communicated to the client and to nurses , other mental health professionals , and significant others who will care for the client in the community . Nurses who work with clients in the community are able to see treatment responses over time . 
       Mood disorders , although primarily disturbances in emotional regulation , affect the whole person – physically , cognitively , socially , and spiritually  . 
Short-term interventions in the hospital or community address priority issues such as preventing self-harm , promoting physical health ( e.g., adequate nutrition , bathing , grooming , sleep ) , monitoring effects of medications , and assisting with altered thought flow and impaired communication . Other concern to be addressed include promoting social interaction , self –esteem , understanding of the disorder and its treatment , treatment compliance , and planning for discharge and continuation or discontinuation of services . 
OUTCOME IDENTIFICATION 

   Client will : 

1. Remain safe and free from harm . 
2. Verbalize absence of suicidal or homicidal intent or plans . 

3. Express desire to live and not harm others . 

4. Make decisions based on examination of options and problem solving 

5. Report absence of hallucinations / delusions . 
6. Engage in activities and behaviors that promote confidence , belonging , and acceptance . 

7. Identify medications , including action , dosage , side effects , therapeutic effects , and self-care issues . 
Nursing Interventions : 
1. Conduct a suicide assessment as necessary to ensure the client's safety and prevent harm to self or others . 

2. Maintain a safe , harm free environment through close and frequent observations to minimize the risk of violence . 

3. Establish rapport and demonstrate respect for the client to facilitate the client's willingness to communicate thoughts and feelings . 

4. Assist the client in verbalizing feelings to promote a healthy , expressive form of communication . 

5. Identify the client's social support system and encourage the client to use it to minimize isolation and loneliness as possible precursors to hopelessness . 

6. Praise the client for attempts at alternate activities and interactions with others to encourage socialization . 

7. Monitor the client's fluid intake and output , food intake , and weight to ensure adequate nutrition and hydration and adequate weight for body size and metabolic need . 

8. Promote  self-care activities , such as bathing , dressing , feeding , and grooming , to ascertain the client's level of functioning and increase self-esteem . 
9. Assist the client in establishing daily goals and expectations to promote structure and minimize confusion / anxiety . 

10.  Plan self-care activities around those times when the client may have more energy to increase activity tolerance and minimize fatigue . 

11.  Encourage the client to attend therapeutic groups that provide feedback regarding thinking to reframe thinking with the support of others . 
12.  Provide simple , clear directives / communication in a low-stimulus environment to assist with focus , attention and concentration with minimal distractions . 

13.  Gradually increase levels of activity and exercise to minimize fatigue and increase activity tolerance . 
14.  Educate the client with depression about the disorder and symptoms as appropriate to lessen feelings of inadequacy , minimize guilt , and increase the knowledge base about the effects of the illness . 
15.  Educate the client with mania about the disorder and symptoms as appropriate to lessen feelings of inadequacy , minimize guilt , and increase the knowledge base about the effects of the illness . 
Outpatient Discharge Criteria :  

Client will : 

· Verbalize plans for the future , including absence of imminent suicidal intent or behavior .

· Verbalize plan for seeking help (a contract ) if suicidal thoughts become intensified or if thoughts progress to plans . 

· Demonstrate ability to manage basic self-care needs , such as personal hygiene , or verbalize strategies to acquire assistance . 

· Describe mood state and demonstrate ability to identify changes from euthymic mood . 

· Identify psychosocial or physical stressors that may have negative influences on mood and thinking . 

· State positive and helpful strategies to cope with threats , concerns , and stressors . Identify signs and symptoms of the mood disorder , including prodromal ( early ) signs that might indicate the need to seek help . 

· Describe how to contact appropriate sources for validation and / or intervention when necessary. 

· Use learned techniques and strategies to prevent or minimize symptoms . 

· Verbalize knowledge about medication treatment and necessary self-care strategies .
Additional Treatment Modalities 

1- Psychopharmacology : 
     During the last 40 years there have been major advances in the use of medications to treat symptoms of mood disorders . Investigation of the neurobiology of depression and mania has provided directions for development of these new medications . Because there are multiple types of medications that seem to work with various individuals and their types of depression and mania , selecting the drug and the dosage that is effective for any individual is often a difficult process . Clients who do not respond to one types of antidepressant medications are used to treat persons with episodes of major depression and some persons with dysthymia . These include tricyclics , heterocyclics , MAOIs , SSRIs , and most recently joint serotonin and norepinephrine reuptake inhibitors . These medications exert powerful effects not only on mood but also on the entire syndrome of depression symptoms , including the neurovegetative symptoms . Not surprisingly , medications also cause side effects that can create discomfort and even danger . Taken in large quantities , many are toxic or even lethal . In addition , these medications usually have a lag period of 1 to 6 weeks for initiation of therapeutic effects , during which time the side effects are often the most pronounced . As the medication begins to exert its therapeutic effect , the side effects often diminish . In vew of recent data regarding the recurrent nature of depression and how it impairs functioning over time , many clients are now taking these medications for years , or for an entire lifetime . 
Mood stabilizers have been shown to be effective in treating mania in clients with bipolar disorders . The primary , most widely used mood stabilizer is lithium , although anticonvulsants ( e.g., carbamazepine , valproate , lamotrigine ,gabapentin ) also appear to promote mood stabilization . Lithium acts as a salt within the body , and its blood levels are closely linked to the client's hydration and sodium intake . Side effects of lithium include neuromuscular and central nervous system effects ( tremor , forgetfulness , slowed cognition ) , gastrointestinal effects ( nausea , diarrhea ) , weight gain and hypothyroidism , and renal effects ( polyuria ) . Blood levels are monitored to ensure an adequate , but not toxic , level . Usually , blood levels of .5 to 1 mEq / L are appropriate for maintenance therapy , whereas in the treatment of acute mania , levels of up to 1.5mEq / L are required . The therapeutic-range blood level for lithium is narrow ; toxicity can occur quickly and is marked by vomiting , oversedation , ataxia , and , finally , seizures . Lithium blood levels approaching 2mEq /L are considered toxic . Lithium is excreted through the kidneys and should be used with caution in clients with renal disease . Clients taking lithium should use diuretics only with extreme caution and under close supervision , because diuretics can elevate lithium blood levels quickly . 
      Other medications prescribed for clients during episodes of depression or mania may include benzodiazepines for associated anxiety symptoms , sedative-hypnotics for sleep regulation , and anipsychotics for relief from hallucinations , delusions , and extremely agitated behavior . Although antidepressants and mood stabilizers can assist with minimizing and regulating symptoms related to anxiety and sleep , their therapeutic effects take longer to occur than those of the other medications mentioned here . 
       Although medications are prescribed by physicians or advanced practice nurses , the nursing care related to administration of psychopharmacologic agents is extensive . The nurse needs to understand the mechanisms of action , dosages ( therapeutic ) , side effects , and self-care considerations of each medication . This enables the nurse to explain the medication to clients and observe for intended and unintended effects.        Through teaching clients more about their medications , the the nurse promotes and encourages adherence to the treatment regimen and the minimization of negative effects . Clients are able to discuss their concerns and to make informed decisions about their treatments . 

Many of these medications require special considerations  that clients must understand to ensure efficacy and safety . Nurses teach clients specific self-care activities associated with medication , such as the enquired dietary restrictions for MAOIs . precautions regarding hydration and salt intake for lithium , and management of anticholinergic effects of the tricyclics . The Client and Family Teaching Guidelines boxes present teaching plans for clients taking SSRIs and lithium , respectively . 
CLINICAL ALERT 

   Serotonin syndrome is an idiosyncratic medication reaction with a fairly rapid onset that can occur with excessive accumulation of serotonin ( 5HT1A) In depressed clients , serotonin syndrome can result from high doses or concurrent use of such medications as serotonin reuptake inhibitors ( including trcyclic antidepressants ) , serotonin precursors ( e.g. , L-tryptophan ) , serotonin agonists ( e.g., buspirone ) , MAOIs , or other medications that influence serotonin levels ( e.g., cold or allergy preparations , cocaine , lithium , ginseng , or 
St . John's Wort Risk factors include genetic predisposition ( MAO activity ) , acquired disorders ( liver, pulmonary , or cardiovascular disease ) , or iatrogenic situation ( medications ) At least three of the following symptoms contribute to the diagnosis : mental status chnges , agitation , myoclonus , hyperreflexia , fever , diaphoresis , ataxia , or diarrhea . Symptoms may also include abdominal pain , elevated blood pressure , tachycardia , irritability , hostility , increased motor activity , or mood change Severe reaction may manifest as high fever , cardiovascular shock , or death . Early identification is important . The nurse will obtain a full history of all medications being taken ( including over the counter ) ; instruct patients and families to report immediately any subtle changes of confusion , unusual behavior , or agitation ; and monitor vital signs carefully . If serotonin syndrome is suspected , the contributing agents should be discontinued and the physician notified . 
Foods to Avoid When Taking MAOIs 

The following foods are high in tyramine and should be avoided by people taking MAOIs : 
· Aged cheeses ( all cheese is considered aged except cottage , cream , ricotta , and processed cheese slices ) .
· Foods containing aged cheeses , such as pizza or blue cheese dressing 

· Preserved meats , such as pepperoni , sausage , salami , lunch , meats , canned ham , pickled herring , dried fish .
· Liver and other organ meats .
· Broad fava beans , sauerkraut , and banana peel .
· Draft beer ( even alcohol-free ) , red wine .
· Soy sauce , yeast , or protein extract ( concentrated ) products .
· Although caffeine does not contain tyramine , large amounts of caffeine can cause a sympathomimetic effect; coffee , cola , and tea should be used only in moderation .
CLIENT AND FAMILY 

TEACHING GUIDELINES 

Serotonin Selective Reuptake Inhibitors 

Teach The Client : 

1. The purpose or SSRIs is to treat depression . The medication alters brain nerve cells , thus increasing the availability or serotonin . A deficiency of serotonin in the brain is believed to be related to the onset of depression . 
It important to take the medication as prescribed ; changing the dosage or missing a dose can prevent it from helping the depression . 

2. Common side effects of SSRIs include nausea , increased anxiety , and insomnia . These side effects often diminish once the medication begins to exert its therapeutic effect . 
3 . Sexual side effects , including delayed ejaculation , impotence , or anorgasmia are not uncommon . You should discuss any such difficulties with your health care provider before making any medication changes on your own . 

4. The medication usually does not immediately improve symptoms of depression . It may take 1 to 6 weeks before you feel the effects of the medication . At first , you may still feel depressed but have more energy and look less depressed . These medications often work " from the out side inward . " 

Lithium : 

1. Lithium is a mood stabilizer for persons with mania and depression . 

2. Lithium alters brain neurotransmission , changes cell membrane function , and inhibits release of thyroid hormone . It is not clear how lithium specifically stabilizes mood . 
3. Before lithium is started , laboratory tests are done to ensure adequate functioning of the heart , kidneys , thyroid gland , and electrolytes . 

4. It is important to take lithium daily as prescribed to maintain a steady blood level of the medication Do not take extra doses to make up for missed doses . 

5. Common side effects of lithium include increased urine output , increased thirst , fine tremors , muscle weakness , nausea , weight gain , and diarrhea . 
6. Lithium levels can be increased rapidly , leading to toxicity . Signs of toxicity include nausea and vomiting , marked tremors , muscle weakness , muscle twitching , lack of coordination , sluggishness and drowsiness , confusion , seizures , and coma . Toxicity can occur as blood levels approach 2mEq /L . 

7. It is important to maintain a stable blood level of lithium . You should not change the amount of sodium ( salt ) in your diet , because decreasing salt may increase the amount of lithium in the blood . 

8. Lithium can cause birth defects if taken during the first trimester of pregnancy . Tell your health care provide if you intend to become pregnant or are pregnant . 
 2-  Biologic Intervention 
A- Electroconvulsive Therapy : 

           Electroconvulsive therapy ( ECT) involves the use of electrically  induced seizures to treat severe depression or less frequently , intense mania not controlled with lithium or antipsychotics . 
Research has demonstrated it to be the most effective treatment for psychotic depression , Although ECT was introduced in the 1930s , its use decreased after the discovery of antidepressants and lithium , In recent years procedures have been developed for ECT that make it a safe and effective treatment for many individuals who have not achieved a treatment response with medication or other types of treatment , The exact mechanism by which ECT alleviates depression is unknown , but it is believed to be related to alteration of neurotransmission . 
B-Transcranial Magnetic Stimulation : 

         Trnscranial magnetic stimulation is an intervention currently being investigated for its antideprssant effects , It is a noninvasive procedure in which an electromagnet is placed on the scalp . Electrical current is generated by rapid oscillations in the magnetic field , causing the cortical neurons to depolarize . Although the specific mechanisms involved in its antidepressant effect remain unclear , this intervention may increase monoamine concentrations in the brain when used repetitively . Initial research has been encouraging with respect its effects with unipolar depression .

C-  Vagal Nerve Stimulation :

         Vagal nerve stimulation is a recent development for the treatment of depression . A device called the vagal nerve stimulator is implanted under the collar bone and electrically stimulates the vagus nerve in the neck . 
3- Alternative and Complementary Therapies 
        Persons frequently turn to health food stores for vitamins and supplements , yet there is minimal evidence about the effects of these products on depression and mania . 

        SAMe ( S-adenosylmethionine ) may also be a natural antidepressant , making brain cells more responsive to neurotransmitters and showing clinical effectiveness in alleviating postpartum depression . 
        Fish , oils , also known as omega-3 fatty acids , do appear to affect health , including alleviating depressive symptoms and promoting cardiovascular health . 

        It is important that nurses ask clients about their use of such products , as natural supplements may interact with prescribed medications and influence medication response . 

A- Family Intervention 

       Mood disorders affect the entire family , not just the client who is experiencing the depression or mania , Most often the family or significant others become known to the nurse during the client's acute episode of depression or mania . 
       Nurses in both the hospital and community interact with the client's family , who often appreciate the opportunity to vent feelings of confusion , anger , concern , or frustration . Teaching family members about the client's disorder , especially the biologic untrue of the disorder , allows them to reframe the situation and minimize blame on the client .               They also find it helpful to know that the client's behavior ( e.g., irritability , inability to accept love , and negativity ) is not a personal affront to other family members but may be part of the symptomatology of depression or mania .
       Nurses also collaborate with other mental health professionals , including advanced practice nurses , regarding assessing the need for family therapy , Nurses observe client-family interactions , listen to their concerns , and identify potential problem areas . 
B- Group Intervention: 
      Group intervention can provide multiple benefits to clients with mood disorders , including socialization , education about their disorder and more useful coping mechanisms , the opportunity to vent feelings , the establishment of personal goals , and the realization that others have similar problems , thus reducing isolation and hopelessness .
      Clients with severe depression with psychomotor retardation and cognitive impairment may have a difficult time and become overwhelmed by a formal group . Certain types of group ( e.g., a unit community meeting or activities groups ) may be less structured and less imposing to clients than formal group therapy . 
      Some clients may need to be directed with statements such as , " It's time for group now . I'll walk there with you . '' Others required only encouragement or reminders . 
      Clients often need to debrief or discuss their experiences and reactions after the completion of a group . 
4- Psychctherapeutic Intervention : 
      Although the effectiveness of antidepressant and mood-stabilizing medications is undisputed , psychotherapeutic interventions are also important in the treatment of mood disorders . 
      These medications have major side effects that create discomfort , interfere with usual functioning , and promote noncompliance .
      Types of psychotherapy that have been used to treat mood disorders and associated psychosocial issues include cognitive therapy , behavioral therapy , interpersonal relationship therapy , and psychodynamic therapy.
A- Cognitive Therapy : 

        Clients are asked to identify their automatic thoughts , silent assumptions , and arbitrary inferences so that negative thoughts and assumptions can be examined logically , challenged against realistic attributes , and subsequently validated or refuted . 
        Use of cognitive therapy also may increase the rate of symptom improvement in depression , although longer term follow-up studies fail to find differences over time . 

B - Behavioral Therapy :

      Behavioral Therapy , often used in conjunction with cognitive therapy for treating mild to moderately depressed outpatients , is an effective treatment for depression , comparing favorably with medication and cognitive therapy .
       The behavioral therapist works with clients to determine specific behaviors to be modified and to identify the factors that evoke and reinforce these behaviors .
C- Interpersonal Therapy :

      The therapist  using interpersonal therapy views depression as developing from pathologic , early interpersonal relationship patterns that continue to be repeated in adulthood .
     The emphasis is on social functioning and interpersonal relationships , with particular emphasis on the milieu .
     Life events , including change , loss , and relationship conflict , trigger earlier relationship patterns ; and the client experiences a sense of failure decreased importance , and loss . 
     The goal of the therapy is to understand the social context of current problems based on earlier relationships and to provide symptomatic relief by solving or managing current interpersonal problems .
    The client and therapist select one or two current interpersonal problems and examine new communication and interpersonal strategies for more effective management of relationships . 
D- Psychodynamic Therapy :

      Psychodynamic Therapy is derived from Freud's psychoanalytic model . Depression is viewed as a result of early childhood loss of a love object and ambivalence about the object ; introjection of anger onto the ego , resulting in blockage of the libido ; and unresolved intrapsychic conflict during the oral or anal stage of psychosexual development . Thus self-esteem is damaged and eroded , with repetition of the primary loss pattern occurring throughout life . Through the relationship with the therapist , the client is helped to uncover repressed experiences , experience catharsis of feelings , confront defenses , interpret current behavior , and work through early loss and cravings for love . 
5- Self-Management Intervention 

       In the current health care environment with fewer financial resources and difficulty with access to health care , more and more clients must fend by self-managing their chronic illnesses . Self-management approaches for chronic illnesses such as asthma and cardiac disease have resulted in reduced health care costs and improved longer term health outcomes . 
       Nurses have a major role in educating clients with mood disorders about their illness and assisting them to develop strategies for on-going management of the disorder and its impact on their lives .
       Clients can be taught self-management strategies such as identifying prodromal symptoms of recurrence problem solving about potential options for intervention , and building a repertoire of self-management strategies that can be used during times of increased stress and potential recurrence .
EVALUATION : 

      Nurses evaluate clients progress by measuring their achievement of identified outcomes .
      Data that support or refute achievement of outcomes are collected from personal observations , clients , clients' family and friends , other health care providers . 
      Evaluation occurs throughout hospitalization and may be continued by community mental health providers after clients have been discharged
      Nurses working in community settings , such as psychiatric home care , may be evaluating outcomes for clients who have never been admitted to an inpatient setting. 

       With decreasing lengths of stay in hospitals , nurses in inpatient psychiatric units may not see dramatic changes in clients' symptoms.                   

        However , they must see some clear progress related to priority short-term outcomes such as absence of imminent suicidal intent , a plan for addressing the potential return of suicidal ideation after discharge , the ability to conduct self-care activities , some alleviation of the neurovegetative symptoms of depression ( sleep , loss of appetite , fatigue psychomotor retardation ) , alleviation of the severe hyperactive behavior of mania , improvement in cognitive functioning and communication , and initial understanding of the disorder and its treatment , including necessary self-care management.
        Referrals are made to therapists , psychiatrists , home care and community mental health agencies , and partial hospitalization programs for continued care in the community.
        Clients with mania present a unique evaluative situation , because episodes of mania may be followed by episodes of depression .

      Therefore , although clients may have returned to a hypomanic or euthymic state at the time of hospital discharge , the nurse should be alert to any indications of depression.
      Careful follow-up monitoring after discharge into the community is imperative for clients with bipolar disorders . 
  References 
1- Mental health nursing care

 (Second edition) 

By: Brown

2- Psychiatric mental health nursing 

 (Third edition) 

 By: Katherine M. Fortinash

PAGE  
1

