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Chapter 1: Introduction and Historical Background

Vignette: The Melancholia of Mr. H

In the mid-1800s, a schoolteacher known in medical records only as “Mr. H” sought help
for what his physician described as “a profound and unshakable melancholy.” For
months, he reported an inability to rise from bed, persistent sadness, and a loss of
interest in the pupils he once delighted in teaching. Treatments of the era included rest
cures, mineral tonics, and even bloodletting—approaches rooted more in tradition than
science. Though his symptoms would today be recognized as major depressive
disorder, Mr. H’s suffering highlights how mood disorders have long shaped human

lives, even when effective treatments were not yet available.
1.1 Definition and Scope of Mood Disorders

Mood disorders represent a category of mental health conditions characterized by
disturbances in a person’s emotional state that are intense, persistent, and disruptive to
daily functioning. Unlike normal fluctuations in mood, these disorders involve
changes that interfere with work, relationships, and overall quality of life. Central
to mood disorders are episodes of depression, mania, or hypomania, which may occur
singly or in combination depending on the specific condition.



The scope of mood
disorders is broad,
encompassing major
depressive disorder,

bipolar | and Il disorders,

N 4

cyclothymic disorder, and
persistent depressive
disorder, among others.

Each has unique

diagnostic criteria, yet they
share common features: significant impairment in emotional regulation, recurrent

course, and increased risk for suicide.

Beyond individual suffering, mood disorders carry widespread societal costs. They
contribute to lost productivity, strained healthcare systems, and a ripple effect on
families and communities. Because these conditions are prevalent across cultures and
age groups, they require clinicians to adopt both a precise diagnostic approach and a

compassionate, individualized treatment plan.

In framing mood disorders within this course, learners are invited to consider not only
their diagnostic boundaries but also the human stories behind the diagnoses—stories of

resilience, complexity, and recovery.

1.2 Historical Perspectives on Mood Disorders

The understanding of mood disorders has evolved significantly across centuries,
reflecting broader cultural, medical, and philosophical trends. In ancient Greece,
Hippocrates described “melancholia” as an illness caused by an excess of black bile,
laying the foundation for humoral theories that dominated medicine for centuries
(Jackson, 2023). During the Middle Ages, depressive symptoms were often viewed
through a moral or spiritual lens, with some individuals believed to be afflicted by

demonic possession or divine punishment. Treatments included prayer, fasting, or


Test Question
1.  What distinguishes mood disorders from normal mood changes? Answer: Persistent disruption


exorcism, underscoring the limited medical understanding of mental iliness in that era
(Miller, 2024).

By the 18th and 19th centuries,
psychiatry began to emerge as a
distinct field. Physicians such as
Philippe Pinel advocated for more
humane treatment of individuals
with “insanity,” challenging the harsh
asylum conditions common at the

time. The term “manic-depressive

illness” appeared in the late 19th
century, popularized by Emil Kraepelin, who systematically distinguished it from
schizophrenia based on course and prognosis (Shorter, 2021). Kraepelin’s classification

remains influential in today’s diagnostic systems.

The 20th century marked a dramatic shift toward scientific exploration, with Freud’s
psychodynamic theories emphasizing unconscious conflicts and Beck’s later cognitive
theory highlighting distorted thought patterns in depression (Beck, 2023). The
development of psychopharmacology in the mid-1900s—especially antidepressants and
mood stabilizers—revolutionized treatment, further solidifying mood disorders as

medical conditions with identifiable biological and psychological dimensions.

Taken together, the historical trajectory of mood disorders reflects a gradual movement
from superstition to science, from moral blame to compassionate care, and from
simplistic theories to complex, multidimensional models. Understanding this history
helps clinicians appreciate how cultural narratives and medical paradigms continue to

shape the way mood disorders are diagnosed and treated today.
1.3 Evolution of Psychiatric Classification (DSM editions to DSM-5-TR)

The classification of mood disorders has undergone profound changes over the past
century, reflecting the ongoing effort to balance scientific precision, clinical utility, and

cultural sensitivity. Modern diagnostic systems are rooted in the pioneering work of Emil



Kraepelin, who, at the turn of the 20th century, distinguished “manic-depressive
insanity” from “dementia praecox” (later known as schizophrenia) based on patterns of
recurrence and long-term course (Shorter, 2021). His categorical approach laid the
groundwork for contemporary diagnostic manuals, which sought to bring order to the

complexity of mental illness.

The first edition of the Diagnostic and Statistical
Manual of Mental Disorders (DSM-I), published in
1952, reflected psychoanalytic influences and

DSM-II offered broad, descriptive categories. Mood

i disorders were framed primarily in terms of
“psychotic” versus “neurotic” reactions, with
limited specificity. DSM-II (1968) maintained this

orientation but introduced “depressive neurosis” as a distinct entity. The diagnostic

boundaries were still blurry, and mood disorders were often conflated with personality

disturbances or stress reactions (Cooper, 2022).

A major shift occurred with DSM-III in 1980, which emphasized operationalized criteria,
reliability, and a more medicalized framework. This edition introduced the multiaxial
system and provided specific symptom checklists for disorders such as major
depressive disorder and bipolar disorder. DSM-III-R (1987) and DSM-IV (1994) further
refined these categories, adding subtypes and specifiers to capture the heterogeneity of
clinical presentations. For instance, dysthymia was distinguished from major depression
based on chronicity, and bipolar Il disorder was formally recognized as separate from
bipolar I (Hyman, 2019).

The publication of DSM-5 in 2013 brought both continuity and innovation. The multiaxial
system was eliminated, and mood disorders were reorganized into two distinct
categories: “Depressive Disorders” and “Bipolar and Related Disorders.” This change
reflected advances in genetics and neurobiology suggesting differences in etiology and
treatment response. The manual also introduced new diagnoses, such as disruptive
mood dysregulation disorder in children, to address concerns about overdiagnosis of
pediatric bipolar disorder (American Psychiatric Association, 2013).



Most recently, DSM-5-TR (Text Revision), released in 2022, updated the diagnostic text
with the latest research findings, adjusted prevalence estimates, and clarified criteria for
greater clinical accuracy (American Psychiatric Association, 2022). While the
fundamental categories of major depressive disorder, bipolar | and Il disorders,
persistent depressive disorder, and cyclothymic disorder remain intact, the manual
reflects increased recognition of cultural and developmental factors in diagnosis. DSM-
5-TR also underscores the importance of considering specifiers such as mixed features,
melancholic features, or seasonal patterns, which provide nuance in clinical practice
(Zisook & Johnson, 2023).

The evolution of psychiatric classification illustrates the dynamic interplay between
scientific discovery, clinical observation, and societal expectations. Each edition of the
DSM has sought to improve reliability and validity while addressing criticism of
reductionism or cultural bias. For clinicians, understanding this history provides
essential context: the diagnostic criteria used today are not static truths but products of
ongoing refinement, shaped by research, debate, and the lived realities of individuals

with mood disorders.
1.4 Epidemiology and Global Burden of Mood Disorders

Mood disorders are among the most prevalent mental health conditions worldwide,
affecting individuals across all ages, cultures, and socioeconomic backgrounds.
Epidemiological studies consistently show that major depressive disorder (MDD) and
bipolar disorder rank among the leading causes of disability and diminished quality of
life. According to the World Health Organization (WHO), depression alone affects more
than 280 million people globally, making it the most common mood disorder (World
Health Organization, 2023). Bipolar disorder, though less prevalent, impacts
approximately 40—-50 million individuals worldwide, with significant morbidity and
mortality (Grande et al., 2024).

Prevalence and Demographics
In the United States, lifetime prevalence rates are estimated at 20-21% for major
depressive disorder and around 4% for bipolar spectrum disorders (National

Institute of Mental Health, 2024). Women are nearly twice as likely to experience



depression as men, a disparity attributed to hormonal, genetic, and psychosocial factors
(Kuehner, 2023). On the other hand, bipolar disorder affects men and women at roughly
equal rates, though men more frequently present with manic episodes and women with

depressive episodes (Merikangas & Lamers, 2022). Adolescents and young adults face
rising rates of mood disorders, with early onset linked to more severe, recurrent, and

treatment-resistant courses (Thapar et al., 2023).

Course and Recurrence

; Mood disorders are often chronic and recurrent.
Prevalence of Mood Disorders
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Approximately 50% of individuals with one

depressive episode will experience at least one

more, and recurrent episodes increase vulnerability
to future relapses (American Psychiatric
Association, 2022). Bipolar disorder, by definition,
involves episodic shifts in mood, energy, and functioning. Without treatment, episodes
of mania and depression typically recur, contributing to significant disruption in

relationships, education, and employment.

Impact on Functioning and Society

The personal toll of mood disorders extends beyond emotional suffering to impair social,
occupational, and physical health. They are strongly associated with increased risk of
comorbid anxiety, substance use, and medical conditions such as cardiovascular
disease and diabetes (Vancampfort et al., 2023). Suicide risk is a major concern: up to
15% of individuals with severe mood disorders die by suicide, and many more

experience chronic suicidal ideation (Chesney et al., 2023).

Economically, mood disorders are a leading contributor to global disability-adjusted life
years (DALYs). The WHO estimates depression as the single largest contributor to
global disability, surpassing cardiovascular disease and cancer in terms of years lived
with disability (World Health Organization, 2023). In the United States alone, annual
costs associated with lost productivity, absenteeism, and healthcare utilization for

depression are estimated to exceed $300 billion (Greenberg et al., 2024).


Test Question
2.  What is the lifetime prevalence of major depressive disorder in the U.S.?
Answer: 20–21% 


Global and Cultural Considerations

Epidemiology varies across cultural and geographic contexts, influenced by factors such
as stigma, access to healthcare, and socioeconomic status. Low- and middle-income
countries bear a disproportionate burden, with fewer resources to address the growing
demand for mental health care (Patel & Saxena, 2023). Cultural expressions of mood
disorders also vary: in some societies, depressive symptoms are more likely to be
described in somatic terms, such as fatigue or bodily pain, which may complicate

recognition and diagnosis (Kleinman, 2021).

The Public Health Imperative

The scale and impact of mood disorders underscore the importance of public health
strategies that emphasize early detection, access to treatment, and stigma reduction.
Increasing awareness and integrating mental health care into primary health systems
remain urgent global priorities. For clinicians, understanding epidemiology is not only
about statistics but about recognizing the breadth of human suffering—and the

opportunities for intervention—that mood disorders represent.

1.5 Importance of Accurate Diagnosis and Effective Treatment

Accurate diagnosis is the cornerstone of effective treatment in mood disorders. Because
these conditions share overlapping symptoms with anxiety, psychotic disorders, and
medical illnesses, misdiagnosis can lead to inappropriate interventions, delayed
recovery, and increased risk of harm (Zimmerman et al., 2023). For example,
individuals with bipolar disorder are frequently misdiagnosed with unipolar
depression, resulting in antidepressant monotherapy that can trigger manic or
mixed episodes. Similarly, depressive symptoms linked to thyroid disease or substance
use may be incorrectly classified as primary mood disorders unless comprehensive

assessment is conducted (Fava & Kendler, 2022).

An accurate diagnosis not only guides clinical decision-making but also shapes the
therapeutic alliance. When clients receive clear explanations about their condition, they

often report a greater sense of validation and reduced self-blame (Corrigan et al., 2023).



Conversely, diagnostic uncertainty or frequent shifts in labels can undermine trust and
adherence to treatment. The clinician’s role is to balance the need for diagnostic

precision with sensitivity to the client’s lived experience.

The importance of correct diagnosis is magnified by the serious risks associated with
untreated or poorly treated mood disorders. Major depressive disorder is a leading
contributor to suicide risk, while bipolar disorder is associated with heightened rates of
self-harm, substance misuse, and cardiovascular morbidity (Chesney et al., 2023).
Effective treatment can mitigate these risks significantly, highlighting why timely and

accurate recognition is a matter of both clinical and public health importance.

Equally critical is the provision of evidence-based treatment tailored to the individual.
Decades of research demonstrate that combined approaches—pharmacological,
psychotherapeutic, and lifestyle interventions—produce the most robust outcomes
(Cuijpers et al., 2023). For some, antidepressants or mood stabilizers form the
foundation of recovery; for others, psychotherapies such as cognitive behavioral therapy
or interpersonal therapy are central to progress. Increasingly, personalized care models
emphasize matching interventions to the severity, subtype, and contextual factors of the
disorder (Miklowitz & Johnson, 2022).

Accurate diagnosis also ensures efficient use of healthcare resources. Misdiagnosis
contributes to costly cycles of ineffective treatments, unnecessary hospitalizations, and
prolonged disability leave. In contrast, early recognition and appropriate care reduce
long-term costs and improve workforce participation (Greenberg et al., 2024). At a
societal level, this translates to reduced economic burden and strengthened community

well-being.

Finally, effective treatment extends beyond symptom reduction. It encompasses the
restoration of functioning, the strengthening of resilience, and the promotion of
recovery-oriented perspectives. Clients who feel hopeful about their prognosis are more
likely to remain engaged in treatment and achieve sustained improvement. For
clinicians, this means moving beyond narrow symptom checklists to embrace a holistic
view of mental health—one that addresses biological, psychological, social, and cultural

dimensions.


Test Question
3.  What risk can occur if bipolar disorder is misdiagnosed as depression?
Answer: Antidepressant-induced mania


In summary, the accurate diagnosis and effective treatment of mood disorders are
inseparable. Together, they form the foundation of ethical, compassionate, and
evidence-based practice. They not only relieve suffering but also protect lives, enhance

functioning, and affirm the dignity of those living with these complex conditions.

Chapter 2: Theoretical Foundations

Vignette: James’s Struggle to Understand His Depression

James, a 42-year-old paramedic, had spent years attributing his low mood and
exhaustion to the demands of night shifts and constant exposure to trauma. When his
symptoms deepened—Ioss of interest in his children’s activities, difficulty concentrating,
and a sense of hopelessness—he sought help. His physician explained that depression
might be influenced not only by stress but also by underlying biological vulnerabilities
and long-standing thinking patterns. James felt torn: Was this “in his head,” a weakness
of character, or something happening in his brain? His journey illustrates how theories
of mood disorders—biological, psychological, and social—intersect in shaping both

understanding and treatment.
2.1 Biological Models: Genetics, Neurobiology, and Neurochemistry

Biological models of mood disorders emphasize the role of inherited vulnerability, brain
structure and function, and neurotransmitter systems in shaping susceptibility to
depression and bipolar conditions. These models have provided some of the most
influential frameworks for understanding the etiology of mood disorders, guiding the
development of pharmacological treatments and informing integrative biopsychosocial

approaches.

Genetic Contributions

Family, twin, and adoption studies consistently demonstrate a heritable component to
mood disorders. First-degree relatives of individuals with major depressive disorder
have approximately two to three times the risk compared with the general population,

while relatives of individuals with bipolar disorder have an even higher risk (Smoller &



Finn, 2023). Twin studies estimate heritability for depression at 35-40% and for bipolar
disorder at 60—-80%, suggesting a stronger genetic contribution to bipolar illness
(Geschwind & Flint, 2022). Genome-wide association studies (GWAS) have identified
multiple genetic loci associated with mood disorders, though each variant confers only
small individual risk. These findings reinforce the polygenic and multifactorial nature of

mood disorders, where genetic predisposition interacts with environmental stressors.

Neurobiological Factors

Advances in neuroimaging have highlighted structural and functional abnormalities in
brain regions implicated in emotion regulation. Individuals with depression often show
reduced volume in the hippocampus, prefrontal cortex, and anterior cingulate cortex,
areas critical for memory, executive function, and mood regulation (Price & Drevets,
2023). In bipolar disorder, dysregulation in limbic circuits—particularly the amygdala and
ventral striatum—nhas been linked to heightened emotional reactivity and impaired
impulse control (Phillips & Swartz, 2022). Functional MRI studies suggest that aberrant
connectivity between prefrontal regulatory networks and limbic regions contributes to

both depressive and manic episodes.

Neurochemical Models

One of the earliest and most enduring hypotheses of mood disorders involves
dysregulation of neurotransmitters, particularly serotonin, norepinephrine, and
dopamine. The monoamine hypothesis proposes that deficiencies or imbalances in
these neurotransmitters underlie depressive symptoms (Schildkraut, 1965/2022). While
overly simplistic in its original form, this model inspired the development of
antidepressant medications that target these systems. For example, selective serotonin
reuptake inhibitors (SSRIs) increase synaptic serotonin availability and remain first-line

treatments for depression.

More recent refinements emphasize complex interactions among neurotransmitters,
neuropeptides, and neurotrophic factors. Dysregulation of the hypothalamic-pituitary-
adrenal (HPA) axis has also been observed, with elevated cortisol levels and impaired
stress response contributing to vulnerability for depression (Pariante & Lightman, 2023).
In bipolar disorder, disruptions in dopaminergic signaling are thought to underlie shifts



between depressive and manic states, with mania linked to heightened dopamine
activity and depression to reduced activity (Ashok et al., 2023).

Neuroplasticity and Inflammation

Emerging research highlights the importance of neuroplasticity—the brain’s capacity to
adapt structurally and functionally. Reduced levels of brain-derived neurotrophic
factor (BDNF) have been found in individuals with depression, potentially
contributing to neuronal atrophy in mood-regulating regions. Antidepressant
treatment, psychotherapy, and even lifestyle interventions such as exercise have been
shown to increase BDNF levels, supporting recovery and resilience (Duman et al.,
2023).

Inflammatory processes also appear to play a role. Elevated levels of pro-inflammatory
cytokines, such as interleukin-6 and tumor necrosis factor-alpha, have been identified in
patients with mood disorders (Miller & Raison, 2022). These findings suggest that
immune dysregulation may interact with neural systems, contributing to mood

disturbances in susceptible individuals.

Integration of Biological Models

While no single biological mechanism fully
explains mood disorders, converging
evidence underscores their multifactorial
origins. Genetics establish vulnerability, while
neurobiological and neurochemical processes

interact with environmental stressors to

trigger onset and recurrence. For clinicians,
this knowledge supports a biopsychosocial model that incorporates pharmacological
treatments targeting biological pathways alongside psychological and social

interventions.

2.2 Psychological Models: Cognitive, Behavioral, and Psychodynamic

Perspectives


Test Question
4.  What change in BDNF is linked to depression?
Answer: Reduced levels


While biological models emphasize genetic and neurochemical underpinnings,
psychological theories highlight the ways in which thought patterns, learned behaviors,
and unconscious processes shape vulnerability to mood disorders. These models have
been pivotal in developing psychotherapeutic interventions, many of which remain

central to evidence-based practice today.

Cognitive Models

Cognitive theories emphasize the role of

distorted thinking and maladaptive beliefs
COGNITIVE MODEL
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in the onset and maintenance of mood

disorders. Aaron Beck’s cognitive theory

of depression posits that individuals

develop negative schemas about the

self, world, and future—collectively
known as the “cognitive triad” (Beck,
2023). When triggered by stressors,
these schemas produce automatic
negative thoughts that reinforce feelings
of hopelessness and despair. Similarly,
Albert Ellis’s rational emotive behavior therapy (REBT) focuses on irrational beliefs,
suggesting that emotional distress results from rigid “musts” and “shoulds” (Ellis &
Dryden, 2022).

Extensive research supports the cognitive model, showing that cognitive distortions
such as overgeneralization, catastrophizing, and dichotomous thinking are common in
depression and bipolar disorder (Gotlib & Joormann, 2023). Cognitive vulnerabilities
also predict recurrence, highlighting their importance not only in treatment but in relapse
prevention. These insights form the basis of cognitive behavioral therapy (CBT), one of

the most effective treatments for mood disorders.

Behavioral Models
Behavioral theories emphasize the role of learning and reinforcement in mood

regulation. Lewinsohn’s behavioral model of depression suggests that low levels of



positive reinforcement and increased punishment in daily life contribute to withdrawal
and inactivity, which in turn worsen mood (Lewinsohn, 1974/2022). This “downward

spiral” highlights the bidirectional relationship between behavior and mood.

Behavioral activation (BA), derived from these principles, seeks to counteract
depression by encouraging engagement in rewarding and meaningful activities.
Research demonstrates that BA is as effective as antidepressant medication for many
clients and particularly beneficial for those with limited access to specialized therapies
(Martell et al., 2023). In bipolar disorder, behavioral models have been extended to
examine how irregular sleep-wake cycles and heightened reward sensitivity contribute

to mood instability (Johnson et al., 2023).

Psychodynamic Models

Psychodynamic theories emphasize unconscious conflicts, early attachment
experiences, and the influence of past relationships on present emotional functioning.
Sigmund Freud initially conceptualized depression as anger turned inward, with
unresolved loss or rejection giving rise to self-criticism and guilt (Freud, 1917/2021).
Later theorists expanded this view, highlighting the role of insecure attachment,

maladaptive defense mechanisms, and unresolved grief in mood disorders (Blatt, 2022).

While less dominant in contemporary psychiatry than cognitive or behavioral models,
psychodynamic approaches remain influential in clinical practice. Empirical studies
suggest that short-term psychodynamic therapy is effective for depression, particularly
when interpersonal difficulties or unresolved trauma play a central role (Leichsenring et
al., 2023). These models emphasize the therapeutic relationship as a corrective
emotional experience, allowing clients to work through unconscious patterns that

perpetuate distress.

Integration and Clinical Implications

Each psychological model provides a distinct lens: cognitive theories illuminate
maladaptive thoughts, behavioral models explain patterns of withdrawal and
reinforcement, and psychodynamic perspectives uncover unconscious influences.
Modern clinical practice increasingly adopts an integrative stance, combining elements

from all three traditions. For example, CBT may incorporate behavioral activation



strategies, while psychodynamic therapy often addresses clients’ cognitive distortions in
the context of relational patterns.

Importantly, psychological models remind clinicians that mood disorders are not
reducible to biology alone. Even when pharmacological treatments are used,
addressing thought patterns, behaviors, and relational dynamics is critical for
comprehensive care. By appreciating the contributions of each model, practitioners can
tailor treatment to the individual’s unique needs and context, blending evidence-based

strategies with clinical intuition.
2.3 Social and Environmental Factors: Stress, Trauma, and Social Support

While genetic and psychological factors contribute significantly to mood disorders,
social and environmental influences often determine whether vulnerability translates into
illness. Stressful life events, exposure to trauma, and the presence or absence of
supportive relationships all shape the course, severity, and prognosis of mood
disorders. Understanding these influences allows clinicians to adopt a more holistic,

culturally sensitive, and person-centered approach to care.

Stress and Life Events
Stressful experiences frequently
STRESS — precipitate the onset or recurrence of

mood disorders. The “stress-diathesis”

| TRAUMA —>—» DI?C())R?I?ER model suggests that individuals with a
OUTCOMES biological or psychological predisposition
SOCIAL __J may develop symptoms when exposed to

Slei , acute or chronic stressors (Monroe &

Slavich, 2022). Common triggers include
job loss, financial hardship, relationship breakdown, and bereavement. In particular,
early episodes of depression are often linked to acute life events, whereas later
episodes may occur with less external provocation, reflecting the increasing role of

sensitization over time (Kendler & Gardner, 2023).



Chronic stress can also alter biological systems, including dysregulation of the

hypothalamic-pituitary-adrenal (HPA) axis, which heightens vulnerability to depressive
symptoms (Pariante & Lightman, 2023). For many clients, the persistence of stressors
such as poverty, housing instability, or systemic discrimination exacerbates the burden

of mood disorders and complicates recovery.

Trauma and Adverse Childhood Experiences (ACEs)

Trauma is a particularly potent risk factor for mood disorders. Childhood adversity—
including abuse, neglect, parental mental illness, or household dysfunction—has been
strongly associated with later depression and bipolar disorder (McLaughlin et al., 2023).
Adverse childhood experiences disrupt attachment relationships and alter stress-

response systems, creating long-term vulnerabilities in emotional regulation.

Adults exposed to trauma, such as intimate partner violence, war, or natural disasters,
are also at increased risk of developing mood disorders. For some individuals, trauma
may trigger post-traumatic stress disorder (PTSD), which often co-occurs with
depression, compounding impairment and complicating treatment. Clinicians must
remain vigilant for histories of trauma, as they can influence symptom presentation,

treatment response, and engagement in therapy.

Social Support and Interpersonal Relationships

Protective social factors can mitigate the impact of stress and trauma. Strong
interpersonal relationships, community involvement, and perceived social support are
consistently linked with lower risk of depression and improved recovery (Santini et al.,
2022). Conversely, social isolation, marital conflict, and lack of supportive networks

increase vulnerability.

The quality of relationships often matters more than the quantity. High-conflict or
unsupportive interactions may intensify symptoms, while warm, validating connections
provide a buffer against stress. For individuals with bipolar disorder, family dynamics
play a crucial role in relapse prevention. Studies show that expressed emotion
(criticism, hostility, overinvolvement) within families predicts higher relapse rates, while
family-focused therapy can significantly improve outcomes (Miklowitz & Chung, 2022).


Test Question
5.  What condition often co-occurs with depression after trauma?
Answer: PTSD 


Cultural and Societal Context

Social factors are not limited to immediate relationships but extend into broader cultural
and societal structures. Stigma surrounding mental illness can discourage help-seeking,
perpetuate shame, and worsen outcomes (Corrigan et al., 2023). Socioeconomic
inequality, systemic racism, and gender-based discrimination also shape exposure to
stress and access to treatment. In many communities, mental health services are
scarce, leaving individuals without adequate support. Recognizing these systemic

influences is critical for culturally responsive care.

Clinical Implications

For clinicians, assessing social and environmental factors is essential to accurate case
formulation. Incorporating questions about life stressors, trauma history, and support
systems provides a more complete picture than symptom checklists alone. Interventions
may involve not only individual therapy and medication but also referrals to community
resources, family therapy, or advocacy for social services. Increasingly, integrative
approaches emphasize resilience-building—helping clients strengthen coping skills,

develop supportive relationships, and reframe adversity in ways that promote growth.

2.4 Biopsychosocial and Integrative Models of Mood Disorders

The biopsychosocial model provides a comprehensive framework for understanding
mood disorders, integrating biological, psychological, and social dimensions. First
articulated by George Engel in the late 1970s, the model challenged the reductionist
dominance of purely biomedical explanations and emphasized the importance of
multiple interacting systems in the development and treatment of illness (Engel,
1977/2022). For mood disorders, this integrative approach acknowledges that no single
factor can fully explain the onset, course, or prognosis of depression and bipolar

disorder.

Interplay of Biological, Psychological, and Social Factors
Biological vulnerabilities, such as genetic predisposition, neurochemical dysregulation,

and structural brain changes, create a foundation of risk. Yet biological factors rarely act



in isolation. Psychological processes—including cognitive schemas, learned behaviors,
and unconscious conflicts—mediate how individuals interpret and respond to stress.
Social and environmental contexts, such

as trauma, socioeconomic hardship, or

supportive relationships, further shape

outcomes. Psychology

Mood

For example, an individual with a family !
Disorders

history of bipolar disorder may inherit
genetic vulnerability. Under chronic work
stress and lacking strong social support,
they may experience an episode of
depression or mania. In another scenario,
a person with mild biological predisposition may remain asymptomatic if they have
resilient coping strategies and a supportive environment. The model underscores that
mood disorders arise from the dynamic interaction of multiple domains, rather than a

single causal pathway (Ingram & Luxton, 2023).

Diathesis-Stress and Kindling Models

The biopsychosocial framework is closely aligned with diathesis-stress theories, which
propose that predispositions (diatheses) interact with life stressors to produce illness.
Early episodes often follow major stressors, while later recurrences may emerge with
little provocation, reflecting a “kindling” effect (Post, 2022). This progressive
sensitization suggests that biological changes accrue over time, lowering the threshold
for future episodes. Such models help explain why early intervention and sustained
treatment are essential for preventing recurrence and disability.

Integrative Treatment Approaches

Clinically, the biopsychosocial model promotes treatment plans that address all domains
of functioning. Biological interventions, such as antidepressants, mood stabilizers, or
neuromodulation therapies, are often combined with psychological treatments like

cognitive behavioral therapy (CBT) or interpersonal therapy (IPT). Social dimensions



may be addressed through family therapy, community support, vocational rehabilitation,
or advocacy for housing and employment resources.

Integrative approaches also emphasize personalized care. Rather than applying a one-
size-fits-all treatment, clinicians are encouraged to consider the unique constellation of
biological, psychological, and social factors for each client. For instance, a young adult
with depression and a history of childhood trauma may benefit from trauma-informed
psychotherapy in combination with pharmacological support, while an older adult with
late-life depression may require medical management of comorbid conditions alongside

social engagement strategies (Alexopoulos, 2023).

Resilience and Recovery-Oriented Perspectives

The biopsychosocial model also highlights the potential for resilience and recovery.
While vulnerabilities exist, protective factors—such as adaptive coping, supportive
relationships, and access to care—can buffer risk and promote well-being (Southwick &
Charney, 2023). Recovery-oriented frameworks emphasize that individuals are more
than their diagnoses, and that treatment should aim not only to reduce symptoms but

also to enhance functioning, meaning, and quality of life.

Challenges and Critiques

Despite its strengths, the biopsychosocial model has been critiqued for being overly
broad or lacking specificity in guiding research and treatment. Some scholars argue that
without clear mechanisms, it risks becoming a “catch-all” explanation (McLaren, 2022).
Nonetheless, its enduring appeal lies in its holistic vision, resisting reductionism and

affirming the complexity of human experience.

Conclusion

For clinicians and researchers, the biopsychosocial model provides a flexible,
integrative framework for understanding mood disorders. It invites practitioners to see
beyond symptoms, to consider the interplay of biology, psychology, and social context,
and to craft interventions that honor the whole person. This perspective ensures that

care is not only evidence-based but also humane, responsive, and recovery-oriented.



Chapter 3: Diagnostic Framework in DSM-5-TR

Vignette: Elena’s Uncertain Diagnosis

Elena, a 28-year-old graduate student, sought help
after months of fatigue, loss of motivation, and
difficulties keeping up with coursework. She

4 described periods of deep sadness and
hopelessness but also recalled several stretches
when she felt unusually energized, sleeping only a
few hours a night, taking on multiple projects, and
talking rapidly with friends. One clinician suggested

major depressive disorder; another raised the
possibility of bipolar Il disorder. Elena felt confused and frustrated: Was she depressed,
or was something else happening? Her story highlights the complexities of applying
diagnostic frameworks and the importance of careful assessment using DSM-5-TR

criteria.
3.1 Overview of DSM-5-TR Criteria and Organization

The Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, Text Revision
(DSM-5-TR) serves as the primary diagnostic reference for clinicians in the United
States. It provides standardized criteria for identifying and classifying psychiatric
conditions, including mood disorders, with the aim of enhancing reliability and clinical

communication (American Psychiatric Association, 2022).

In DSM-5-TR, mood disorders are divided into two distinct categories: Depressive
Disorders and Bipolar and Related Disorders. This organizational shift, first
introduced in DSM-5, reflects evidence suggesting important differences in etiology,
clinical presentation, and treatment response between unipolar and bipolar conditions
(Zisook & Johnson, 2023).

Within depressive disorders, the manual includes major depressive disorder, persistent
depressive disorder (dysthymia), disruptive mood dysregulation disorder (for children),
premenstrual dysphoric disorder, and several residual categories. Bipolar and related



disorders encompass bipolar I, bipolar II, cyclothymic disorder, and
specified/unspecified presentations. Each disorder is defined by core symptom
clusters, duration, and functional impairment, with criteria intended to distinguish

between normal variations in mood and clinically significant syndromes.

DSM-5-TR also makes use of specifiers, which provide nuance regarding symptom
patterns and course. Examples include melancholic features, atypical features, mixed
features, rapid cycling, peripartum onset, and seasonal pattern. These specifiers allow
clinicians to describe presentations more precisely and select tailored treatment

approaches (Grande et al., 2024).

Finally, DSM-5-TR emphasizes the importance of cultural and developmental
considerations. Cultural formulation tools and expanded discussion of cultural concepts
of distress aim to reduce misdiagnosis among diverse populations. Similarly,
developmental adjustments clarify how mood disorders present differently across the

lifespan, from children to older adults.

This overview provides the scaffolding for the detailed exploration of individual mood

disorders in the following sections.

3.2 Major Depressive Disorder (MDD)

Major depressive disorder (MDD) is the most commonly diagnosed mood disorder and
a leading cause of disability worldwide. It is characterized by persistent low mood, loss
of interest or pleasure, and a range of cognitive, behavioral, and somatic symptoms that
interfere with daily functioning. DSM-5-TR provides clear criteria to distinguish MDD
from normative sadness and other psychiatric or medical conditions, emphasizing the

duration, severity, and impact of symptoms.

Diagnostic Criteria
According to DSM-5-TR, the essential feature of MDD is the presence of five or more

symptoms during the same two-week period, representing a change from previous



functioning, with at least one of the symptoms being (a) depressed mood or (b) loss of

interest or pleasure (American Psychiatric Association, 2022). Symptoms include:

1.

2.

Depressed mood most of the day, nearly every day.

Markedly diminished interest or pleasure in all or most activities.
Significant weight loss or gain, or changes in appetite.

Insomnia or hypersomnia.

Psychomotor agitation or retardation.

Fatigue or loss of energy.

Feelings of worthlessness or excessive/inappropriate guilt.
Diminished ability to think or concentrate, or indecisiveness.
Recurrent thoughts of death, suicidal ideation, or suicide attempt.

Symptoms must cause clinically
significant distress or impairment in
social, occupational, or other important
areas of functioning. The episode must not
be attributable to the physiological effects
| of a substance or another medical
condition. Furthermore, the presence of a
manic or hypomanic episode rules out

MDD and indicates a bipolar diagnosis.

Course and Specifiers

MDD can occur as a single episode or be

recurrent, with recurrent depression being more common. The DSM-5-TR allows for the

use of specifiers to describe clinical features and guide treatment. These include:

melancholic features, atypical features, mixed features, anxious distress, seasonal

pattern, peripartum onset, and psychotic features. Specifiers provide important

information about prognosis. For example, melancholic features are associated with


Test Question
6.  According to DSM-5-TR, how many symptoms are required for an MDD diagnosis in a two-week period?
Answer: Five or more 


more severe illness and poorer treatment response, while atypical features may predict
better response to monoamine oxidase inhibitors (MAOQOIs) (Lam et al., 2023).

Epidemiology and Risk Factors

Globally, lifetime prevalence rates of MDD range from 15-20%, with higher rates in
women than men (Kuehner, 2023). Onset typically peaks in adolescence and young
adulthood, though late-life depression is also common. Risk factors include genetic
vulnerability, stressful life events, adverse childhood experiences, and medical
comorbidities such as cardiovascular disease or diabetes (Vancampfort et al., 2023).
The recurrence rate is high, with about half of individuals who recover from one episode

experiencing another within their lifetime (Burcusa & lacono, 2022).

Differential Diagnosis

Differential diagnosis requires distinguishing MDD from bipolar depression, persistent
depressive disorder (dysthymia), adjustment disorder with depressed mood, and
depressive symptoms due to medical or substance-induced conditions. Misdiagnosis
can have significant treatment implications. For example, prescribing antidepressants
without mood stabilizers in undiagnosed bipolar depression may precipitate mania or
rapid cycling (Phillips & Swartz, 2022). Clinicians must also consider normative grief.
While bereavement can resemble depression, DSM-5-TR clarifies that MDD may be
diagnosed when depressive symptoms are prolonged, severe, or associated with

significant impairment.

Comorbidity

MDD frequently co-occurs with anxiety disorders, substance use disorders, and
personality disorders. Such comorbidities often complicate treatment, prolong illness
duration, and increase suicide risk (Mclintyre et al., 2023). Medical comorbidities are
also common; depression is both a risk factor for and consequence of chronic iliness.

Recognizing these interactions is critical for comprehensive care.

Functional Impairment
The burden of MDD extends beyond mood symptoms. Individuals often experience
significant impairment in concentration, decision-making, occupational functioning, and

interpersonal relationships. Depression is a leading cause of disability-adjusted life



years (DALY's) worldwide, reflecting its impact on both individual quality of life and
societal productivity (World Health Organization, 2023).

Suicide Risk

MDD is strongly associated with suicidal ideation and behavior. Estimates suggest that
up to 60% of individuals who die by suicide have a mood disorder, most commonly
MDD (Chesney et al., 2023). Risk is heightened by hopelessness, severe anhedonia,
comorbid substance use, and previous suicide attempts. Comprehensive assessment of

suicide risk is therefore an essential component of diagnostic evaluation.

Clinical Vignette

Consider Samuel, a 36-year-old accountant, who presented with persistent fatigue,
disinterest in his hobbies, and feelings of guilt about being “a burden” to his family. He
reported trouble sleeping, difficulty concentrating at work, and daily thoughts that life
was not worth living. A structured clinical interview confirmed that Samuel met DSM-5-
TR criteria for MDD, single episode, severe, without psychotic features. His case
illustrates the breadth of MDD symptoms and the importance of early intervention to

reduce suffering and prevent escalation.

Clinical Implications

Accurate diagnosis of MDD allows for evidence-based treatment planning. For mild
episodes, psychotherapy such as CBT or interpersonal therapy (IPT) may suffice. For
moderate to severe cases, pharmacotherapy—often in combination with
psychotherapy—is recommended (Cuijpers et al., 2023). Specifiers guide treatment
selection, as in the case of melancholic or psychotic depression, where

electroconvulsive therapy (ECT) may be considered.

In addition to symptom relief, clinicians must address functional recovery and relapse
prevention. Psychoeducation, lifestyle interventions, and monitoring for recurrence are
essential components of long-term care. Increasingly, integrative approaches
emphasize resilience-building, including stress management and strengthening social

support networks (Southwick & Charney, 2023).



Conclusion

Major depressive disorder is a multifaceted condition requiring careful assessment and
individualized treatment. DSM-5-TR criteria provide a structured framework for
diagnosis, while specifiers offer additional nuance to guide care. Clinicians must remain
attentive to comorbidities, cultural factors, and functional impairment to ensure accurate
diagnosis and effective intervention. MDD remains a leading challenge for mental health
professionals, underscoring the need for continued research, public health efforts, and

compassionate clinical practice.

3.3 Persistent Depressive Disorder (Dysthymia)

Persistent depressive disorder (PDD), also known as dysthymia, is a chronic form of
depression characterized by a consistently low mood lasting for at least two years in
adults or one year in children and adolescents. While the symptoms are typically less
severe than those of major depressive disorder (MDD), their long duration and insidious
onset often lead to significant functional impairment and diminished quality of life. DSM-
5-TR emphasizes the importance of recognizing this condition, as its chronic nature

frequently results in underdiagnosis or misattribution to personality traits.

Diagnostic Criteria

According to DSM-5-TR, the essential feature of PDD is a depressed mood for
most of the day, for more days than not, for at least two years (American
Psychiatric Association, 2022). During this period, individuals must not be without
symptoms for more than two consecutive months. In addition to depressed mood, at

least two of the following symptoms must be present:
1. Poor appetite or overeating.
2. Insomnia or hypersomnia.
3. Low energy or fatigue.
4. Low self-esteem.

5. Poor concentration or difficulty making decisions.



6. Feelings of hopelessness.

The disturbance must cause clinically significant distress or impairment in functioning,
and symptoms cannot be better explained by other psychiatric or medical conditions.
Importantly, PDD may be diagnosed whether or not the individual has also experienced
major depressive episodes during the course of iliness. When full MDD criteria are met

within PDD, the condition is sometimes referred to as “double depression.”

Clinical Presentation

Individuals with PDD often describe themselves as always having been gloomy,
pessimistic, or lacking joy. Because symptoms are chronic, they may not be perceived
as abnormal, leading many individuals to avoid seeking treatment (McCullough, 2022).
Compared to MDD, dysthymia is more likely to present with subjective feelings of
inadequacy, low self-esteem, and hopelessness rather than acute suicidal ideation or
psychomotor changes. However, functional impairment is often profound, with reduced

occupational productivity, strained relationships, and persistent dissatisfaction with life.

Epidemiology and Risk Factors

Lifetime prevalence of PDD is estimated at 2—3%, lower than MDD but with higher
chronicity (Cuijpers & Karyotaki, 2022). Onset is often gradual, with symptoms
beginning in childhood or adolescence and persisting into adulthood. Early life adversity,
such as neglect or parental loss, increases risk. Genetic vulnerability plays a role,
though less strongly than in bipolar disorder (Smoller & Finn, 2023). Comorbidity is
common, particularly with anxiety disorders, substance use disorders, and personality
disorders, especially those involving traits of avoidance or dependency (Mclntyre et al.,
2023).

Course and Prognosis

PDD is typically chronic, with a median duration of five years or more if untreated. Many
individuals experience superimposed episodes of major depression, resulting in double

depression, which is associated with greater severity and worse outcomes (Keller et al.,
2022). Prognosis is influenced by comorbidity, social support, and access to treatment.

While recovery is possible, relapse rates remain high, underscoring the importance of

long-term management strategies.


Test Question
7.  How long must symptoms last in adults for a diagnosis of persistent depressive disorder (PDD)?
Answer:Two years


Differential Diagnosis

PDD must be differentiated from MDD, bipolar depression, and chronic adjustment
disorder. Unlike MDD, PDD symptoms are less severe but more enduring. In bipolar
depression, a history of manic or hypomanic episodes is present, whereas PDD
involves only depressive symptoms. Clinicians must also be cautious not to mislabel
chronic depressive symptoms stemming from personality pathology as dysthymia

without careful assessment (Zimmerman et al., 2023).

Treatment

Effective treatment for PDD typically involves a combination of psychotherapy and
pharmacotherapy. Cognitive behavioral analysis system of psychotherapy (CBASP) was
specifically developed for chronic depression and integrates cognitive, behavioral, and
interpersonal strategies (McCullough, 2022). Studies suggest that CBASP can be
especially effective when combined with antidepressant medication. SSRIs and SNRIs
are commonly prescribed, though pharmacological response rates may be lower than in

acute depression (Keller et al., 2022).

Other approaches, such as interpersonal therapy (IPT) and cognitive behavioral therapy
(CBT), have also demonstrated efficacy. Lifestyle interventions, including regular
exercise and sleep regulation, can provide additional benefit. Long-term maintenance
treatment is often necessary to prevent relapse.

Clinical Vignette

Consider Hannah, a 29-year-old retail worker who described herself as “never really
happy.” She reported years of low energy, difficulty making decisions, and feelings of
worthlessness. While she had not experienced a discrete major depressive episode, her
symptoms had persisted since high school and interfered with her career goals and
relationships. Assessment confirmed persistent depressive disorder, with a chronic, low-
grade depression that had become her “normal.” With treatment—including CBASP and
an SSRI—Hannah began to recognize that her longstanding suffering was not simply

her personality but a treatable condition.

Clinical Implications

PDD highlights the importance of assessing not just symptom severity but also duration



and functional impact. Its chronic course and frequent comorbidities require sustained,
integrative treatment strategies. Clinicians should normalize the experience for clients
who believe their symptoms are simply part of their identity, fostering hope and
engagement in treatment. Addressing self-esteem and hopelessness is often central to

therapeutic progress.

Conclusion

Though less dramatic than MDD, persistent depressive disorder represents a
substantial clinical challenge due to its chronicity and impact on functioning. Accurate
recognition and tailored treatment can significantly improve outcomes, helping

individuals reclaim quality of life that they may have long assumed was unattainable.

3.4 Bipolar | Disorder

Bipolar | disorder is a severe mood disorder defined by the occurrence of at least one
manic episode, which may be preceded or followed by hypomanic or major depressive
episodes. It is distinguished from other mood disorders by the intensity of manic
symptoms and the significant disruption these episodes cause in social, occupational,
and interpersonal functioning. DSM-5-TR outlines specific diagnostic criteria to improve
reliability, as accurate recognition of bipolar | disorder is essential for effective treatment

planning and suicide prevention.

Diagnostic Criteria

According to DSM-5-TR, a manic episode is characterized by a distinct period of
abnormally and persistently elevated, expansive, or irritable mood and increased
energy or activity, lasting at least one week (or any duration if hospitalization is
necessary) (American Psychiatric Association, 2022). During this period, three (or four

if mood is only irritable) of the following symptoms must be present:
1. Inflated self-esteem or grandiosity.
2. Decreased need for sleep.

3. More talkative than usual or pressured speech.



4. Flight of ideas or racing thoughts.
5. Distractibility.
6. Increase in goal-directed activity or psychomotor agitation.

7. Excessive involvement in risky activities (e.g., spending sprees, sexual

indiscretions, reckless driving).

The episode must cause marked impairment in functioning, necessitate
hospitalization, or include psychotic features. Bipolar | disorder is diagnosed when at
least one manic episode has occurred, regardless of the presence of depressive or

hypomanic episodes.

Clinical Course and Specifiers

Bipolar | typically follows a recurrent, episodic course, with most individuals
experiencing both manic and depressive episodes over their lifetime. Depressive
episodes often last longer than manic episodes, contributing to overall disability (Grande

et al., 2024). Common specifiers include:
e With psychotic features (hallucinations or delusions).
« With anxious distress (frequent comorbidity with anxiety symptoms).
o With mixed features (simultaneous manic and depressive symptoms).
« With rapid cycling (=24 mood episodes in 12 months).
« With seasonal pattern (predictable recurrence linked to seasons).

These specifiers provide important prognostic and treatment information. For example,
rapid cycling is associated with poorer treatment response, while psychotic features

often necessitate antipsychotic medication.

Epidemiology and Risk Factors
Lifetime prevalence of bipolar | disorder is estimated at 1-2%, consistent across
cultures (Merikangas & Lamers, 2022). Men and women are affected at similar rates,

though men are more likely to present initially with mania, while women more often


Test Question
8.  According to DSM-5-TR, how long must manic symptoms last for diagnosis (unless hospitalization is needed)?
Answer: One week


experience depressive or mixed episodes. Onset usually occurs in late adolescence or
early adulthood, with earlier onset linked to more severe illness.

Genetic factors play a major role. Heritability is estimated at 60—80%, making bipolar |
one of the most heritable psychiatric disorders (Smoller & Finn, 2023). Environmental
stressors, trauma, and circadian rhythm disruptions can precipitate episodes,
particularly in genetically vulnerable individuals. Substance use disorders are highly
comorbid, with alcohol, stimulants, and cannabis frequently involved in both triggering
and worsening episodes (Hunt et al., 2023).

Functional Impairment and Morbidity

Bipolar | disorder is associated with significant impairment, including disrupted
education and employment, unstable relationships, and increased medical morbidity.
Cognitive deficits, particularly in attention, executive functioning, and memory, may
persist even during euthymic periods, contributing to ongoing challenges (Bora &
Ozerdem, 2023).

Suicide risk is especially elevated: approximately 15—-20% of individuals with bipolar
disorder die by suicide, with the highest risk during depressive or mixed episodes
(Chesney et al., 2023). Suicide prevention remains a central component of

management.

Differential Diagnosis

The primary diagnostic challenge is distinguishing bipolar | disorder from unipolar
depression, schizophrenia, schizoaffective disorder, and substance-induced mood
disorders. Many individuals first seek treatment during a depressive episode, leading to
misdiagnosis as major depressive disorder. This is particularly problematic, as
antidepressant treatment without mood stabilizers may precipitate mania or rapid
cycling (Phillips & Swartz, 2022). Careful assessment of past manic symptoms, even

subtle or historical, is essential.

Comorbidity
Common comorbidities include anxiety disorders, ADHD, substance use disorders, and

personality disorders (Mcintyre et al., 2023). Medical comorbidities such as metabolic



syndrome, obesity, and cardiovascular disease are more prevalent in bipolar disorder,
partly due to illness-related factors and partly due to side effects of psychotropic

medications.

Treatment Implications
Treatment of bipolar | disorder emphasizes mood stabilization, relapse prevention, and

functional recovery. Pharmacotherapy is the foundation:

« Lithium remains the gold standard, effective in reducing recurrence and suicide
risk (Geddes & Miklowitz, 2023).

« Anticonvulsants such as valproate, lamotrigine, and carbamazepine are widely

used.
« Atypical antipsychotics are effective for acute mania and bipolar depression.

Psychotherapy is an important adjunct. Psychoeducation, cognitive behavioral therapy
(CBT), and family-focused therapy (FFT) have demonstrated efficacy in reducing
relapse rates and improving adherence (Miklowitz & Chung, 2022). Interpersonal and
social rhythm therapy (IPSRT) addresses circadian rhythm disruptions and stabilizes

daily routines, a key factor in preventing relapse (Frank et al., 2023).

Lifestyle interventions—including sleep hygiene, regular exercise, and avoidance of
substances—also play a critical role in long-term management. Effective care is
multimodal, combining medication, psychotherapy, and psychosocial support tailored to

the individual.

Clinical Vignette

David, a 24-year-old college student, was hospitalized after a week of increasingly
erratic behavior. He slept only two hours per night, gave away large sums of money,
and insisted he had a “special mission to change the world.” Friends reported pressured
speech and reckless driving. Following stabilization, David recalled previous periods of
depression but had never been diagnosed. Evaluation confirmed bipolar | disorder,
current episode manic with psychotic features. His case illustrates the severity of mania

and the necessity of early recognition and long-term mood stabilization.



Clinical Implications

Bipolar | disorder requires vigilant, ongoing management. Misdiagnosis as unipolar
depression remains a maijor clinical pitfall, leading to inappropriate treatment. Clinicians
must thoroughly assess lifetime mood history, consider family psychiatric history, and
monitor for subtle manic symptoms. Treatment adherence is often challenging,
particularly during euthymic phases when individuals may underestimate relapse risk.
Building a strong therapeutic alliance, fostering psychoeducation, and integrating family

or community support are critical to optimizing outcomes.

Conclusion

Bipolar | disorder is a lifelong condition marked by alternating mood states and high risk
of relapse, impairment, and suicide. DSM-5-TR criteria provide structured guidance for
diagnosis, but clinical judgment and thorough history-taking remain indispensabile.
Effective treatment requires a multimodal approach combining pharmacotherapy,
psychotherapy, and lifestyle interventions. With timely and comprehensive care,
individuals with bipolar | disorder can achieve significant recovery and maintain stable,

meaningful lives.
3.5 Bipolar Il Disorder

Bipolar Il disorder is defined by the presence of at least one hypomanic episode and
one major depressive episode, without any history of a full manic episode. While often
perceived as “milder” than bipolar | disorder, bipolar Il carries substantial morbidity,
largely due to the burden of recurrent depressive episodes and the functional
impairment they cause. Recognition of this disorder in DSM-5 and DSM-5-TR
underscores the importance of identifying hypomanic states, which are frequently

overlooked or misinterpreted.

Diagnostic Criteria

According to DSM-5-TR, a hypomanic episode is characterized by a distinct period of
abnormally and persistently elevated, expansive, or irritable mood and increased activity
or energy lasting at least four consecutive days (American Psychiatric Association,
2022). During this period, at least three (or four if mood is only irritable) of the following

symptoms must be present:



1. Inflated self-esteem or grandiosity.

2. Decreased need for sleep.

3. More talkative than usual or pressured speech.

4. Flight of ideas or racing thoughts.

5. Distractibility.

6. Increase in goal-directed activity or psychomotor agitation.
7. Excessive involvement in risky activities.

Unlike mania, hypomania does not cause marked impairment, does not require
hospitalization, and does not involve psychotic features. However, the episode must
represent a noticeable change in functioning observable by others. The diagnosis of
bipolar Il disorder also requires at least one major depressive episode meeting full
DSM-5-TR criteria. Importantly, if a manic episode ever occurs, the diagnosis shifts to
bipolar | disorder.

Clinical Course and Specifiers

Bipolar Il disorder tends to follow a chronic, recurrent course, with depressive
episodes outnumbering hypomanic episodes by a ratio of nearly 3:1 (Grande et al.,
2024). Depressive episodes in bipolar Il are often more severe, longer-lasting, and more
treatment-resistant compared to unipolar depression. Hypomanic episodes, though less
impairing than mania, can disrupt relationships and lead to risky decisions.

Specifiers such as mixed features, anxious distress, and rapid cycling are common and
have prognostic significance. For example, rapid cycling (=4 episodes per year) is
associated with greater treatment complexity and poorer outcomes (Mclntyre et al.,
2023).

Epidemiology and Risk Factors
Lifetime prevalence of bipolar Il disorder is estimated at about 1-2%, similar to bipolar |
but often underrecognized (Merikangas & Lamers, 2022). Onset typically occurs in late

adolescence or early adulthood. Women are diagnosed more frequently than men,


Test Question
9.  What must be present, along with hypomania, for a diagnosis of bipolar II disorder?
Answer:  Major depressive episode


possibly due to greater prevalence of depressive episodes and hormonal factors
influencing mood regulation (Kuehner, 2023).

Genetic factors play a strong role, though heritability is slightly lower than for bipolar |
disorder. Family studies suggest increased risk among relatives of individuals with

bipolar | or Il disorder, reinforcing the spectrum conceptualization of bipolar conditions
(Smoller & Finn, 2023). Environmental triggers include sleep disruption, psychosocial

stress, and substance use.

Functional Impairment and Suicide Risk

Despite the absence of full mania, bipolar Il disorder is associated with high levels of
disability. Functional impairment during depressive episodes is often profound, and
inter-episode recovery may be incomplete. Suicide risk is particularly elevated, with
some studies suggesting rates equal to or higher than bipolar | disorder due to the
predominance of severe depression (Chesney et al., 2023). Careful monitoring of

suicide risk is therefore essential in all phases of treatment.

Differential Diagnosis

Bipolar Il disorder must be differentiated from unipolar depression, cyclothymic disorder,
and borderline personality disorder. The most common clinical challenge is
distinguishing bipolar Il from recurrent major depressive disorder, as hypomanic
symptoms are often overlooked or misreported. Clients may view hypomania as a
period of “feeling good” and not recognize it as pathological. Collateral information from
family members can be invaluable in detecting subtle mood elevation (Zimmerman et
al., 2023).

Comorbidity

Comorbid anxiety disorders, substance use disorders, and personality disorders are
frequent. Anxiety comorbidity, in particular, contributes to worse prognosis and reduced
treatment response. Medical comorbidities, including obesity and metabolic syndrome,

are also more common in individuals with bipolar Il disorder (Mclintyre et al., 2023).

Treatment Implications

Management of bipolar Il disorder requires balancing the treatment of both depressive



and hypomanic symptoms. Antidepressant monotherapy is generally discouraged, as it
may precipitate hypomania, rapid cycling, or mood destabilization. Instead, mood
stabilizers (e.g., lithium, lamotrigine) or atypical antipsychotics are recommended as
first-line options (Geddes & Miklowitz, 2023). Lamotrigine, in particular, has

demonstrated efficacy in preventing depressive relapse in bipolar Il disorder.

Psychotherapy is also central. Cognitive behavioral therapy (CBT), interpersonal and
social rhythm therapy (IPSRT), and psychoeducation improve treatment adherence and
reduce relapse rates. Family-focused therapy (FFT) has shown benefit in addressing
interpersonal stress and promoting supportive communication (Miklowitz & Chung,
2022).

Lifestyle interventions—such as sleep hygiene, structured routines, and avoidance of
substances—are essential, as circadian rhythm disruptions often trigger episodes.
Clinicians should also address stigma, as individuals with bipolar Il disorder may feel

their condition is minimized compared to bipolar |, despite its significant impact.

Clinical Vignette

Sophia, a 32-year-old graphic designer, reported several years of recurrent depression,
marked by fatigue, hopelessness, and difficulty concentrating. On further assessment,
she described intermittent periods of elevated mood when she worked late into the night
with little sleep, felt unusually confident, and started multiple projects simultaneously.
These episodes never caused hospitalization or severe impairment, but friends noticed
she became “overly talkative and impulsive.” Her history met criteria for a major
depressive episode and a hypomanic episode, leading to a diagnosis of bipolar |
disorder. Recognition of hypomania was critical in preventing misdiagnosis as unipolar

depression and ensuring appropriate mood stabilizer treatment.

Conclusion

Bipolar Il disorder is a complex and often misunderstood condition. While lacking the
dramatic manic episodes of bipolar |, it carries significant morbidity due to recurrent
depression, functional impairment, and elevated suicide risk. Accurate identification of
hypomania is crucial for diagnosis and treatment planning. DSM-5-TR criteria provide

structure, but careful history-taking, collateral information, and clinical judgment remain



indispensable. With appropriate treatment—including mood stabilizers, psychotherapy,
and lifestyle interventions—individuals with bipolar Il disorder can achieve stability and

improved quality of life.

3.6 Cyclothymic Disorder

Cyclothymic disorder is a chronic, fluctuating mood disturbance characterized by
numerous periods of hypomanic and depressive symptoms that do not meet full criteria
for hypomanic, manic, or major depressive episodes. While often perceived as a
“milder” bipolar spectrum condition, cyclothymia can cause significant impairment, strain
relationships, and increase risk for developing bipolar | or Il disorder over time. DSM-5-
TR recognizes it as a distinct diagnosis to capture individuals whose chronic mood

instability does not fit neatly into other categories.

Diagnostic Criteria

According to DSM-5-TR, the essential feature of cyclothymic disorder is the
presence of numerous periods of hypomanic symptoms and numerous periods of
depressive symptoms lasting for at least two years in adults (one year in children
and adolescents) (American Psychiatric Association, 2022). During this period, the

individual has not been symptom-free for more than two months at a time.

Criteria for a major depressive, manic, or hypomanic episode are never fully met. The
symptoms must cause clinically significant distress or impairment in functioning and

cannot be better explained by another psychiatric or medical condition.

Clinical Course

Cyclothymic disorder is typically chronic and lifelong, with onset usually in adolescence
or early adulthood. Symptoms often fluctuate unpredictably, leading to difficulty in
maintaining stable relationships or occupational performance (Van Meter et al., 2023).
While some individuals remain in a cyclothymic pattern throughout life, others progress
to bipolar | or Il disorder, particularly if left untreated. Estimates suggest that up to 15—
50% of individuals with cyclothymia eventually develop a more severe bipolar condition
(Martinez-Aran & Vieta, 2022).


Test Question
10.  How long must symptoms last in adults for a diagnosis of cyclothymic disorder?
Answer: Two years


Epidemiology and Risk Factors

Prevalence of cyclothymic disorder is estimated at about 0.4—1% of the general
population (Merikangas & Lamers, 2022). Rates are roughly equal in men and women,
though men may be more likely to present with hypomanic symptoms and women with
depressive fluctuations. Family history of bipolar disorder increases risk, suggesting
genetic vulnerability. Environmental factors, such as chronic stress or trauma, may

exacerbate symptom patterns.

Clinical Features and Functional Impairment

Individuals with cyclothymia often describe themselves as “moody” or “emotionally
unpredictable.” Hypomanic symptoms may include periods of elevated energy,
talkativeness, or irritability, while depressive phases bring low energy, hopelessness,
and withdrawal. Because episodes do not reach full threshold for major mood disorders,
symptoms may be dismissed as personality traits rather than illness (Klein, 2022). This

contributes to underdiagnosis and delayed treatment.

Despite being “subthreshold,” the condition can produce substantial impairment.
Difficulties with emotional regulation often disrupt academic performance, job stability,
and interpersonal relationships. Comorbidities with anxiety disorders, substance use,
and borderline personality disorder are common, complicating the clinical picture
(Mclintyre et al., 2023).

Differential Diagnosis

Differentiating cyclothymic disorder from bipolar Il disorder, borderline personality
disorder, and recurrent depression can be challenging. The key distinguishing feature is
the chronic, fluctuating pattern of subthreshold symptoms without meeting criteria for
discrete episodes. Clinicians must conduct careful longitudinal assessment to capture

this pattern, as clients may present during only one phase of their symptom cycle.

Treatment

Treatment for cyclothymic disorder focuses on mood stabilization and improving
emotional regulation. Pharmacological approaches may include mood stabilizers such
as lithium or lamotrigine, though evidence is less robust than for bipolar | and Il (Geddes

& Miklowitz, 2023). Psychotherapy is often central, with cognitive behavioral therapy



(CBT), interpersonal and social rhythm therapy (IPSRT), and psychoeducation showing
promise in improving coping and adherence. Because many individuals with
cyclothymia resist viewing their symptoms as pathological, engagement and alliance-

building are critical.

Clinical Vignette

Michael, a 27-year-old musician, described himself as “always up and down.” For weeks
at a time, he felt energetic and creative, writing songs late into the night and making
impulsive plans with friends. These periods were followed by stretches of fatigue, self-
doubt, and withdrawal from performing. While his symptoms never reached the severity
of full mania or major depression, the constant fluctuations disrupted his relationships
and career. After thorough evaluation, he was diagnosed with cyclothymic disorder.
Psychoeducation and initiation of a mood stabilizer, combined with therapy to build
routine, helped him achieve greater stability.

Clinical Implications

Cyclothymic disorder illustrates how subthreshold symptoms can still profoundly affect
quality of life. Without recognition, clients may internalize their mood shifts as character
flaws rather than treatable conditions. Early identification and intervention may reduce
the risk of progression to bipolar | or Il disorder. Clinicians should emphasize long-term
monitoring, psychoeducation, and strategies that promote emotional balance and daily

rhythm.

Conclusion

Though less dramatic than other bipolar spectrum disorders, cyclothymia presents
unique diagnostic and therapeutic challenges. DSM-5-TR criteria highlight its chronic,
fluctuating nature, which often goes unnoticed or mislabeled. With appropriate treatment
and ongoing support, individuals with cyclothymic disorder can reduce mood instability

and improve overall functioning.

3.7 Other Specified and Unspecified Depressive and Bipolar Disorders



Not all individuals with mood disturbances fit neatly into the established diagnostic
categories of major depressive disorder, persistent depressive disorder, bipolar |
disorder, bipolar Il disorder, or cyclothymic disorder. To account for clinically significant
cases that do not meet full criteria, DSM-5-TR includes two residual categories: Other
Specified and Unspecified Depressive or Bipolar Disorders (American Psychiatric
Association, 2022). These categories allow clinicians to capture subthreshold or atypical

presentations while still recognizing the need for treatment.

Other Specified Disorders
The “other specified” category applies when the clinician chooses to communicate the
specific reason why criteria are not fully met. This approach offers flexibility and

transparency. Examples include:

o Short-duration depressive episode: Symptoms meet all criteria for a major

depressive episode but last less than two weeks.

« Depressive episode with insufficient symptoms: Fewer than the required

number of symptoms, but distress and impairment are present.

e Short-duration hypomanic episodes (2-3 days): Hypomanic symptoms cause
noticeable changes but do not meet the four-day duration criterion.

« Hypomanic episodes with insufficient symptoms: At least two or three
hypomanic symptoms are present but fall short of the required threshold.

This category is particularly important for research and clinical practice, as individuals
with subthreshold conditions often experience functional impairment similar to those
with full-threshold disorders (Zimmerman et al., 2023).

Unspecified Disorders

The “unspecified” category is used when clinicians judge that a mood disorder is
present but lack sufficient information to specify the exact nature. This may occur in
emergency settings, when time is limited, or when collateral information is unavailable.

For example, a patient presenting in crisis with mood instability may initially receive a



diagnosis of “unspecified bipolar disorder” until further assessment clarifies the clinical

picture.

The unspecified category allows treatment planning to begin while acknowledging
diagnostic uncertainty. However, clinicians are encouraged to revisit the diagnosis as

more information becomes available.

Clinical Significance

Subthreshold or atypical mood disorders can be as impairing as full-syndrome
conditions. Studies show that individuals meeting criteria for “other specified” or
“‘unspecified” categories often experience significant distress, increased suicide risk,
and functional impairment (Benazzi, 2022). Failing to recognize these conditions may
lead to under-treatment, delayed care, or inappropriate labeling as personality

disorders.

Differential Diagnosis and Challenges

One challenge is distinguishing subthreshold mood disorders from normative mood
fluctuations. For example, brief episodes of sadness or energy may not warrant
diagnosis. Clinicians must carefully assess the duration, severity, and functional impact
of symptoms. Another challenge lies in cultural variations: what may appear
subthreshold in one context might be highly distressing in another. DSM-5-TR
emphasizes cultural formulation to avoid misdiagnosis, especially when symptoms do

not align with Western diagnostic categories (American Psychiatric Association, 2022).

Treatment Considerations

Treatment for these disorders is individualized, often mirroring strategies for full-
threshold conditions. For subthreshold depression, evidence supports psychotherapy,
especially CBT and interpersonal therapy, as first-line options (Cuijpers et al., 2023).
Pharmacotherapy may be considered for severe or recurrent presentations.
Subthreshold bipolar presentations are more complex, as inappropriate use of
antidepressants can destabilize mood. Clinicians often prioritize mood stabilizers,
psychoeducation, and lifestyle regulation while monitoring for progression to bipolar | or
Il disorder.



Clinical Vignette

Amir, a 20-year-old college student, reported intermittent periods of elevated mood
lasting two to three days, with decreased sleep and increased productivity, followed by
stretches of fatigue and sadness. While his symptoms caused academic disruption, they
did not meet full duration or symptom thresholds for hypomania or major depression.

His clinician diagnosed “other specified bipolar disorder, short-duration hypomanic
episodes,” allowing treatment to begin with psychoeducation and routine monitoring.
Amir’s case illustrates how residual categories provide meaningful diagnostic clarity and

prevent dismissal of subthreshold conditions.

Summary

Other specified and unspecified depressive and bipolar disorders underscore the DSM-
5-TR’s flexibility in capturing clinically relevant conditions that fall outside strict criteria.
These categories prevent individuals from being overlooked, promote early intervention,
and encourage clinicians to address impairment even in subthreshold cases. While
diagnostic challenges remain, careful assessment, cultural sensitivity, and individualized

treatment planning ensure these patients receive appropriate and effective care.

Chapter 4: Assessment of Mood Disorders

Vignette: Marcus’ First Intake

Marcus, a 42-year-old construction worker, sat across from the therapist during his first
intake session. When asked about his mood, he shrugged and replied, “I get tired
sometimes, but that’s just life.” He denied significant sadness, irritability, or changes in
sleep, presenting himself as resilient and hardworking. Yet, his wife, who had
encouraged him to seek help, had shared with the therapist beforehand that Marcus
often withdrew from family activities, snapped at small frustrations, and spent long
weekends drinking heavily.

As the interview unfolded, the therapist noticed inconsistencies between Marcus’ brief
answers and his wife’s descriptions. A structured questionnaire revealed symptoms of
persistent low energy, difficulty concentrating, and hopelessness that Marcus had



minimized in conversation. The intake highlighted the importance of combining self-
report, collateral information, and structured assessment tools to uncover the true scope

of mood-related difficulties.

4.1 Clinical Interview Techniques

The clinical interview remains the cornerstone of
mood disorder assessment. Despite advances in
structured instruments and rating scales, the
therapeutic relationship and clinical skill in
eliciting and interpreting information remain

central to accurate diagnosis. A well-conducted

interview not only gathers symptom data but

also establishes rapport, instills hope, and lays the foundation for ongoing treatment.

Establishing Rapport and Trust

Mood disorders often carry stigma, shame, and fear of judgment. Clients may minimize
symptoms or present socially acceptable narratives to avoid appearing “weak” or
‘unstable.” The clinician’s initial task is to create an environment of safety,
empathy, and respect (Norcross & Lambert, 2023). Open body language, reflective
listening, and validating statements encourage disclosure. Using plain language to

explain the purpose of questions helps reduce defensiveness and increases honesty.

Open-Ended and Probing Questions

Interviews often begin with open-ended prompts such as, “Can you tell me what brought
you in today?” This allows clients to frame their concerns in their own words before the
clinician introduces more focused questions. As the interview progresses, probing is
necessary to explore specific symptom domains, such as changes in sleep, appetite,
energy, concentration, and mood. Clinicians must balance neutrality with guidance,
avoiding leading questions that suggest answers while still eliciting concrete examples
(First et al., 2021).

Exploring Symptom History and Course

Assessing mood disorders requires careful exploration of the onset, duration, and


Test Question
11.  What is the clinician’s initial task when working with clients with mood disorders?
Answer: Create safety and empathy


pattern of symptoms. Many clients recall isolated episodes of depression or irritability
without recognizing broader mood instability. Chronological exploration — asking about
developmental history, past episodes, and life transitions — helps clinicians identify

recurrent or cyclical patterns characteristic of mood disorders (Zimmerman et al., 2023).

Attention should be paid to functional impairment in work, school, and relationships.
Clinicians may ask, “How has this affected your daily life?” or “What do you find more
difficult now than before?” Such questions uncover the extent of disability that symptom

counts alone may not reveal.

Balancing Symptom Inquiry and Narrative

One of the challenges of mood disorder interviews is balancing structured symptom
checklists with the client’s lived experience. While systematic coverage is necessary for
accurate diagnosis, allowing space for narrative provides context, reveals meaning, and
fosters engagement (McWilliams, 2022). Too rigid an approach risks alienating clients,

while overly unstructured interviews may miss key diagnostic criteria.

Cultural and Contextual Sensitivity

Symptom expression varies significantly across cultures. Some clients emphasize
physical complaints such as headaches or fatigue rather than emotional distress,
while others describe spiritual or interpersonal explanations. Clinicians must use
cultural formulation frameworks to explore how clients understand their experiences and
to avoid misinterpretation (American Psychiatric Association, 2022). Asking, “How do
you make sense of these experiences?” can illuminate cultural meanings that shape

symptom reporting.

Observational Data

Beyond verbal responses, clinical observation contributes critical diagnostic information.
Affect, speech patterns, psychomotor activity, and interpersonal style often provide
clues about mood states that clients may underreport or fail to recognize. For example,
a client denying sadness may nonetheless present with flat affect and slowed speech,
signaling depressive processes. These observations must be integrated with self-report
and collateral input for a comprehensive assessment (First et al., 2021).


Test Question
12.  How may mood disorder symptoms be expressed in some cultures?
Answer: Physical complaints like fatigue


Addressing Minimization and Overreporting

Clients with mood disorders may underreport due to stigma or lack of insight, as
illustrated in the vignette that opens this chapter. Conversely, others may overreport or
exaggerate symptoms in contexts such as disability claims. Clinicians must use
collateral information from family members, medical records, or teachers when
available, and corroborate inconsistencies through careful questioning. A stance of
respectful curiosity — “I’'m hearing this from you, but others have noticed something

different; can you help me understand that?” — fosters honesty without confrontation.

Strengths-Based Inquiry

Effective interviewing does not focus solely on deficits. Exploring coping strategies, past
resilience, and social supports highlights client strengths that can be leveraged in
treatment. Questions like, “What has helped you through difficult times before?” provide
balance and encourage empowerment rather than pathology-focused dialogue
(Southwick & Charney, 2023).

Summary

The clinical interview is an essential foundation for assessing mood disorders. Skilled
use of open-ended inquiry, probing, observation, and collateral information enables
clinicians to identify patterns that clients may minimize or misinterpret. Sensitivity to
cultural context and attention to functional impairment enhance diagnostic accuracy.
While structured tools add value, it is the nuanced clinical interview that transforms

symptom lists into meaningful understanding of an individual’'s experience.

4.2 Structured Diagnostic Tools (e.g., SCID, MINI)

While clinical interviews remain central to assessment, structured diagnostic tools
provide a systematic framework to increase accuracy and reduce bias. These
instruments operationalize DSM-5-TR criteria into standardized questions, ensuring
consistent coverage of symptoms and differential diagnoses. They are especially
valuable when clients underreport or minimize symptoms, or when multiple

comorbidities complicate the clinical picture.



Structured Clinical Interview for DSM-5 (SCID-5)

The SCID-5 is the gold standard for
Comparison of Structured Clinical structured psychiatric assessment.
Assessment Tools
Administered by trained clinicians, it provides
Features Uses
a comprehensive, semi-structured format that
SCID . L\:/Iodula;]struf:ture Ic?-deptht.
e * Comprenensive lagnostic . . .
e sl §l il systematically evaluates DSM-5 criteria for
U R AR i DSM-5 disorders
major psychiatric disorders, including mood
MINI . B_rief_administra- S_creenirTg ?nd . .
(Mini-temationsl | . Covare aor e, disorders (First et al., 2021). The SCID allows
Neuropsychiatric Interiv psychiatric disor- research settings T ) . )
ders flexibility: interviewers may probe with follow-
Other « Variety of formats Broad range . . .
structured tools | and lengths of diagnostic up questions to clarify ambiguous responses
« Standardized purposes
i while still adhering to the standardized

diagnostic framework.

For mood disorders, the SCID covers episodes of depression, mania, and hypomania,
including onset, duration, severity, and functional impairment. It helps distinguish
between major depressive disorder, bipolar | disorder, bipolar Il disorder, and
cyclothymic disorder. Research has consistently demonstrated its reliability and validity
across clinical and research settings (Zanarini et al., 2022).

Mini International Neuropsychiatric Interview (MINI)

The MINI is a brief, structured diagnostic interview designed to be completed in 15-30
minutes. It covers major psychiatric disorders using yes/no questions aligned with DSM-
5 and ICD-10 criteria (Sheehan et al., 2022). While less comprehensive than the SCID,
the MINI is particularly useful in busy clinical environments, emergency departments, or

primary care settings where time is limited.

For mood disorders, the MINI screens efficiently for major depression, dysthymia, and
bipolar spectrum disorders. It has strong psychometric properties and is available in
multiple languages, making it widely applicable in international and cross-cultural

research.

Advantages of Structured Tools
Structured interviews provide several key benefits:


Test Question
13.  What is the SCID-5 primarily used for?
Answer: Structured psychiatric assessment


« Diagnostic reliability: They minimize variability between clinicians, ensuring

more consistent diagnoses.

« Comprehensive coverage: They reduce the likelihood of missing important

symptoms or comorbidities.

o Research utility: Their standardized format makes them invaluable for clinical

trials and epidemiological studies.

« Training support: They provide novice clinicians with guidance in conducting

thorough diagnostic assessments.

Limitations

Despite their strengths, structured tools are not substitutes for clinical judgment. They
may feel rigid or impersonal to clients, potentially limiting disclosure. They also require
training to administer properly; misuse can result in overdiagnosis or mechanical
application of criteria. For example, distinguishing true hypomania from culturally
normative expressions of energy and sociability requires interpretive skill (American

Psychiatric Association, 2022).

Additionally, time and resource constraints may limit their use in routine practice,
especially in under-resourced settings. Clinicians must balance efficiency with
thoroughness, sometimes combining structured tools with briefer symptom checklists or

self-report scales.

Integrating Structured Tools into Practice

Best practice often involves combining structured interviews with unstructured clinical
dialogue. A clinician may begin with open-ended questions to build rapport, then
transition into a structured format to ensure systematic coverage. Collateral information
and observational data should supplement tool-based findings. In this way, structured

tools enhance but do not replace the clinician’s interpretive role.

Case lllustration
During intake, Marcus (introduced in the opening vignette) minimized his depressive

symptoms. When the therapist administered the depression module of the SCID-5,



Marcus endorsed low energy, anhedonia, and concentration difficulties. These
structured prompts revealed a fuller clinical picture than the unstructured interview
alone. In this case, structured assessment served as a corrective lens, uncovering

clinically significant symptoms that might otherwise have been overlooked.

Summary

Structured diagnostic tools such as the SCID-5 and MINI provide essential support in
the assessment of mood disorders. They enhance diagnostic reliability, ensure
comprehensive symptom coverage, and support both research and clinical training.
While they cannot replace the therapeutic alliance or nuanced clinical interpretation,
their integration into practice strengthens diagnostic accuracy and helps bridge the gap

between subjective report and objective criteria.

4.3 Symptom Rating Scales (e.g., HAM-D, PHQ-9, YMRS)

Symptom rating scales are essential tools for assessing the severity of mood disorder
symptoms, monitoring treatment response, and facilitating communication between
clients and clinicians. Unlike diagnostic interviews, which determine the presence or
absence of a disorder, rating scales quantify symptom intensity and change over time.
They serve as complements to clinical judgment and structured interviews, offering

standardized benchmarks in both research and practice.

Hamilton Depression Rating Scale (HAM-D)

The Hamilton Depression Rating Scale (HAM-D), developed in the 1960s, is one of the
most widely used clinician-administered tools for assessing depression severity
(Hamilton, 1960/2021). The most common version includes 17 items, though extended
versions have up to 24 items. Domains include mood, guilt, insomnia, anxiety, and
somatic symptoms. Each item is scored on a 3- or 5-point scale, with higher scores

reflecting greater severity.

HAM-D’s strengths include its historical use in clinical trials, which allows for cross-study
comparisons, and its sensitivity to change over time. However, limitations include an

emphasis on somatic symptoms, which may underrepresent cognitive and affective



features of depression, and the need for trained raters to ensure reliability (Bagby et al.,
2022).

Patient Health Questionnaire-9 (PHQ-9)

The PHQ-9 is a widely used self-report scale

aligned with DSM-5 criteria for major
depressive disorder. Clients rate the frequency
of nine core depressive symptoms over the
past two weeks on a 0-3 scale. Total scores
classify depression severity (minimal, mild,

moderate, moderately severe, or severe).

The PHQ-9’s brevity, strong psychometric
properties, and ease of use make it ideal for
primary care, community clinics, and
telehealth settings (Kroenke et al., 2021). It also facilitates patient engagement by
helping clients reflect on their own experiences. Limitations include reliance on self-
report, which may be influenced by minimization, exaggeration, or lack of insight.
Despite these issues, the PHQ-9 remains one of the most practical and validated tools

in contemporary practice.

Young Mania Rating Scale (YMRS)

For assessing manic symptoms, the Young Mania Rating Scale (YMRS) is among the
most widely used clinician-administered tools. It contains 11 items evaluating elevated
mood, increased motor activity, sexual interest, sleep, irritability, speech, and disruptive
behaviors. Each item is scored on a scale from 0—4 or 0-8, producing a total severity
score (Young et al., 1978/2022).

The YMRS is sensitive to treatment-related changes and provides a structured
framework for capturing the fluctuating course of mania. Its limitations include reliance
on clinical observation and subjective judgment, as symptoms such as irritability or flight

of ideas can be difficult to quantify consistently (Miller et al., 2023).



Other Scales

Additional scales complement the above measures. The Montgomery-Asberg
Depression Rating Scale (MADRS) emphasizes core depressive symptoms with less
weight on somatic features, often preferred in clinical trials. The Mood Disorder
Questionnaire (MDQ) is a self-report screening tool for bipolar disorder, offering quick
identification of lifetime manic or hypomanic episodes (Hirschfeld et al., 2021). These

tools expand assessment options across diverse settings.

Clinical Application

Best practice involves integrating rating scales into broader assessment frameworks.
For example, a clinician may use the PHQ-9 at intake to quantify depressive severity,
HAM-D during follow-up to evaluate treatment progress, and YMRS when bipolar
disorder is suspected. Repeated administration at intervals allows clinicians to track
symptom trajectories, adjust treatment, and provide clients with visible markers of

improvement.

Rating scales also enhance interprofessional communication by providing objective data
points. For example, a psychiatrist and primary care provider may use PHQ-9 scores to
coordinate care for a shared patient. In research, scales are indispensable for ensuring

comparability across clinical trials and epidemiological studies.

Limitations and Considerations

Scales are not diagnostic in themselves. High scores may indicate distress without
meeting full disorder criteria, while low scores may miss subclinical but impairing
symptoms. Cultural differences in symptom expression can also influence responses;
for instance, somatic symptoms may be overemphasized in some cultures while
emotional symptoms are minimized (American Psychiatric Association, 2022). Clinicians

must interpret results within cultural and contextual frameworks.

Summary

Symptom rating scales such as the HAM-D, PHQ-9, and YMRS provide valuable
measures of severity and treatment response in mood disorder assessment. While they
cannot substitute for clinical interviews or structured diagnostic tools, they enhance

reliability, monitor progress, and facilitate communication. Used thoughtfully, these



instruments strengthen clinical decision-making and empower clients by making their

experiences measurable and trackable over time.
4.4 Risk Assessment: Suicide, Self-Harm, and Violence

Assessing risk for suicide, self-harm, and violence is one of the most critical
responsibilities in evaluating mood disorders. Depression and bipolar disorder are
strongly associated with increased mortality and morbidity from these behaviors. A
careful, systematic approach to risk assessment not only protects clients but also
guides clinical decision-making, informs safety planning, and fulfills ethical and legal

responsibilities.

Suicide Risk in Mood Disorders

Suicide remains a leading cause of death worldwide, and mood disorders are the
most common psychiatric diagnoses among individuals who die by suicide.
Research indicates that up to 15% of individuals with major depressive disorder and
20% of those with bipolar disorder make at least one suicide attempt in their lifetime
(Chesney et al., 2023). Risk is particularly high during acute depressive or mixed
episodes, early in treatment, and following recent discharge from psychiatric

hospitalization.

Key Risk Factors
Risk assessment begins with identifying established risk factors, which can be grouped

into clinical, demographic, and situational categories:

« Clinical factors: Prior suicide attempts, comorbid substance use, psychosis,

hopelessness, agitation, severe anhedonia.

« Demographic factors: Male sex (higher rates of completed suicide), older age,

and certain cultural or occupational groups (e.g., military veterans).

« Situational factors: Recent losses, social isolation, financial stress, or access to

lethal means (firearms, medications).

While no single factor predicts suicide, the accumulation of multiple risks significantly
increases probability.


Test Question
14.  Which psychiatric diagnoses are most common among individuals who die by suicide?
a. Mood disorders


Protective Factors

Protective factors mitigate risk and should be explored alongside vulnerabilities. These
include strong social support, religious or cultural beliefs discouraging suicide,
engagement in treatment, and responsibility to dependents (World Health Organization,
2023). Highlighting protective elements can support collaborative safety planning and
instill hope.

Structured Approaches to Suicide Assessment

Several evidence-based tools aid in structuring suicide risk evaluations. The Columbia-
Suicide Severity Rating Scale (C-SSRS) is widely used and assesses ideation, intent,
planning, and behavior (Posner et al., 2011/2022). The SAD PERSONS Scale offers a
mnemonic for quick screening but has limited predictive validity. Structured approaches
ensure consistency but should always be interpreted in the context of clinical judgment.

Key questions include:
« “Have you had thoughts of ending your life?”
« “Have you thought about how you would do it?”
« “Do you have access to the means?”
“What has stopped you from acting on these thoughts so far?”

Such direct inquiry does not increase risk; instead, it fosters openness and reduces
stigma (APA, 2022).

Self-Harm and Non-Suicidal Self-Injury (NSSI)

Self-harm behaviors, including cutting, burning, or overdosing without lethal intent, are
common in mood disorders, particularly among adolescents and young adults (Whitlock
et al., 2022). While distinct from suicide attempts, self-harm strongly predicts future
suicidal behavior. Assessment should include frequency, methods, triggers, and
functions of self-injury (e.g., emotion regulation, self-punishment, interpersonal
communication). Clinicians must evaluate both the psychological meaning of self-harm

and the medical lethality of the behaviors.



Violence Risk in Mood Disorders

Although the majority of individuals with mood disorders are not violent, certain contexts
elevate risk. Mixed episodes, psychotic features, and comorbid substance use increase
the likelihood of aggression or impulsive acts (Fazel et al., 2023). Interpersonal violence
is more likely during acute mania or when judgment is impaired by intoxication. Violence
risk assessments consider past history of aggression, current agitation, threats, and

access to weapons.

Integrating Collateral Information

Clients may minimize or deny risk behaviors due to shame, fear of hospitalization, or
ambivalence. Collateral information from family, partners, or medical records is often
crucial in risk assessment (Zimmerman et al., 2023). As seen in the vignette opening
this chapter, family members can provide essential context that shapes safety planning.
Clinicians must balance confidentiality with duty to protect when significant risk is
identified.

Risk Formulation and Documentation
Best practice involves moving beyond checklists to develop a risk formulation that
integrates risk factors, protective factors, and clinical context. Risk is often expressed as

low, moderate, or high, with clear rationale documented. Documentation should include:
e Specific risk behaviors assessed.
« Presence or absence of suicidal/homicidal ideation, plan, intent.
« Identified protective factors.
e Clinical judgment of overall risk.
e Recommended interventions and follow-up.

Clear, thorough documentation supports continuity of care and fulfills medicolegal

requirements.

Safety Planning and Intervention
Risk assessment must be followed by collaborative safety planning. Evidence-based

safety planning interventions (SPIs) involve identifying warning signs, coping strategies,



social supports, professional resources, and restricting access to means (Stanley &
Brown, 2012/2021). Hospitalization may be necessary in acute high-risk cases, but

outpatient safety planning is effective for many individuals.

Collaboration is key: involving clients in identifying coping strategies and support
networks increases engagement and reduces feelings of coercion. Families should be

included when possible, with appropriate attention to confidentiality.

Cultural Considerations

Cultural beliefs strongly influence how individuals express suicidality, self-harm, or
aggression. In some cultures, suicidal ideation is viewed as a spiritual failing and may
be concealed, while in others it may be expressed in symbolic or indirect terms.
Clinicians must use culturally sensitive inquiry and interpretation to avoid

underestimating or overpathologizing risk (APA, 2022).

Summary

Suicide, self-harm, and violence risk assessment is central to evaluating mood
disorders. Structured approaches such as the C-SSRS improve reliability, but nuanced
clinical judgment, collateral input, and cultural sensitivity are indispensable. Effective
assessment integrates risk and protective factors into a comprehensive formulation,
followed by collaborative safety planning. Addressing risk directly not only reduces harm

but also fosters trust, engagement, and therapeutic alliance.

4.5 Comorbidity with Substance Use, Anxiety, and Personality Disorders

Comorbidity is the rule rather than the exception in mood disorders. Many clients
present with overlapping symptoms of depression, bipolar disorder, substance misuse,
anxiety, or personality pathology, complicating both diagnosis and treatment.
Recognizing and accurately assessing comorbid conditions is crucial because they

often worsen prognosis, increase functional impairment, and elevate suicide risk.

Substance Use Disorders (SUDs)

Substance use and mood disorders frequently co-occur. Epidemiological studies



estimate that up to 40% of individuals with bipolar disorder and 20-25% with major
depressive disorder meet criteria for a co-occurring SUD at some point in their lifetime
(Hunt et al., 2023). Alcohol is the most commonly misused substance, followed by

cannabis, stimulants, and opioids.

The relationship between mood disorders and substance use is complex and
bidirectional. Some individuals use substances to self-medicate symptoms of
depression or mania, while chronic substance use can exacerbate mood instability.
Intoxication and withdrawal states can mimic or mask depressive and manic symptoms,

complicating diagnostic clarity (APA, 2022).

Clinical assessment should explore the onset and course of both mood and substance-
related symptoms, collateral reports, and toxicology testing when appropriate.
Structured tools such as the Alcohol Use Disorders Identification Test (AUDIT) or the
Drug Abuse Screening Test (DAST) can provide additional data. Importantly, untreated
comorbid SUDs are associated with lower treatment adherence, higher relapse rates,
and increased suicide risk.

Anxiety Disorders

Comorbid anxiety is highly prevalent, affecting approximately 50-60% of individuals
with depression and up to 75% of those with bipolar disorder at some point
(Mclntyre et al., 2023). Generalized anxiety disorder, panic disorder, and social anxiety

disorder are the most common.

Anxiety symptoms often precede the onset of mood disorders, contributing to greater
severity and chronicity. Clients with comorbid anxiety and depression report higher
functional impairment, worse treatment response, and increased risk of suicide
compared to those with depression alone (Lam et al., 2023). In bipolar disorder,
comorbid anxiety is associated with earlier onset, more frequent episodes, and poorer

prognosis.

During assessment, clinicians should carefully distinguish between mood-related
anxiety (e.g., agitation during depression, restlessness in mania) and a separate anxiety

disorder. Structured interviews such as the SCID or MINI can aid differentiation.


Test Question
15.  Which substance is most commonly misused among individuals with mood disorders? Answer: Alcohol


Symptom rating scales, such as the Generalized Anxiety Disorder-7 (GAD-7), can also
be used alongside mood disorder assessments to capture severity and monitor

progress.

Personality Disorders

Personality disorders, particularly borderline, avoidant, and dependent types, are also
common in clients with mood disorders. Borderline personality disorder (BPD) presents
unique diagnostic challenges due to symptom overlap with mood instability, impulsivity,
and suicidal behaviors. Research suggests that 15-20% of individuals with mood

disorders also meet criteria for BPD (Zimmerman et al., 2023).

The presence of a comorbid personality disorder often complicates the clinical picture.
Clients may experience more frequent crises, interpersonal conflicts, and
treatment dropout. Moreover, personality pathology can affect therapeutic alliance, as
mistrust, fear of abandonment, or difficulty with emotional regulation may challenge the

clinician-client relationship (McWilliams, 2022).

Assessment requires a longitudinal perspective to distinguish between episodic mood
symptoms and enduring personality traits. Clinicians may use the Personality Inventory
for DSM-5 (PID-5) or other validated instruments to clarify personality functioning.
Collateral information from family or partners can also provide critical insight into long-

standing behavior patterns.

Clinical Implications of Comorbidity

Comorbidities increase diagnostic complexity. Substance use can obscure underlying
depression; anxiety may exaggerate cognitive symptoms such as concentration
difficulties; and personality pathology can amplify suicidal crises. Failing to identify co-

occurring disorders risks incomplete or ineffective treatment.
Treatment planning should account for the interplay of conditions. For example:

« Integrated treatment approaches are preferred for mood and substance use
comorbidity, combining pharmacological management with psychotherapy such

as CBT or motivational interviewing.


Test Question
16.  How can comorbid personality disorders affect treatment of mood disorders? Answer: Increase conflicts and dropout


« For mood and anxiety comorbidity, clinicians may prioritize treatments effective
for both, such as SSRIs or CBT, while carefully monitoring for bipolar activation

risks.

e For mood and personality comorbidity, therapies such as dialectical behavior
therapy (DBT) or schema therapy may be appropriate alongside pharmacological

treatment.

Assessment Strategies

Effective assessment of comorbid conditions requires:

« Chronological mapping: Establishing when each condition began, and how
symptoms have changed over time.

« Multiple sources: Using clinical interviews, structured tools, rating scales, and
collateral reports.

e Cultural formulation: Understanding how cultural factors influence symptom

expression and coping.

« Risk evaluation: Recognizing that comorbidities heighten risk for suicide, self-

harm, and poor treatment adherence.

Case lllustration

Sophia, a 30-year-old graduate student, presented with recurrent depression. During
intake, she reported panic attacks and daily alcohol use. A structured assessment
revealed generalized anxiety disorder and alcohol use disorder alongside major
depression. Without addressing the comorbidities, treatment focused solely on
depression would likely have failed. Instead, her clinician integrated CBT for anxiety,
motivational interviewing for alcohol misuse, and SSRI medication, illustrating the

importance of comprehensive, integrated assessment.

Summary

Comorbidity with substance use, anxiety, and personality disorders is highly prevalent
among individuals with mood disorders and profoundly shapes prognosis. Accurate
assessment requires disentangling overlapping symptoms, using structured tools, and



gathering collateral data. Integrated treatment approaches are essential, as neglecting
comorbidities increases risk of relapse, functional impairment, and suicide. By
approaching comorbidity systematically, clinicians can provide more precise diagnoses

and more effective, tailored care.

4.6 Functional Impairment and Quality of Life Measures

While symptom severity is a central focus in diagnosing mood disorders, functional
impairment and quality of life provide equally important insights into the lived impact of
illness. Many individuals report that even when their symptoms improve, they continue
to struggle with occupational, social, or daily functioning. For this reason, modern
assessment emphasizes both symptom reduction and restoration of functioning as

treatment goals (IsHak et al., 2022).

Functional Impairment in Mood Disorders

Depression and bipolar disorder disrupt nearly every domain of life. Individuals may
have difficulty sustaining employment, maintaining relationships, managing finances, or
engaging in self-care. Research shows that functional impairment often persists
after remission of mood symptoms, particularly in cognitive domains such as
concentration, memory, and executive functioning (Miskowiak et al., 2022). This

“‘residual impairment” contributes to relapse risk and diminished overall quality of life.

For example, a client may no longer meet full criteria for major depression but still report
exhaustion and difficulty completing work tasks. Such impairments underscore the
importance of assessing functioning directly rather than assuming it improves in parallel

with mood.

Assessment Tools for Functioning

Several standardized measures help clinicians evaluate functional impairment:

o Sheehan Disability Scale (SDS): A brief self-report scale assessing disruption in

work/school, social life, and family responsibilities (Sheehan, 2022).



« Work and Social Adjustment Scale (WSAS): Measures perceived functional

impairment across occupational, home, and leisure activities (Mundt et al., 2021).

e Global Assessment of Functioning (GAF) or WHO Disability Assessment
Schedule (WHODAS 2.0): Broader instruments assessing overall functioning
across domains, often used in research and policy contexts (World Health
Organization, 2020).

These tools provide quantifiable data on the client’s ability to engage in daily life,

supporting treatment planning and progress monitoring.

Quality of Life Measures

Beyond functioning, quality of life (QoL) assessments capture subjective well-being and
life satisfaction. Mood disorders are strongly associated with reduced QoL, sometimes
even in remission phases. The Quality of Life Enjoyment and Satisfaction
Questionnaire (Q-LES-Q) is frequently used to measure satisfaction with work,
relationships, health, and leisure (Endicott et al., 2021).

QoL measures are especially important for shared decision-making. They align
treatment with client values by highlighting what matters most to the individual—whether

returning to work, improving family relationships, or regaining a sense of purpose.

Clinical Implications

Incorporating functional and QoL assessments provides several benefits:
o Holistic care: Shifts focus from symptom reduction alone to broader recovery.

« Treatment tailoring: Identifies domains needing targeted intervention, such as

vocational support or social skills training.

« Monitoring outcomes: Offers measurable benchmarks for progress beyond

mood symptom scores.

« Client engagement: Emphasizes meaningful life goals, enhancing motivation for

treatment adherence.


Test Question
17.  What often remains after remission of mood symptoms, increasing relapse risk?
Answer:  Residual impairment


Case lllustration

Ana, a 38-year-old accountant, presented with recurrent depression. After six months of
treatment, her PHQ-9 score dropped significantly, and she no longer met criteria for a
major depressive episode. Yet, she continued to struggle with concentration at work and
avoided social outings. On the Sheehan Disability Scale, Ana rated severe impairment
in work and social domains. Recognizing this, her therapist added cognitive remediation
strategies and encouraged gradual re-engagement in social activities. Ana’s case
illustrates how functional assessment prevents premature treatment termination and

supports fuller recovery.

Challenges and Considerations

Functional and QoL assessments are not without challenges. Clients may underreport
impairment due to shame or overreport when seeking disability accommodations.
Cultural context influences perceptions of impairment—for example, collectivist cultures
may emphasize family obligations more strongly than occupational roles. Clinicians

must interpret scores within the individual’s cultural and social framework (APA, 2022).

Additionally, measurement tools vary in scope and sensitivity. Some capture broad
domains but lack specificity, while others are detailed but time-consuming. Clinicians

must balance thoroughness with feasibility in busy practice settings.

Summary

Functional impairment and quality of life assessments provide essential insights into
how mood disorders affect daily living beyond symptom severity. Tools such as the
SDS, WSAS, WHODAS, and Q-LES-Q offer structured ways to measure disruption and
well-being, guiding treatment and supporting recovery. Integrating these measures
ensures that clinicians not only alleviate symptoms but also help clients rebuild

meaningful, fulfilling lives.

4.7 The Role of Family, Social History, and Collateral Information

Assessment of mood disorders extends beyond self-report and symptom checklists.

Clients may underreport symptoms due to shame, denial, or lack of insight, while others



may exaggerate or distort experiences. To capture a fuller clinical picture, clinicians
often rely on collateral information from family members, medical records, or other
relevant sources. Exploring family and social history not only clarifies diagnosis but also

reveals context, patterns, and vulnerabilities that shape treatment planning.

Family Psychiatric History

Mood disorders have a strong genetic component, with heritability estimates of 35-45%
for depression and up to 80% for bipolar disorder (Smoller, 2023). A careful family
psychiatric history helps clinicians identify patterns of iliness, recurrence, and
suicide risk. For example, a client presenting with recurrent depression may have
undiagnosed bipolar disorder if multiple relatives experienced mania or hospitalization

for mood instability.

Gathering family history includes asking about mood symptoms, psychiatric
hospitalizations, substance misuse, and suicide attempts among relatives. This
information informs both risk assessment and psychoeducation, allowing clinicians to

help clients and families recognize early warning signs.

Social and Developmental History

Mood disorders rarely occur in isolation from social context. Assessment of social
history provides insight into the individual’s upbringing, education, work, relationships,
and major life transitions. Early experiences such as trauma, neglect, or parental
separation may increase vulnerability to later depression or anxiety (Goodman et al.,
2022). Conversely, strong attachment bonds and supportive environments can foster

resilience.

Developmental history is particularly important when assessing adolescents and young
adults. Questions about academic performance, peer relationships, and extracurricular
involvement help distinguish mood symptoms from typical developmental challenges. In
older adults, social history may highlight stressors such as bereavement, retirement, or

chronic iliness that complicate mood disorder presentation.

Collateral Information

Collateral reports are invaluable when clients minimize or lack awareness of their


Test Question
18.  Why is gathering family psychiatric history important in mood disorders?
Answer: To identify patterns and risks


symptoms. Spouses may describe irritability or withdrawal that the client dismisses as
“‘just being tired.” Parents of adolescents may note changes in sleep patterns or social
withdrawal not captured in self-report. Teachers, employers, or case managers can

provide observations about functioning in structured environments.

The vignette at the beginning of this chapter illustrates how collateral information can
reveal discrepancies between client self-report and observed behavior. While Marcus
minimized symptoms, his wife described significant functional decline, prompting the
clinician to explore further. Without collateral input, important diagnostic information may

have been missed.

Challenges and Ethical Considerations

Collateral information must be handled with care. Clients may feel that involving family
violates privacy or undermines autonomy. Clinicians should obtain informed consent
before contacting others and clarify the purpose of collateral input. Confidentiality

must be respected, with disclosures limited to what is necessary for care (APA, 2022).

In situations of imminent risk (e.g., suicide), clinicians may need to involve family or
authorities even without consent, guided by legal and ethical standards of duty to
protect. Balancing client trust with safety considerations requires transparency and

sensitivity.

Clinical Benefits of Collateral Input
When appropriately integrated, collateral information strengthens assessment in several

ways:

« Diagnostic clarity: Helps differentiate mood symptoms from substance effects,
medical conditions, or personality traits.

e Functional assessment: Provides insight into daily behavior, occupational

performance, and interpersonal functioning.

e Risk evaluation: Family may report suicidal statements, access to means, or

impulsive behaviors not disclosed by the client.


Test Question
19.  What should clinicians obtain before contacting family for collateral information?
Answer: Informed consent


« Treatment planning: Identifies available supports, potential stressors, and family

dynamics influencing recovery.

Case lllustration

Darius, a 55-year-old man, presented with fatigue and sleep disturbance. He denied
depressive symptoms and attributed his difficulties to “just getting older.” His daughter,
however, reported that he had withdrawn from friends, lost interest in fishing, and
recently gave away cherished belongings. Collateral input prompted the clinician to
administer a structured depression scale, which revealed severe depressive symptoms
with suicidal ideation. Family involvement directly altered the clinical formulation and

safety plan.

Summary

Family history, social context, and collateral information are critical components of
comprehensive mood disorder assessment. They illuminate genetic vulnerability, clarify
developmental and social influences, and provide real-world observations of functioning.
While confidentiality and ethical boundaries must be respected, carefully gathered
collateral input improves diagnostic accuracy, risk assessment, and treatment planning.
By integrating multiple perspectives, clinicians move beyond symptom checklists to a

fuller understanding of the person and their lived experience.

Chapter 5: Evidence-Based Treatments

Vignette: Jordan at the Crossroads

Jordan, a 24-year-old graduate student, sat nervously in the clinic waiting room,
bouncing a knee against the chair leg. For months, they had battled exhaustion,
difficulty concentrating, and a persistent heaviness that clouded once-bright ambitions.
Friends had noticed the changes — missed classes, withdrawn conversations, a once-

eager student now struggling just to get out of bed.

When Jordan finally scheduled an appointment, the intake evaluation confirmed major

depressive disorder. Now came the decision point: the psychiatrist recommended



starting an SSRI, while the therapist suggested beginning cognitive behavioral therapy.
Both approaches were evidence-based, and Jordan’s parents urged a combination of
the two. Yet Jordan hesitated, torn between the appeal of a tangible solution in a pill and

the promise of working through thoughts and behaviors in therapy.

This moment — choosing a path forward at the intersection of medication and
psychotherapy — reflects a central challenge in treating mood disorders. Many clients
arrive at this crossroads, weighing options, fears, and hopes. The chapters that follow
explore the breadth of evidence-based treatments, from pharmacology and
psychotherapy to neuromodulation and lifestyle interventions, illustrating how

personalized care can restore functioning and foster recovery.

5.1 Pharmacological Treatments
5.1.1 Antidepressants (SSRIs, SNRIs, TCAs, MAOIs)

Antidepressants remain a cornerstone of treatment for major depressive disorder (MDD)
and are also used in certain presentations of anxiety and bipolar depression. Their
introduction transformed psychiatric practice, offering pharmacological relief for
conditions historically viewed as untreatable. While psychotherapy remains equally
important, antidepressants provide an evidence-based option that addresses the
biological underpinnings of mood disorders.

Selective Serotonin Reuptake Inhibitors (SSRIs)

SSRIs are the most commonly prescribed antidepressants due to their favorable
balance of efficacy, tolerability, and safety. These include fluoxetine, sertraline,
escitalopram, citalopram, paroxetine, and fluvoxamine. SSRIs increase synaptic
serotonin by inhibiting its reuptake, leading to downstream neurochemical changes

thought to improve mood and cognitive function (Cipriani et al., 2023).

Advantages of SSRIs include relatively mild side effects, safety in overdose compared
to older agents, and utility in comorbid conditions such as anxiety disorders. Common

side effects include gastrointestinal upset, headache, sleep changes, and sexual



dysfunction. Importantly, therapeutic effects typically take 4—6 weeks, requiring
patient education and adherence support (American Psychiatric Association, 2022).

Serotonin-Norepinephrine Reuptake Inhibitors (SNRIs)
SNRIs such as venlafaxine,
desvenlafaxine, duloxetine, and
levomilnacipran inhibit the reuptake of
both serotonin and norepinephrine.
This dual mechanism may benefit
patients with melancholic depression,
treatment-resistant depression, or

prominent physical symptoms such

as pain and fatigue (Papakostas et
al., 2022).

SNRIs share many side effects with SSRIs but can also cause sweating, hypertension,
and withdrawal syndromes if stopped abruptly. Duloxetine is notable for its FDA

approval in treating both depression and chronic pain conditions, including fibromyalgia.

Tricyclic Antidepressants (TCAs)

TCAs, developed in the 1950s, were among the first widely used antidepressants.
Examples include amitriptyline, nortriptyline, imipramine, and clomipramine. TCAs inhibit
reuptake of serotonin and norepinephrine but also interact with histaminic, muscarinic,

and adrenergic receptors, accounting for their side effect profile.

Though effective, TCAs carry higher risks, including sedation, weight gain, constipation,
dry mouth, urinary retention, and cardiotoxicity in overdose. Their use today is typically

reserved for treatment-resistant depression or cases requiring additional benefits (e.g.,

chronic pain, obsessive-compulsive disorder with clomipramine). Careful ECG

monitoring is recommended, particularly in older adults (Gillman, 2023).

Monoamine Oxidase Inhibitors (MAOIs)
MAOIs, including phenelzine, tranylcypromine, and isocarboxazid, act by inhibiting the

enzyme monoamine oxidase, which breaks down serotonin, norepinephrine, and


Test Question
20.  How long do SSRIs typically take to show therapeutic effects? Answer: 4–6 weeks


dopamine. Though highly effective for atypical and treatment-resistant depression, they
are rarely first-line due to dietary restrictions and potential for dangerous drug

interactions, particularly serotonin syndrome and hypertensive crisis (Gillman, 2023).

Patients taking MAOIs must avoid tyramine-rich foods such as aged cheeses, cured
meats, and certain fermented products. Despite these restrictions, MAOIs remain

invaluable in carefully selected patients, often after other treatments have failed.

Efficacy Across Classes

Meta-analyses suggest that while antidepressants are generally more effective than
placebo, differences among classes are modest. Newer agents (SSRIs, SNRIs) are
preferred due to better tolerability, though TCAs and MAQOIs may outperform them in
certain subgroups, especially treatment-resistant cases (Cipriani et al., 2023).
Personalized selection depends on symptom profile, comorbidities, side effect

tolerability, and patient preference.
Clinical Considerations

e Adherence: Up to 50% of patients discontinue antidepressants within three
months, often due to side effects or delayed efficacy. Psychoeducation about

expected timelines improves adherence.

« Monitoring: Regular follow-up is necessary, especially in the first 4-8 weeks, to
assess response and adjust dosing.

« Suicidality: FDA warnings highlight increased risk of suicidal ideation in children,
adolescents, and young adults starting SSRIs or SNRIs. Close monitoring is
essential in these populations.

o Discontinuation syndromes: Abrupt cessation, especially with paroxetine and
venlafaxine, can cause dizziness, flu-like symptoms, irritability, and insomnia.

Tapering is recommended.

e Drug interactions: SSRIs and MAOIs in particular carry risks for serotonin

syndrome when combined with other serotonergic agents.



Case Study: Patient with MDD Starting SSRIs

Elena, a 32-year-old teacher, presented with low mood, fatigue, loss of interest, and
difficulty concentrating, consistent with major depressive disorder. She worried that
starting medication would “change her personality,” but also admitted that her symptoms

had disrupted both her work and personal life.

After discussing treatment options, Elena and her psychiatrist agreed to start sertraline.

She was educated about common side effects, the typical timeline for improvement, and
the importance of consistent use. Weekly check-ins during the first month revealed mild

nausea that subsided after two weeks. By week six, Elena reported improved sleep,

increased energy, and greater motivation at work.

Elena’s case highlights key aspects of antidepressant treatment: the importance of
education to address fears, monitoring for side effects, and patience during the initial lag

before therapeutic benefits appear.
5.1.2 Mood Stabilizers (Lithium, Anticonvulsants)

Mood stabilizers form the backbone of treatment for bipolar disorder and are sometimes
used adjunctively in recurrent major depression. These medications reduce acute mood
symptoms, prevent recurrence, and protect against long-term disability. The most
established mood stabilizers are lithium and certain anticonvulsants, each with unique
efficacy profiles, side effects, and monitoring needs.

Lithium

Lithium is the prototypical mood stabilizer and remains the gold standard for bipolar
disorder. Its efficacy in reducing acute mania, preventing recurrence, and lowering
suicide risk is unparalleled (Geddes & Miklowitz, 2023). Studies consistently show
lithium’s protective effect against both manic and depressive relapses, as well as its

unique anti-suicidal properties.

Therapeutic dosing requires careful titration to achieve serum levels between 0.6 and
1.2 mEq/L, depending on the clinical phase (acute vs. maintenance). Because of its

narrow therapeutic index, regular blood monitoring is essential to avoid toxicity, which



can cause tremor, ataxia, gastrointestinal upset, and, at higher levels, renal and
neurological damage (Malhi et al., 2023). Long-term use may affect thyroid and kidney

function, necessitating ongoing laboratory surveillance.

Despite these challenges, lithium remains underutilized in modern practice, often
displaced by newer medications. Stigma, concerns about toxicity, and clinician
unfamiliarity contribute to declining prescription rates, despite evidence that patients on
lithium often experience fewer relapses and improved long-term outcomes compared to

alternatives.

Anticonvulsants
Several anticonvulsants have proven efficacy as mood stabilizers, particularly in bipolar

disorder.

« Valproate (divalproex sodium): Effective for acute mania, mixed episodes, and
rapid cycling. Side effects include weight gain, sedation, gastrointestinal upset,
tremor, and risk of hepatotoxicity or teratogenicity. It is contraindicated in

pregnancy due to high risk of neural tube defects (Bowden, 2022).

« Carbamazepine: Effective for acute mania and maintenance, though less
commonly used due to side effects such as hyponatremia, sedation, and drug
interactions. Rare but serious risks include agranulocytosis and Stevens-Johnson

syndrome.

o Lamotrigine: Particularly effective in preventing bipolar depression but less
effective for mania. Side effects are generally mild, though clinicians must titrate

slowly to avoid potentially life-threatening rash (Stevens-dohnson syndrome).

These agents are often chosen when lithium is not tolerated or contraindicated.
Combination therapy (e.g., lithium plus valproate) is common in treatment-resistant or

severe cases.

Clinical Considerations
Selecting a mood stabilizer involves weighing efficacy against tolerability, medical

comorbidities, and reproductive considerations. For example, lithium may be ideal for a



patient with recurrent suicidality but less suitable for someone with chronic renal
impairment. Valproate may control acute mania rapidly but carries unacceptable risks
for women of childbearing age. Lamotrigine may be a strong option for bipolar

depression but requires careful titration and is less useful in acute mania.

Close collaboration with clients is vital, as adherence depends on trust and shared
decision-making. Education about side effects, the importance of monitoring, and long-

term benefits increases engagement and reduces premature discontinuation.

Case Study: Bipolar Client with Lithium Monitoring

David, a 29-year-old software engineer, presented with his third manic episode in five
years. Symptoms included decreased need for sleep, pressured speech, grandiose
ideas about launching multiple businesses, and impulsive spending. His psychiatrist

recommended lithium for acute stabilization and long-term maintenance.

David expressed concern about “being on medication for life” and the need for regular

blood draws. The psychiatrist explained lithium’s track record in preventing relapse and
its unique ability to reduce suicide risk. Baseline labs were ordered, including renal and
thyroid function. Lithium was started at 300 mg twice daily, with a follow-up level drawn

after five days.

At week two, David’s serum lithium was 0.8 mEq/L, within the therapeutic range. His
manic symptoms began to subside, though he reported mild hand tremor and increased
thirst. The psychiatrist reassured him that these side effects were common and often
manageable. David was encouraged to maintain hydration, avoid NSAIDs, and keep his

appointments for ongoing monitoring.

Over the next six months, David remained stable. He learned to view lithium not as a
constraint but as a safeguard, allowing him to maintain work performance and
relationships without fear of recurrent mania. His case illustrates the practical realities of
lithium therapy: careful monitoring, side effect management, and ongoing education to

support adherence.



5.1.3 Antipsychotics in Bipolar Depression and Mania

Antipsychotics, particularly the second-generation (atypical) agents, are a mainstay in
the management of bipolar disorder. Originally developed for schizophrenia and
psychotic disorders, their mood-stabilizing and antidepressant properties have
expanded their use to both manic and depressive phases of bipolar illness. Their role is
supported by a large body of clinical evidence and reflected in current treatment
guidelines (Yatham et al., 2023).

First-Generation Antipsychotics (FGAs)

Before the advent of atypical antipsychotics, FGAs such as haloperidol and
chlorpromazine were frequently used to control acute mania. They are effective in
rapidly reducing agitation, psychosis, and manic symptoms. However, their long-term
use is limited by extrapyramidal side effects (EPS), including dystonia, akathisia, and
tardive dyskinesia. Because of these risks, FGAs are now typically reserved for short-
term use or in resource-limited settings where newer agents are unavailable (Tondo &
Vazquez, 2022).

Second-Generation Antipsychotics (SGAs)

SGAs, also known as atypical antipsychotics, have largely replaced FGAs in bipolar
treatment. These agents target both dopamine D2 receptors and serotonin 5-HT2A
receptors, reducing the risk of EPS and offering additional benefits for mood
stabilization. Common SGAs used in bipolar disorder include quetiapine, olanzapine,

risperidone, aripiprazole, lurasidone, cariprazine, and ziprasidone.

o Acute Mania: Quetiapine, risperidone, olanzapine, and aripiprazole have robust
evidence for treating acute manic episodes. They often reduce symptoms more
quickly than mood stabilizers alone, making them critical in crisis stabilization.
Combination therapy with lithium or valproate may be used in severe cases
(Yatham et al., 2023).

« Bipolar Depression: Quetiapine and lurasidone are FDA-approved for bipolar
depression, while the olanzapine-fluoxetine combination (OFC) is also effective.

These agents offer alternatives to antidepressants, which carry risk of inducing



mania or rapid cycling. Quetiapine, in particular, has demonstrated efficacy
across depressive, manic, and maintenance phases, making it one of the most
versatile SGAs (Mclintyre et al., 2023).

e Maintenance: Long-term use of SGAs such as quetiapine, aripiprazole, and
risperidone long-acting injection (LAI) can reduce relapse risk. Their
effectiveness in preventing both manic and depressive recurrences supports their

role as maintenance options, often in combination with mood stabilizers.

Side Effects and Safety Concerns

While SGAs carry a lower risk of EPS than FGAs, they are associated with significant
metabolic and cardiovascular risks. Weight gain, dyslipidemia, insulin resistance,
and increased risk of diabetes are especially pronounced with agents such as
olanzapine and clozapine. Aripiprazole, ziprasidone, and lurasidone tend to be more

weight-neutral but may cause akathisia.

Clinicians must monitor weight, blood pressure, fasting glucose, and lipids regularly.
Psychoeducation about nutrition, exercise, and lifestyle modification is essential to
mitigate risks. Choosing an antipsychotic often involves balancing efficacy against

metabolic liability, tailoring treatment to the individual’s health profile and preferences.
Use in Special Populations

e Children and Adolescents: SGAs are increasingly used in pediatric
populations, though concerns about long-term metabolic effects remain
significant. Aripiprazole, risperidone, and quetiapine have FDA approval for

pediatric bipolar disorder.

o Older Adults: Sensitivity to side effects is heightened in older populations, with
increased risks of sedation, falls, and metabolic complications. Careful dose

adjustments and close monitoring are required.

e Pregnancy and Postpartum: SGAs may be used when benefits outweigh risks,
but data on reproductive safety are mixed. Some, like lurasidone, have emerging

evidence suggesting a safer profile, but clinical judgment is critical.



Case Application

Nina, a 26-year-old woman with bipolar | disorder, presented to the emergency
department in the midst of a manic episode. She had been awake for three nights,
spending impulsively and making risky business investments. She refused

hospitalization, but her escalating agitation concerned her family.

The psychiatrist initiated risperidone, explaining its rapid efficacy in calming manic
symptoms. Within 48 hours, Nina’'s speech slowed, her irritability diminished, and she
was able to sleep. After stabilization, her treatment plan included transitioning to lithium

for long-term maintenance while continuing risperidone temporarily.

Six months later, Nina returned during a depressive episode characterized by lethargy,
hopelessness, and loss of interest in work. This time, quetiapine was introduced,
chosen for its demonstrated antidepressant efficacy. Nina tolerated it well, reporting
some sedation but also improved sleep and gradual mood stabilization. Her case
illustrates how SGAs can be flexibly applied across different mood states, often in

combination with traditional mood stabilizers.

Antipsychotics and Treatment Resistance

For individuals with treatment-resistant bipolar disorder, SGAs are frequently part of
combination therapy. Clozapine, while primarily indicated for schizophrenia, has shown
benefits in refractory bipolar disorder, particularly for reducing suicidality. However, it
requires intensive monitoring due to risk of agranulocytosis and metabolic syndrome
(Tondo & Vazquez, 2022).

Long-Acting Injectables (LAIs)

Nonadherence is a major barrier in bipolar disorder management. LAls, such as
risperidone and aripiprazole formulations, provide a strategy for improving adherence
and reducing relapse risk. They are particularly useful for individuals with frequent

hospitalizations or difficulty maintaining oral regimens.

Clinical Integration
The role of antipsychotics in bipolar disorder extends beyond symptom suppression.

Their rapid action in mania, efficacy in bipolar depression, and role in relapse prevention



make them indispensable. However, clinicians must monitor for metabolic and
cardiovascular side effects, tailor choices to patient profiles, and integrate

psychoeducation and lifestyle interventions into care plans.

5.1.4 Novel and Emerging Medications (Ketamine, Psychedelic Research)

In recent years, novel pharmacological treatments for mood disorders have gained
prominence, particularly for treatment-resistant depression (TRD) and severe, refractory
cases of bipolar disorder. Traditional antidepressants, while effective for many, often
take weeks to work and fail to benefit a significant proportion of patients. New agents
such as ketamine, esketamine, and psychedelic compounds offer hope for rapid

symptom relief and new mechanisms of action.

Ketamine

Ketamine, an N-methyl-D-aspartate (NMDA) receptor antagonist originally developed as
an anesthetic, has emerged as a breakthrough treatment for depression. Administered
intravenously at sub-anesthetic doses (typically 0.5 mg/kg over 40 minutes), ketamine

produces rapid antidepressant effects, often within hours (Berman et al., 2000/2022).

Its mechanism of action differs from monoaminergic antidepressants. Ketamine
increases glutamate signaling, enhances synaptic plasticity, and promotes brain-derived
neurotrophic factor (BDNF) release, thought to underlie its rapid impact on mood
(Duman et al., 2023).

Clinical studies show significant improvement in depressive symptoms, including
suicidal ideation, after a single infusion, with effects lasting days to weeks. However,
benefits typically wane, requiring repeated administrations. Safety concerns include
dissociation, elevations in blood pressure, and potential for abuse, though addiction risk

appears lower at therapeutic doses.

Esketamine

Esketamine, the S-enantiomer of ketamine, received FDA approval in 2019 for TRD.



Administered intranasally under clinical supervision, esketamine provides a more

standardized and accessible delivery method compared to IV ketamine.

Treatment protocols require patients to remain in clinic for at least two hours post-dose
due to risks of dissociation, sedation, and transient hypertension. Trials show
esketamine combined with oral antidepressants significantly improves outcomes in

TRD, though long-term safety data are still emerging (Papakostas et al., 2023).

Despite enthusiasm, barriers remain. Esketamine’s high cost, monitoring requirements,
and restricted distribution system limit widespread access. Still, it represents a major

step forward, particularly for patients who have exhausted traditional options.

Psychedelic Research: Psilocybin and Beyond

Psilocybin, the active compound in “magic mushrooms,” has gained attention for its
potential in treating depression, anxiety, and existential distress in terminal illness.
Psilocybin acts primarily as a serotonin 5-HT2A receptor agonist, producing profound

alterations in perception, emotion, and cognition.

Clinical trials have demonstrated significant antidepressant effects from just one or two
supervised sessions, often combined with psychotherapy. Carhart-Harris et al. (2021)
found psilocybin to be as effective as escitalopram in reducing depressive symptoms,

with additional improvements in well-being and emotional connectedness.

Unlike ketamine, psilocybin’s effects may be long-lasting, with benefits persisting for
weeks or months. The treatment experience typically involves an extended session with
therapeutic support to help clients integrate insights gained during the altered state.
Adverse effects include transient anxiety or perceptual disturbances, but serious

adverse events are rare in controlled settings.
Other psychedelics under investigation include:

« MDMA (3,4-methylenedioxymethamphetamine): Studied primarily for PTSD
but showing promise for mood regulation by enhancing empathy and emotional

processing.



e Ayahuasca: A traditional Amazonian brew containing DMT and MAOQIs, under
study for depression with some evidence of rapid antidepressant effects.

o LSD (lysergic acid diethylamide): Early-phase research explores its potential in

mood and anxiety disorders, though data remain limited.

Clinical and Ethical Considerations

While novel treatments are promising, they raise unique challenges:

o Set and setting: Psychedelic effects are highly dependent on context, requiring

trained facilitators and safe environments.

« Integration therapy: Lasting benefits may depend on psychotherapeutic
integration, underscoring the importance of combined models rather than

pharmacology alone.

e Legal and regulatory barriers: Psilocybin and most psychedelics remain

Schedule | substances in many jurisdictions, restricting access to clinical trials.

o Long-term safety: Data on repeated use, potential neurocognitive effects, and

risk of misuse remain limited.

Emerging Pharmacological Directions
Beyond ketamine and psychedelics, several new avenues are being explored:

« NMDA receptor modulators: Agents like rapastinel and apimostinel target
glutamatergic signaling without dissociative effects. Early results are promising

but require replication.

« Anti-inflammatory agents: Evidence suggests inflammation contributes to
mood disorders in a subset of patients. Trials of anti-cytokine drugs and aspirin

augmentation are ongoing (Kohler-Forsberg et al., 2023).

« GABAergic compounds: Brexanolone, an allopregnanolone analog, has FDA
approval for postpartum depression, highlighting neurosteroids as a novel class

of antidepressants.



« Orexin antagonists and other neuropeptide systems: These agents represent

innovative directions in targeting brain circuits implicated in mood regulation.

Case Application

Maria, a 35-year-old woman with treatment-resistant depression, had failed four
antidepressants, including SSRIs and SNRIs, as well as augmentation with atypical
antipsychotics. She was referred to a clinic offering IV ketamine. After her first infusion,
Maria reported significant relief from suicidal thoughts and improved mood within hours,
describing it as a “lifting of the fog.”

Over the following month, she received weekly infusions, with sustained though
fluctuating benefits. To consolidate gains, her treatment team incorporated
psychotherapy focused on relapse prevention. While side effects included mild
dissociation and dizziness during infusions, Maria tolerated the treatment well and

avoided hospitalization.

Her case illustrates the potential of novel treatments to address otherwise intractable
depression, while also highlighting the need for combined approaches and careful

monitoring.

5.1.5 Considerations for Special Populations (Children, Older Adults, Pregnant

Women)

Prescribing antidepressants and mood stabilizers requires additional care in children,
older adults, and pregnant women, as biological vulnerability, developmental context,

and safety concerns shape both treatment and monitoring.

Children and Adolescents

Mood disorders in youth can be especially disruptive, affecting academic performance,
peer relationships, and long-term development. Antidepressants, particularly SSRIs
such as fluoxetine and escitalopram, are commonly used and remain the only FDA-
approved agents for pediatric depression. Yet their use carries controversy. Clinical
trials show moderate efficacy, but concerns about treatment-emergent suicidality led to

black-box warnings in the early 2000s (Bridge et al., 2021). Careful monitoring during



the first weeks of treatment is essential, with frequent contact between families and

clinicians.

Bipolar disorder in youth poses further challenges. Lithium is FDA-approved for children
as young as 12, but adherence is often difficult given the demands of blood monitoring.
Antipsychotics such as risperidone and aripiprazole are frequently used for mania,
though clinicians must weigh metabolic side effects against benefits. Developmental
context must always frame treatment, with strong emphasis on family education and

involvement.

Older Adults

Late-life depression is often underrecognized, frequently masked by somatic
complaints, cognitive changes, or comorbid medical conditions. Pharmacological
treatment is complicated by polypharmacy, frailty, and altered drug metabolism. SSRIs
are generally considered first-line due to tolerability, but hyponatremia, gastrointestinal

bleeding, and falls are risks that require close surveillance (Alexopoulos, 2023).

TCAs are generally avoided in older adults because of anticholinergic burden and
cardiotoxicity, while lithium requires caution due to declining renal clearance with age.
Nevertheless, when monitored carefully, lithium may still provide unique anti-suicidal
benefits even in older populations. Regular review of medications, slow titration, and

coordination with primary care are central to safe prescribing.

Pregnant and Postpartum Women

Mood disorders during pregnancy and postpartum represent a dual challenge, as
untreated illness can harm both mother and infant, but medication risks are also
significant. Untreated depression in pregnancy is linked with preterm birth, low birth
weight, and impaired bonding, while untreated bipolar disorder carries risks of relapse
and suicide (Wisner et al., 2022).

SSRIs are the most studied antidepressants in pregnancy, with sertraline often
considered among the safer choices. While some studies suggest associations with
neonatal adaptation syndrome or rare congenital risks, absolute risks remain low

compared to the dangers of untreated illness. Mood stabilizers present more difficult



choices: valproate is contraindicated due to teratogenicity, while lithium carries risks for
congenital heart defects but may still be used when iliness severity outweighs risks.

The postpartum period is another high-risk window. SSRIs and psychotherapy remain
first-line for postpartum depression, while novel treatments such as brexanolone, an
allopregnanolone analog delivered intravenously, offer rapid relief for severe cases.
Shared decision-making, involving both patients and families, is essential to weigh risks

and benefits in this population.

Clinical Integration

Across all special populations, prescribing must be individualized and accompanied by
close monitoring. The balance between risk of medication exposure and risk of
untreated illness is rarely straightforward. Family engagement, interdisciplinary
collaboration, and ongoing reassessment are key themes in providing safe, effective

care.

5.2 Psychotherapeutic Approaches
5.2.1 Cognitive Behavioral Therapy (CBT)

Cognitive Behavioral Therapy (CBT) is the most extensively studied psychotherapy for
depression and has growing evidence for bipolar disorder. Built on the premise that
thoughts, emotions, and behaviors are interconnected, CBT targets maladaptive
cognitions that reinforce negative mood states. Clients learn to recognize distortions,
test them against evidence, and replace them with more adaptive interpretations (Beck,
2021).



CBT is structured, time-limited, and goal-oriented.
Typical interventions include thought records, behavioral
activation, and cognitive restructuring. Clients may be
asked to monitor automatic thoughts and evaluate
whether these thoughts are accurate or distorted by
depressive bias. Behavioral activation focuses on re-
engaging clients with pleasurable and meaningful
activities, countering the inertia that often accompanies

mood disorders.

Effectiveness is well-documented: meta-analyses

confirm CBT’s efficacy in reducing depressive

symptoms, lowering relapse risk, and improving
functioning, with effect sizes comparable to pharmacotherapy in mild-to-moderate
depression (Cuijpers et al., 2023). In bipolar disorder, CBT is less effective for acute
mania but supports relapse prevention, medication adherence, and early detection of

mood shifts.

Case Study: CBT for Depressive Rumination

Lena, a 28-year-old graduate student, presented with recurrent depression marked by
rumination and self-criticism. She frequently told herself, “I'll never be good enough,”
leading to withdrawal from academic work and friends. In CBT, Lena tracked these
automatic thoughts and identified evidence both for and against them. She practiced
reframing — recognizing that while she struggled in one class, she had passed others
successfully. Her therapist also guided her in scheduling small, rewarding activities,
such as short walks and reconnecting with a supportive peer. Over several weeks, Lena
reported decreased rumination and greater confidence in her ability to manage

setbacks.

CBT’s structured framework and skill-building orientation make it adaptable across
diverse populations and treatment settings. Even when depression recurs, clients often

retain CBT skills as enduring tools.



5.2.2 Interpersonal Therapy (IPT)

Interpersonal Therapy (IPT) approaches depression through the lens of relationships.
Developed in the 1970s, IPT rests on the premise that mood symptoms and
interpersonal functioning are closely intertwined. Rather than focusing on distorted
thoughts, IPT emphasizes patterns of attachment, loss, and communication that

contribute to or sustain mood disorders (Weissman et al., 2022).

IPT is typically time-limited (12—-16 sessions) and centers around four problem areas:
grief, role transitions, role disputes, and interpersonal deficits. The therapist helps
clients identify which area is most relevant and develops strategies to improve relational
functioning. For example, a client experiencing depression after divorce may focus on
role transition, while another struggling with workplace conflict may focus on role

disputes.

Research demonstrates IPT’s effectiveness in both major depression and dysthymia,
with outcomes comparable to CBT and antidepressant medication (Cuijpers et al.,
2021). It has also shown benefit as an adjunct in bipolar disorder, particularly in
stabilizing routines and addressing relational stressors that trigger episodes. IPT has
been adapted for adolescents, perinatal women, and culturally diverse populations,
reflecting its flexibility.

The therapeutic stance in IPT is collaborative and supportive. Therapists help clients
link mood symptoms to specific relational contexts, thereby reducing self-blame and
fostering agency. Interpersonal interventions such as role-playing, communication

analysis, and problem-solving enhance relational effectiveness.

For clients who feel overwhelmed by abstract cognitive techniques, IPT offers a
concrete focus on the here-and-now of their relationships, providing relief and practical

strategies to improve functioning.

5.2.3 Dialectical Behavior Therapy (DBT) and Emotion Regulation Approaches



Dialectical Behavior Therapy (DBT), originally developed for borderline personality
disorder, has been increasingly applied to mood disorders, particularly when emotion
dysregulation and self-harm behaviors are prominent. DBT integrates cognitive-
behavioral strategies with mindfulness and acceptance-based approaches, teaching
clients to regulate emotions, tolerate distress, and improve interpersonal effectiveness
(Linehan, 2021).

DBT is particularly valuable in clients with mood disorders who struggle with chronic
suicidality, impulsivity, or frequent crises. It emphasizes skill-building through four
modules: mindfulness, distress tolerance, emotion regulation, and interpersonal
effectiveness. Group skills training and individual therapy are often combined, with

phone coaching available for real-time crises.

Evidence supports DBT’s efficacy in reducing self-harm, suicidal behaviors, and
emotional reactivity in individuals with mood disorders, even outside the context of
personality pathology (Lynch et al., 2023). In bipolar disorder, DBT-informed approaches
help clients manage intense mood fluctuations and improve adherence to mood

stabilizers.

Case Application

Jamal, a 22-year-old with recurrent depression and frequent self-injury, was referred to
a DBT program after multiple emergency visits. He reported intense emotions that
“‘come out of nowhere,” leading to impulsive cutting when overwhelmed. Through DBT,
Jamal practiced mindfulness skills to notice early signs of escalating distress. He used
distress tolerance strategies, such as cold-water immersion and paced breathing, as
alternatives to self-harm. Over time, his emotional crises decreased in frequency, and

he reported a greater sense of control.

DBT highlights a broader trend in psychotherapy for mood disorders: integrating
emotion regulation strategies into treatment. Other approaches, such as Acceptance
and Commitment Therapy (ACT) and emotion-focused therapy, similarly target clients
who struggle with intense affect and avoidance. By emphasizing acceptance alongside
change, these therapies help clients navigate complex emotional landscapes without

being overwhelmed by them.



5.2.4 Psychodynamic and Interpersonal Approaches

Psychodynamic therapy views mood disorders as rooted in unconscious conflicts, early
attachment patterns, and relational dynamics that continue to influence present
functioning. While CBT and IPT often focus on symptom reduction and skill-building,
psychodynamic work explores the deeper meanings of depressive or manic
experiences, aiming to increase self-understanding and foster lasting change
(McWilliams, 2022).

In depression, psychodynamic therapy often examines internalized critical voices,
unresolved grief, and ambivalence about dependency and autonomy. A client may
unconsciously direct anger toward the self rather than externalize it, leading to
depressive states. The therapist helps bring these dynamics into awareness, making

implicit patterns explicit.

Sessions typically emphasize free association, exploration of the therapeutic
relationship, and the uncovering of themes from past relationships that reappear in the
present. Through this process, clients may gain insight into the origins of self-critical

thought patterns or chronic relational disappointments that fuel mood symptoms.

Evidence suggests psychodynamic therapy can be effective in recurrent depression and
complex cases involving comorbidity or personality factors. While symptom relief may
emerge more gradually than in CBT, long-term outcomes often include enhanced

resilience and deeper relational change (Fonagy et al., 2023).

In bipolar disorder, psychodynamic approaches are less central but may be useful in
addressing interpersonal conflicts, self-image fluctuations, and ambivalence about
medication. Psychodynamic therapists often work alongside psychiatrists and other

providers, situating emotional understanding within a comprehensive treatment plan.

5.2.5 Family-Focused Therapy for Bipolar Disorder

Bipolar disorder profoundly affects not only individuals but also families, who often
witness the destabilizing cycles of mania, depression, and recovery. Family-Focused



Therapy (FFT) was developed specifically to address this relational dimension. Rooted
in psychoeducation, communication training, and problem-solving, FFT helps families
reduce conflict, recognize early warning signs, and support adherence to treatment
(Miklowitz & Chung, 2022).

FFT usually begins with psychoeducation about bipolar disorder’s course, symptoms,
and treatment. Families learn to identify prodromal signs of mood episodes — such as
sleep disturbance or irritability — and develop strategies for early intervention.
Communication training fosters healthier dialogue, teaching family members to express

emotions constructively, listen actively, and avoid critical or hostile exchanges.

Research shows FFT reduces relapse rates and improves overall functioning,
particularly when combined with medication. A key element is reframing iliness as a
shared challenge rather than a moral failing. This shift reduces stigma within the family

system and enhances collaborative problem-solving.

For example, parents may learn that a teenager’s irritability is not defiance but a signal
of emerging mania, prompting timely medical review. Spouses may shift from criticism

to support, reducing the interpersonal stress that often precipitates relapse.

FFT emphasizes the role of the family as both a potential stressor and a vital protective
factor. By cultivating knowledge, empathy, and practical skills, families become allies in
long-term management. This collaborative stance can reduce caregiver burnout while

strengthening relational bonds.

5.2.6 Group Therapy and Support Groups

Group-based interventions offer another layer of treatment for mood disorders, creating
a space where individuals can share experiences, reduce isolation, and learn from
peers. Groups may be structured (therapist-led, with a manualized format) or more
open-ended (peer-led or mutual support). Both have demonstrated benefits, though in

different ways.



Therapist-led group therapy often adapts evidence-based modalities such as CBT or
DBT to a group format. In CBT groups, members may practice cognitive restructuring
together, offering feedback and encouragement. DBT skills groups provide structured
teaching in mindfulness, distress tolerance, and emotion regulation, reinforced by
collective practice. The group context normalizes experiences, allowing participants to
see that their struggles are shared rather than unique.

Peer-led support groups, such as those sponsored by the Depression and Bipolar
Support Alliance (DBSA) or National Alliance on Mental lliness (NAMI), provide ongoing
mutual aid without formal therapy. These groups emphasize shared experience, hope,
and empowerment. For many, participation complements professional treatment,

offering community and reducing stigma.

The therapeutic value of groups extends beyond content. Interpersonal learning —
giving and receiving feedback, recognizing relational patterns, and practicing new
behaviors in a safe environment — contributes significantly to recovery. Yalom (2020)
described these as “curative factors,” including universality, altruism, and instillation of

hope.

Group therapy is not without challenges. Some clients may feel inhibited by social
anxiety or fear of judgment. Confidentiality must be carefully protected, and group
cohesion requires skilled facilitation. Nonetheless, for many, groups provide an

indispensable layer of support that individual therapy and medication cannot fully

replicate.

5.3 Biological and Neuromodulation Treatments

5.3.1 Electroconvulsive Therapy (ECT)

Electroconvulsive Therapy (ECT) remains one of the most effective treatments for
severe mood disorders. Despite lingering stigma, ECT is supported by decades of

research demonstrating rapid relief of symptoms in major depression, bipolar



depression, and acute mania, particularly when other treatments have failed (UK ECT
Review Group, 2022).

ECT involves inducing a controlled seizure through electrical stimulation under general
anesthesia. Modern techniques use precise dosing and muscle relaxants, greatly
reducing risks compared to early practices. Treatments are typically administered two to

three times per week for six to twelve sessions.

ECT is especially valuable in cases of severe depression with suicidality, psychotic
features, or refusal to eat. Response rates are higher than with pharmacotherapy, often
reaching 70-80% in treatment-resistant populations (Kellner et al., 2023). Cognitive side
effects, particularly memory difficulties, remain the main concern, though these are often

transient and vary by electrode placement (bilateral vs. unilateral).

For some patients, maintenance ECT is used to prevent relapse. This may involve
monthly treatments combined with pharmacotherapy. While the procedure carries

anesthetic risks, careful medical screening minimizes complications.

A vignette from practice illustrates its power: an older woman hospitalized for profound
depression, unable to eat or speak, experienced marked improvement after four ECT
sessions. She began eating independently and engaging with staff, reminding clinicians

why ECT continues to hold a place in modern psychiatry.

5.3.2 Transcranial Magnetic Stimulation (TMS)

Transcranial Magnetic Stimulation (TMS) is a noninvasive brain stimulation technique
increasingly used for depression that has not responded to first-line treatments. Unlike
ECT, TMS does not require anesthesia and does not induce seizures. Instead, magnetic
pulses target specific cortical regions involved in mood regulation, most commonly the
left dorsolateral prefrontal cortex (George & Post, 2022).

Standard TMS protocols involve daily sessions, five times per week, for four to six
weeks. Each session lasts about 30—40 minutes. Side effects are usually mild, including
scalp discomfort or headache, though rare seizures can occur. Importantly, TMS does



not produce the cognitive side effects associated with ECT, making it an attractive

option for clients who prioritize memory preservation.

Clinical trials demonstrate significant efficacy, with response rates around 50-60% in
treatment-resistant depression. Recent innovations include theta-burst stimulation,
which delivers pulses more rapidly, reducing session length to just a few minutes while

maintaining effectiveness (Blumberger et al., 2023).

TMS has also been explored in bipolar depression, though evidence remains more
limited. Insurance coverage has expanded in many regions, increasing accessibility.
Still, the need for daily sessions over several weeks can pose logistical challenges for

clients.

TMS represents the middle ground between pharmacotherapy and more invasive
neuromodulation techniques: effective, safe, and tolerable, though requiring sustained

commitment during the treatment course.

5.3.3 Vagus Nerve Stimulation (VNS) and Deep Brain Stimulation (DBS)

For clients with highly refractory mood disorders, neuromodulation extends beyond ECT
and TMS to implanted devices. Though less commonly used, Vagus Nerve Stimulation
(VNS) and Deep Brain Stimulation (DBS) offer alternatives when all else fails.

Vagus Nerve Stimulation (VNS) involves implanting a device under the skin of the chest
that delivers electrical impulses to the vagus nerve, which connects to mood-related
brain circuits. Originally approved for epilepsy, VNS later received FDA approval for
treatment-resistant depression. Studies show modest but durable improvements, with
some patients achieving sustained remission after months of stimulation (Aaronson et
al., 2022). The device requires surgical implantation and regular adjustments, making it
best suited for individuals with chronic, refractory illness.

Deep Brain Stimulation (DBS) is more experimental, involving electrodes implanted
directly into brain regions such as the subcallosal cingulate or nucleus accumbens.
Initially developed for Parkinson’s disease, DBS has shown promise in early trials for



severe depression. However, results remain mixed, and DBS is generally reserved for

research protocols (Holtzheimer & Mayberg, 2023).

Both VNS and DBS highlight the evolving frontier of neuromodulation. They underscore
the field’s growing recognition that mood disorders involve dysfunctional brain circuitry
— and that targeted interventions may one day offer personalized solutions where

traditional treatments fail.

5.3.4 Light Therapy for Seasonal Affective Disorder (SAD)

Seasonal Affective Disorder (SAD) is characterized by recurrent depressive episodes
that occur during specific seasons, most commonly winter. Light therapy, or
phototherapy, remains the first-line treatment, leveraging the relationship between
circadian rhythms, melatonin secretion, and mood regulation (Rosenthal et al., 2022).

Treatment involves daily exposure to bright light, typically 10,000 lux, delivered by a
specialized light box. Sessions last about 30 minutes, usually in the morning. Clients are
instructed to sit at a prescribed distance with eyes open but not staring directly at the
light.

The mechanism is believed to involve suppression of melatonin and realignment of
circadian rhythms, leading to improvements in mood and energy. Clinical trials confirm
efficacy, with response rates comparable to antidepressants but with fewer side effects.

Light therapy may also augment pharmacotherapy in non-seasonal depression.

Practical considerations include adherence — clients must commit to daily use during
symptomatic months — and eye safety, particularly for individuals with retinal disease.

Side effects are generally mild, such as eyestrain or headache.

A client example illustrates its impact: a 35-year-old office worker reported recurrent
depressive symptoms each November, including lethargy, overeating, and oversleeping.
After initiating morning light therapy, she described her mood as “noticeably lighter

within a week,” allowing her to maintain work and social activities throughout the winter.



5.4 Lifestyle and Complementary Interventions

5.4.1 Exercise and Physical Activity

Exercise is one of the most consistently supported non-pharmacological interventions
for mood disorders. Aerobic and resistance training both demonstrate antidepressant
effects, with outcomes comparable to medication in mild-to-moderate depression

(Schuch et al., 2022). Exercise enhances endorphin release, promotes neurogenesis,

and improves self-efficacy.

For individuals with bipolar disorder, regular physical activity supports mood stability,
though clinicians caution against overexertion during mania, which may worsen sleep
disruption. Structured exercise programs, such as supervised walking groups, improve
adherence. Beyond symptom reduction, exercise provides benefits for cardiovascular

health, weight management, and cognitive functioning, making it a holistic intervention.

Clients often describe exercise as restoring agency: one man with recurrent depression
explained that daily running became his “antidepressant on two legs.” Behavioral
activation strategies can help integrate physical activity into routine, especially for

clients who feel immobilized by depression.

5.4.2 Nutrition and Omega-3 Fatty Acids

Nutritional psychiatry has gained traction as evidence links diet and mental health. Diets
rich in fruits, vegetables, whole grains, and lean proteins correlate with lower rates of
depression, while diets high in processed foods and sugars predict poorer outcomes
(Marx et al., 2023).

Omega-3 fatty acids, particularly EPA, have shown benefit as adjunctive treatments for
depression. Meta-analyses indicate modest but significant improvements when added
to antidepressants. Other nutrients of interest include folate, vitamin D, and zinc, though

evidence is less conclusive.

Clinicians increasingly encourage dietary interventions as part of comprehensive care.
While diet alone is rarely sufficient for severe mood disorders, improving nutrition can



enhance treatment response and overall health. For clients skeptical of medication,
nutritional approaches can serve as an entry point into broader treatment.

5.4.3 Mindfulness, Meditation, and Yoga

Mindfulness-based interventions cultivate nonjudgmental awareness of present
experience. Programs such as Mindfulness-Based Cognitive Therapy (MBCT) combine
mindfulness practice with cognitive strategies, demonstrating strong evidence in

preventing depressive relapse (Segal et al., 2022).

Meditation reduces rumination and improves emotion regulation, while yoga integrates
physical postures, breathwork, and mindfulness. Trials show yoga reduces depressive

symptoms and enhances quality of life, offering a culturally adaptable intervention.

One client described learning mindfulness as “discovering that | could step back from
my thoughts, instead of drowning in them.” Such skills empower clients to notice mood
fluctuations without immediate reactivity. Importantly, mindfulness-based therapies can
complement medication and other psychotherapies, providing sustainable skills for

relapse prevention.

5.4.4 Sleep Hygiene and Chronotherapy

NEUROMODULATION Disturbances in sleep are central to mood
TREATMENTS disorders, both as symptoms and as triggers

of relapse. Sleep hygiene education
%-'] @ addresses behaviors that undermine rest:
) od m inconsistent schedules, excessive caffeine,
ECT TMS and screen use before bed. Simple

interventions, such as establishing a wind-

“? down routine and limiting naps, can

VNS DBS

significantly improve mood stability.



Chronotherapy — interventions targeting circadian rhythms — includes bright light
therapy, wake therapy, and melatonin supplementation. For bipolar disorder, stabilizing
sleep-wake cycles is particularly important, as sleep disruption often precedes manic
episodes (Harvey et al., 2023). Interpersonal and Social Rhythm Therapy (IPSRT),
discussed earlier, builds on this principle by helping clients maintain regular daily

routines.

Clients often find relief in learning that sleep regulation is not just “good advice” but a
critical treatment target. By anchoring biological rhythms, chronotherapy provides a

foundation for other interventions to be effective.

5.4.5 Integrative and Complementary Practices (Acupuncture, Herbal Remedies)

Complementary and integrative practices are increasingly sought by clients looking for
natural or culturally familiar options. Acupuncture has shown modest antidepressant
effects, though methodological issues limit conclusions (Zhou et al., 2022). Herbal
remedies such as St. John’s Wort are widely used; meta-analyses suggest efficacy in
mild-to-moderate depression, though variability in preparation and drug interactions
(particularly with SSRIs) require caution.

Other approaches include SAMe (S-adenosylmethionine), saffron, and probiotics,
reflecting growing interest in the gut-brain axis. While some clients report subjective
benefit, rigorous evidence is still emerging. Clinicians must balance openness to
complementary practices with clear communication about risks, interactions, and

evidence limitations.

For many clients, integrative practices provide hope and alignment with personal
values. When used responsibly and in coordination with mainstream treatment, they can

enhance engagement and satisfaction with care.
Conclusion

Mood disorders represent some of the most prevalent and impactful conditions in the
field of mental health. From their earliest historical descriptions of “melancholia” and



‘mania” to the contemporary classifications within the DSM-5-TR, our understanding of
these disorders has deepened significantly. Yet, as epidemiological data reminds us, the
global burden of depression and bipolar disorders remains substantial, underscoring the

critical importance of accurate diagnosis and effective treatment.

The theoretical foundations—biological, psychological, and social—reveal that mood
disorders cannot be understood through a single lens. The biopsychosocial model
highlights the complexity of etiology and reminds clinicians to remain attuned to the
interplay of genetics, brain chemistry, trauma, stress, and social support systems.
Similarly, the DSM-5-TR framework provides practical diagnostic criteria while

recognizing the need for cultural and gender considerations in assessment.

Assessment tools, ranging from clinical interviews to structured diagnostic instruments
and symptom rating scales, serve as essential guides in identifying the severity, risks,
and comorbidities associated with mood disorders. Careful evaluation is not only the
foundation of treatment planning but also central to ensuring safety when risks such as

suicide or self-harm are present.

Finally, the treatment landscape demonstrates both breadth and hope. Evidence-based
interventions include pharmacological options, psychotherapy modalities such as CBT

and psychodynamic therapy, neuromodulation techniques, and lifestyle approaches that
enhance resilience and recovery. By integrating these treatments with an individualized,
patient-centered approach, clinicians can support clients in regaining stability, improving

quality of life, and fostering long-term wellness.

In sum, the study of mood disorders reflects both the progress and the challenges of
modern mental health practice. For clinicians, this knowledge is not only academic but
deeply practical—guiding compassionate care, informed treatment planning, and
ongoing advocacy for those whose lives are touched by these conditions. The work is

complex, but the potential for meaningful change makes it profoundly worthwhile.

End of the Course!



