Unit 12-Mood disorders
The textbook identifies the prevalence of major multifactorial adult disorders in the United States (Table 5-5, p. 165). Locate this information for your own health region or state (this may be readily available through the web sites for your health region or state health department): what similarities/differences in prevalence do you see?  

In reference to table 5.5, the United States has approximately 19 million people affected by mood disorder, specifically depression/bipolar disorder (17 million) and schizophrenia (2 million) (McCance and Huether, 2006, p.165).
This is data from the Ohio Mental Health Consumer Outcome taking a look at the breakdown of the gathered data from patients and how each percentage fell into their respective category.  As you can see, depressive disorders are the most common of the mood disorders with schizophrenia and other psychotic disorders falling closely behind. 

	
	Outcomes Received

(N=61,723)
	Outcomes Expected

(N=88,149)

	Substance-Related Disorders
	2.6%
	2.1%

	Schizophrenia& Other Psychotic Disorders
	26.7%
	32.8%

	Mood Disorders
	54%
	50.8%

	      Depressive Disorders
	33.8%
	30.8%

	      Bipolar Disorders
	17.5%
	17.7%

	      All Other Disorders
	2.7%
	2.3%

	Anxiety Disorders
	6.2%
	5.3%

	Adjustment Disorders
	5.2%
	3.1%

	Personality Disorders
	0.9%
	1.0%

	All Other Diagnoses
	3.8%
	4.4%

	 Unknown/Missing Info
	0.6%
	0.4%

	                       TOTAL
	100%
	100%


http://www.mh.state.oh.us/oper/outcomes/reports.quarterly.html#rpt16

In the state of Ohio, Governor Ted Strickland appointed Sandra Stephenson as the director of the Ohio Department of Mental Health. “The mission of Ohio's mental health system is to establish mental health as a cornerstone of health in Ohio, and ensure that quality mental health care is available to all Ohioans at all stages of life. The Department of Mental Health’s major responsibilities are to support and monitor local systems of care, provide quality inpatient services, provide quality community services, improve mental health services to children and adolescents, improve mental health linkages to the criminal justice system and provide quality support services.”

Types of Mood disorders

1. Schizophrenia 

2. Bipolar 

3. Anxiety

4. Seasonal affective disorder (SAD)

5. Attention-deficit/hyperactivity

6. Eating Disorders

7. Borderline  Personality

8. Suicidal

In 2005 in the state of Ohio there were 631 homicides and 1330 suicides.
According to an article in the American Academy of Family Physicians:

Suicide rates were higher in residents of urban areas compared with nonurban residents. The risk of suicide was also increased with unemployment, single status, low income and receipt of pension or social security benefit. The strongest risk factor concerned admission to a psychiatric hospital. Almost one half of the persons who committed suicide had a history of admission to psychiatric facilities. Regardless of diagnosis, the greatest risk was during hospital admission and in the first week following discharge. Among psychiatric patients, the risk was increased only in those diagnosed as manic-depressive. Patients with alcohol and/or substance abuse were not at increased risk compared with other psychiatric patients. Overall, the attributable risk for admission to a psychiatric hospital was 44.6 percent. The other leading attributable risks were 3 percent for unemployment and 10.3 percent for single status.

Depression with depression are often tested and treated for other disorders before it is recognized that they have a depressive disorder.  According to the Surgeon Generals Report:

Depression also has a deleterious impact on the economy, both in diminished productivity and in use of health care resources (Greenberg et al., 1993). In the workplace, depression is a leading cause of absenteeism and diminished productivity. Although only a minority seek professional help to relieve a mood disorder, depressed people are significantly more likely than others to visit a physician for some other reason. Depression-related visits to physicians thus account for a large portion of health care expenditures. Seeking another or a less stigmatized explanation for their difficulties, some depressed patients undergo extensive and expensive diagnostic procedures and then get treated for various other complaints while the mood disorder goes undiagnosed and untreated (Wells et al., 1989).

Explain the significance of knowing the prevalence of common disorders for the practice of a nurse practitioner.

As nurse practitioners, it would be very beneficial to be aware of the prevalence of common disorders and in this case, mood disorders. Awareness can help with diagnostic identification.  We all know there are a myriad of symptoms that can be common in numerous disease processes. Looking at the total picture includes obtaining a thorough history including behavior back to childhood. Histories may reveal depressive periods during the teen years with periods of high energy. As adults, these individuals report difficulties in relationships and functioning because of their mood swings, impulsiveness, irritability, or anger (Mynatt, Cunningham &Manning, 2002). 

Because of therapeutic implications and a high incidence of suicide associated with bipolar spectrum disorders, increasing the ability of primary care clinicians to diagnose these disorders can positively impact patients (Mynatt, Cunningham &Manning, 2002). Researcher estimate that 30% to 55% of all patients who present with a major depressive episode actually have a bipolar disorder (Mynatt, Cunningham &Manning, 2002). In a typical 15-minute visit, clinicians may recognize depressive symptoms but often miss the subtle manifestations of anxiety and bipolar spectrum disorders (Mynatt, Cunningham &Manning, 2002).
In part of the treatment in a patient with a mood disorder is also taking into account the support system, whatever that may be. We need to assess support systems and know resources available to our patients.  The patient and family typically will need education on their diagnosis and will need to develop a treatment plan. Because of time-limited appointments, lack of patient trust, conduct problems, lack of feedback from friends and family members, and lack of clinician attention to behavior patterns, obtaining the full history may necessitate more than one visit (Mynatt, Cunningham &Manning, 2002).
Early interventions into lifestyle with psychoeducation and brief psychotherapy could decrease actual adverse events and clinical morbidity of mental health problems (Mynatt, Cunningham &Manning, 2002). Another concern is the requirements of their insurance coverage and financial resources for support services.  

It is important to recognize mood disorders in you patients that can be manifesting in physical symptoms. Mood disorders can influence the patient’s compliance with treatment, recovery from procedures, and ability to seek help when it is needed.
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