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Preface

I first became interested in bipolar disorder in 1982 when, as a
predoctoral psychology intern at the University of California, Los Angeles
(UCLA) Medical Center, I supervised a bipolar support group with a fellow
intern. The assignment was a challenge, but I was immediately struck by how
the members of the group—men and women ranging in age from 19 to 50—
had discovered, quite independently, how to deal with their illness. They had
learned to ask for medical and social support when the early signs of recur-
rences first appeared, to rely on their significant others for emotional support,
and to separate themselves from the disorder and fight its stigma. All of them
understood that leading fulfilling lives required more than just taking medica-
tion.

The experience inspired me to choose a PhD dissertation on this disorder,
specifically about family relationships among late adolescents and young
adults who were recently out of the hospital. In the 15 years since, I have
cared for, or supervised the care of, several hundred people with bipolar disor-
der and their families in the context of my research studies and clinical prac-
tice. People have come to my office in a variety of clinical states, each person
with his or her own unique expression of the disorder and unique beliefs
about how it should be treated, the factors in his or her genetic, biological, or
family background that caused it, and what it meant for the future. Many have
had a love-hate relationship with the illness: they have cherished the intensity
of the emotional experiences that mania provides but have detested the low
periods, the disorder’s unpredictability, and the emotional, practical, and fi-
nancial damage done to their lives.
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My long-term collaboration (1979-1997) with the late Michael Goldstein,
PhD, of UCLA resulted in the development of family-focused therapy, an edu-
cational intervention that assists people with the disorder and their family
members in coping during the periods after an illness episode. My experimen-
tal studies at the University of Colorado, and those of my UCLA colleagues,
showed that people who receive family-focused therapy and medication have
lower rates of relapse and less severe symptoms than people who receive indi-
vidual supportive care and medication. Their improvements can be observed
for up to two years after they begin family treatment. These studies, funded by
the National Institute of Mental Health and the National Alliance for Research
on Schizophrenia and Depression, have included more than 150 people. The
participants have ranged in age from teenagers to retirees; from people experi-
encing their first manic or depressive episode to those who have been ill for
most of their lives; from people for whom the disorder poses only occasional
life problems to those who are chronically in and out of hospitals; and people
in a wide variety of living situations and family contexts.

I wrote this book to respond to a need voiced by virtually everyone with
whom I have worked, along with their family members. People with the disor-
der wish for more uhderstanding from relatives, friends, and coworkers. Their
family members, in turn, want to know how best to help their bipolar relative
without becoming angry, controlling, or overprotective. Both ask the core
question this book attempts to answer: How can people with the disorder
achieve better mood stability and lead more fulfilling lives, while taking medi-
cation and dealing with the realities the illness imposes?

It is my strong belief that people who do best with the disorder are those
who have learned to recognize triggers for their mood cycles and how to mini-
mize the impact of these triggers. They are people who stay close to their rec-
ommended medication regimens and have good relationships with their phy-
sicians. They have regular therapists or go to support groups. They have
learned as much as they can about the illness, go to conferences where the lat-
est findings about the disorder are presented, talk with others who have the
illness, and read books and articles concerning the latest treatments. They
have learned to accept the disorder but do not unnecessarily limit their per-
sonal goals because of it.

At that bipolar support group years ago, 1 was impressed by the members’
ability and willingness to take care of each other as well as themselves. One
group member regularly made trips to the local hospital inpatient unit to tell
patients with the disorder about the advantages of obtaining medical and
psychosocial treatment at the UCLA Affective Disorders Clinic. When a mem-
ber of the group started to cycle into an episode, others were quickly able to
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recognize the early warning signs and offer assistance. Members were some-
times blunt with each other but would say things that needed to be said.

I'd like to think of this book as performing the same function as that
support group. It is my sincere hope that after reading it, you will feel less
alone in your struggles, realize that there are effective treatments available,
and have at your fingertips strategies to prevent mood swings from ruling
your life. T hope this book will tell you the things that need to be said and
that you'll use them to your benefit, even if you don’t always want to hear
them. Most of all, I hope you and your family members will become con-
vinced that you can lead a full life and achieve many of your personal goals
despite having the disorder.

A Word of Thanks

Many people deserve my heartfelt appreciation for supporting me in writing
this book. I feel especially grateful to my collaborators, Ellen Frank, PhD, and
David Kupfer, MD, of the University of Pittsburgh School of Medicine, for
their clinical wisdom and their encouragement of my research. The illness
management tools outlined in this book—education, relapse prevention, ef-
fective communication and problem solving, relying on social supports, and
social thythm stabilization—in many ways reflect a synthesis of family-
focused therapy principles and their interpersonal therapy approach to help-
ing people cope more effectively with bipolar disorder.

Many teachers and close colleagues have been inspirational throughout
my career and have strongly influenced how I think about clinical problems:
Michael Goldstein, PhD, Ian Falloon, MD, Keith Nuechterlein, PhD, Raymond
Knight, PhD, Connie Hammen, PhD, W. Edward Craighead, PhD, Gary Sachs,
MD, Michael Thase, MD, Steve Carter, PhD, Lyman Wynne, MD, Robert
Liberman, MD, Michael Gitlin, MD, and Kay Jamison, PhD. My graduate stu-
dents and postdoctoral fellows at the University of Colorado are often the first
to suggest clinical strategies for working with individuals or families, and their
research has often influenced the direction of my own. They have included
Elizabeth George, PhD, Teri Simoneau, PhD, Dawn Taylor, PhD, Jeff
Richards, MA, Tina Goldstein, MA, Natalie Sachs-Ericsson, PhD, Jennifer
Wendel, MA, Kristin Powell, PhD, and Aparna Kalbag, PhD. Colleagues with
whom I collaborated at UCLA hold a special place in my heart, including
Margaret Rea, PhD, Angus Strachan, PhD, Martha Tompson, PhD, Jim Mintz,
PhD, Amy Weisman, PhD, and Sun Hwang.

I would like to extend special appreciation to several friends and col-
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leagues who commented on early drafts of the manuscript and, in many cases,
suggested additional material: Lori Altshuler, MD and Richard Suddath, MD
(notably for their help with the medication chapters), Sheri Johnson, PhD,
Joseph Goldberg, MD, Greg Carey, PhD, Daniel Barth, PhD, and Robert
Spencer, PhD.

Many thanks go to members of my family—Mary Yaeger, my daughter
Ariana, and my brother, Paul Miklowitz, and his family—all of whom have
brought me great joy and reminded me that life is not just about work. My
mother, Gloria Miklowitz, who has published over 50 books, has been a
source of inspiration during the often difficult process of writing this book.
The memory of my father, Julius Miklowitz, a professor who taught me the
value of research, hard work, and a life of learning, has guided me throughout
my academic life.

Finally, I would like to express my sincere gratitude to two of the most
talented, patient, and knowledgeable editors in the universe—Kitty Moore
and Chris Benton of The Guilford Press. Their imprint appears throughout the
book. Without their encouragement, tenacity, and support, this project would
never have come to fruition.

I have enjoyed writing this book and wish you success in your personal
journey through the ups and downs of bipolar disorder.

- DaviD J. MikLowiTz, PhD
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Why Do I Need This Book?

¢ To understand the symptoms, diagnosis, and causes of your
bipolar disorder

e To learn about effective medical and psychological treatments

e To learn self-management techniques to help you deal with mood
cycles

¢ To improve your functioning in family and work settings

Martha, 34, ended up in the hospital after storming out of the house, in
which she lived with her husband and two school-age children, and
spending a disastrous night in a town over two hours away. Her problems,
however, had started about two weeks earlier, when she became unusu-
ally irritable with her husband, Eric, “slamming about the house,” as he
described it, and becoming easily provoked by the minor infractions of
their children. She then began to sleep less and less and was increasingly
preoccupied with many ideas for a new “dot-com” business she planned
to start. Despite this intense focus, Martha seemed very easily distracted.
She also began speaking very rapidly.

Her problems came to a head when she left the house in a fury shortly
after dinner one night and impulsively took a bus to a gambling casino
about 100 miles away. By her account, she met a man at a bar the same
night and went to bed with him. The next morning she called her hus-
band, crying, and explained what had happened. Needless to say, he was

3
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quite angry and drove to the casino to pick her up. He arrived at the
agreed-upon place and time, only to find that Martha was not there, so he
returned home—where he found his wife, disheveled, sleep deprived, and
angry. After sobbing for several hours, she finally agreed to go with him to
be evaluated at a local hospital. She was admitted to the inpatient unit and
given a diagnosis of bipolar disorder, manic phase.

Bipolar disorder is a mood disorder that affects at least one in every 70
people and puts them at high risk for the kinds of problems in their family,
social, and work lives that Martha suffered. People with bipolar disorder are
also at high risk for physical problems, alcohol and substance use disorders,
and even suicide. Fortunately, there is much hope. With medications, psy-
chotherapy, and self-management techniques, it’s possible to control the
rapid shifts in mood from manic highs to severe depressive lows (called
“mood disorder episodes”), prevent future episodes from occurring, de-
crease the impact of “environmental triggers,” and cope effectively so that
you can enjoy a full life. '

Whether you have already been diagnosed with bipolar disorder, think
you might have this illness, or are concerned about someone who has it, this
book will help you understand the disorder and learn to manage it effectively.
In the following chapters youw'll find up-to-date information on the nature of
the disorder, its causes, medical and psychological treatments, and the life-
style changes you can make to help manage the disorder. The information
should be relevant to you whether you have been treated on an inpatient basis,
like Martha, or on an outpatient basis, which is becoming more and more
common.

Understanding the Facts about Bipolar Disorder: lts Symptoms, Causes,
Treatment, and Self-Management

The inpatient physician who saw Martha diagnosed her as bipolar very
quickly and recommended a regime of mood stabilizing medication (lith-
ium) and an antipsychotic medication (Haldol). After only a few days it
was clear that she was responding well. But when her doctor made plans
to discharge her, Martha confronted him with a litany of questions and
worries she had about everything that was happening to her. Why was she
being given “this death sentence” (her diagnosis) and “drugged and dis-
posed of so quickly”? Why was she being labeled manic, when most of
what she had done, she felt, could be attributed to her personality or in-
terpersonal style? “I've always been assertive,” she complained to her doc-
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tor, her husband, and almost everyone else she saw. “Since when is every-
thing 1 do a mental illness?” Her doctor responded with sympathy but
offered insufficient information to satisfy Martha. Under considerable
pressure to get people in and out of the hospital quickly, he left her with a
regimen of medications to take but little understanding of what had hap-
pened to her or what to expect once she got home.

If you were in Martha’s position, in all likelihood you would find the hos-
pital experience as confusing and frustrating as she did. In my experience,
people with bipolar disorder and their family members usually are hungry for
information about the disorder, particularly during or after a manic or depres-
sive episode. Of course, people with the disorder have an easier time assimilat-
ing information about it once they are over the worst of their symptoms. But
even during the hospitalization, Martha and her husband would have.bene-
fited a great deal from some basic facts: how her doctors knew she had the ill-
ness, how the symptoms are experienced by the person with the disorder ver-
sus everyone else, and the course of the illness over time. They would have
benefited from knowing what to expect after she was discharged from the hos-
pital, including her risks of cycling into new episodes. Without this informa-
tion, it was difficult for Martha to put her experiences in context. As a result,
she began to doubt the accuracy of the diagnosis and, by extension, the wis-
dom of complying with her prescribed treatments.

A major assumption of this book is that understanding the facts about your
disorder will help you accept it and live with it. Important questions that often
go unanswered because mental health providers simply don’t have time in-
clude:

What are the symptoms of bipolar disorder?

Who am I apart from my disorder?

Where did the illness come from?

How do 1 know when I'm becoming ill?

What triggers my mood cycles?

What can I do to minimize my chances of becoming ill again?
How do 1 explain the illness to other people?

What can I expect from my future?

Being able to put your illness in an informational context helps you to pre-
vent or at least minimize the damage associated with future recurrences of
the disorder and set appropriate goals for your immediate and long-term fu-
ture.
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Adjusting to the Aftermath of an Episode

Martha left the hospital with prescriptions for lithium and Haldol and an
appointment to see a new doctor two weeks later. Upon discharge she had
agreed to follow the recommendations of the inpatient staff to continue
taking her medications, but she knew little about what the medications
were doing or exactly what was being medicated. She felt shaky, agitated,
and irritable, and became mentally confused. These uncomfortable sensa-
tions were largely the result of continuing symptoms of her disorder, but
in the absence of any information to the contrary, Martha assumed her
confusion was due entirely to the lithium.

She then noticed her mood start to drop, gradually at first. She felt
numb, disinterested in things, tired, and unable to sleep even though she
desperately wanted to. She began to spend more time during the day
“sleep bingeing” to try to catch up from the night before. She awoke in the
afternoon feeling worse and having difficulty with her usual responsibili-
ties, such as making dinner or helping the children do their homework.
The idea of committing suicide crossed her mind for the first time. She
felt guilty about the impact of her disorder on her children and wondered
whether they would be better off without her.

Martha developed an upper respiratory infection, which kept her up
late at night coughing. Compounding this stress, the neighbors were hav-
ing work done on their house, and she was awakened from her fitful sleep
by noise early in the morning. Her sleep became more and more inconsis-
tent, and her daily and nightly routines—when she went to bed and when
she woke up—began to change from day to day.

About a week after being discharged from the hospital, Martha’s
mood escalated upward again. Her thoughts began to race, and she started
to think again about the dot-com business. Then, in what she later de-
scribed as a “flash,” she decided that all of her problems—not just the
mental confusion but also her cycling mood, her sleep disturbance, and
her lethargy—were caused by the lithium. Without checking with a phy-
sician or telling anyone, she lowered her lithium dosage. When she saw
no apparent negative results, she discontinued it altogether. Martha be-
came severely irritable again, began to sleep less and less, and finally
ended up back in the hospital only three weeks after her discharge.

Martha’s story is all too common. Because the nature of the disorder was
not explained fully to her, she thought of the episode as a sort of “nervous
breakdown” requiring only temporary medication. She did not understand
that the illness could be recurrent. In Chapters 2, 3, and 4, you will become
familiar with the expected course of bipolar disorder over time and the vari-
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ous forms that mood recurrences can take. This knowledge can help you stick
to a treatment and self-management plan that may help stave off recurrences.

Martha also would have benefited from knowledge of the factors that we
believe cause the cycling of bipolar disorder: a complex interplay of genetic
background, individual biochemistry, and life stress, as discussed in Chapter
5. Many people who have bipolar disorder burden themselves with guilt and
self-blame because they believe their mood disorder is caused solely by psy-
chological factors or even sheer weakness of character. Martha could have
avoided such self-blame if she had known that bipolar disorder is associated
with biochemical imbalances of brain neurotransmitters that accelerate dra-
matic mood shifts. Her experiences would have made more sense to her in the
context of her family tree: her mother had depression and her paternal grand-
father was hospitalized once for “mental anguish” and “exhaustion.”

Knowing about the biological causes of your disorder will also clarify why
consistency with your medications is essential to maintaining good mood sta-
bility. Martha knew that she needed to take medication, but not why. Chap-
ters 6 and 7 deal with medication treatments for bipolar disorder. There are
many drugs available nowadays, in various combinations and dosages. Doc-
tors have to be constantly updated on which treatments to recommend to
which patients, since the accepted treatment guidelines for this disorder
change so rapidly. You will feel more effective in managing your disorder if
you can openly communicate with your physician about which medications
are most effective for you, their side effects, and the mixed emotions you may
feel about taking them.

Self-Management Strategies

Beyond taking medications and meeting with a psychiatrist, there are good
and bad ways to manage your disorder. Self-management involves learning to
recognize your own individual triggers for episodes and adjusting your life ac-
cordingly. This book will teach you a number of self-management tools that
will probably increase the amount of time that your moods remain stable. For
example, Martha would have benefited from sleep—wake monitoring or stay-
ing on a regular daily and nightly routine, including going to bed and waking
at the same time, strategies described in Chapter 8 (Frank et al., 1994). Like-
wise, keeping a mood chart (discussed in Chapter 8) would have provided a
structure for tracking her day-to-day changes in emotions and how these
changes vary with fluctuations in sleep, consistency with her medication re-
gime, and stressful events (Leverich & Post, 1998; Sachs, 1993, 1996). Recall
that Martha’s worsening mood was precipitated by a respiratory infection and
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the appearance of neighborhood noise, which were stressful and disrupted her
sleep—wake patterns. In addition to recognizing these events as triggers, Mar-
tha and her husband could have developed a list of early warning signs that
would alert them to the possibility of a new episode of mania. In Martha’s
case, these signs included irritability and a sudden interest in developing a
business. Chapter 9 provides a comprehensive overview of possible early
warning signs of mania.

When Martha first started becoming depressed, certain behavioral strate-
gies might have kept her from sinking further, including behavior activation
exercises and cognitive restructuring techniques, introduced in Chapter 10.
She would have felt supported by knowing that suicidal thoughts and
feelings—a common component of the bipolar syndrome—can be combated
through prevention strategies involving the support of close friends and rela-
tives, counseling, and medications, as described in Chapter 11.

Coping Effectively in the Family and Work Settings

Martha spent five more days in the hospital but this time was discharged
with a clearer follow-up plan. She met the physician who would see her as
an outpatient to monitor her medications and blood serum levels. The in-
patient social work team also helped arrange an outpatient appointment
with a psychologist who specialized in the treatment of mood disorders.
This time, she felt better about the hospitalization experience but was
quite wary of what would happen once she was back at home.

After her discharge, Martha spoke with close friends about what had
happened. They were sympathetic but said things like “I guess every-
body’s a little bit manic—depressive” and “Maybe you were just working
too hard.” When she disclosed to one friend that she was taking lithium,
the friend said, “Don’t get addicted.” Although she knew her friends were
trying to be supportive, these messages confused her. Was she really ill or
just going through a tough time? Were her problems really an illness or
just an extreme of her personality? Hadn’t the physicians told her that
medications were meant to be taken over the long term?

Martha’s husband, Eric, seemed unsure of how to relate to her. He
genuinely cared about her and wanted to help but frequently became in-
trusive about issues such as whether she had taken her medications. He
pointed out minor shifts in her emotional reactions to things, which for-
merly would have escaped his notice but which he now relabeled as “your °
rapid cycling.” Martha, in turn, felt she was being told she was “no longer
allowed to have normal emotional reactions.” She told him, “You can’t
just hand me a tray of lithium every time 1 laugh too loud or cry during a
movie.”
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At other times Eric became angry and criticized her for the deteriora-
tion in her care of the children. Indeed, she didn’t have enough energy to
take them to their various activities or get them to school on time. She
didn’t feel up to the social demands of being a parent. “You aren’t trying
hard enough,” Eric said. “You've got to buck up and beat this thing.” At
other times he would tell her she shouldn’t take on too much responsibil-
ity because of her illness. Martha became confused about what her hus-
band expected of her. What neither understood was that most people
need a low-key, low-demand period of convalescence after a hospitaliza-
tion so that they can fully recover from their episode of bipolar disorder.

Her children eyed Martha with suspicion, expecting her to burst into
irritable tirades, as she had done prior to the hospitalization. She began to
feel that her family was ganging up on her. The family stress during the
aftermath of her episode contributed to her depression and desire to with-
draw.

Martha tried to return to her part-time computer programming job
but felt unable to handle the long commute. When she arrived at work,
she stared at the computer screen. “The programs I used to know well
now seem like gobbledygook,” she complained. She finally told her boss
about her psychiatric hospitalizations. He seemed sympathetic at first but
soon began pressuring her to return to her prior level of functioning. She
felt uncomfortable around her coworkers, who seemed edgy and avoidant
as they “handled me with kid gloves.” The shifts in work schedules,
which had been a regular part of her job before, started to feel like they
were contributing to her mood swings.

Martha had significant problems reestablishing herself in her home, work,
and community following her hospitalization. People who develop other
chronic medical illnesses, such as diabetes, cardiac disorders, multiple sclero-
sis, or hypertension, also have trouble relating to their partner, children, other
family members, friends, and coworkers. When you reenter your everyday
world following a bipolar episode, even well-intentioned family members
don’t know how to interpret the changes in your behavior (for example, your
irritability or lack of motivation). They often mistakenly think that you are
acting this way on purpose and could control these behaviors if you only tried
harder. As a result, they become critical, evaluative, and judgmental. They
may also mistakenly think you can’t take care of yourself and try to do things
for you that you are more than capable of doing yourself. For example, they
may try to actively manage your time, direct your career moves, telephone
your doctors with information about you, or become vigilant about even the
most minor changes in your emotional state.

In the workplace you may find your employer initially sympathetic but
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impatient. Your coworkers may be guarded, suspicious, or even scared. In ad-
dition, you may feel that you can’t concentrate as well on the job as you did
before you became ill. These difficulties are all a part of the convalescent pe-
riod that follows an episode. In all likelihood, your concentration problems
will diminish once your mood becomes stable. But it can be quite upsetting to
feel like you're not functioning at the level at which you know you’re capable.

As you are probably aware, bipolar disorder carries a social stigma not as-
sociated with medical illnesses. Even though bipolar disorder is clearly a dis-
order of the brain, and its genetic and biological underpinnings are well docu-
mented, it is still treated as a “mental illness.” Many people still erroneously
believe it is related to your personal choices or morals. As a result, you may
feel alienated from others when they find out about your disorder.

On the hopeful side, there is much you can do to educate your family, co-
workers, and friends about the nature of your illness. Certainly, people will re-
spond to your disorder in ways that you will find uncomfortable, but their re-
actions will vary, at least in part, with how you present it to them. One
objective of this book is to familiarize you with the role of family and other so-
cial factors in contributing to, or ameliorating, the cycling of your bipolar dis-
order. Chapter 12 is devoted to exploring ways of coping effectively in the
family and workplace. You'll learn how to talk to your family, friends, and co-
workers about your disorder so that they know how best to help you and don’t
perpetuate their misconceptions with you (as was the case for Martha). You'll
learn specific strategies for communicating effectively with your family so that
disagreements about the disorder don’t escalate into unproductive and stress-
ful arguments. ’

Martha: Epilogue

Martha’s first year after her two hospitalizations was quite difficult, but
now, several years later, she is doing much better. She found a psychiatrist
with whom she feels comfortable. She is taking a regimen of lithium,
divalproex sodium (Depakote), and a thyroid supplement. Her mood and
behavior still shift up and down, but her symptoms are no longer incapac-
itating. For example, she reacts strongly to disagreements with her hus-
band and still has periods of feeling down or unmotivated. In part due to
her willingness to commit to a program of mood stabilizing medications,
she has not needed the intensive inpatient treatment she received initially.

Martha and Eric have improved their relationship. They regularly see
a marital therapist, who has helped them distinguish how the disorder af-
fects their relationship, how conflicts in their relationship affect the disor-
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der, and what problems in their family life are unrelated to her illness. To-
gether they have developed a list of the signs of her oncoming episodes
and what steps to take when these signs appear (for example, calling her
physician for an emergency appointment to prevent hospitalization). Her
children have become more accepting of her moodiness, and she has be-
come more enthusiastic about parenting. She has had frustrations in the
workplace, and finally came to the conclusion that “I'm just not a nine-to-
fiver.” She decided to try freelance work, which has reduced her stress
and given her predictable hours.

Martha now has a better understanding of the disorder and how to
manage it. For example, by keeping a mood chart she has learned to
distinguish—for herself as well as for other people—between her every-
day, normal mood swings and the more dramatic mood swings of her bi-
polar illness. She has learned to maintain a regular sleep—wake cycle. She
recognizes that keeping her disorder well controlled is the key to meeting
her own expectations of herself. She is now more comfortable trusting
and enlisting the support of her husband and friends when she feels de-
pressed or suicidal.

Martha recognizes that her disorder is recurrent, but also feels that
she is more in control of her fate. In summing up her developing ability to
cope with the disorder, she said, “I've learned to accept that I've got some-
thing biochemical that goes haywire, but it’s not the sum total of who 1
am. If I could change one thing about myself, it'd be other people’s moods
and how they affect me, even when it’s their problem and not mine.”

Above all, this book is about hope. If you've just been diagnosed with bi-
polar disorder, or even if you have had many episodes, you probably have
fears about what the future holds. Martha’s story—while perhaps representa-
tive of only one form of the disorder and one type of life situation—captures
some of the ways that people learn to live with bipolar illness. A diagnosis of
bipolar disorder doesn’t have to mean giving up your hopes and aspirations.
As you will soon see, you can come to terms with the disorder and develop
skills for coping with it and still experience life to its fullest.

How This Book Is Organized

This book is divided into three sections. In the remaining chapters (2—4) of
this section, “The Diagnosis and Course of Bipolar Disorder,” you'll learn
about the symptoms and recurrent nature of the disorder from your own van-
tage point as well as that of your relatives and the physician who makes the di-
agnosis. You'll become familiar with what behaviors are considered to be with-
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in the bipolar spectrum and what to expect from the diagnostic process.
Chapter 4 offers you tips on how to cope with the diagnosis and addresses the
question many people ask themselves: “Is it an illness or is it me?”

In Part 11, “Causes and Treatments,” Chapter 5 provides an overview of
the genetic, biological, and environmental determinants of the disorder. You'll
come to see how the disorder is not just about biology or just about environ-
ment but an interaction of the two. Chapter 6 is devoted to medications for
treating the biological aspects of the disorder (mood stabilizers, antidepres-
sants, antipsychotics, and newer, nontraditional agents), including their effec-
tiveness, how we think they work, and their side effects; and the role of psy-
chotherapy in helping you cope more effectively with mood swings and their
triggers. Chapter 7 deals with the issue of accepting and coming to terms with
a long-term program of medication. For people with bipolar disorder—and
many other recurrent illnesses—taking medications regularly and for the long
term poses many emotional and practical challenges. In this chapter you'll
learn why taking medications consistently is so important and why some of

the common arguments for discontinuing medications (for example, “I don’t
" need to take medications when 1 feel well”) are erroneous.

Part 111, “Self-Management,” starts with ways to manage the disorder by
“Maintaining Wellness” (Chapter 8), strategies for derailing the upward cycle
into mania (Chapter 9), and how to recognize and handle depression (Chap-
ter 10). 1 devote a special chapter to dealing with suicidal thoughts and feel-
ings (Chapter 11), which, for many people with bipolar disorder, is a constant
source of pain (see, for example, Kay Jamison’s excellent book Night Falls
Fast: Understanding Suicide). Youll learn ways to get help from others when
you're suicidal and some things you can do to manage these feelings on your
own. The last chapter, “Coping Effectively in the Family and Work Settings,”
talks about handling the family, social, and work stress that usually accompa-
nies the postillness phases of the disorder as well as how to educate others
about the challenges you face.
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What Bipolar Disorder Looks Like—
to You, to the Doctors,
and to Everyone Else

Though bipolar disorder is very difficult to diagnose, the “textbook”
descriptions of it make it sound like it shouldn’t be so hard. After all, what
could be more dramatic than shifting between extraordinarily manic behavior,
feeling on top of the world and supercharged with energy, to feeling de-
pressed, withdrawn, and suicidal?

Consider a surprising fact: On average, there is an eight-year lag between
a first episode of depression or manic symptoms and the first time the disorder
is diagnosed and treated (Goodwin & Jamison, 1990; Lewis, 2000). Why
should it take so long for a person with the disorder to come to the attention
of the mental health profession? In part, the answer is because the behaviors
that we summarize with the term bipolar disorder can look quite different, de-
pending on your perspective. But even when people agree on how a person’s
behavior deviates from normal, they can have very different beliefs about what
causes the person to be this way. Consider Lauren, who has bipolar disorder:

Lauren, a 28-year-old mother of three, describes herself as an “exercise
junkie.” In the past three weeks, a typical day went like this: Once she got
the kids off to school, she rushed to the gym, where she worked out on an
exercise bicycle for up to two hours. Then, she grabbed a quick yogurt
and went hiking for most of the afternoon. She would pick up her kids
from school, make dinner for them, and spend the majority of the evening

13
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on the stairmaster. But she did not consult her psychiatrist until, by the
end of the second week, she had become exhausted and unable to func-
tion. At this point she left the children with their grandparents and spent
several days sleeping. She admitted to having had several cycles like these.

Now consider how Lauren, her mother, and her doctor describe her
behavior. Lauren summarizes her problems as the result of being overcommit-
ted. “It’s incredibly difficult to take care of three kids, maintain a household,
and try to stay healthy,” she argues. “My ex-husband is of very little help, and
I don’t have many friends who can help out. Sometimes I push myself too
hard, but I always bounce back.” Her mother feels that she is “irresponsible
and self-centered,” would “rather be exercising than taking care of her kids,”
and questions whether her children are getting enough guidance and struc-
ture. Lauren’s doctor has diagnosed her as having bipolar 11 disorder.

Who is right? Lauren thinks her behavior is a function of her environ-
ment. Her mother describes the same behaviors as driven by her personality
attributes. Her psychiatrist thinks she has a biologically based mood disorder.
These different perspectives pose a problem for Lauren, because they lead to
very different remedies for the situation. Lauren feels that others need to be
more supportive. Her mother thinks Lauren needs to become more responsi-
ble. Her doctor thinks Lauren needs to take a mood stabilizing medication.

Almost every patient I have worked with describes his or her behavior dif-
ferently from the way a doctor or family member would. Consider Brent, who
has been having trouble holding jobs. He says he is depressed but feels most of
it is due to being unable to deal with his hypercritical boss. As a result, he
thinks he needs to switch jobs and find a more permissive work environment.
His wife, Alice, thinks he is manic and irritable, not depressed, and that he
needs long-term psychotherapy to deal with his problems with male authority
figures. She also thinks he drinks too much and needs to attend Alcoholics
Anonymous meetings. Brent’s doctor thinks he is in a postmanic depressive
phase and would benefit from a combination of medication and couples ther-
apy.

Psychiatrists and psychologists usually think of bipolar disorder as a set of
symptoms, which must be present in clusters (that is, more than one at a
time) and last for a certain length of time, usually in “episodes” that have a be-
ginning phase, a phase in which symptoms are at their worst, and a recovery
phase. The traditional approach to psychiatric diagnosis described in Chapter
3 follows this line of reasoning. In contrast, people with the illness often pre-
fer to think of bipolar disorder as a series of life experiences, with the actual
symptoms being of secondary importance to the factors that provoked them.
Family members or significant others may have a ditferent perspective alto-
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gether, perhaps one that emphasizes the patient’s personality or that views the
deviant behavior in historical perspective (for example, “She’s always been
moody™). Although often quite different, there is a degree of validity to all
three points of view. N

In this chapter you'll gain a sense of the different perspectives people take
in understanding bipolar mood swings and how these different perspectives
can lead to very different feelings about which treatments should be under-
taken. These perspectives include the personal standpoint, as described by pa-
tients who have the disorder; the observers’ viewpoint, which usually means
parents, spouses, or close friends; and the doctor’s viewpoint. Questions to
pose to yourself when reading this chapter are:

e How do I experience swings in my mood?

Are they similar to the ways others with bipolar disorder experience
them?

How do 1 understand my own behavior?

How is my understanding different from the way others perceive me?
How do I see myself differently from the way my doctor sees me?
What kinds of problems arise from these differences in perceptions?

Understanding these varying perspectives will be of use to you, whether
you are on your first episode or have had many episodes, in that you will gain
some clarity on how your own experiences may differ from those of people
without bipolar disorder. You may also come to see why others in your family
or work/social environment think you need treatment, even if you don’t agree
with them.

Nuts and Bolts: What Is Bipolar Disorder?

Let's begin by defining the syndrome of bipolar disorder. Its key characteristic
is extreme mood swings, from manic highs to severe depressions. It is called a
mood disorder because it profoundly affects a person’s experiences of emotion
and “affect” (the way he or she conveys emotions to others). It is called bipolar
because the mood swings occur between two poles—high and low—as op-
posed to unipolar disorder, where mood swings occur along only one pole—
the lows.

In the manic “high” state, people experience different combinations of the
following: elated or euphoric mood (excessive happiness or expansiveness),
irritable mood (excessive anger and touchiness), a decreased need for sleep,
grandiosity or an inflated sense of themselves and their abilities, increased
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talkativeness, racing thoughts or jumping from one idea to another, an in-
crease in activity and energy levels, changes in thinking, attention, and per-
ception, and impulsive, reckless behavior. These episodes alternate with inter-
vals in which a person becomes depressed, sad, blue, or “down in the dumps,”
loses interest in things he or she ordinarily enjoys, loses weight and appetite,
feels fatigued, has difficulty sleeping, feels guilty and bad about him- or her-
self, has trouble concentrating or making decisions, and often feels like com-
mitting suicide.

Episodes of either mania or depression can last anywhere from days to
months. Some people (about 40% by some estimates; Calabrese et al., 1996)
don’t experience depressions and manias in alternating fashion. Instead, they
experience them simultaneously, in what we call “mixed episodes,” which T'll
talk about in the next chapter.

Episodes of bipolar disorder do not develop overnight, and how severe
the manias or depressions get varies greatly from person to person. Many peo-
ple accelerate into mania in stages. Drs. Gabrielle Carlson and Frederick
Goodwin (1973) observed that in the early stages of mania, people feel
“wired” or charged up and their thoughts race with numerous ideas. They
start needing less and less sleep and feel giddy or mildly irritable (“hypo-
mania”). Later they accelerate into a full-blown mania, marked by euphoria,
impulsive behaviors such as spending sprees, and intense, frenetic periods of
activity. In the most advanced stages, the person can develop mental confu-
sion, delusions (beliefs that are irrational), hallucinations (hearing voices or
seeing things), and severe anxiety. Not everyone experiences these stages, and -
many people receive treatment before they get to the most advanced stage.

People also spiral into depression gradually, although its stages are less
clear-cut. For some, severe depressions arise when they were otherwise feeling
well. In others, major depression develops on top of ongoing, milder depres-
sions called “dysthymias” (see Chapter 10).

The periods in between manic and depressive episodes are symptom-free
in some people. For others, there are symptoms left over from the episodes,
such as sleep disturbance, ongoing irritability, or dysthymic or hypomanic
disorders. Most people experience problems in their social and work life be-
cause of the illness (Coryell et al., 1993; Goldberg et al., 1995).

Between 0.8% and 1.6% of the general population has “bipolar 1” disorder,
marked by swings from extreme depression to extreme mania. About 0.5% (1
in 200) has “bipolar 11" disorder, in which people vary from severely de-
pressed to hypomanic, a milder form of mania (Kessler et al., 1994; Regier et
al., 1990). New cases of bipolar disorder have been recognized in young chil-
dren and in the elderly, but the typical age at first onset is between 15 and 19
(Goodwin & Jamison, 1990). It is generally treated with a range of drugs in
combination with psychotherapy:
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Mood stabilizers (for example, lithium carbonate, Depakote, or Teg-
retol)

Antidepressants (for example, Paxil or Wellbutrin)

Antipsychotics (for example, Zyprexa or Seroquel), and/or
Antianxiety agents (for example, Klonopin or Ativan).

Different Perspectives on Mania and Depression

As noted, the symptoms associated with bipolar mood disorder can be experi-
enced quite differently by the person with the disorder, by an observer, and by
a physician. The disorder primarily affects mood and behavior. Your moods
cannot always be observed by others, although you will usually be aware of
them. Likewise, you may not always be aware of your behavior or its impact
on others, while others (family, friends, or doctors) are acutely aware of it.
When people look at and evaluate the same set of behaviors or experiences
through different lenses, you can imagine how much room there is for inter-
pretation and misinterpretation.

You may be quite articulate in describing what you are feeling and think-
ing. When in a manic phase, your thoughts flow rapidly and life feels exotic
and wonderful. You may speak more than usual and more freely reveal your
inner thoughts. An observer, such as a family member, usually focuses on
your behavior, which he or she may describe as too outspoken, boisterous,
verbally hostile, dangerous to yourself or others, or impulsive in ways that
negatively affect others (for example, spending or investing your money sud-
denly). Your doctor is usually attuned to whether your mood and behavior are
significant departures from your normal states, taking into account such
things as whether the symptoms have lasted for a period of time, how intense
they are, and whether they cause impairment in your functioning.

In the following sections, I will describe mania and depression from these
three perspectives. 1 will focus on the personal experiences that really define
episodes of bipolar disorder, which are summarized in the sidebar on page 18.

Roller Coaster Mood States

“How can 1 ever make plans or count on anything or anybody? 1 never
know how I'm going to feel. I can be up and happy and full of ideas, but
then the littlest things set me off. I'll drink a cup of tea and it doesn’t
match my expectation of how hot it should be, and I'll just react—TIl
cuss, scream—I'm bitterly volatile . . . I'm afraid of my own moods.”

—A 30-year-old woman with bipolar I disorder
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Experiences of Manic and Depressive Episodes

Roller-coaster mood states (euphoria, irritability, depression)
Changes in energy or activity levels

Changes in thinking and perception

Suicidal thoughts

Sleep problems

Impulsive or self-destructive behavior

Most people with bipolar disorder describe their moods as volatile, unpre-
dictable, “all over the map,” or “like a seesaw.” Mood states accompanying bi-
polar disorder can be irritable (during either depression or mania), euphoric,
elevated or excessively giddy (during mania), or extremely sad (during de-
pression). ’

You may agree that you have variable mood states, but your explanation for
these mood states may be quite differerit than those of your doctor, family mem-
bers, or friends. People with bipolar disorder often get angry when their doctors
bring ‘out a list of symptoms and ask them how many they have had and for how
long. They find themselves reluctantly agreeing that they suffer from irritable

moods butalso know the triggers for these moods that other people may not see.
o

“When I'm mad, nobody better get in my face. I feel like crushing every-
thing and everybody. Every little thing will provoke me. 1 hate every-
body, I hate my life and want to kill myself in some really dramatic way.
It’s like a sharp-edged, pointed anger, like a burning feeling.”

—A 23-year-old woman with bipolar 1I disorder

Family members, when describing the emotional volatility of their bipolar sib-
ling, child, or parent, tend to emphasize the intimidation they feel in the face
of sudden outbursts that they don’t feel they’ve provoked. Consider this inter-
change between Kirsten, age 21, and her mother, after Kirsten had railed at
her mother just minutes earlier.

KirsTEN: 1 wanna come back and live with you. I can handle it.

MoTHER: But you're not in a good place right now. Look how angry you just
got.
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KIRsTEN:  But you told me I wasn’t ready to take care of myself! Of course 1
exploded!

MoTHER: And you're not. I can tell because you're overreacting to me, and
that tells me you’re probably not better yet.

It's hard to think of your mood swings as evidence of an illness, especially
when every emotional reaction you have seems perfectly justifiable, given
what’s just happened to you. To Kirsten, her angry outburst seemed perfectly
justified, because her mother had questioned her competency. Her mother
knows what her daughter is like when she’s well and sees her irritability as a
departure from this norm.

In contrast, the elated, euphoric periods of the manic experience feel ex-
ceptionally good to the person with the disorder. Kay Jamison has written ex-
tensively about the wondrous feelings that can accompany manic episodes
and how the desire to sustain these feelings can lead a person to resist taking
medication (Jamison et al., 1979; Jamison, 1995). Not all people with bipolar
disorder experience their high moods as euphoria, however. For example,
Beth, age 42, described her mood during manic episodes as “the sudden
awareness that I'm not depressed anymore.”

To others, your euphoria or high mood may seem strange or clownish,
and they may not share it with you, but they are unlikely to be as disturbed by
it as they are by your irritability. To your relatives, especially those who have
gone through one or more previous episodes with you, euphoric mood is wor-
risome to the extent that it heralds the development of a full-blown manic epi-
sode.

Now consider how you experience depression. Would you describe it as
an intense sadness . . . a numbing feeling . . . a feeling of being removed from
others . .. a lack of interest in things you ordinarily enjoy? One man put it
bluntly: “My depressions eat me alive. 1 feel like I'm in a tank that separates
me from other people. It’s all just hopelessness, and I don’t see any future for
myself.”

In contrast, a family member, friend, or lover might see your depression
as self-inflicted. People who are close to you might feel sympathetic at first but
then get irritated and annoyed. They may think you're not trying hard enough
or could “make this all go away if you had the right mental attitude.”

What does the doctor look for? To determine whether the diagnosis is
correct (if you are being diagnosed for the first time), or whether you are ex-
periencing a recurrence of the disorder (if you've been diagnosed before),
your doctor will evaluate whether your mood states are different, in terms of
degree or intensity, from those of “normal” people. Do your moods—
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euphoric, irritable, or depressed—get out of hand and stay out of hand for
days at a time? Do your mood swings cause problems in your social, work,
and/or family life? The questions listed in the sidebar on this page will figure
prominently in your doctor’s evaluation of whether your mood states are
problematic from a clinical perspective.

Changes in Energy and Activity Levels

If someone asked you to describe your symptoms, you might not focus on
your mood fluctuations. In fact, many people who are asked about their mood
states answer with descriptions of their energy and activity levels instead.
They're more conscious of what they do or don’t do than of how they feel.
They focus on the great increases in energy that they experience during the
manic or mixed phases or the decreases in energy they experience during the
depressive phases.

One way to understand these fluctuations is to think of bipolar disorder as
a dysregulation of drive states as well as of mood. Changes in normal motiva-
tional drives, such as eating, sleeping, sex, interacting with others, and
achievement are part and parcel of the bipolar pendulum. The normal drives

ES
! 2

Questions a Doctor Might Ask
to Distinguish Bipolar Mood Swings
from Normal Mood Variability

» Do your mood swings cause problems in your social or family
life?

e Do your mood swings lead to decreases in your work
productivity that last more than a few days?

» Do your mood states last for days at a time with little relief, or
do they change when something good happens?

» Do other people notice and comment when your mood shifts? I

* Do your mood changes go along with noticeable changes in
thinking, perceiving, sleeping, and/or energy or activity levels?

» Do your mood swings ever get so out of hand that the police
have to be called or a hospitalization becomes necessary?

If your answer to most of these questions is yes, then it is likely that
your mood swings go beyond the normal range.
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that guide our behavior become intensified in mania and diminished in de-
pression, These changes in drive states, of course, can have a tremendous im-
pact on one’s daily life and productivity.

“I feel like I have a motor attached. Everything is moving too slowly, and
I want to go, go, go. I feel like one of those toys that somebody winds up
and sends spinning or doing cartwheels or whatever . . . and to stop feels
like being in a cage.”

—A 38-year-old woman with bipolar I disorder

Consider the increases in energy level that accompany manic episodes.
For Lauren, this surge took the form of an intense drive to accomplish a par-
ticular activity (exercising and getting in shape). For another patient, Cynthia,
it took the form of a strong desire for social contact and stimulation. When
manic, she would call people all over the country whom she hadn’t spoken to
in years, double- and triple-schedule her social calendar, and become bored
quickly with the company of others. Jolene’s took on a sexual quality: Accu-
mulating as many sexual partners as possible felt to her like a physical need.
Ted felt the drive in relation to food: “They [the nursing staff at the hospital]
put this entire chicken in front of me and I, like, inhaled it.”

Quite often, increases in activity are accompanied by grandiose behavior.
This is behavior that most people would consider dangerous, “over the top,”
unrealistic, and associated with inflated (sometimes delusional) beliefs about
one’s powers or abilities.

“I walked into a real fancy restaurant with my mother and started jump-
ing around and running, and there were these chandeliers on the ceiling.
I thought I was Superman or something, and I leapt up to grab onto one
of them and started swinging on it.”

—A 21-year-old man with bipolar I disorder

Grandiose behaviors usually go along with high or euphoric feelings, but not
invariably. You may experience an inflated sense of self-confidence and then
feel impatient and irritable because others seem slow to go along with your
ideas or plans. Grandiose behavior is detrimental not only because of its asso-
ciated health risks but also because it leads to feelings of shame, which can
compound your depression in the aftermath of a manic episode. In the case of
the young man just quoted, the police were called in, a scuffle ensued, and a
hospitalization followed. Although he later related the incident with a degree
of bravado, he admitted to feeling quite embarrassed by his public behavior.
For every example already given, you can imagine what a counter-
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example would look like during the depressed phase. In depression, you may
become unusually slowed down, like you're “moving through molasses.” The
most mundane of tasks feels like it requires tremendous effort. Your appetite
is usually diminished. Typically, the last thing a depressed person wants is
sex, and exercise has even less appeal. Socializing seems like an unpleasant
chore and requires too much concentration and mental energy.

When drive states are heightened in hypomania and mania, important
things can be accomplished and significant plans for personal advancement can
be put into place. Unfortunately, the depressive aftermath of these heightened
drive states can make the plans seem difficult or even impossible to accomplish.
The inability to carry out plans that were hatched while manic can become a
source of despair while depressed. A 19-year-old bipolar man described the
switch from mania to depression like this: “I'm like a porpoise. I fly high up in
the air and then I yell, Tm going down again!” And then I go underneath the wa-
ter, and all the air, sunshine, and the ocean breeze just vanish.”

What Do Others See?

Carol, a 20-year-old, had had several episodes of bipolar disorder. Her older
sister described her manic, activated behavior this way:

“She gets involved in these creative projects that we all want to support,
like hand-painting dishes or making soap sculptures and trying to sell
them. But then she seems to take it too far. She tries to sell them on the
Web, and then she gets all riled up and frantic and starts staying up all
night on the computer—and then she crashes and all the projects get
dumped.”

The rapid changes in energy and activity that accompany highs and lows
are often a source of family conflicts. To observers, your activated behavior
while manic may look attractive or encouraging at first, especially if you were
formerly depressed. But it loses its charm as you become moré and more
manic and your behavior begins to look frenetic and purposeless. What ob-
servers (for example, family members) are usually unaware of is the feeling of
purposefulness that you may be experiencing. Family members or friends may
become angry about your agitated, “driven” quality and apparent lack of con-
cern for others. In the extreme manic states, family members become worried
that you will hurt yourself. In parallel, they may become frustrated with your
inactivity during depressed phases and give you “pep talks” that can contrib-
ute to your feelings of guilt or inadequacy.

To a doctor, your increases in activity are the surest clue that hypomania
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or mania has set in, but he or she will probably look for evidence that your
behavior is consistently activated across different situations. The mere fact
that you have taken on extra work projects is not usually enough to point to
mania. So your doctor may ask you how many telephone calls you've made,
how many hours you've worked, how much sleep you've gotten, how many
social engagements you've arranged, how much sex activity and drive you've
had. He or she may also base judgments about your state on how you behave
in the interview room: whether you can sit still, whether you answer ques-
tions rapidly or interrupt a lot, or whether you wring your hands, pick at
things, or constantly fidget. Likewise, your physician will look for “psycho-
motor retardation” (being slowed down in your physical movements) and
blunted facial expressions during depressions.

A key point to remember here is that, to you, the increases in energy and
activity that accompany manic episodes may feel good, productive, and pur-
poseful. To others, including your doctor, they may be seen as pointless, unre-
alistic, or signs of a developing illness. These different perceptions will cause
conflict between you and them, but it’s important to be open to their perspec-
tives while also explaining your own.

Changes in Thinking and Perception

“My mind feels like I'm in one of those postcards of the city that are
taken at night, with the camera moving. Lights feel like they have tails,
the whole world is zooming—I love it. My mind is so full of thoughts
that I feel like I'm going to burst.”

—A 26-year-old woman with bipolar I disorder

Manic and depressive moods almost always involve changes in your
thinking. During mania this involves the speeding up of mental functions
(racing thoughts) and the verbal expression of one thought after another in
rapid-fire fashion (flight of ideas). Many experience the world differently: col-
ors become brighter and sounds become intolerably loud. Mental confusion
can accompany the most advanced stages of mania: The world begins to feel
like a Ferris wheel that is spinning out of control.

During mania, your memory can seem extra crisp and clear, you feel bril-
liantly sharp, one idea can be easily related to another, and you can recall
events in vivid detail. However, this apparent improvement in memory is of-
ten illusory; people experiencing mania think they remember better than they
actually do. In fact, attention and concentration can become quite impaired
during mania. You cannot keep your mind on any one thing at a time because
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your mind is trying to process too many things at once. Your attention can be-
come easily distracted by mundane things like random noises, the facial ex-
pressions of others, or the feeling of your clothing against your skin.

As mania spirals upward, your thoughts can become increasingly jumbled
and even incoherent. Others to whom you speak may be unable to understand
you. They will probably try to keep you focused and ask you to slow down.
You will probably find these interactions annoying and have the reaction that
others seem slow, dumb, and uninteresting.

Some people develop hallucinations (perceptual experiences that are not
real) and delusions (unrealistic, mistaken beliefs) during mania. “Grandiose
delusions” are especially common, such as thinking you are exceptionally tal-
ented in an arena in which you have had no formal training, believing you
have exceptionally high intelligence, feeling like you know what others are
thinking, believing you have special powers or thinking you are a major pub-
lic figure or even God:

“[As I was cycling into mania], I got this idea in my head that I should
throw a party for everyone 1 knew. As the days wore on, 1 believed that
all my doctors—everyone who had ever treated me—were going to
come. Before long, 1 thought Bruce Springsteen was coming, and so was
Michael Jackson, and I heard the voice of God telling me, ‘Go to Dennis
[ex-boyfriend]; he wants you.” .

—A 19-year-old bipolar woman

Delusions and hallucinations are particularly scary to significant others, who
view them as the most concrete sign of “craziness.” Doctors will be especially
attuned to these symptoms and will also be on the lookout for less dramatic
signs of distorted thinking. Consider the following interchange between a psy-
chologist and a 20-year-old man who was coming off the crest of his manic
high. The man sat Wlth a law book in his lap, arguing that he could pass the
bar without going to law school and would sue anyone who challenged him:

Doctor: Have you had any unusual thoughts or experiences this past week?

PATIENT: No, not really.

Docror: Any feelings like you have special powers or that you're a famous
person? Last week you were thinking a lot about God and having—

PatieEnT: (interrupts) Well, that was last week! (laughs) No, I don’t think of
myself that way, but I'm more like a young god, kind of like a teacher.
(giggles) 1 think 1 have a lot to offer others.
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The above client was still delusional. His thinking frequently got him into
trouble with others, especially his parents, who were mostly concerned about
his inability to hold a job. They were angered by his unrealistic beliefs in him-
self and his elaborate schemes for fighting the educational system.

In contrast, during depression it's hard to focus on even one thing. You
will experience the slowing down of mental functions as a difficulty in con-
centrating or making simple decisions. Colors seem drab. Disturbances of
memory are common: You may have difficulty recalling telephone numbers
you use regularly, remembering appointments, or following a television pro-
gram because of trouble holding events in your memory.

Ruminations, in which a person thinks about a certain event again and
again, are a frequent accompaniment to depression. Ruminations during the
depressive phase are often self-recriminating. For example, Margie became
preoccupied with the thought “Was Paul [her boss] insulted when I didn’t
sit next to him at the meeting?” Similarly, Cameron described: “When 1 was
manic I jokingly asked my friend if his wife was ‘hot,” and 1 couldn’t stop
thinking about how stupid that was when I got depressed.” Depressive ru-
minations frequently include guilt or shame, or feeling worthless, hopeless,
or helpless. They can become all-encompassing and affect one’s day-to-day
functioning. When Patrice became depressed, she found herself “rehearsing

like a mantra” statements like “I suck ... I hate myself ... I'm such a
bitch.”

Suicidal Thoughts

Ruminations often take the form of suicidal preoccupations—thoughts about
the various ways one could kill oneself. These ruminations are most common
during depressive or mixed episodes but can also be present during mania.
Depending on how desperate a person feels, he or she may act on these
thoughts or impulses, often with dire consequences.

Friends and family members will be particularly upset and scared by your
suicidal thoughts, if voiced to them, and will do their best to help you deal
with them, although they may not know what to say or do. Your therapist or
physician is also likely to ask about them (for example, “Are you having any
thoughts of hurting or killing yourself, as many people do when they're
down?”). If you have never had suicidal thoughts before and have them now,
you may feel afraid to share them. You may fear that the physician will hospi-
talize you immediately. This is certainly one treatment option, but not the
only one. Others may include psychotherapy, modifications of your medica-
tion regime, and/or various forms of community or family support.

Take the chance of discussing these feelings with your physician or
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therapist—you may find that some of these thoughts dissipate after you've
shared them with someone else. You may also learn that mental health profes-
sionals are more helpful at such times than you would have expected. 1 will
discuss suicidal feelings and actions in more detail in Chapter 11.

Sleep Disturbances

Virtually all people with bipolar disorder experience disturbances of sleep
during their mood swings. When you get manic, you may feel no need to
sleep. Sleeping feels like a waste of time, especially when so many things can
get accomplished in the middle of the night! During depression, sleep can feel
like the only thing that is welcomed. When you are depressed, you may sleep
many more hours than usual (for example, 16 hours a day) and become un-
productive and unable to function outside of the home (hypersomnia). Alter-
natively you may have insomnia and find that sleep eludes you. You may lie
awake at night tossing and turning, thinking about the same problems over
and over again. Sleep can feel frustratingly out of your reach.

Are sleep problems a symptom of bipolar disorder, or do they actually
cause problems in mood? It appears that they are both symptom and cause.
Most people, bipolar or not, have changes in mood when they have trouble
sleeping, but bipolar people are particularly vulnerable to changes in the
sleep—wake cycle (for example, Wehr et al., 1987; Ehlers et al., 1993). I'll say
more about sleep disruptions and mood states in Chapter 5.

Your doctor will probably ask you about sleep disturbances, with empha-
sis on whether the problem is falling asleep, waking up in the middle of the
night, or waking up too early. He or she may ask you to keep track of your
sleep if you have trouble recalling the nature of your disturbances. If you have
a spouse, he or she may be affected by your sleep patterns—when one person
can’t sleep, others often can’t as well! Your own irritability, as well as that of
your family members, can be a function of lack of sleep or inconsistent sleep
habits.

Impulsive, Self-Destructive, or Addictive Behaviors

What do you usually do when you start to feel manic? When you are loaded
with energy, you may feel like you have to have an outlet. Ordinary life moves
too slowly. Perhaps as a result, when people get manic, they often lose their
inhibitions and behave impulsively. Many of these impulsive behaviors can be
threatening to one’s life or health, such as driving recklessly on the freeway,
performing daredevil acts, or having unprotected sex with many different
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partners. Martha’s impulsive behavior (Chapter 1) was a major cause of the
marital problems she had after her manic episode.

Some people make unwise decisions, like spending a lot of money
indiscriminantly. Kevin was 34 and lived with his father. When manic, he
convinced his father to liquidate part of his IRA account, which Kevin in-
vested wildly in various commodities. Most of the money disappeared. His
family, understandably, was livid with him; his older brothers refused to talk
to him anymore. Prior to this incident, Kevin had been making plans to move
out on his own. But his father insisted he pay the money back before he agreed
to help finance Kevin’s attempts to become independent.

Carl, age 40, spent tremendous amounts of money on home improve-
ments. He installed elaborate fireplaces, impractical bathroom fixtures, and
eye-catching but gaudy paintings. His partner, Roberta, with whom he
cohabitated, became increasingly frustrated about their dwindling finances,
and their conflicts intensified. In Roberta’s view, Carl was unwilling to recog-
nize his mania as the source of the problem.

Self-destructive behavior can take many forms. Many people turn to alco-
hol or drugs during manic episodes. Substance use problems and addictive be-
haviors are not essential symptoms of bipolar disorder, but they can become
intertwined with mood disorder symptoms in such a way that each worsens
the other. Alcohol is often sought as a means of bringing oneself down from
the high state and quelling the anxiety, confusion, and sleep disturbance that
typically go with it. Some use cocaine, amphetamine, or even marijuana to
heighten and intensify the euphoric experiences of mania. During a depres-
sion, alcohol or drugs are usually craved as a means of dulling the pain, or
what we call self-medicating. More than any other associated condition, drug
and alcohol abuse makes the course of your bipolar disorder much worse (for
example, Tohen et al., 1990; Strakowski et al., 2000). Mark described the role
alcohol played in his depressions as follows:

“When I'm down, drinking for me is like a security blanket. When I'm
feeling my worst, the bottle is there in the closet, like an old friend. I
don’t think about what it’s doing to my body, only that I need to numb
myself out. Sometimes, just knowing there’s a bottle in the cabinet is
enough to make me feel better. I just can’t stop myself. 1 keep blowing
it.”

Another person with bipolar disorder, Thad, was less clear on why he drank
when he was manic. While in the hospital, he summarized it like this: “I don’t
know what it is with me and booze (smiling). I know it’s not funny, but when-
ever I get that way [high, manic], I just seem to need to tie one on.”



28 THE DIAGNOSIS AND COURSE OF BIPOLAR DISORDER

Family members may be more bothered by your drug and alcohol use
than your mood swings. They may even define your problems as alcohol- or
drug-related and reject the bipolar diagnosis, thinking it is a way for you to
justify continuing to drink. They may be incorrect about this, but your doctor
will need to conduct a thorough diagnostic assessment to be sure (see
Chapter 3).

Your doctor will probably be skeptical of the bipolar diagnosis unless
there is concrete evidence that your mood swings occur when you do not use
drugs or alcohol. Jeff, for example, had had several manic episodes before he
developed problems with alcohol, and the bipolar diagnosis seemed justified.
On the other hand, Kate’s alcohol problems developed well before there was
any evidence of mood swings, and her mood episodes—although character-
ized by typical bipolar symptoms such as irritability, sleep disturbance, leth-
argy, suicidality, and impulsiveness—were eventually attributed to the effects
of alcohol intoxification.

Summary: Different Perspectives

As you already know or have just seen, people with bipolar disorder have dis-
tinct experiences that comprise their mood disorder. Varying emotional states
and changes in energy, judgment, thinking, and sleep characterize the swings
between the poles. Family members or significant others are not likely to un-
derstand these widely fluctuating experiences (unless they have bipolar disor-
der themselves) and are likely to focus on how your behavior affects them and
other family members. Most psychiatrists will be less interested in the mean-
ing of these experiences to you than in the symptoms you've had that are con-
sistent or inconsistent with the bipolar diagnosis, or that point to specific
treatments (see Chapter 6).

These different perspectives may be a source of frustration for you, be-
cause you may feel like others don’t understand you or aren’t interested in
your inner life. Likewise, your family members, and perhaps your doctor, will
be frustrated if you seem to be oblivious to or unconcerned about the effects
of your behavior on others. These disparate perceptions can be a source of
conflicts over the treatment plan: You may feel that you've had profound ex-
periences, but others only seem interested in labeling you as a sick person.
Many people with bipolar disorder, out of frustration over these issues, reject
the notion that they are having symptoms and also reject the diagnosis and its
associated treatments (see Chapters 3 and 4). Others are fortunate enough to
be able to communicate effectively with their doctor and family members,
who correspondingly make attempts to understand these private experiences.
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The hope, of course, is that you will find a treatment regime that will stabilize
your mood without minimizing the significance that these personal experi-
ences have held for you.

Whether you are having your first episode or have had many, the first step
in obtaining optimal treatment for yourself is to get a proper diagnosis.
Chapter 3 deals with this very important issue by answering the following
questions:

How is the disorder actually diagnosed by mental health professionals?
What symptoms and behaviors do doctors look for?

What can you expect during the diagnostic process?

How will your doctor elicit information from you to determine the diag-
nosis?

In describing the diagnostic criteria, I'll touch on the important issue of “bor-
der conditions™:

» How do you know if you have bipolar disorder versus some other psy-
chiatric illness?

» Does the diagnosis give a reasonable explanation for your behavior?

o If not, are there other diagnoses that fit you better?



3

Into the Doctor’s Court

WHAT TO EXPECT
FROM THE DIAGNOSTIC PROCESS

You’re not alone in feeling that mania and depression are very per-
sonal and intense experiences. Nor are you alone if you are wary of any
stranger’s ability to understand what you’re going through, no matter how
highly qualified as a medical professional. Many people experiencing bipolar
symptoms postpone seeing a doctor for as long as possible because they al-
ready feel thoroughly misunderstood. Others receive a diagnosis but reject it
out of hand. Still others grudgingly accept a diagnosis of bipolar disorder but
then express their resistance by refusing to comply with their treatment re-
gime. If you fit into any of these categories, I hope you'll reconsider the bene-
fits of a professional diagnosis.

No diagnostic label can completely capture your unique situation. In fact,
you may feel offended by the diagnostic label because it is incomplete, imper-
sonal, or simply doesn’t do justice to your life experiences. But these labels do
serve a purpose. First, using standardized labels allows clinicians to communi-
cate with each other. If I refer a client of mine to another mental health profes-
sional and say that “she has bipolar 1 disorder, mixed episode, with mood-
incongruent psychotic features,” there is a high likelihood that this other
doctor will know what to expect. This common language serves you well
should you switch doctors, as so many of us do today. Second, an accurate di-
agnosis is important to selecting the right treatment. If you are misdiagnosed
as having depression alone, for example, your doctor might recommend a

30
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standard antidepressant medication (for example, Prozac, Zoloft, Paxil, or
Wellbutrin) without a mood stabilizer like lithium (see Chapter 6). If you are
actually bipolar, this treatment regime could make you swing into mania.
Likewise, if you were diagnosed as bipolar when the real problem is attention
deficit disorder, you might not benefit from the mood stabilizer regime you
would be given. Notice, then, how an accurate diagnostic label helps doctors
treat the whole syndrome that is affecting you rather than just the symptoms
you are reporting right now.

Diagnoses also help you prepare for the challenges the future might hold.
Your doctor will use the diagnosis to formulate your prognosis. Will you have
another episode? Will you be able to go back to work? How will you know
when you're getting sick again? Knowing that you have bipolar disorder
makes you and your doctor privy to all of the information that researchers and
clinicians have gathered from the experiences of thousands of people like you.
For example, you can expect to have another episode soon if you don’t take
medication, and you may need to wait for a while after an episode before go-
ing back to work full time. Fortifying yourself with this information makes it
easier to manage your life and minimizes the disabilities that bipolar disorder
can cause.

The Critetia for a Diagnosis of Bipolar Disorder

Psychiatrists and psychologists rely on the fourth edition of the Diagnostic and
Statistical Manual of Mental Disorders to make diagnoses (DSM-IV; American
Psychiatric Association, 1994a, 2000). Note the term “manual” in the title: A
clinician should be able to pick up the manual and decide whether a patient
meets the criteria for a specific psychiatric illness. Applying these diagnostic
criteria reliably (that is, being able to tell one disorder from another) cannot
be done quickly or haphazardly: it requires considerable training, experience,
and skill on the part of the mental health professional.

The first edition of the DSM was published in 1952; other editions were
published in 1968, 1980, 1987, and finally, 1994 (with a text revision in
2000). Each version has been informed by the research and observations of
many investigators and clinicians and by experiences elicited from numerous
patients with psychiatric disorders. No diagnostic manual is perfect, and not
everyone agrees with the premises of the DSM-IV (e.g., Carson, 1991). In my
opinion, the DSM-1IV is an extremely useful manual, and no other diagnostic
system exists that provides a reasonable alternative.

Your doctor will first identify which symptoms you have (for example,
sleep disturbance, irritability), how severe these symptoms are, and how long
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they have lasted. From your particular pattern of symptoms, he or she will
then determine if the diagnosis of bipolar disorder—as outlined in the DSM-
IV—fits you. If it does, your doctor will then be concerned with which kind of
bipolar disorder you have: is it bipolar type I or II? Do you have rapid cycling?

Bipolar I Disorder

The sidebar on this page describes the major subtypes of bipolar disorder
listed in the DSM-IV. For bipolar I disorder, you must have had at least one
manic or mixed episode, with elated mood and three other associated symp-
toms of mania (grandiose thinking, decreased need for sleep, pressured
speech, increased activity or energy level, racing thoughts, flight of ideas, dis-
tractibility, or impulsive behavior) that lasted a week or more and/or required
that you be hospitalized. If your mood was irritable and not elated, four or
more associated symptoms are required. Note how these symptoms capture
the essence of the subjective experiences of mania described in Chapter 2: the
roller-coaster mood states, increases in activity and drive, changes in thinking
and perception, and impulsive or self-destructive behaviors.

The DSM-IV Subtypes of Bipolar Disorder

Bipolar I disorder

o At least one lifetime episode of manic or mixed disorder
* Although not required for the diagnosis, at least one lifetime
episode of major depressive disorder
7
Bipolar II disorder

At least one lifetime episode of hypomanic disorder
o At least one lifetime episode of major depressive disorder
Bipolar disorder with rapid cycling

» Meets criteria for bipolar I or bipolar II disorder
» Four or more episodes of major depressive disorder, manic
disorder, mixed disorder, or hypomanic disorder in any one

year
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You may find yourself reacting negatively to how reductionistic the symp-
tom labels are: what you see as clear insights and the energy to get important
things done may be labeled by the DSM-IV as grandiosity. Your reactions are
certainly understandable. These symptom labels are shorthand for very com-
plex life experiences and mood states, much like the diagnostic label itself.

The DSM-IV requires at least one week of manic symptoms for bipolar I
disorder, unless hospitalization was necessary, in which case there is no time
requirement. There must also be evidence that you showed deterioration in
your work or family life (for example, major family arguments, loss of your
job, etc.). In most cases, a bipolar I person will also have had, at some point in
life, 2 minimum two-week period with five or more symptoms of major de-
pressive illness (depressed mood, loss of interests, weight loss or a change in
appetite, loss of energy or fatigue, motor agitation or retardation, loss of con-
centration, feelings of worthlessness, insomnia or hypersomnia, suicidal
thoughts or actions) and during which there was a deterioration in everyday
functioning.

People with bipolar 1 disorder can experience episodes of mania and de-
pression in different sequences. Some people have manias followed by depres-
sions followed by periods in which their mood returns to normal (“euthymic”
mood). Other people have depressions followed by manias, which are then
followed by euthymic mood. Other people have “rapid cycling” states, which
I'll talk about more later.

If you have had a manic episode but no depressions, your doctor will still
diagnose you with bipolar I disorder. This is because he or she assumes that a
depression will eventually occur if the disorder is not treated adequately. As 1
mentioned in Chapter 2, people diagnosed with bipolar I disorder can also
have mixed episodes, or what some physicians refer to as “dysphoric mania.”
This means that you have met the criteria for major depressive disorder and
mania nearly every day for at least a week. Some people describe mixed mania
as the “tired but wired” feeling. You can feel extraordinarily pessimistic and
hopeless, fatigued, and unable to concentrate, but still feel “revved,” anxious,
irritable, driven, and sleep deprived, with your thoughts moving very rapidly.

Bipolar Il Disorder

In bipolar 11 disorder, a person alternates between major depressive episodes
and hypomanias. Hypomanias are milder forms of mania that may not last as
long as full manias (the minimum requirement for the diagnosis is four days),
but the number of symptoms required is the same (that is, three if the mood is
elated, four if the mood is irritable). People with hypomania experience the
first of the three stages of mania described in Chapter 2, but they do not go be-
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yond this: they have sleep problems, irritability, increased activity, and an in-
flated sense of themselves, but not to the dangerous levels of the fully manic
person. Generally, hypomanic episodes do not cause big problems in your
work, family, or social life, but you may still experience some interpersonal
difficulties when in this state (for example, more arguments with your spouse
or kids). Hypomanias do not require hospitalization.

Hypomanic episodes can be quite enjoyable to the person experiencing
them. In general, others will be baffled and put off by your energetic,
hypersexual, and driven quality when hypomanic (for example, they may tell
you to “chill out”). Your significant others may also be relieved by what they
perceive to be the disappearance of the depressive states that often preceded
the energized one. Consider Heather, who had bipolar 11 disorder:

Heather, age 36, was a professional conference coordinator. She described
herself as almost always depressed. When she went through her divorce,
contact with her soon-to-be-ex-husband “felt like a drug I needed—it was
the only thing that kept me alive.” She became suicidal at that time. But
soon after, she began planning a conference for a group of architects, and
started dating one of them. The work and the new relationship “wired
me... I got my energy back. I stopped sleeping and staying in my condo so
much of the time ... went walking my dog at 2 AM. People told me I
seemed much better, like I had my old self back, but I knew I was going
overboard.”

Keep in mind what different diagnostic subtypes may mean for your treat-
ment. If you have bipolar 11 instead of bipolar I disorder, your illness is proba-
bly less severe. But you still need to be careful: hypomanias, while fun and ex-
citing, can herald the development of a severe depression, or even of rapid
cycling, especially if you are not protected by mood-stabilizing medications.

Rapid Cycling

Rapid cycling can accompany either bipolar 1 or 1I disorder. In rapid cycling,
people quickly switch back and forth from mania or hypomania or mixed dis-
order to depression, with four or more distinct episodes in a single year. In
other words, you have many episodes in a short period of time. Some people
have “ultra-radian cycling,” which means switching from one mood pole to
the other within a single 24-hour period.

If you have rapid cycling, you may have to go through quite a bit of trial
and error with your medications until you find something that works. Your
doctor may want to rule out other factors that may contribute to your mood
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swings, like thyroid abnormalities. The good news is that rapid cycling ap-
pears to be a time-limited phenomenon (Coryell et al., 1992): People do not
rapidly cycle their whole lives. I'll talk more about frequent cycling in Chapter
6 on drug treatments.

The Progression of Bipolar Episodes

Many people—including those who have not yet been diagnosed with bipolar
disorder and those who have but are in doubt about it—find the diagnostic
criteria just discussed confusing. Many clinicians do as well! You may wonder
whether having only one or two of these symptoms qualifies you for the diag-
nosis or what it means if you had one symptom in January, none in February
and March, and a different symptom in July.

One of the keys to making the diagnosis of bipolar disorder is to think in
terms of clusters of symptoms that cycle together in episodes. There must be
evidence that you have had time-limited periods of mood disorder that alter-
nate with periods of functioning fairly normally or that alternate with inter-
vals in which you experience the opposite pole of the illness (for example,
manic episodes that are followed by depressive episodes). Episodes are inter-
vals when your mood, activity level, thinking patterns, and sleep all change at
the same time. An episode (see the figure on this page) generally has a
prodromal phase (a period of symptom buildup), an active phase (a period of
severe depression or manic symptoms), and a recovery phase (the symptoms
are abating but are not quite gone yet). Consider, Tom, a 46-year-old bipolar
patient:
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Tom described both depressive episodes and mixed episodes. As his de-
pression developed over several weeks, he experienced sadness and loss of
interests in his usual activities, but a mild paranoia with anxiety also de-
veloped. He began to feel that no one in his family was on his side and
that they were talking about him behind his back. As he progressed into a
mixed episode, his depression worsened and so did his anxiety and para-
noia, but he also developed an irritability and anger that he expressed in-
appropriately. In one case, he broke some dishes; in another, he kicked in
a door. His family members became scared of him. His sleep deteriorated,
and his thoughts took on a rapid, ruminating quality (“I think about
death and that there’s no future—doesn’t seem like there’s anything I or
anybody can do”). These periods usually lasted at least a week but often
longer. As he recovered from his mixed episode—usually after his medi-
cation dosage had been increased or a new medication added——he would
feel less hopeless, his thoughts would slow down, and he became easier
for others to communicate with. Nonetheless, he continued to feel anx-
ious, sad, and easily irritated by others. He began to see how his behavior
affected his family and that at least some of his paranoid feelings were un-
founded.

Notice how, in Tom’s case, a single episode progressed in stages. Different
symptoms (his hopelessness and paranoia) changed more rapidly than others
(his sadness and anger). The length of bipolar episodes varies from person to
person.

It may not always be possible to tell when you are finished with an epi-
sode or developing a new one. If you have had a number of episodes already,
you probably are more attuned than most people to what it feels like to be ill
versus well. But if you're on your first episode, you may be unclear as to when
you're back to normal or what it feels like to be getting sick again. As you'll see
when we discuss self-management techniques, knowing your prodromal
symptoms (the signs that an episode of mania or depression has begun) and
when to get emergency treatment helps protect you against further escalation
of the disorder. -

Diagnostic Self-Evaluation as a Starting Point or a Backup Check

The self-administered checklist that follows is a starting point in determining
whether your diagnosis is correct. If you have never seen a psychiatrist but think
you might need to, the checklist will orient you to the kinds of symptoms your
doctor will ask about. If you've already received the diagnosis of bipolar disorder
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and are suspicious of it, the list provides your doctor with a backup check. The
checklist is not a diagnostic instrument: just because you endorse the items does
not mean that you have the disorder, only that you’ve had symptoms of mania
and depression that you and your doctor will want to discuss. Likewise, if none
of the symptoms sounds familiar, you may still have the disorder but you and
your doctor will want to discuss other diagnoses as well.

In filling out the checklist, and in discussing the symptoms with your
physician, keep in mind that these symptoms must co-occur during the same
period of time. If you had sad mood at one time in your life, racing thoughts at
another, and insomnia during another period, that is not the same thing as
having an episode of major depressive illness or a manic or hypomanic epi-
sode.

What the Doctor Will Want to Know: Steps toward Diagnosis
and Treatment

Many of my patients have come to me feeling that their initial diagnosis was
made too hastily. Either they become victims of the managed care rush to
make diagnostic and treatment decisions or they were never asked about ele-
ments of their life story that, to them, seemed critical to an understanding of
their mood problems.

Whether you have already been diagnosed and wish to review whether
your case has been handled correctly, or you are preparing for your first evalu-
ation, understanding the sequence of steps in the diagnostic and treatment
process will help. These steps include the diagnostic referral, reviewing your
prior medical records, and the diagnostic interview.

As 1 review the steps in the diagnostic process, keep in mind that your
doctor will base your diagnosis largely on the symptoms you have recently ex-
perienced. How you developed these symptoms (also called the etiology of
your disorder) is really a different question. You may feel that these symptoms
are not the product of a biochemical imbalance as much as current stressors
(for example, having just broken off a relationship) or childhood issues (e.g.,
traumatic events such as abuse). If your doctor is doing his or her job, he or
she will address these psychological issues with you later in treatment, after
establishing the diagnosis and after the two of you have agreed on a medica-
tion treatment plan. If your doctor does not do psychotherapy, you may want
to ask him or her for a referral so that you receive simultaneous treatment
with a therapist.



38 THE DIAGNOSIS AND COURSE OF BIPOLAR DISORDER

DEPRESSION!

Has there ever been a period of time lasting two weeks or more when you were not your
usual self and you experienced five or more of the following:

Yes No
Felt sad, blue, or down in the dumps?

Were uninterested in things?

Lost or gained more than 5% of your body weight?

Slept too little or too much?

Were slowed down or sped up in your movements?

Felt fatigued or low in energy?

Felt worthless or very guilty about things?

‘Were unable to concentrate or make decisions?

Thought about killing yourself or making plans to do so?

MANIA OR HYPOMANIA?

Has there been a period of time when you were not your usual self and you:

Yes No

Felt so good or so hyper that other people thought you were
not your normal self or you were so hyper that you got into
trouble?

Were so irritable that you shouted at people or started fights
or arguments?

Felt much more self-confident than usual?

Got much less sleep than usual and found you didn’t really miss
i? .
Were much more talkative or spoke much faster than usual?

Had thoughts racing through your head or couldn’t slow down
your mind?

Were so easily distracted by things around you that you had
trouble concentrating or staying on track?

Had much more energy than usual?

Were much more active or did many more things than usual?

Were much more social or outgoing than usual; for example,
telephoning friends in the middle of the night?




Into the Doctor’s Court: What to Expect from the Diagnostic Process 39

Yes No

Were much more interested in sex than usual?

Did things that were unusual for you or that other people might
have thought were excessive, foolish, or risky?
Spent excessive money that got you or your family into trouble?

If you checked yes to more than one of the above, have several
of these ever happened during the same period of time?

How much of a problem did any of these cause you—Iike being unable to work;
having family, money, or legal troubles; getting into arguments or fight? Please check
one response only.

No problem Minor problem Moderate problem
Serious problem

'Adapted by permission from the criteria for major depressive and manic episodes of the DSM-IV-Text Revision
(American Psychiatric Association, 2000). Copyright 2000 by the American Psychiatric Association.
*Adapted by permission from Hirschfeld et al. (2000). Copyright 2000 by the American Psychiatric Associa-
tion.

Step 1: The Diagnostic Referral

The first step in getting a proper diagnosis is to find the right doctor. If you
have private insurance, you may be able to see someone who specializes in
mood disorders. If it is unclear whether a doctor is a specialist, you should feel
free to ask. You can also obtain information about who in your area treats per-
sons with mood disorders from the American Psychiatric Association’s referral
line (888-35-PSYCH) or from the books in the “How to Find the Best Doctors”
series (for example, Connolly, 2000).

If you have a managed care plan or no insurance, you may not have a lot
of choice about whom you see. Hopefully, your plan will direct you to a men-
tal health professional who has at least some experience in mood disorders.
But this may require some detective work on your part. Nancy, for example,
thought she might have bipolar disorder and wanted to see a psychiatrist but
was confused by the number of doctors listed in the Yellow Pages who pur-
portedly treated mood problems. She called several but could reach only their
receptionists, who gave her information like “Dr. sees mainly
adults” or “she has a general psychiatry practice.” She finally discussed the
matter with her general practitioner, who referred her to a psychiatrist in
town who was covered by her insurance plan and was known to have exper-
tise in the treatment of mood disorders.
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In today’s managed care system, your initial diagnostic evaluation may
not be done by a psychiatrist. Many insurance plans have an intake worker
who determines the need for follow-up psychiatric care. However, this does
not mean your care will be inferior. Mental health professionals from other
disciplines (e.g., psychology, social work, nursing) are often well-trained in
diagnostic methods. There is a good chance that this intake worker will refer
you to a psychiatrist, if there is any suspicion that you have bipolar disorder,
and he or she will almost certainly do so if you have had prior mood disorder
episodes. But if you don’t feel that this initial evaluation was adequate or led to
appropriate follow-up care, be assertive with your health care program in ask-
ing for follow-up appointments.

Step 2: Reviewing Your Records

The doctor you do see will probably want to review any prior medical records
that other doctors have written about you. The records usually contain previ-
ous diagnoses (which may or may not include bipolar disorder), your previ-
ous medications (including how well you responded and if you experienced
side effects from them), and relevant information about your medical, social,
and family history.

Your doctor will ask you to sign a “release of information” form, which al-
lows him or her to gain access to these records. Of course, you can refuse to
sign this release, but refusing is not in your best interest. Even if you feel your
previous psychiatric care was flawed, it will help your new doctor to know
about these flaws, as well as what treatments were tried and why they were
discontinued. Your doctor will not necessarily recommend the same treat-
ments as youw've had in the past.

If this is your first visit to a mental health professional, you may not have
prior medical records. If you have had other psychiatric consultations, you
may wonder why your new doctor needs to conduct a new diagnostic evalua-
tion and can’t simply review your medical records. There are many reasons
why medical charts are inadequate for determining your diagnosis, treatment,
or prognosis. First, medical charts are often sketchy. They contain comments
like “patient complains of depression” without specifying the severity of this
depression, whether other symptoms co-occurred, or whether the depression
occurred in discrete episodes. Chart notes are often written by professionals
focused on other aspects of your medical or psychiatric history (for example,
an endocrinologist evaluating thyroid functioning) rather than your bipolar
disorder. So think of the prior medical records as supplemental information
that may help your doctor clarify the diagnosis. The majority of his or her
judgments will come from the face-to-face diagnostic interview.
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Step 3: What to Expect from the Diagnostic Inferview

The diagnosis of bipolar disorder is established through a clinical interview, in
which you will be asked whether you have experienced certain symptoms
over a given period of time. If your doctor conducts a comprehensive inter-
view, he or she will ask not only about your mood disorder symptoms but also
whether you have ever had psychotic symptoms (for example, hallucinations),
drug or alcohol abuse, anxiety symptoms, eating disorder symptoms, or other
problems.

Filling out the self-administered checklist from the last section may help
your doctor obtain some of this information more efficiently. Because the
checklist is based on the DSM-IV, it may parallel some of the questions your
doctor will ask. You can give it to him or her at the beginning of the first inter-
view as a way of ensuring that he or she follows up on certain symptoms that
may concern you.

During this interview, your doctor will probably want to know not only
which symptoms you've experienced but also which symptoms typically go
together with other ones (that is, in discrete episodes), the severity of these
symptoms, and their duration. Your doctor has a threshold in mind for how
severe and how impairing a symptom must be before it is considered part of
the bipolar syndrome. For example, when asking about “loss of energy or fa-
tigue,” your doctor will want to know such things as whether you've been un-
able to go to work because of fatigue, or whether you have trouble doing
housework. When asking about insomnia, he or she may want to know how
many nights of the week you have trouble sleeping and whether your lack of
sleep impairs your ability to drive, concentrate at work, play sports, or con-
duct any of your usual activities. In many ways bipolar symptoms are just ex-
aggerations of normal mental, behavioral, and emotional processes, and some
degree of variability in mood, sleep, or activity level is part of the human con-
dition. Your doctor has to establish whether your symptoms meet a criterion
of severity or impairment.

Interviews can be quite subjective, and there is always the possibility that
the way your doctor asks you the questions, and the way you answer them,
will affect the final diagnosis. Consider the following interchange that oc-
curred between a doctor and a person with bipolar disorder. Notice that this
doctor probes carefully for certain symptoms, and the patient, correspond-
ingly, gives useful examples of his experiences and behavior.

Doctor: Did you ever have a week-long period when you felt very happy or
very irritable?

PATIENT: No, not really.
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Doctor: Or when you felt very grouchy or easily provoked?
PATIENT: No.

Doctor: How about feeling charged up and full of energy?
PATIENT: Yes.

Doctor: What was that like?

PATIENT: Well, in March I was running at full tilt, full of, like, all sorts of ideas.
I thought I could develop a weather monitoring system that could be op-
erated from my basement.

Doctor: How were you sleeping at the time?

PATIENT: Not at all! I didn’t need to, and I got resentful when people told me I
should.

Docror: Resentful? Tell me more.

PaTIENT: Well, nobody appreciated what I was trying to do. Everybody seemed
like they were moving slowly. One time, I practically bit this guy’s head
off for knocking on my door when I was in the middle of a project. And I
yelled at my kids a bunch of times because they kept interrupting me.

In this example, the doctor has found evidence of irritable mood and other
manic symptoms in this patient’s history. Had the doctor not done this prob-
ing, evidence of this bipolar syndrome might not have emerged.

The diagnostic interview will take at least an hour or two. If you have a
particularly complicated set of symptoms, your doctor may request several
sessions to be reasonably sure of the diagnosis. A long interview can be te-
dious, especially if you've been through one before, but youw'll find that your
and the doctor’s time has been well spent. The information you provide will
inform a careful diagnosis, which will almost certainly translate into better
treatment.

Does the Diagnosis Fit? Could You Have Another Disorder Instead?

Whether you are having your first problems with depression or mania, and
possibly even if you have had numerous episodes of mood disorder, you will
probably want to discuss the accuracy of the diagnosis with your doctor. Does
the diagnosis give a reasonable explanation for the kinds of problems you've
had with your mood states, behavior, and relationships with other people?
Could you have another disorder instead? You may wonder whether the mood
swings you experience are really a part of your personality (see Chapter 4).
You may believe that you have a different psychiatric disorder or no disorder
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at all. Alternatively, you may believe, rightfully, that you have another psychi-
atric disorder in addition to bipolar disorder.

Bipolar disorder can be difficult to tell apart from other disorders that
share features in common with it. In this section, I discuss the problem of
misdiagnosis. I also discuss the disorders that are often confused with bipolar
disorder and how they differ from it. Sometimes these disorders are diagnosed
alongside of bipolar disorder (“comorbidity”).

What Can You Do if You Think You've Been Misdiagnosed?

There are many reasons why bipolar disorder can be hard to distinguish from
other disorders. First, moods can vary for any number of reasons, which can
include hormones, personal stress, personality disturbances, diseases of the
brain, or ingestion of drugs or alcohol. Second, people with the disorder often
have trouble describing their mood states to others and giving accurate histo-
ries of their disorder. Third, mental health professionals are not always ade-
quately trained to recognize the more subtle forms of the disorder (for exam-
ple, mixed states, rapid cycling, mild depressions, hypomania).

Diagnostic confusion can also occur because of the diagnostic criteria
themselves. Certain symptoms are characteristic of more than one disorder.
Psychotic experiences (for example, grandiose delusions) can occur in other
disorders, such as schizophrenia. Problems with distractibility occur in mania
and in attention-deficit/hyperactivity disorder (ADHD). Sleep disturbance and
irritability can occur in recurrent depression and anxiety disorders as well as
bipolar disorder. Lastly, mood variability is a key feature of borderline person-
ality disorder.

Try to be as patient as you can with the diagnostic process. The common
use of the DSM-IV together with improved training in the recognition of
mood disorders make diagnosis more reliable than it used to be. Nonetheless,
errors inevitably occur. Your physician may need to observe you during an ep-
isode and once you have recovered to be sure of your diagnosis. If you have
strong doubts about the diagnosis you have been given, getting a second opin-
ion is a good idea.

If you do seek a second opinion, be prepared to be asked some of the same
questions about your symptoms that you were asked the first time. Tell the
new psychiatrist why you think you have some disorder other than bipolar
and, specifically, why you don’t think the diagnostic criteria for bipolar disor-
der fit. Alternatively, if you think that bipolar is the correct diagnosis but
you've been diagnosed with something else, tell the new physician why you
believe this. Bring along a close family member, significant other, or trusted
friend. This person can offer a different perspective on your symptoms and life
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experiences, which may be quite useful to the mental health professional who
makes the diagnosis. :

Most of all, it’s important to work collaboratively with your doctor. Relate
what you can about your history and report events and symptoms as accu-
rately as possible, even if what you are reporting is sometimes embarrassing or
painful to talk about. Try to see things from the doctor’s perspective. If the
doctor thinks you are bipolar, what is the rationale behind that opinion? What
diagnostic criteria does the doctor think apply to you? Is he or she considering
other diagnoses, and if not, why not?

Comorbid Disorders

The term “comorbidity” refers to the co-occurrence of two or more psychiatric
disorders in the same person. Many people have more than one DSM-IV psy-
chiatric disorder. In fact, two carefully designed national surveys of psychiat-
ric disorders in the general population—the National Comorbidity Survey and
the Epidemiologic Catchment Area study—concluded that 56-60% of people
with one psychiatric disorder report two or more disorders (Kessler et al.,
1994; Robins et al., 1991). In clinical practice, people are often given multiple
diagnoses, sometimes because they have more than one disorder and some-
times because the clinician isn’t sure which diagnosis best applies and there-
fore diagnoses more than one.

What does a person with two or more comorbid disorders look like? Con-
sider Elena, a 49-year-old woman who has been diagnosed with bipolar 11 dis-
order and ADHD.

Elena had several long-lasting depressive episodes, during which she had
had difficulty holding a job. Her hypomanic periods were characterized by
irritability, racing thoughts, and sleep disturbance. Her husband, Chris,
was understanding of her depression but became enraged at the fact that
when he tried to talk to her about her job situation, Elena’s eyes would
glaze over and she seemed not to be listening. Chris also complained that
she made a lot of careless mistakes: When she sent her resumé to prospec-
tive employers, there was often a page missing or the printing was slanted.
She also frequently forgot appointments with her doctors. Her forgetful-
ness and inattention seemed to characterize her behavior most of the
time, even when she wasn’t depressed.

In Elena’s case, the codiagnosis of bipolar disorder with ADHD led her physician
to recommend a regimen that included a mood stabilizer and dextroampheta-
mine (Adderall), a drug designed to improve attention and concentration.
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Psychiatric Disorders Often Confused with Bipolar Disorder

¢ Attention-deficithyperactivity disorder (ADHD)
Borderline personality

Cyclothymic disorder

Schizophrenia or schizoaffective disorder
Recurrent major depressive disorder
Substance-induced mood disorder

The sidebar on this page lists disorders that are often comorbid with bipo-
lar disorder or confused with it diagnostically. ADHD, borderline personality
disorder, and cyclothymic disorder can all be codiagnosed with bipolar disor-
der. The others require that the clinician make a decision between these diag-
noses and bipolar disorder.

Attention-Deficit/Hyperactivity Disorder (ADHD)

Do you have any of the following problems?

e Difficulty paying attention to details?

Making careless mistakes in work or other activities?
Trouble listening to others?

Problems with organization?

Distraction?

Forgetfulness?

ADHD is a childhood-onset disorder characterized by difficulty attending
to tasks. A child who has ADHD with hyperactivity or impulsivity will fidget,
blurt out answers to questions, have difficulty remaining seated, and talk ex-
cessively (American Psychiatric Association, 1994a, 2000). Notice how simi-
lar these symptoms are to mania! Distinguishing childhood-onset bipolar dis-
order from ADHD, or distinguishing adult bipolar disorder from the
continuation of an ADHD first diagnosed in childhood, is extremely difficult.
And it is possible to have both. Some studies have found that as many as 90%
of children and 30% of adolescents with bipolar disorder also have ADHD, al-
though not everyone agrees on this (Geller & Luby, 1997).

Distinguishing bipolar disorder from ADHD is important, because the pri-
mary drugs for treating ADHD are stimulants such as methylphenidate
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(Ritalin) or Adderall. These drugs are not usually given to people with bipolar
disorder unless accompanied by a mood stabilizing agent like lithium or
Depakote. You'll learn more about these medications in Chapter 6. Ritalin,
like many stimulating drugs, can increase the chances of developing a manic
or hypomanic episode (see the case study on page 53). 0

There is currently a trend among mental health professionals to co-
diagnose bipolar disorder and ADHD, particularly in children. There are no
separate diagnostic criteria for bipolar disorder in children, and, unfortu-
nately, this trend sometimes leads to imprecision. It is possible to have both,
and many people do, but there are also ways to tell them apart.

First, the cognitive problems associated with ADHD do not change much
from day to day or week to week, unless the person is taking Ritalin or a simi-
lar drug. People with ADHD have fairly constant problems with attention, dis-
tractibility, and organization, regardless of their mood state. In contrast, peo-
ple with bipolar disorder may become impulsive and have difficulty attending,
but mainly when they are in the midst of a manic, mixed, or depressed epi-
sode. For example, Teri, age 37, worked successfully as a graphic artist during
her periods of mood stability. Only when she was depressed was she unable to
concentrate on her design layouts. |

In addition, ADHD is not accompanied by the extreme highs and lows of
mood states that are the hallmark of bipolar disorder. It is not typical for peo-
ple with ADHD to experience elated highs, goal-directed behavior, hyper-
sexuality, decreased need for sleep, or grandiosity (Geller et al., 1998), or to
experience deep depressions alternating with periods of stable mood.

ADHD is usually associated with difficulty in school settings. When you
were in school, were you fairly consistently able to keep your mind on class
activities? Have you generally functioned well in tasks that require concentra-
tion and effort since then? If the answer to both of these is yes, it is unlikely
that you have ADHD, although a thorough answer to this question requires
cognitive testing. If you think you might have ADHD, raise the possibility
with your doctor and ask for a separate evaluation of that condition. In addi-
tion to medications for ADHD, there may be “cognitive rehabilitation” pro-
grams in your area that you can enroll in to help you develop strategies for im-
proving your attention and concentration.

Borderline Personality Disorder
Do you have . ..

e Difficulty defining for yourself who you are or who you want to be?
e A history of very intense and unstable relationships with people?
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A history of making great efforts to keep people from abandoning or
leaving you?

Difficulty controlling angry outbursts?

A history of impulsive or reckless behavior in sex, spending money, or
eating?

A history of self-destructive acts (for example, self-cutting)?

Personality disorders are long-lasting patterns of disturbance in thinking,
perceiving, emotional response, interpersonal functioning, and impulse con-
trol. The hallmarks of borderline personality disorder are instability in mood,
relationships, and one’s sense of self or identity. People with borderline disor-
der feel chronically empty and bored, have terrible trouble being alone, and
frequently make suicidal gestures or threats. They tend to have remarkably re-
active moods and quickly become intensely sad, anxious, or irritable in re-
sponse to events involving close relationships. These mood states tend to last
for only a few hours or, at most, a few days (American Psychiatric Association,
1994a, 2000). Borderline personality disorder generally continues throughout
adulthood, unless the individual seeks treatment.

Carla, age 27, called her boyfriend up to 10 times a day. When she did,
she often raged at him for “not being there for her” and, if she couldn't
reach him, accused him of being with another woman. When alone, she
would feel like she was disappearing, and feel intolerable cravings to
smoke, eat, drink alcohol, vomit, or cut herself with glass. She tried to
hurt herself in minor ways several times, but never severely enough to
threaten her life. These problems had continued for several years, despite
the fact that she was in psychotherapy and had tried various forms of anti-
depressant medication.

There are several parallels between borderline and bipolar disorder, par-
ticularly the rapid cycling forms, but there are also discernible differences. In
borderline disorder the changing mood states are usually very short-lived and
areaction to being rejected or even just slighted by people with whom the per-
son is affiliated. In fact, the disturbances in people with borderline personality
are most visible when one observes their romantic relationships. They tend to
idealize and then devalue those with whom they become close, and they go to
great lengths to avoid being what they experience as abandoned.

People with borderline personality disorder do become depressed and of-
ten meet full criteria for a major depressive episode at some point in their
lives. But they do not develop the full manic or mixed affective syndrome un-
less they also have a bipolar disorder. Between 10% and 40% of people with
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bipolar disorder also meet the diagnostic criteria for a borderline personality
(Carpenter et al., 1995; George et al., 1996; Peselow et al., 1995).

Why is it important to know if you have borderline personality as well as
(or instead of) bipolar disorder? Currently, there are no agreed-on guidelines
for the drug treatment of people with borderline personality or those with
both borderline and bipolar disorders. It is generally believed that people with
both disorders are more “treatment refractory” or have more trouble respond-
ing or adhering to mood stabilizing drugs (American Psychiatric Association,
1994b). If you are having trouble finding the right combination of medica-
tions, and if some of the preceding features fit you, it is possible you have this
complicating condition. In these cases, it is especially important for you to
consider psychotherapy in addition to medication. The form of therapy that
has the most research support for borderline personality disorder is “dialecti-
cal behavior therapy,” a form of cognitive~behavioral therapy, in both group
and individual settings, developed by Marsha Linehan (1993).

Cyclothymic Disorder

Do you have . ..

e Short periods of feeling active, irritable, and excited?
e Short periods of feeling mildly depressed?
e A tendency to alternate back and forth between the two?

To make matters even more complicated, you can have a fluctuating form
of mood disorder marked by short periods of hypomania alternating with
short, mild periods of depression. To have cyclothymic disorder, you must
have alternated between high and low periods for at least two consecutive
years and never be without mood disorder symptoms for more than two
months at a time (American Psychiatric Association, 1994a, 2000). How is
this different from bipolar II disorder? Consider the following vignette:

Katherine was a 30-year-old woman who, since adolescence, had experi-
enced a pattern of alternating between three-day periods in which she
cried a lot and felt sad and less interested in things, followed by another
three-day period in which she would feel irritable, energetic, and talk-
ative. She had never been hospitalized for either her depressive or
hypomanic symptoms, nor had she been suicidal, unable to concentrate,
or lost significant amounts of weight. Her boyfriend sometimes com-
plained about her moodiness and ragefulness. Although it was more diffi-
cult for her to work when she was depressed, she had never lost a job be-
cause of it.
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Katherine received a diagnosis of cyclothymic rather than bipolar disor-
der. Had her depressions been worse and/or required hospitalization, her diag-
nosis would be changed to bipolar II disorder with cyclothymic disorder. One
can be diagnosed with both!

The psychiatrist Hagop Akiskal from the University of California, San
Diego School of Medicine, views cyclothymia as a disturbance of temperament
that predisposes people to bipolar disorder (Akiskal, 1996; see also Chapter
4). In fact, cyclothymia has a lot in common with bipolar I and II disorders, in
terms of its pattern of inheritance and its presumed biology. Cyclothymia is
listed in the DSM-IV as a mild form of bipolar disorder. About one in every
three people with cyclothymia progresses to bipolar I or II disorder (that is,
they develop full-blown manic episodes, longer hypomanias, or major depres-
sive episodes) over periods of two to three years (Akiskal et al., 1977).

There are very few studies on the ideal treatments for bipolar II disorder
versus cyclothymia. As a result, psychiatrists tend to treat them in a similar
way, with mood stabilizers like lithium or Depakote. Nonetheless, people with
cyclothymia can sometimes function without medication because their disor-
der is generally less severe and less impairing. For some, the label cyclothymia
feels less frightening than bipolar 1I disorder, even though they have many
similar features.

Schizophrenia

If you are a person with schizophrenia, you will experience some of the fol-
lowing symptoms:

Delusions, such as a feeling of being followed, a belief that your
thoughts are being controlled by an outside force, or a belief that some-
one (or some organization) wants to hurt you

Hallucinations, in which you hear a voice or see a vision

Lack of motivation, apathy, and disinterest in seeing anyone

Loss of or “blunting” of emotions

Very jumbled or confused communication and thinking

It can be quite difficult to distinguish bipolar disorder from schizophre-
nia, especially when a person is first seeking treatment or has his or her first
hospitalization. People with schizophrenia do not have multiple personalities,
as is commonly believed. Instead, they have delusions (mistaken, unrealistic
beliefs) or hallucinations (sensory experiences, like voices, without a real
stimulus). They can experience severe depressions, but often their biggest
problem is being cut off from their emotions (flatness or blunting of affect).



50 THE DIAGNOSIS AND COURSE OF BIPOLAR DISORDER

People with bipolar disorder can also have delusions and hallucinations; these
are typically (but not invariably) of a manic, grandiose type (for example, “1
have a finely-tuned extrasensory perception”) or of a depressive sort (for ex-
ample, “The devil tells me I am to be punished for my bad deeds”).

According to DSM-1V criteria, you have bipolar disorder instead of schizo-
phrenia if, during your episodes, you experience severe swings of emotion and
energy or activity levels, and your delusions or hallucinations (if they occur at
all) do not appear until after the onset of your mood swings. If your delusions
and hallucinations develop before your mood swings and/or persist after your
depressive or manic symptoms clear up, you would more likely be diagnosed
with schizophrenia or schizoaffective disorder, a blend of the schizophrenia
and mood disorder categories.

These distinctions are very important in relation to your prognosis. The
long-term outcome of schizophrenia—in terms of number of hospitalizations,
ability to work, and other quality-of-life indicators—is worse than for bipolar
or schizoaffective disorder (Grossman et al., 1991). It’s also an important dis-
tinction for treatment, because people with schizophrenia require a different
line of medications than people with bipolar disorder. If your diagnosis is
schizophrenia or schizoaffective disorder, your physician will probably rec-
ommend drugs like olanzapine (Zyprexa), clozaril (Clozapine), and ris-
peridone (Risperdal) (see also Chapter 6). These are novel antipsychotic
drugs with mood-stabilizing properties. 1f the doctor feels your bipolar diag-
nosis is accurate but that you have psychotic symptoms or severe agitation, he
or she may recommend one of these drugs along with a mood stabilizing agent
like lithium, Depakote, or Tegretol. Consider the experiences of Kurt, age 19:

Kurt believed there was a “gang of nine” that roamed the planet and spe-
cifically was looking for him. He described his “self” as a “shell” that was
gradually deteriorating and would eventually be taken over by this gang.
When he began to be preoccupied with the gang of nine, he would be-
come revved up, irritable, easily provoked to tears, speak a mile a minute,
and stop sleeping. He was hospitalized because his thinking became in-
creasingly bizarre and his parents became afraid of him. When his older
brother visited him in the hospital, Kurt ran up to him, threw his arms
around him, began crying, and screamed, “Thanks for saving me!” After
hospital treatment with Haldol (an antipsychotic medication), he calmed
down considerably and began sleeping again. But he continued to believe
a gang was following him and that its members were waiting for him to be
discharged from the hospital. ‘

Notice that Kurt’s primary disturbance is in his thinking processes rather than
his mood. He continued to be preoccupied with his delusional beliefs even af-
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ter his mood and sleep problems improved. He was given the diagnosis of
schizoaffective instead of bipolar disorder. These diagnostic distinctions are
among the most difficult to make reliably (Pope & Lipinski, 1978). Otften,
people with these unclear patterns of symptoms have to be observed across
several episodes, and try many different medications, before their diagnosis
becomes clear.

Recurrent Major Depressive Disorder

Have you had major, severe periods of depression that have come and gone,
but no obvious signs of mania or hypomania? It may seem simple to distin-
guish people with only recurrent depressions from those who have both de-
pressions and manias, but it is actually quite difficult. The most common situ-
ation is a person who has had repeated episodes of major depression, and then
develops a brief period (a few days) of feeling “wired,” “up,” and “ready to
take on the world.” Is this bipolar II disorder? Or simply the “high” most of us
would feel after coming out of a long depression?

A true hypomanic episode involves an observable change in functioning
from a prior mood state. A hypomanic person sleeps less, feels mildly or mod-
erately elated or irritable, and has racing thoughts or becomes talkative. If this
state lasts for days at a time, and others have commented on it, a hypomanic
episode (and bipolar disorder) is suspected. In contrast, a person who simply
feels good after being depressed, but who has few or none of the other symp-
toms in the hypomanic cluster, is probably a patient with “unipolar depres-
sion.” A history of bipolar disorder in your family provides additional evi-
dence for the bipolar over the unipolar diagnosis. As mentioned earlier, if
yvour doctor cannot be certain if you have unipolar depression or bipolar
disorder, he or she will probably recommend that you take a mood stabilizer
before introducing an antidepressant.

Substance-Induced Mood Disorder

Are all of the following true for you?

e You have had an episode of depression or mania

o These symptoms developed after you took a street drug, drank a large
quantity of alcohol over several days or weeks, or began taking an anti-
depressant or some other medication that affects moods

e Your mood symptoms subsided shortly after you stopped drinking the
alcohol or taking the drug

e You have not had previous manic or depressive episodes, except those
brought on by alcohol or drugs
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Manic and depressive symptoms can be mimicked by certain drugs of
abuse. Cocaine, amphetamine (“speed”), heroin, and LSD have all been
known to create manic-like states, often with accompanying psychosis. Am-
phetamine, in particular, has been known to produce irritable, hyperactivated,
delusional states. It is unlikely that alcohol abuse or dependence will directly
cause a manic episode, but it can certainly contribute to a spiraling depres-
sion.

The DSM-1V distinguishes mood disorders that are a function of certain
substances from those that are due to a person’s inherent physiology. Mood
disorders that are the direct function of substances are usually short-lived, dis-
appearing more quickly than non-substance-related mood disorders, and are
usually treated through detoxification and chemical dependency program.
Sometimes they abate without treatment. However, substances can contribute
to the onset of the first episode of bipolar disorder, which then takes on a
course of its own. It is not uncommon for bipolar persons to say that their first
manic episode began shortly after they began experimenting with drugs.

As I talked about in Chapter 2, you can have both a mood and a substance
use disorder, with one influencing the course of the other. Mood swings make
you more likely to take drugs or alcohol, and drugs or alcohol can worsen
your mood swings. About 60% of people with bipolar disorder have had an al-
cohol or substance use disorder at some point in life—a rate that is much
higher than the general population rate of 10-20% (Regier et al., 1990; Sonne
& Brady, 1999). So, even if you originally sought treatment for a mood prob-
lem, your doctor may still diagnose you with a substance or alcohol use disor-
der and recommend that you take part in a 12-step program (for example, Al-
coholics Anonymous) or an individual therapy designed to ‘help you
overcome chemical dependency problems.

Your doctor will probably assess the sequence of your mood symptoms
and drinking or drug use: Do you usually get depressed and then drink? Does
it ever happen that you drink and then get depressed? Do you use cocaine or
marijuana and then get manic, or is it the reverse? Usually, he or she will not
be able to tell for sure if you have both a bipolar and a substance abuse prob-
lem until you have remained sober or drug-free for a period of time. Again,
your close relatives and significant others may be of help here. For example,
your spouse may be able to recall how and when your behavior started to shift
in relation to when you took certain substances.

An important case of substance-induced mood dlsorder is mania, hypo-
mania, or rapid cycling that develops after taking antidepressants. Karine, in
the example below, showed symptoms that strongly mimicked a mixed epi-
sode, but her symptoms remitted once the antidepressant was withdrawn. The
DSM-IV requires that the bipolar syndrome not be diagnosed until at least one
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manic, mixed, or hypomanic episode has occurred without provocation by an-
tidepressants or other substances. If you do become manic or hypomanic be-
cause of antidepressants, you may indeed have bipolar disorder, but more evi-
dence will be required.

Karine, age 48, had been severely depressed and anxious for about a
month after the death of her father. She had never had a manic or a
hypomanic episode. Her physician had put her on an antidepressant, but
it did not make her depression better; in fact, her anxiety got worse. Her
physician then gave her a different kind of antidepressant.

“At first, 1 felt great. 1 could focus on things like never before. I no
longer needed cigarettes to keep my mind on my work. But then my mood
started to go up and down like a seesaw. My sleep got worse and worse—1
woke up almost every hour. 1 felt wired, but then my depression came
back. 1 started feeling really irritable and worried, and I couldn’t stop my
ruminations, which were like a tape playing at 78 rpms. I had to take
Ambien (a sleep medication) nearly every night. I couldn’t stand it.”

Her physician took her off of the antidepressant gradually. Her mood
continued to fluctuate for a few weeks but then returned to a milder state
of depression. She was eventually treated successfully with oxcarbazepine
(Trileptal, an anticonvulsive agent like Tegretol) and psychotherapy. Her
rapid cycling was considered an instance of substance-induced mood dis-
order, although she was also believed to have “uncomplicated bereave-
ment,” a form of major depression that is a reaction to a loss experience.
She was never given the diagnosis of bipolar disorder.

I hope you can see now how important it is to obtain a proper diagnosis
and to rule out competitive diagnoses. Knowing the diagnostic criteria for bi-
polar disorder and how these symptoms manifest themselves within you and
others is empowering. As you'll see later, awareness of the symptoms that you
typically experience when developing bipolar episodes will go a long way in
helping you to prevent these episodes from spiraling out of control.

In the next chapter, I'll discuss the problems people have in adjusting to
or coping with the diagnosis of bipolar disorder. Some deny the reality of the
disorder and believe that their symptoms are just exaggerations of their per-
sonality. Some overcommit to the diagnosis and unnecessarily try to limit
their career and personal aspirations, and others reluctantly agree to the diag-
nosis but continue living their lives as if they were illness-free. No one likes to
believe that they have a psychiatric disorder that requires long-term treat-
ment. Coming to accept the diagnosis is a difficult emotional process.
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Is It an Illness or Is It Me?
TIPS ON COPING WITH THE DIAGNOSIS

In Chapter 3 we discussed the rather dry (though useful) DSM-IV
diagnostic criteria. What these criteria do not address or convey is the emo-
tional impact of learning you have bipolar disorder and acknowledging its re-
ality. Most of my patients go through painful struggles in coming to terms
with this diagnosis. Initially, they experience anger, fear, sadness, guilt, disap-
pointment, and hopelessness. These are not manic-depressive cycles but
rather a process of forming a new sense of who they are, a new self-image that
incorporates having biological imbalances that affect their moods. It may
sound like I'm talking about people who have had only one or two manic or
depressed episodes and are surprised by the diagnosis, but I've also seen these
reactions in people who have been hospitalized for the disorder numerous
times.

Why is the process of acceptance so painful? Coming to terms with hav-
ing the disorder may mean admitting to a new role for yourself in your family,
in the workforce, or in your personal relationships. It may require you to
make some decisions about restructuring your life and priorities, which may
mean viewing yourself differently. For example, Esteban, age 25, gave up his
apartment and returned to live with his parents after his hospitalization. He
then had to deal with their hypervigilance and increased attempts to control
his behavior, which made him feel like he was a child again. Rob, age 38, had
been quite successful in his work as a civil engineer. After his diagnosis was
revealed, he found that people at work seemed afraid of him. He attributed
losing his job to the disclosure of his illness. Nancy, age 44, noted that after
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learning of her diagnosis and telling many of her friends about it, at least one
“dumped me because I was too ‘high maintenance.’” You can imagine the
pain and confusion you might feel when there are such costs to acknowledg-
ing the disorder.

What's Unique about Bipolar Disorder?

People who have to live with medical diagnoses such as diabetes or hyperten-
sion go through similar emotions in coping with their diagnoses. Nobody
likes to believe they have a long-term illness that requires regular treatment.
But bipolar disorder has its own particularities. As I mentioned in Chapter 2,
bipolar disorder can be difficult to distinguish from the normal ups and
downs of human life. You may have always been moody or temperamental
and believe that your manic or depressive periods are just exaggerations of
your natural moodiness. How do you know what is really your illness and
what is your “self” or your personality (your habits, attitudes, and styles of re-
lating to others; the way you are most of the time)? How do you train yourself
to know the difference between you when you're well and you when you're ill,
and not fool yourself into thinking that changes in mood, energy, or activity
are just “how I've always been”?

On a practical level, the ability to recognize these differences between per-
sonality traits and disorder symptoms is important so that you and others
know when emergency procedures need to be undertaken. On an emotional
level, understanding these distinctions can contribute to a more stable sense
of who you are. Maureen, for example, knew she had always been extraverted
but realized she needed to visit her doctor when she began staying up late to
call people—all over the country—to whom she hadn’t spoken in years. The
requirement of an increased dosage of lithium did not interfere with her ap-
preciation of others.

The reaction of many of my clients upon learning of the diagnosis is dis-
belief or denial, which is only natural. After all, they have to revise their image
of themselves, which is painful and difficult to do. Others, especially those
who were diagnosed some time ago, come to believe they have the disorder
but continue to lead their lives as if they did not. You can imagine why people
would react this way; in fact, you may even recognize these reactions in your-
self. Nevertheless, these styles of coping can cause trouble for you, especially
if they lead to your refusal to take medications that would help you or to en-
gaging in high-risk activities (for example, staying up all night, getting drunk
frequently) that can worsen your illness.

For example, Antonio, age 35, behaved in self-destructive ways to cope
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with his confusion and pain. He went off his medications to try to prove to
others that he wasn't sick, but then relapsed and ended up back in the psychi-
atrist’s office, with more medication being recommended. Rosa, who had re-
ceived her diagnosis years ago, often turned to alcohol when she experienced
the shame, social stigma, and hopelessness she felt the diagnosis conferred on
her.

After they have lived with the disorder for a while, some people begin
thinking of themselves as if they were nothing more than a diagnostic label or
a set of dysfunctional molecules. They start automatically attributing all of
their personal problems to the illness, even those problems that people with-
out bipolar disorder routinely experience. They usually accept the need for
medications but unnecessarily limit themselves and avoid taking advantage of
opportunities that they actually could handle.

By the end of this chapter you will have a greater sense of the various
emotional reactions people have upon learning of the diagnosis. You'll feel
empowered knowing that your own emotional reactions are shared by others
and that admitting to the diagnosis doesn’t mean giving up your hopes and as-
pirations. The chapter ends with suggestions for coping with the difficult pro-
cess of coming to terms with the illness. Bipolar disorder is something that
you have, but it is not who you are.

The Emotional Fall-Out of the Diagnosis

Most of the people who consult me have been told by someone at some time
that they have bipolar disorder, even if they don’t believe it themselves. When
we actually sit down and begin discussing the disorder, they experience a
wide range of emotions, including bewilderment, anxiety, and anger. Some
people feel relief: learning that you have a psychiatric disorder that has a
name, and that explains a great deal of what has happened to you, can help al-
leviate your feelings of guilt or self-blame. More often, however, the diagnosis
raises more questions than it answers—most of which concern what the fu-
ture holds for you and those close to you.

When you first learned that you had the disorder, you may have asked
yourself questions like the following:

Why me? .

Why is this happening now?

Am I “only bipolar” now, or do I still have a separate identity?
Where do I stop and the disorder begin?
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Were my prior periods of high energy, creativity, and accomplishment
nothing more than signs of an illness? |

How much mood variability am I “allowed” before people think I'm
getting sick again? :

How responsible am 1 for my own behavior?

Will I have a normal life and achieve my goals?

Even if you've had numerous episodes of bipolar disorder, you may still ask
yourself these questions. It's natural to do so, and healthy—to the extent that
struggling with these questions helps you clarify your feelings and goals.

If any close family members (for example, your spouse or parents)
learned of your diagnosis at the same time as you did, they probably had ques-
tions of their own. They may not have voiced these questions to you directly
because they understood that hearing their worries might be painful for you
and because they didn’t wish to cause family conflict. For example, Kyana’s
parents worried that she would always be tagged as mentally ill and never
have a normal life. They worried that they would have to take care of her for
the rest of their lives and that their hopes and dreams for her had been dashed.
Greg's wife wondered if she had married the wrong man and whether she
should leave the relationship. None of these family members raised their wor-
ries until they began talking openly about the disorder with Kyana or Greg.
On the positive side, learning more about the disorder was comforting to
Kyana, Greg, and their families, because they learned together that the prog-
nosis was not as poor as they had feared.

“It's No Big Deal”: Rejecting or Underidentifying with the Diagnosis

“I want to go back to the place where I used to live in Miami, back before
all this mess started. Who knows? Maybe the apartment I lived in is still
available. People liked me there. I had so many friends. I sometimes
think if I go back there, I'll find the old me sunning herself under some
big old palm tree.”

—A 26-year-old woman who had just been hospitalized
- for her second manic episode

Perhaps you remember the first time someone told you that you had bipolar
disorder. Did any of the reactions in the sidebar on page 58 describe how you
felt then or now?

Consider the first reaction of rejecting the diagnosis outright. Did you (or
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Common Reactions to Being Told
One Has Bipolar Disorder

e “The diagnosis is wrong: it’s just a way for other people to
explain away my experiences” [rejecting the diagnosis]

e “I'm just a moody person” [underidentification with the
diagnosis: giving some credence to it but making few, if any,
lifestyle adaptations]

¢ “My illness is everything, and I have no control over my
behavior” [overidentification with the diagnosis: rethinking your

life problems and beginning to blame all, or most of them, on

the disorder, or unnecessarily limiting your aspirations because
of the illness]
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do you now) believe that the diagnosis was all just a misunderstanding of your
behavior? Did you think others were just trying to rein you in and weren’t in-
terested in your private experiences? Did you get confused about whether
your medication was meant to treat your mood swings or whether it caused
them in the first place? Were you convinced that the diagnosis was wrong and
that “alternative treatments” were the answer? '

Carter, age 49, rejected the diagnosis, refused to see his doctor, and re-
fused to take medication. This obstinancy usually surfaced when he was
manic, but he also dug in his heels when he had few or no symptoms of the
disorder. He believed that whatever problems arose could be controlled by
diet (particularly by limiting his sugar intake) and acupuncture treatments.
He argued that his behavior—no matter how dangerous or bizarre it had
been—was just being misunderstood and misinterpreted. He blamed his
behavior on people he thought had provoked him—typically, family mem-
bers, employers, or romantic partners. During the few times in which he did
agree to take medication, he mistakenly concluded that it had caused his ill-
ness (“My moods were fine until they gave me Depakote, and now they swing
all over the place”).

As 1 discussed in Chapter 3, you will certainly want to explore with your
doctor why he or she thinks the diagnosis applies to you, and why other possi-
ble diagnoses are being ruled out. Second opinions are often helpful, and there
is no substitute for learning as much as you can about the symptoms of the
disorder, the purposes of various medications, and self-management strate-
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gies. But rejecting the diagnosis is a dangerous stance to take, because, as in
Carter’s case, it can lead to the rejection of treatments that may be life-saving.
People who take this stance often go through several episodes and hospitaliza-
tions before they admit that anything is wrong, and even then may distrust the
diagnosis, the doctors, and the medication.

Now consider the second reaction, what I call underidentifying with the
diagnosis. Underidentification is a very common reaction style, and, for many
people, is a stage in coming to accept having an illness. It is similar to being
“in denial,” which is not the same thing as rejecting the diagnosis. Denial re-
fers to the process of avoiding emotionally painful problems by pushing them
out of conscious awareness. Being told that you have an illness that will recur
and that requires rethinking your life goals is extraordinarily painful. Who
wouldn’t want to push away their emotional reactions to this news and try to
keep living their life as if the diagnosis were not true?

People who learn that they have other medical diagnoses also react by
underidentifying. For example, people who have had heart attacks may ac-
knowledge to others that they need to make lifestyle adaptations yet go on
smoking, exercising little or not at all, and sleeping irregularly. People with
diabetes or hypertension can also superficially acknowledge their diagnoses
but go on eating sugary or salty foods.

Ellen Frank and her colleagues (1994) at the University of Pittsburgh
have termed the emotional issues underlying the denial of bipolar disorder
“grieving the lost healthy self.” People with bipolar disorder were often very
energetic, popular, bright, and creative before they became ill. Then, once
their illness is diagnosed and people around them start treating them like a
“mental patient,” they become resentful and start yearning for who they used
to be. They may think that if they go on acting as if nothing has changed, their
old self will come back, like a long lost friend—the way the woman quoted
earlier dreamed of finding her old self back in Miami. Underlying these reac-
tions are deep feelings of loss over the dramatic changes the illness has
brought. , : ‘

If you're just now being diagnosed for the first time, it’s normal to be in a
certain amount of denial. But even if you have had the diagnosis for some time
and feel you've accepted its reality, you may be able to recall times when you
were in denial about it. When you have been hypomanic or manic, have you
found yourself doubting whether the illness was real? Perhaps thinking that
the diagnosis has been a mistake all along? Perhaps “testing” the diagnosis by
staying out all night, drinking a lot of alcohol or taking street drugs? Have you
found yourself “forgetting” to take your lithium, Depakote, or Tegretol? Have
you believed you could take your medication without any supervision (regu-
lar doctor’s appointments to discuss side effects and monitor your blood lev-
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els)? Inconsistency with medication is a big problem among people with bipo-
lar disorder, with more than 50% discontinuing their drug regimen at some
time in their lives (Goodwin & Jamison, 1990). Frequently, when people
don’t take their medications it is because they are manic, hypomanic, or other-
wise in denial about their illness (see Chapter 7).

“1f 'm Bipolar, So Is Everybody Else”

“My mother really gets on my case about my medications, about my
visits to my doctor, about the men I'm going out with, my job, my
sleep—you name it. She’s always asking me if P'vc been drinking. She
goes behind my back to try to find out. She’s always been critical and dis-
approving of me. I think she’s the one who’s bipolar.”

—A 29-year-old woman with bipolar 1I disorder and alcoholism

Sometimes people who deny the disorder say it's because they’re confused
about where normal mood variation ends and bipolar illness begins. Perhaps
you've wondered at times whether your emotional reactions to events or situa-
tions are really any different from other people’s. Have you found yourself
thinking or saying, “People around me have it, but they just don’t know it
yet”? You are most likely to think this way when your relatives or friends are
getting increasingly angry or overcontrolling, accusing you of being sick even
when you're in remission and having fairly ordinary ups and downs.

You may be right that others around you are moody. We do know that bi-
polar disorder runs in families (see Chapter 5) and that bipolar people tend to
find mates who themselves have mood disorders, (called “assortative mating”;
Gershon, 1990; Merikangas et al., 1983). So it’s not impossible that others in
your family context have the disorder or a mild form of it. Of course, if you or
I asked them why they’re so moody, they might say they're only reacting to
your behavior. In turn, you may think that your behavior occurs in reaction to
their moods. ‘ ‘

Being aware of the moodiness of your close relatives or friends is not nec-
essarily a bad thing. You can learn to avoid doing the things that provoke
them and, even better, help them find appropriate sources of help (for
example, a support group). Remember that their mood fluctuations may occur
because of matters that have nothing to do with you. Chapter 12, on commu-
nicating with family members, should help you with some of these issues.

Simply having moods that shift doesn’t make one bipolar (recall the dis-
cussion of symptom thresholds in making the diagnosis in Chapter 3). But if
you find yourself seeing bipolar disorder in everyone else, the issue is proba-
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bly not that you're misunderstanding the diagnostic criteria. Rather, the issue
is probably not wanting to feel alone or isolated. Admitting that you're ill and
different from others is stigmatizing and can be quite painful. However, as
we'll see later, acknowledging the disorder can also be empowering and does-
n't mean that life, as you know it, has to stop.

The Personality-versus-Disorder Problem

“I feel like everything I do is now somehow connected to my being sick.
If 'm happy, it's because P'm manic; if I'm sad, it’s because I'm depressed.
I don’t want to think that every time 1 have an emotion, every time I get
angry at somebody, it's because I'm ill. Some of my feelings are justified.
People say I'm a different person every day, but that's me! I've never been
a stable person.”

—A 25-year-old woman who had a manic episode
followed by a six-month depression

Having a sense of how your personality, habits, and attitudes differ from
your symptoms is an important part of learning to accept the disorder. Most
people want to feel that they have a sense of self that is separate from their
symptoms and biochemical imbalances. They especially feel this way if they've
been led to believe, by their doctors or by anyone else, that their illness is a
“life sentence.” Defining yourself in terms of a set of stable personality traits
that have been with you through most of your life may make you feel less vul-
nerable to the kinds of conflicts the young woman just quoted is experiencing.

Another reason to distinguish between your personality and your disorder
is that it will help you determine when you are truly beginning a new episode
rather than just going through a rough time. For example, if you are extra-
verted by nature, socializing a great deal in one weekend may be less signifi-
cant in determining whether you are having a mood episode than changes in
your sleep patterns, increases in your irritability, or fluctuations in your en-
ergy levels. In contrast, increases in your socializing may be quite useful as a
sign of a developing episode if you are habitually an introverted person.

Bipolar Disorder and Temperament

You may believe—and others who interact with you may believe—that your
symptoms of mania are just your exuberant, optimistic, high-energy self; that
your depression is just your tendency to slide into pessimism or overreact to
disappointments; or that your mixed episodes or rapid cycling reflect your
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natural moodiness or “dark temperament.” In fact, there is evidence that peo-
ple with bipolar disorder have mood swings or “temperamental disturbances”
that date way back to childhood. A questionnaire given to members of the Na-
tional Depressive and Manic-Depressive Association revealed that many bipo-
lar people report having depressive and hypomanic periods even when they
were children, well before anyone diagnosed them (Lish et al., 1994).

One of the more creative thinkers in our field, Hagop Akiskal, has an in-
teresting slant on the whole question. He believes that the behaviors, habits,
and attitudes we often refer to as a bipolar client’s personality are really mild
forms of mood disorder, or the bipolar disorder in its early stages of develop-
ment. He describes four temperamental disturbances that he believes predis-
pose people to bipolar disorder (see the sidebar on this page). He presents evi-
dence that people with these temperaments, even if they have never had a
major depressive, hypomanic, mixed, or manic episode, often have a family
history of bipolar disorder and are vulnerable to developing the illness
(Akiskal, 1996).

Why is it important for you to examine whether one of these tempera-
ments applies to you? Because if you have them, you're at risk for a worsening
of your disorder if you are not getting proper treatment. For example, if you
had dysthymia or cyclothymia in adolescence, you are at risk for developing
bipolar depressive episodes earlier rather than later (Akiskal et al., 1977; Klein
& Depue, 1984; Cassano et al., 1992). Lithium can be used to treat cyclo-
thymia as well as bipolar disorder. If you had dysthymia or hyperthymia as a
child or adolescent, you are at risk for developing hypomanic episodes, espe-
cially if you take an antidepressant medication and are not simultaneously

Akiskal’s Four Temperamental Disturbances

Hyperthymic: chronically cheerful, overly optimistic, exuberant,

extraverted, stimulus seeking, overconfident, meddlesome

e Cyclothymic: Frequent mood shifts from unexplained tearfulness
to giddiness, with variable sleeping patterns and changing levels
of self-esteem ‘

e Dysthymic: chronically sad, tearful, joyless, lacking in energy

* Depressive mixed: simultaneously anxious, speedy, irritable,

restless, and sad, with fatigue and insomnia
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taking a mood stabilizer such as lithium (Akiskal, 1996; Akiskal & Akiskal,
1992). If you have any of the four temperaments, you may still experience
mood variability even once you return to your “baseline” after a manic or de-
pressive episode. The notion is that these temperaments are relatively con-
stant and reflect a biologically based vulnerability to your disorder. They come
before the onset of the disorder and remain present even after the worst of the
symptoms have ceased.

So, in one sense, when people with bipolar disorder say that they have al-
ways been moody, they’re right. But the key point is that your moodiness may
reflect the biochemical imbalances underlying the disorder rather than charac-
ter or personality. What can look like personality traits can really be ongoing
symptoms of your disorder that require more aggressive medical or psycho-
logical treatment.

A Self-Administered Checklist

It is perhaps impossible to tell fully what is your personality and what is your
disorder, particularly if you’ve had a number of episodes and you've become
accustomed to the wide mood swings and the changes in energy and behavior
that go with them. The following exercise may clarify your thinking about
these matters. In filling out this exercise, compare your personality traits to
the symptoms you have when you get manic or depressed. Under “personal-
ity,” try to think of the way you are most of the time, not just when you’re
having mood cycles.

Does your personality consist of a group of traits that “hang together” (for
example, sociable, optimistic, affectionate, open)? See if you can distinguish
the cluster of traits that describe you throughout your life from those that typ-
ify the way you feel, think, or behave when you are manic or depressed. How
do you usually relate to other people, and does this change when you get into
high or low mood states? When you're racing and charged up, are you really
“affectionate and open” or just physical with many different people and talk-
ative across the board? Would people describe you as boisterous, assertive, or
energetic even when you're not cycling into a manic episode? Are you pessi-
mistic and withdrawn when you’re not feeling depressed?

If you're not sure about whether you have certain personality traits, check
with others to see if they would describe you with these trait terms. Fre-
quently, those close to you will have different ideas than you do about what
your personality is like and how it differs from your mood disorder symp-
toms. Of course, you may feel uncomfortable approaching certain close rela-
tives with these questions, especially if you feel these family members have an
agenda, such as getting you to take more medication. For now, try to select
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Check as many of the following as apply.

Your personality traits Your manic or depressive symptoms
___ Reliable ___ Euphoric

___ Conscientious ___ Grandiose

—_ Dependable . Depressed

__ Indecisive ___ Loss of interest

___ Assertive —___ Sleeping too much
— Open ___ Sleeping too little
___ Optimistic ___ Racing thoughts

____ Sociable ___ Full of energy

___ Withdrawn ___ Doing too many things
. Ambitious —_ Highly distractible
___ Aloof ___ Feeling suicidal

__ Critical ___ More easily fatigued
____ Intellectual _____ Unable to concentrate
___ Affectionate ___ [Irritable

____ Spirited __ Feeling worthless
_____ Passive ___ Taking big or unusual risks
___ Talkative ___ Wired

___ Seeking novelty ____ Highly anxious

___ Spontaneous —. Slowed down

____ Boisterous —_ Sped up

____ Fearful —_ Overly goal-driven
—__ Pessimistic ___ Aggressive impulses
__ Erratic ___ Hopeless )
___ Rebellious ___ Unusually passive

someone you think is not invested in the outcome of the discussion (that is,
whether you conclude that certain behaviors are your illness rather than your
personality, or vice versa). A close, trusted friend may be a good choice. Per-
haps frame the question like this: “I'm trying to figure out why I've had so
many mood changes. 1 want to know whether I've really changed or whether
I've always been like this. Can you help me with a simple exercise?”

“Won't Bipolar Disorder Cﬁdnge My Personality?”

The flip side of this “personality versus disorder” question is whether one or
more episodes of mania or depression can actually change your personality or
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character. This is a very complicated question. There is some research evi-
dence that very painful events can change the fundamental character of a per-
son (the “scar hypothesis”; see Just et al., 2001). Many people, particularly
those who have had many bipolar eplsodes feel that the disorder and the ex-
periences of hospitalization, medications, psychotherapy, and painful life
events have fundamentally changed who they are. People who have just been
diagnosed may not worry so much that their personality will be changed by
the diagnosis as that people will relate to them differently because of it—and
that they may start acting differently as a result.

Certainly, a longstanding mood disorder—especially if it has not been
treated—can profoundly affect your attitudes, habits, and styles of relating to
others. It can also require lifestyle changes that are a lot like changes in per-
sonality. But if you were really free of your mood disorder symptoms for a
long period of time, would you go back to being the way you were before the
illness began?

We really don’t know whether there are fundamental changes in a per-
son’s character as a result of long-term bipolar illness. It is possible that what
look like changes in personality (for example, becoming less sociable, acting
more aggressively) following repeated episodes of bipolar disorder are really
just “subsyndromal symptoms”—depressive or manic symptoms that have not
fully disappeared after the last major episode. But no one doubts that the ex-
perience of bipolar mood swings is very profound and can change the way you
view yourself and those around you.

“I Am My Disorder”: Overidentifying as a Coping Style

“I've become very worried about having another episode. 1 keep thinking
that even the smallest thing will push me over the edge—a glass of wine,
traveling, eating a rich dessert, even just going to the store. My husband
wants me to do more, like go with him to restaurants or shows, but 'm
afraid going out will make me manic. 'm now leading a pretty sheltered
life, T guess.”

—A 58-year-old woman in a depressed phase of bipolar I disorder

Some people deal with the emotional pain of the disorder by giving them-
selves over to it. They “overidentify” with the illness, viewing all of their prob-
lems, emotional reactions, viewpoints, attitudes, and habits as part of their
disorder. If your last period of illness was quite traumatic for you (for exam-
ple, your life or health was threatened, you experienced public shame or hu-
miliation, or you lost a great deal of money or status), you may have become
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fearful of the disorder’s power over you, and placed severe restrictions on your
life as a way of warding off future damage. If this coping style does not de-
scribe you now, perhaps you can recall periods of time when it did.

There are many reasons for overidentifying with the illness. First, you
may have received inaccurate information from your doctors or other mental
health sources. You may have been told that your illness is quite grave, that
you shouldn’t have children, that you can’t expect a satisfying career, that you
may end up spending a considerable amount of time in hospitals, that your
marital problems will worsen, and that there is little you can do to control
your raging biochemical imbalances. If you've been given this kind of infor-
mation, it’s not surprising that you would give up control to this affliction that
destroys everything—or so you've been told.

Being given this kind of “life sentence” by your doctor may make you start
reinterpreting your life in the context of the label. You may start thinking back
on normal developmental experiences you had (for example, being upset
about breaking up with your high school boyfriend or girlfriend) and labeling
them as your first bipolar episode. You may start to think that you can accom-
plish little with your life, believing, “All I am is bipolar, and I can’t change. It’s
all biochemical and 1 can’t take responsibility for myself.” This way of think-
ing may lead you to avoid going back to work, withdraw from social relation-
ships, and rely more and more on the caretaking of your family members.

In case it isn’t obvious, 1 disagree with this way of characterizing bipolar
disorder. Many—in fact, most—of my patients are productive people who
have successful interpersonal relationships. They have adjusted to the neces-
sity of taking medication, but they don’t feel controlled by their illness or its
treatments. They have developed strategies for mana;ging their stress levels but
don’t completely avoid challenging situations either. 1 have been amazed by
how many of my most severely ill clients call me years later to tell me they've
gotten married, had kids, and/or started an exciting new job. But without
knowing the future, some people “overarm” themselves and go too far in try-
ing to protect themselves from the world.

You may find that you're more likely to underidentify with the disorder
when in the manic pole of the illness, whereas you may overidentify with it
when experiencing the depressive pole. This is, in part, because depression
dampens your motivation to initiate certain activities, like work, socializing,
or sexual contract. You may have subtle problems in memory or concentra-
tion as well, rendering the world a confusing, blurry place that demands too
much. The illness can seem like an incredible burden that erases any hopes for
the future. When you feel this way, you may, understandably, begin to merge
the illness with your sense of who you are and who you will become.
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If you have symptoms of depression, it’s important not to take on more
than you can handle, and to “stick to your guns” about what you do and don’t
feel able to do (even when others want you to do more). But remember also
that your depression is likely to go away, with the proper combination of med-
ication, psychotherapy, family and friendship support, and time. So, it'’s a
good idea to set some limited goals for what you can accomplish even while
you're depressed, to help you become more energized. Maintaining a certain
level of “behavioral activation” can protect you against a worsening mood
state (see Chapter 10).

“What Is the Best Way for Me to Think about the Diagnosis?”

Getting into debates with yourself or others about whether your behavior
stems from your personality or your disorder can be quite discouraging. You’ll
find yourself intensely disagreeing with your friends or family members about
whether you really have changed or whether you're just being yourself and re-
acting to circumstances. Alternatively, you may disagree with others who ex-
pect you to be “up and rolling” when you feel like you're not back to full ca-
pacity. But if underidentifying and overidentifying are both problematic, what
is a helpful view? Is there an accurate and empowering way to think about the
disorder? Keep in mind several “mantras” about the diagnosis of bipolar disor-
der.

1. Bipolar disorder is not a life sentence. As I've discussed, underiden-
tifying and overidentifying are based in painful experiences from the past and
understandable fears and uncertainties about the future. But having a bipolar
illness doesn’t mean you have to give up your identity, hopes, and aspirations.
Try to think of bipolar disorder in the same way you would think of diabetes
or high blood pressure. That is, you have a chronic medical illness that re-
quires you to take medication regularly. Taking medication over the long term
markedly reduces the chances that your illness will interfere with your life.
There are also certain lifestyle adaptations you will need to make (such as vis-
iting regularly with a psychiatrist or therapist, arranging blood tests, keeping
your sleep—wake cycles regulated, moderating your exposure to stress, choos-
ing work that helps you maintain a stable mood). None of these changes,
however, requires that you give up your life goals, including having a success-
ful career, maintaining good friendships and family relationships, having ro-
mance, or getting married and having children.

2. Many creative, productive people have lived with this illness. Bipolar dis-
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order is one of a very small set of illnesses that may have an upside to it: peo-
ple who have it are often highly productive and creative. This is because, in
part, when you're not actively cycling in and out of episodes of the disorder,
your innate mental capabilities, imagination, artistic talents, and personality
strengths come to the fore. In her book Touched with Fire, Kay Jamison dis-
cusses the link between manic-depression and artistic creativity. In reading
her work, you will discover that you are not alone in your struggles. Some of
the most influential people in art, literature, business, and politics have had
the disorder and have produced pieces of work that have had lasting effects on
our society.

3. Try to maintain a healthy sense of who you are and think about how your
personality strengths can be drawn on in dealing with the illness. As you reflect
on who you were before you were diagnosed (and after completing the check-
list in the exercise), you will probably recall many of your personality
strengths. Perhaps you are assertive, sociable, or intellectual. How can you be
appropriately assertive in getting proper medical treatment? Can you use your
natural sociability to call on your friends, family, and neighbors to help you
through rough times? Can you use your natural intellectual inclinations to
read up on and learn as much as you can about your illness? Doing so may
generate a feeling of continuity between who you used to be and who you are
now. :

4. The way you feel right now is not necessarily the way you will feel in three
months, six months, or a year. You may be feeling bad about your diagnosis and
unable to function at the level that you know you’re capable of. This rough pe-
riod may make you feel like you have to give up control to your family, your
doctors, and, worst of all, your illness—a prospect that feels highly distasteful.
But in all likelihood, with proper treatment, you will return to a state that is
close to where you used to be, or at least that is more manageable (see Chapter
6 on medication treatment). In the same way that someone who has had a bad
viral flu has to stay in bed for another few days after the worst symptoms have
cleared, you may need a period of convalescence before you can get back to
your ordinary routines and functioning.

5. There are things you can do in addition to taking medications to control
the cycling of your mood states. Coming to terms with the diagnosis of bipo-
lar disorder also means learning certain strategies for mood regulation. Later
chapters (8-11) describe these in more detail. Knowing the practical self-

management strategies will keep you from feeling victimized by the disor-
der.
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Hopefully, the last chapters have given you a sense of the challenges the
disorder can bring to your self-image, and how, when you’re challenged in
this way, it is natural to want to reinterpret the events that have occurred in
ways that feel more acceptable. Your reactions to the illness label are shared
by others with the disorder. You may be able to make even more sense of your
disorder when you think about the biological imbalances of the brain that cre-
ate different mood states, and how certain stressful circumstances in your life
can trigger these imbalances. Becoming familiar with the causes of bipolar dis-
order will help assure that you ask for, and get, the right treatments.






PART 1

Causes and Treatments
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Where Does Bipolar Disorder

Come From?
GENETICS, BIOLOGY, AND STRESS

Stacy, 38, had two young daughters and worked part time for an account-
ing firm. She had carried the bipolar I diagnosis for at least 15 years and
took Depakote on a regular basis. Although she agreed that she’d had se-
vere mood swings, her interpretations of their causes tended toward the
psychological rather than the biological. She often doubted that she had
bipolar disorder: She was scientifically trained and felt that the absence of
a definitive biological test meant that the diagnosis should remain in
doubt. Her psychiatrist frequently reminded her of her family history: Her
uncle had been diagnosed with bipolar illness and alcoholism, and her
mother suffered from major periods of depression. But she remained un-
convinced and continued to wonder whether she really needed medica-
tion. After all, she had been feeling fine for more than a year. She toyed
with the idea of discontinuing her Depakote but was talked out of it, time
and time again, by her psychiatrist.

Over the course of a year, Stacy went through a series of life changes,
including divorcing her husband. Other than some mild depression, she
made it through the initial marital separation reasonably well. It wasn't
until she and her children had to undergo a child custody evaluation that
she began to show symptoms of mania. As the evaluation proceeded, she

found that calls from her lawyer made her spring into action: She would
rush off to the library and copy every legal precedent that was even re-
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motely pertinent to her case, call friends all over the country to ask them
to speak to lawyers they knew, and fax numerous documents to her law-
yer's and doctor’s offices. She often called her estranged husband and
screamed threats into the phone. Her lawyer assured her that the divorce
and custody agreement would be comfortable for her and her children,
but his assurances did little to stop her from working harder and harder
and sleeping less and less.

When her psychiatrist suggested to her that she was getting manic,
she shrugged and said “probably,” adding that she needed to spend every
minute preparing for her upcoming court date. As her mania escalated,
her doctor convinced her to try an increased dosage of Depakote and to
add a major tranquilizer (Zyprexa). She reluctantly agreed to these modi-
fications but still maintained that her problems were stress-related.

The divorce and custody arrangement were eventually settled out of
court (and in Stacy’s favor). Perhaps due to the additional medication and
the removal of this life stressor, her mania gradually remitted and a major
crisis was averted.

Two major questions plague virtually everyone diagnosed with bipolar
disorder: “How did I get this?” and “What triggers an episode of mania or de-
pression?” As you read this chapter, you'll make distinctions between factors
that cause the onset of the disorder and factors that affect the course of the
disorder once it is manifest. These factors are not necessarily the same. Alter-
natively, the same factors may carry different weight in the onset than in the
course of the disorder. Specifically, the initial cause of the disorder is strongly
influenced by genetic factors (having a family history of bipolar disorder or at
least depressive illness). In contrast, new episodes that develop after the first
one appear to be heavily influenced by environmental stress, sleep disruption,
alcohol and substance abuse, noncompliance with drug treatments, and other
genetic, biological, or environmental factors.

If you have had the disorder for quite some time, you may be aware that your
mood swings have a strong biochemical basis. You may also be aware that bipo-
lar disorder runs in families. You may know several other people in your family
tree who have had it or versions of it. If you are learning about bipolar disorder
for the first time, you may not have been told that the cycling of the disorder is
influenced by disturbances in the activity of receptors on your nerve cells and
the production or breakdown of certain neurotransmitters, hormones, and
other chemicals in your brain. Medications are designed to correct these imbal-
ances. In either case, it is useful to know about the genetic and biological origins
of the disorder, because this knowledge will help you accept the illness and edu-
cate others close to you about what you are going through (see also Chapter 12).
Also, knowing about the biological bases of your disorder will probably make
taking medications feel more reasonable to you.
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But genetics and biology are not going to be the whole story. As Stacy’s
case reflects, a major life stressor, such as going through a divorce, can serve
as a catalyst for the cycling of mood states. Everybody gets mad, sad, or happy,
depending on the nature of the things that happen to them. People with bipo-
lar disorder, because of the nature of their biology, can develop extreme
moodiness in reaction to events in their environment. We don’t know whether
stress causes people to have bipolar disorder in the first place, but we're fairly
certain that it makes the course of the illness worse in people who already
have it.

Vulnerability and Stress

We needn'’t think of bipolar disorder as “only a brain disease” or “only a psy-
chological problem.” It can be both of these things, and each influences the
other. Most professionals think of the cycling of bipolar disorder—and, for
that matter, the waxing and waning of most illnesses—as reflecting a complex
interplay between biological agents (for example, reductions in the activity of
dopamine in your brain), psychological agents (for example, your expectations
about things), and stress agents (things that bring about changes, whether pos-
itive or negative, such as transitions in your job or living situation, financial
problems, family conflicts, or a new romantic relationship). Think of it this
way: You have underlying biochemical disturbances (“vulnerabilities”) with
which you may have been born. These disturbances can include your brain’s
over- or underproduction of neurotransmitters (such as norepinephrine,
dopamine, or serotonin) and abnormality in the structure or function of
your nerve cell receptors. Much of the time these disturbances are “dormant”
and have little effect on your day-to-day functioning, though they still
make you more susceptible to experiencing bipolar episodes. When stressors
reach a certain level, these biological vulnerabilities or predispositions get ex-
pressed as the symptoms you're already familiar with—irritable mood, racing
thoughts, paralyzing sadness, and/or sleep disturbance. In other words, your
biological predispositions affect your psychological and emotional reactions
to stress (and in all likelihood, vice versa). Likewise, when the stress agent is
removed, your biochemical imbalances may become dormant again (as hap-
pened for Stacy).

Some psychiatrists and psychologists use a vulnerability—stress model
(Zubin & Spring, 1977) to explain a person’s bipolar symptoms. Look at the
graph on page 76. If you are born with a great deal of genetic vulnerability—
for example, the disorder is present across multiple past generations of your
family—a relatively minor stressor (for example, a change in your job shift
hours) may be enough to elicit your bipolar symptoms. If you have less ge-
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A vulnerability-stress model for understanding periods of illness and wellness.
Copyright by the American Psychological Association. Adapted by permission from
Zubin and Spring (1977).

netic vulnerability (for example, only one extended relative, like an uncle, had
bipolar disorder, or a few relatives had depression, but no one was bipolar), it
may take a relatively severe stressor (for example, the death of a parent) to
evoke your bipolar symptoms. | |

In this chapter, you'll see examples of what is meant by genetic and bio-
logical vulnerability and a way to determine whether your family tree puts you
at greater or lesser risk. You'll also see examples of the kinds of stressors that
have been shown in research studies to be important in triggering mood cy-
cling. Recognizing that you may be biologically and genetically vulnerable and
that certain factors are stressful for you is the first step in learning skills for
managing your disorder. By the chapter’s end, you should have a general idea
of how genetics and biology answer the question “How did I get this?” and
how these factors combine with stress to bring about new episodes (recur-
rences) of your bipolar disorder. Later chapters provide practical suggestions
for minimizing the impact of stressful events or circumstances.

“How Did | Get This?”: The Role of Genetics

We have known for many years that psychiatric disorders are genetically heri-
table and run in families. In the 1960s and 1970s, studies of schizophrenic pa-
tients who had been adopted away from their natural parents showed that
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schizophrenia occurred at higher than average rates in the biological relatives
of the patients, even when these relatives had played no role in raising the
patients (Heston, 1966; Kety, 1983; Rosenthal, 1970). Identical twin studies
have also supported the idea that genes can predispose a person to develop-
ing schizophrenia, probably in combination with environmental triggers
(Gottesman, 1991). Genetic studies of persons with bipolar disorder (re-
viewed in the next section) have led to similar conclusions (Gershon, 1990).

As we discussed in Chapter 3, family history is often a part of the initial
diagnostic evaluation. Stacy, as it turned out, had a mother and an uncle who
showed signs of mood disorder, although it was only her uncle who had bipo-
lar disorder. It is not unusual for bipolar disorder to “co-segregate” or be asso-
ciated in family trees with other kinds of mood disorders, particularly various
forms of depression (Gershon, 1990, Nurnberger & Gershon, 1992) .

How do we know that bipolar disorder runs in families? Geneticists usu-
ally establish that an illness is heritable through family studies, twin studies,
and adoption studies. I discuss each of these briefly and offer additional
sources for reading more about these topics.

Family, Twin, and Adoption Studies

Family history studies examine people who have an illness and then find out
who in their family “pedigree” or family tree also has the disorder or some
form of it (recall from earlier chapters that bipolar disorder can look quite
variable). We know that when one person has the disorder, often a brother,
sister, parent, or aunt or uncle will also have it. We also know that some rela-
tives of bipolar people will have other mood disorders, such as major depres-
sive disorder or dysthymic disorder (long-term, mild depression). They may
also be affected by alcoholism, drug abuse, panic or other anxiety symptoms,
or an eating disorder (for example, obesity with binge eating), which, while
not mood disorders themselves, are problems that co-occur with and some-
times mask underlying depressive or manic symptoms. The figure pictures
Stacy’s family pedigree. The circles represent women, and the squares repre-
sent men. Notice that some of her relatives had mood disorders and some did
not.

The rate of mood disorder (major depression, dysthymia, or bipolar disor-
der) among first-degree relatives (siblings, parents, and children) of bipolar
persons averages about 20%. That is, one of every five first-degree relatives of
a bipolar person has a mood disorder. On average, about 8% of a person’s first-
degree relatives have bipolar disorder, and about 12% have major depressive
episodes without mania or hypomania. These numbers are averages: Some
people have many more relatives who have mood disorders and some have
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Stacy’s family pedigree.

fewer. Also, these numbers are “age-corrected,” meaning that older first-
degree relatives, because they have had more time to develop a mood disorder,
are given more weight in the calculations than are younger first-degree rela-
tives. If you would like to read further about these family history studies,
check out two excellent chapters authored or coauthored by Eliot Gershon
(1990; Nurnberger & Gershon, 1992).

Another way to establish heritability is to ask this question: When one
identical twin has the disorder, what is the probability (percentage) that the
other identical twin has it also? Identical twins, as you probably know, share
100% of their genes. Fraternal twins (from two different eggs) share only 50%
of their genes, just like brothers and sisters. If we think a disorder is heritable,
we would expect that the identical twin pairs will have higher “concordance”
or agreement rates—when one twin is bipolar, the other should be also—than
fraternal twin pairs.

One review of the genetic literature found that concordance rates for bi-
polar disorder among identical twins averaged 57% and between fraternal
twins, 14% (Alda, 1997). Stated another way, when one identical twin has bi-
polar disorder, there is more than a one-in-two chance that the other identical
twin does also. When a fraternal twin has bipolar disorder, there is about a
one-in-seven chance that his or her twin has it. This suggests that bipolar dis-
order has a strong genetic component. If the illness were entirely genetic, the
identical twin rate would be 100%. Because it is only 57%, we know there
must be nongenetic, environmental causes as well, and these are discussed
later in the chapter (DeRubeis et al., 1998).

Twin studies have been criticized because identical twins tend to be
treated as more alike by their parents than do fraternal twins. If environmental
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factors do play a role, then the differences found between identical and frater-
nal twins cannot necessarily be attributed to genetics. To eliminate the envi-
ronmental factor, researchers look for identical twins who have been raised
separately. Few studies have been done on this topic because they are very
hard to do. Two such studies found that identical twins raised from birth in
two different households had concordance rates for major mood disorders
that were similar to the rates for identical twins raised in the same household
(McGuffin & Katz, 1989; Price, 1968).

Finally, geneticists can find out if bipolar disorder runs in families
through adoption studies. Adoption studies are another way to begin to sepa-
rate “nature from nurture” by examining whether the biological parents or
siblings of bipolar adoptees are themselves ill, even if they never shared an en-
vironment with the bipolar adoptee. Two researchers, Mendlewicz and Rainer
(1977), examined the biological relatives of bipolar people who had been
adopted. These biological relatives had the same rate of mood disorder (bipo-
lar or major depressive illness) as the biological relatives of bipolar persons
who had not been adopted (about 26%). The adoptive parents of these bipolar
persons did not show a higher than average rate of mood disorder. Once
again, it seems that bipolar disorder runs in families, even when scientists are
able to rule out, or at least limit, the influences of the person’s upbringing.

What Exactly Is Inherited?

We know that inheriting bipolar disorder can’t be as simple as inheriting
brown hair or blue eyes. Too many people with bipolar disorder have no
mood disorder in their families, or the last time it occurred in the family was
several generations ago. This means that the way the disorder is inherited has
to be more complicated. It may be that the tendency to become “emotionally
dysregulated”—extremely moody—runs in families. It may be that people in-
herit a mild form of bipolar disorder (for example, bipolar 1I disorder) or per-
haps just a moody temperament, but develop the full bipolar condition only if
other predisposing conditions occur. Some of these conditions may include
inheriting genes for bipolar disorder from both sides of the family, being “in
utero” when the mother contracted a virus, undergoing a difficult, compli-
cated birth, taking street drugs when growing up, sustaining a head injury, or
some traumatic environmental circumstance.

The hypothesis that a person’s genetic inheritance interacts with specific
environmental conditions to produce bipolar disorder is just that, a hypothe-
sis. To test this hypothesis in a research study, we would have to determine
whether children born with a genetic history of bipolar disorder and affected
by these predisposing environmental conditions are more likely to develop bi-
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polar disorder in adulthood than children with a similar genetic history who
have not been affected by these environmental conditions. These long-term
studies, which would take many years to complete and are extremely difficult
to execute, have not been done. )

Current advances in modern genetics now allow researchers to examine
regions of the chromosomes in an attempt to locate genes for bipolar disorder.
To date, no single gene of large effect has been found, leading researchers to
suspect that many genes—each with quite small effect—contribute to the
genetic vulnerability to bipolar disorder. Several investigations have re-
ported a vulnerability gene on chromosome 18 (for example, the research of
MacKinnon and associates, 1998), but pinpointing the exact gene has been
elusive. At this stage, there is a lot we don’t know about how bipolar disorder
is inherited, but scientists are working very hard to solve the puzzle. Once the
genes are located, more accurate diagnoses and better treatments are likely to
follow.

“Do | Have a Genetic Vulnerability?”': Examining Your Own Pedigree

Before we get into the issue of what the genetic data might mean for your own
life, let’s take a look at whether bipolar disorder runs in your family. Are you
genetically predisposed to the disorder? In part I of this exercise, fill out the
table on page 81 to the best of your knowledge. Confine yourself to your own
children, your siblings (note in the table if the person is a full sibling or a half
sibling), your parents, grandparents, aunts, and uncles. Leave out cousins,
nephews and nieces (the information people have on these relatives tends to
be unreliable). Consult your relatives if you want more information. I have
filled in the first four lines from Stacy’s family as examples.
Next, place a star next to anyone you think may have had (or still has):

1. Full bipolar I or bipolar II disorder, or even a milder form of bipolar
disorder, such as cyclothymia (mild and short depressed periods that
alternate with short hypomanic periods)

2. Major depressive episodes or long-term periods of milder depression
(dysthymia)

3. Any other psychiatric problem that is not a mood disorder but that
may be masking changes in mood (for example, drinking or drug prob-
lems, panic attacks, or eating disorders)

Answers to the following questions will give you clues as to your relative’s
health or illness:
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COLLECTING INFORMATION TO DRAW YOUR PEDIGREE

Age now
Name of relative  Relationship to you (or at How did he/she die?
death)
1. Robert Father 66 Heart attack
2. Isabelle Mother 64 (Still alive)™
3. Mark Brother 41 (Still alive)
4. Valerie Sister 34 (Still alive)

o How did the relative die (if deceased)? Was it an accident, suicide, or an
illness?

¢ Was the person ever unable to work for a period of time, or did he or

+ she constantly switch jobs?

¢ Did he or she jump from one marriage or relationship to another?

» Are there family stories about the person being drunk, hurting him- or
herself or others, or having a “nervous breakdown”?

* Are there stories about how this relative was a recluse, shutting him- or
herself away in a room for days at a time?

¢ Did he or she ever take medication? What kind?

o Was the relative ever in a psychiatric hospital?

Now assemble your information into the pedigree. Again, circles refer to
female relatives and squares to males. Fill in the circle or square of any relative
you think may have had bipolar disorder. Fill in only half of the circle or
square if the person had major depression, dysthymia, cyclothymia, or any of
the other problems mentioned that can mask a mood disorder (for example,
~ alcoholism, drug abuse, eating disorders). Put an “S” above anyone who com-
mitted suicide. Put a question mark in the circles or squares of any relatives
you're not sure about.

Next, examine the pedigree (paying particular attention to the solid and
half-solid circles or squares) and ask yourself the following questions: How
many of your relatives have bipolar disorder? If none, are there members in
your family tree who are/were depressed, alcoholic, drug-addicted or have had
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Locating relatives with mood disorders in your family pedigree.

an eating disorder? If so, consider whether the alcoholism, eating problem, or
panic symptoms may have hidden an underlying depressed or bipolar condi-
tion. For example, if the person had bursts of rage even when not drunk, and
became withdrawn for periods of time even when “on the wagon,” he or she
may have had an underlying mood disorder as well as alcoholism.

Disorders like alcoholism or drug abuse tend to affect males more than fe-
males, whereas major depressive episodes affect more females than males (for
example, Kessler et al., 1994). Does this pattern help you determine whether
the male versus the female relatives in your family tree had psychiatric condi-
tions? Did any relative spend time in a psychiatric hospital or take psychiatric
medications for a long period of time? Did anyone commit suicide? Although
we cannot know for sure, there is a possibility that a suicidal relative had a
mood disorder and/or an alcohol or substance dependence disorder.

If you have children, you may know whether one or more of them has a
psychiatric disorder and can fill in those circles or squares. Of course, your
children may not yet have reached an age when the disorder is recognized—
bipolar disorder can be diagnosed at any age, but most frequently starts be-
tween ages 15 and 19. Be sure to fill in any psychiatric information relevant to
your children’s mother (if you are their father) or father (if you are their
mother), and draw in “tree branches” to any affected or unaffected relatives in
his or her family of origin. As you know, it is possible that your children in-
herited mood disorders from the other parent’s side of the family, or from
both sides of the family.
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“What Does the Genetic Evidence Mean for Me?”
Practical Implications of Genetics

It is not yet possible to assign a number to a person’s genetic vulnerability to
bipolar disorder. Instead, vulnerability is usually described in general terms
like “low,” “medium,” or “high.” One way of assessing your family tree is to
ask whether the number of late-teenage or adult first-degree relatives in your
pedigree who have bipolar disorder exceeds the average rate of 8% (20% if you
include persons with depressive disorders). If your family tree is “dotted” with
people who have bipolar disorder or some other mood disorder (more people
are affected than unaffected), your vulnerability is high. Likewise, if bipolar
disorder or other mood disorders are present in several generations (for exam-
ple, in your siblings, parents, and grandparents), then your genetic vulnerabil-
ity is higher than for a person with bipolar disorder in only one generation. If
only one of your first-degree relatives had a mild dysthymic depression and no
one had bipolar disorder, your genetic vulnerability is probably on the low
end of the continuum.

Now, what do you do with the information if you have concluded that bi-
polar disorder, or at least depression, runs in your family? Genetic evidence
has practical implications for your life. First, the fact that the disorder runs in
your family should make you feel less ashamed of having the illness. None of
us can control the genes with which we come into this world. As you'll see in
later chapters, there are things you can do to control the cycling of your disor-
der. But getting the disorder in the first place is heavily influenced by your ge-
netic makeup. We don’t know how to engineer the environment to prevent
the original onset of the disorder. In other words, it isn’t your fault—a fact
that your family members may also need to hear (see Chapter 12). As the fa-
ther of one young man with bipolar disorder put it, “For a long time we
thought he was just a screw-up. He seemed able to screw up everything. But
eventually we realized there was an illness, and that there was something re-
ally wrong with his brain. He had a real problem that had a chemical basis,
and it was probably something he got from me or from my wife’s side of the
family. He wasn’t doing all that stuff to hurt us. That's when we came to some
understandings as a family.”

Having a family history of bipolar disorder may also help confirm your
diagnosis, if you still have doubts (see also Chapter 3). If bipolar disorder
clearly runs in your family, this fact will sway your doctor toward a bipolar
diagnosis rather than, say, attention-deficit/hyperactivity disorder, depression,
or schizophrenia. A family history of bipolar disorder is not a conclusive piece
of evidence, but it provides one piece of the diagnostic puzzle.
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This is not to say that genetic evidence is the key to why you have mood
swings. We believe genetics play a big role in who has bipolar disorder, but we
know that genetics alone do not explain when and why your mood swings oc-
cur. Even if bipolar disorder runs in your family, you probably feel that your
mood swings are a product of more than just your genes or some chemicals in
your brain that have gone haywire. Stacy certainly felt this way. That’s why it's
very important to think of genetics as providing only a background for prob-
lems you may have in regulating your emotions, thinking, and activity levels.
It's the same way with high blood pressure: It certainly runs in families, but
not everyone in a genetically susceptible family ends up with high blood pres-
sure, and certainly not everyone with a family history of heart disease ends up
dying of a heart attack. What people eat, whether they smoke, their weight,
their levels of stress, and a whole host of other factors come into play. Again,
there is an important distinction to be made between the original causes of the
disorder and triggers of episodes.

“What If | Don’t Have a Family History of the Disorder?”

Some people with bipolar disorder examine their family pedigrees and see no
evidence of any illness, mood or otherwise. This is unusual, but it does hap-
pen. The thing to ask yourself is whether you know enough about the people
in your pedigree to say that they had no illness. Could the “exhaustion” that
your mother describes about her own mother have reflected a depression? If
your grandfather is described as “dominating,” “angry,” or “aggressive,” could
he have also been manic? If not, could bipolar illness have occurred in some-
one several generations back?

Often, your older relatives will know more about your family pedigree
than you do, in which case you can enlist their help in filling out your pedi-
gree chart. Your parents, if they are alive, will almost certainly know more
about the lives of their parents, siblings, and other relatives. Consider asking
your doctor to perform a family history interview with one or more of your
relatives, if such an evaluation was not done as part of your initial evaluation
(see Chapter 3).

Nonetheless, you may not be able to identify any relatives in your pedi-
gree who have had mood disorders. We believe there are other triggers for the
onset of bipolar disorder, but we aren’t certain what these are. It’s possible that
prolonged drug abuse can bring on bipolar disorder in some people. An injury
to the head or a neurological illness such as encephalitis or multiple sclerosis
can bring on mood swings that look just like those of bipolar disorder. Per-
haps we will find that the onset of bipolar disorder can be attributed in some
people to complications that occurred during their birth or to viruses their
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mothers contracted during pregnancy, as has been found for schizophrenia
(for more information about this possibility, see an excellent review of the
schizophrenia literature by Barbara Cornblatt and her associates (1999). It is
unlikely that environmental stress or traumatic experiences alone can make a
person develop bipolar disorder if he or she has no genetic predisposition, but
this topic has never been studied.

Even if your disorder doesn’t have an obvious genetic basis, you may still
respond to the medications that are used to treat bipolar disorder (see Chapter
6), just as environmental stress can cause a headache that aspirin can alleviate.
Some studies indicate that if you have a high prevalence of bipolar disorder in
your family tree, you may respond better to lithium than if you have a low
prevalence (Abou-Saleh & Coppen, 1986; Alda et al., 1997; Grof et al., 1993;
Maj et al., 1984; Prien et al, 1973). You may respond better to anti-
convulsants (for example, Tegretol) than to lithium if you have little or no
family history (Post et al., 1987). But the evidence for this is not strong
enough to guide our choice of treatments. Given our current state of knowl-
edge, your physician will probably place greater emphasis on your current and
past symptoms and pattern of mood cycling in making his or her drug treat-
ment recommendations, rather than on your family history.

“What about Having Children?”

As indicated above, if you have bipolar disorder, your chances of passing the
disorder on to your kids average about 8% (20% if you include major depres-
sion). These probabilities are relatively low and are comparable to other psy-
chiatric disorders. For example, if you have schizophrenia, your chances of
passing it on to your children are about 13% (Gottesman, 1991). So, the odds
are in your and your child’s favor. Of course, the question of whether to have
children goes well beyond statistics. Whether you are a woman or a man, your
answer to this question should be based on considerations such as whether
you are clinically stable enough to take care of a child, whether you are physi-
cally healthy in other ways, and, where applicable, whether you are satisfied
with your relationship with your partner.

Genes Are Not Destiny

Despite the relatively small chance that bipolar disorder will be passed geneti-
cally from parent to child, many people feel doomed by the evidence that they
may have those genes. They assume that having the associated genes means
that they and their children have nothing to look forward to but a lot of mood
cycling, doctors, medications, and hospitals.
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Being genetically prone or vulnerable to a disorder means that, by means
of your biology, you are more likely to get an illness than someone without
the same genetic susceptibility. But being genetically vulnerable does not
mean that you will necessarily get ill within a certain stretch of time; it does
not tell you the probability or the timing of your recurrences. It also does not
mean that there is nothing you can do to control your cycling. High blood
pressure, high cholesterol, and diabetes are all heritable, but exercise, diet,
and appropriate medications go a long way in controlling these diseases. Like-
wise, lifestyle management and medications are critical to controlling episodes
of bipolar illness (see Chapters 6-10).

Being genetically susceptible doesn’t mean that your first-degree relatives,
including your children, will necessarily get the illness, even if they are at a
higher than average statistical risk. Illnesses skip generations or can be trans-
mitted to your children in a milder form. Nonetheless, if you do have a family
history of bipolar disorder and you also have children, you may be concerned
about how you can protect them. There are ways to determine whether one or
more of your children are showing signs of disturbance that suggest the begin-
nings of bipolar disorder. These can include irritability, aggressiveness, sleep
disturbance, night terrors, school problems, inappropriate sexuality, drug or
alcohol abuse, extreme and rapid switches in mood, sadness, lethargy, or
withdrawal from others. There are steps you can take to get your child treat-
ment if these signs are present, even if you're not really sure that he or she has
bipolar disorder. If you'd like to learn more about bipolar disorder in children,
I'd suggest reading The Bipolar Child by Demitri and Janice Papolos (1999).

What Is a Biochemical Imbalance?

Stacy had been told that her illness was probably biochemical. However,
no linkage had ever been made for her between her biochemistry and her
medications. She understood that having a biochemical imbalance meant
that her illness was not fully under her control, but she was unclear what
else it meant. Was the biochemical imbalance something that could be
measured? Why was there no blood test for it? Was the imbalance there
only when she was manic or depressed? What were the medications doing
to it? Were the medications creating a different kind of biochemical im-
balance? Could the imbalance be corrected by diet? She became frustrated
that her doctor didn’t give clear answers to these questions, even though
he seemed quite knowledgeable otherwise. She felt that she was being
asked to accept a lot of things on faith, and her scientific background

made her feel doubtful.
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Biological Vulnerabilities

Given that genetic background so strongly influences the onset of bipolar dis-
order, surely anatomical and/or physiological factors play a role as well. As I
discussed in the preceding sections, a biological vulnerability can be dormant
and then become activated by a trigger, such as environmental stress or drug
abuse. Defining the nature of this biological predisposition is much trickier,
however. If you have been told that you have a “biochemical imbalance in the
brain,” you may feel that this explanation raises as many questions as it an-
swers, as it did for Stacy.

You may find you're more willing to accept the necessity of a medication
regime if you understand what your doctors mean by a biological vulnerability
or biochemical imbalance. They are usually referring to something that is part
of you even when you’re not having any symptoms. To use the blood pressure
analogy, people with hypertension always have a vulnerability to an attack of
high blood pressure, even when theyre doing fine. Their system is such that
their blood pressure is above normal even when they are relatively stress-free
and eating well, and stress causes their blood pressure to rise even higher.
Likewise, we think that in bipolar disorder, certain chemicals or molecules in
the brain—notably neurotransmitters—are produced at levels that are too high
or too low. The cells’ receptors for these neurotransmitters—along with vari-
ous enzymes or neurohormones—may be altered in their molecular structure
and function. In bipolar disorder, biological vulnerabilities involving these
chemicals may be evoked by stress agents (for example, a sudden change such
as loss of a job), alcohol or street drugs, or for some people, antidepressants
(see Chapter 6). When a stressor brings vulnerabilities to the foreground, the
symptoms of bipolar disorder are most likely to appear.

To get technical for a moment, we strongly suspect that people with bipo-
lar disorder have disturbances in the production and catabolism (chemical
breakdown) of the neurotransmitters norepinephrine, dopamine, acetylcho-
line, serotonin, and GABA (gamma-aminobutyric acid). We believe that some
of these neurotransmitters are over- or underproduced during different phases
of the illness, then not broken down quickly enough, or broken down too
quickly. We also know that people with bipolar disorder and unipolar depres-
sion have an abnormal production of hormones (for example, glucocorticoids
such as cortisol) produced by the adrenal glands when a person is under
stress. Long-term stress and glucocorticoid overproduction may damage or
destroy cells in the hippocampus, a brain structure that is an important com-
ponent of the limbic system, which regulates emotional states, sleep, and
arousal (Sapolsky, 2000; Maniji, 2001).

Measuring biochemical imbalances gives us incomplete information. For
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example, many people with bipolar disorder have low levels of the metabolite
(the breakdown product) of norepinephrine when they are in the depressed
phase and higher levels when in the manic phase (Manji & Potter, 1997,
Manji, 2001). Generally in these studies, levels of the breakdown product in a
bipolar person’s urine, blood, or cerebrospinal fluid (which requires a spinal
tap) are measured. Such procedures may tell us that something is wrong in the
production of norepinephrine, but we don’t have the precision to point to the
area in the brain where this misfiring is occurring. Eventually, the “neural cir-
cuits” (brain pathways) most associated with bipolar symptoms may be identi-
fied, perhaps through brain imaging techniques such as fMRIs (functional
magnetic resonance imaging). Identifying these brain circuits may help us rec-
ognize persons at risk for the disorder, even when they are symptom-free, and
hopefully develop more effective treatments.

New research with bipolar persons has found problems in their second
messenger systems (also known as “signal transducers”), which are molecules
inside brain nerve cells. When one nerve cell “fires,” it sends neurotrans-
mitters (the “first messengers”) to the next nerve cell. Then a second messen-
ger system informs the second nerve cell that the first nerve cell has fired. In
other words, second messengers help to determine whether a cell communi-
cates messages to other parts of the same cell and to nearby cells. One part of
the second messenger system, called G-proteins (guanine nucleotide-binding
proteins), may be present at abnormally high levels in the blood platelets of
people with bipolar disorder, even when they are free of symptoms (Mitchell
et al., 1997). Lithium probably changes G-protein function (Avissar et al.,
1988; Jope, 1999; Risby et al., 1991). Lithium and Depakote also slow down
activity of the protein kinase C signaling cascade, an important mediator of
signals within the cells when their receptors are stimulated by neuro-
transmitters (Manji, 2001). This exciting research suggests that changes in
second messenger systems may constitute one form of biological vulnerability
to bipolar disorder—one that may be partially correctable by medications.

The Lack of a Definitive Test

Despite this promising research, there is no definitive biological or genetic test
for chemical imbalances in bipolar disorder. Most professionals, patients, and
families wish there were, because that would make diagnosis and treatment
planning much easier. Most of us believe that such a test will be found eventu-
ally, but for now it's a long way off.

The absence of a definitive test makes it easy to forget that you have a bio-
chemical imbalance and even easier to believe that you never had one in the
first place. Notice that Stacy, who had been free of symptoms for quite some
time, started to wonder whether she really had a biological predisposition. It is
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understandable to have this question. Could your manic or depressive epi-
sodes have been one-time occurrences that were set off by unpleasant life cir-
cumstances? Many people start to believe that “I had this illness once, but
now it’s under my control,” especially when they’ve been well for a while. But
bipolar symptoms have a way of recurring when you least expect them. We
believe this is because biological vulnerabilities are still present, even when
your symptoms are controlled by medications and psychotherapy.

What Tums a Biological Vulnerahility into an Episode?

Learning that you probably have a biological imbalance, although perhaps
frightening, should help to arm you against recurrences of your illness. Like
the diabetic who knows he or she must avoid ice cream, or the person with
high blood pressure who must avoid extreme distress and be sure to exercise,
you can exert a degree of control over your bipolar disorder by learning to
avoid triggers that influence the expression of your chemical imbalance.
When people who do not have biochemical imbalances experience these trig-
gers (for example, they take drugs or alcohol or intentionally take on high lev-
els of stress), they may experience changes in mood but not to the degree that
characterizes a person with bipolar disorder.

Some triggers may directly impinge on a person’s chemical imbalances
and set them off, kind of like lighting a fuse connecting a string of firecrack-
ers. For example, LSD stimulates the action of certain serotonin receptors in
the brain, which produces other biochemical events that will increase your
risk of developing a manic episode. Studies of laboratory animals as well as
humans find that amphetamine (speed) stimulates the release and prolongs
the activity of dopamine in the brain, which can also result in a state of high
arousal, paranoid thinking, irritability, and increases in energy or motor activ-
ity. Caffeine usage blocks a receptor for the neurotransmitter adenosine,
which may result in greater release of dopamine, norepinephrine, and acetyl-
choline. Alcohol inhibits the activity of your central nervous system (for ex-
ample, it increases the effects of the inhibitory neurotransmitter GABA on its
receptors) and, like caffeine and other substances, interferes with your sleep—
wake rhythms. When you stop drinking, your brain circuits become more ex-
citable, much like they do in mania.

Environmental stress can augment your biochemical imbalances, but the
mechanisms by which this happens are not well understood by scientists.
Stress cannot be avoided in the same way that alcohol or drugs can be
avoided, but knowing what kinds of stress agents will be particularly trouble-
some will help you know when you are most at risk for bipolar recurrences
and plan preventively in the ways that are covered in the next few chapters.
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Stress and Bipolar Episodes

Can bipolar disorder be caused by environmental factors, such as a highly
conflictive marriage, problems with parents, life changes, a difficult job, or be-
ing abused as a child? These are extremely important questions that are not
fully answerable. As I mentioned earlier, most of us doubt that environmental
factors alone can cause bipolar disorder without the contributing influences of
genetics and biology. However, we are reasonably certain that stress affects the
course of your illness, or increases the chances that you will have an episode
of mania or depression if you already have bipolar disorder. Your level of
stress may also affect how long it takes you to get over a bipolar episode. That
is, the level and type of stress you experience is a “prognostic factor” that
helps determine your likelihood of getting better or worse within a certain
time frame. Psychiatrists and psychologists are interested in knowing about
the role of stress in your life because it can help them in treatment planning,
such as deciding what type of therapy to recommend to you.

What kinds of environmental stress are particularly impacting? If you
have bipolar disorder, encountering a major life change—whether positive or
negative—increases your likelihood of having a bipolar recurrence. Stacy’s di-
vorce had relatively little immediate effect on her mood state, but the child
custody evaluation played a major role in her manic episode. Other kinds of
stress include sleep—wake cycle disruptions and conflicts with significant oth-
ers. I'll be talking about each of these and giving examples. I'll also discuss
some of the current thinking about mechanisms by which biochemical imbal-
ances might be affected by stress.

Mujor Life Changes

Changes are a part of life, and sometimes they are quite welcome. Some of
them are positive and some quite negative. Examples of positive life changes
include getting married, having a child, buying a new house, making money
from an investment, or getting a job promotion. Negative life changes include
the death of a loved one, the loss of a relationship, the loss of a job, a car acci-
dent, or the development of a medical illness in yourself or another family
member. \

Manic and depressive episodes often follow major life changes, both posi-
tive and negative. Sheri Johnson, PhD, a psychology professor at the Univer-
sity of Miami, has written extensively about life events in bipolar disorder (for
example, Johnson & Roberts, 1995). She points out that it is not always clear
whether life events are a cause or an effect of the mood episode. A client with
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bipolar disorder, Patrick, age 36, provides an illustration. When he was cy-
cling into mania, he would become overconfident and frequently “tell off” his
employers. He often lost jobs as a result. When discussing his history, he
would argue that his pattern was to lose jobs and then become manic—when
the reality was probably the other way around. But even when considering
only events that couldn’t have been brought about by the illness itself (for ex-
ample, the death of a parent; losing one’s job at a plant that closed down), re-
searchers still find that life events play a role in the onset of manic and depres-
sive episodes (Johnson & Roberts, 1995).

All of us are emotionally affected by stress, but not everyone has the se-
vere mood swings that bipolar people have when under stress. Are people
with bipolar disorder somehow more sensitive to life events? Johnson and her
colleagues (2000) point out that the kinds of events that precede manic epi-
sodes are often goal- or achievement-oriented. Examples of these kinds of
events include job promotions, new romantic relationships, financial invest-
ments, and athletic successes. She and her colleagues think that these kinds of
events activate a circuit in the brain known as the behavioral activation system,
which regulates the activity of the brain when “cues” or stimuli indicating re-
‘ward are present (for example, investments that signal the possibility of great
financial gain). In contrast, other kinds of events cause people to shut down
and withdraw, as they do when they get depressed. These events, which usu-
ally involve loss, grief, or rejection, may activate a different set of neural cir-
cuits, called the behavioral inhibition system. This system motivates the person
to avoid stimuli that signal punishment. For example, the loss of a relation-
ship may make a person withdraw from others as a way of avoiding further re-
jection.

The behavioral activation and inhibition systems probably involve dopa-
mine and serotonin activity, which, as mentioned earlier, may be abnormal in
the brains of people with bipolar disorder. People with bipolar disorder might
therefore be more biologically sensitive to events that are goal-oriented or
loss/rejection-oriented. Johnson’s hypothesis is an intriguing one, and she has
supported it in her research by showing that, among people with bipolar 1
disorder, manic episodes are often preceded by events that stimulate goal-
directedness (Johnson et al., 2000).

Stressful Events: Examining Your History

Have stressful events played a role in your previous episodes? If you have had
more than one clear-cut episode, you may find the following exercise useful.
Fill out the dates of three or more of your previous manic/hypomanic or de-
pressive episodes and see if you can determine whether life events occurred
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Approximate date

of episode Type of episode
(or your age at the (manic, hypomanic,
time) depressed, mixed) Stressful events (describe)

T e e e - e

before (or during) any or all of them. If your previous episodes have been
mainly mixed, indicate this in the table so that you can keep them separate
when evaluating the exercise. Currently, we don’t know whether mixed epi-
sodes have different environmental stress triggers from manic or depressive
episodes.

Include major events (for example, a move to a new state, new romantic
relationships or relationship breakups, car accidents, job changes, deaths in
the family) as well as events that, by comparison, are less severe or disruptive
(for example, buying a new pet, getting the flu, taking a vacation, changing
your job hours). Include both positive and negative life events.

Try to take a somewhat removed stance when examining the role of life
stress in your own illness. Are particular types of events consistently related to
your episodes? Has an event involving loss or grief ever preceded one or more
of your depressive episodes? How many of your prior manic or mixed epi-
sodes were related to romantic relationships, even if positive (such as, finding
a new partner)? Do events that involve achievement (for example, an increase
in your work assignments) often precede your manic or hypomanic episodes?
How many of these events might have resulted in changes in when or how
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much you slept? More generally, do these events occur independently of your
mood disorder? Or does your manic or depressive behavior play a significant
role in causing these events?

Don’t be disappointed if you have difficulty answering these questions.
Many people with bipolar disorder have trouble recalling when their episodes
started and ended and when certain stressful events occurred. If you are hav-
ing trouble, try consulting a family member or your doctor if he or she has
seen you through several episodes. Take him or her through the exercise and
see if he or she can help jog your memory about when certain events oc-
curred, whether these events came before or after an episode, and what type of
episode you had.

The temporal relationship between a life event and a resulting mood state
can be quite complicated. For example, Annie, a 27-year-old, become mildly
depressed after she broke up with her live-in girlfriend but did not develop a
full bipolar depression. However, when her physician started her on a regime
of antidepressant medication, she developed a mixed episode. In this case, the
environmental stressor (the relationship ending) was related to the outcome
(the mixed episode) only through the avenue of a change in her medication.

Remember that discovering a linkage between life events and your mood
disorder episodes does not mean that you are somehow at fault for causing
your own illness. Many life events are unavoidable. Some of these events can
become more likely to occur when you get manic or depressed, but that still
doesn’t mean you are fully in control of their occurrence. For example, you
may have lost certain jobs once your mood cycled into irritability or depres-
sion, but that doesn’t mean you should have been able to control these mood
states or their effects on others, particularly without having any tools to do so.

The Role of the Sleep—Wake Cycle

We've already talked about one mechanism by which stress can affect bipolar
symptoms—the behavioral activation and inhibition systems. Another mecha-
nism is sleep. If you remember back to your first episode or any other epi-
sodes, you will probably agree that sleep played some role in them. Perhaps it
is simply that when you were manic you slept less, and when you were de-
pressed you slept more. But changes in sleeping and waking are important in
another way. Researchers believe that bipolar people are very sensitive to even
minor changes in sleep—wake rhythms, such as when they go to bed, when
they actually fall asleep, and when they wake up (Wehr et al. 1987; Frank et
al., 2000; Malkoff-Schwartz et al., 1998). If so, events that change your sleep—
wake cycle will also affect your mood. Stacy became quite manic when she be-
gan the child custody proceedings, possibly because the preparations were
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stressful and forced her to stay up later at night. Darryl, age 24, became manic
shortly after his graduate school finals, during which he had stayed up later
and later. Losing even a single night's sleep can precipitate a manic episode in
people with bipolar disorder who have otherwise been stable (Malkoff-
Schwartz et al., 1998). In parallel, sleep deprivation can improve the mood
of a person with depression, although only briefly (Barbini et al., 1998;
Liebenluft & Wehr, 1992).

What Affects Our Sleep—Wake Regularity?: Social Zeitgebers and Zeitstorers

Unless you speak German, you've probably never heard these terms before—
nor had I until I started reading about the social rhythm stability hypothesis of
Cindy Ehlers and her associates at the University of Pittsburgh Medical Center
(Ehlers et al., 1988; Ehlers et al., 1993). This model helps us understand why
life events might affect bipolar people’s mood cycles.

Ehlers’ theory states that the core problem in bipolar disorder is one of in-
stability. Usually, people maintain regular patterns of daily activity and social
stimulation, such as when they go to bed, when they get up and go to work,
how many people they ordinarily socialize with, or where they go after work.
These “social rhythms” are important in maintaining our “circadian rhythms,”
which are the more biologically driven cycles such as when you actually fall
asleep, the production of hormones like melatonin (which is produced when
you are approaching sleep), or your pattern of rapid eye movement activity
during sleep.

Social rhythms stay stable, in part, because of social Zeitgebers, which are
persons or events that function as an external time clock to regulate your hab-
its. Your dog can be a social Zeitgeber if she or he needs to be walked at a cer-
tain time of the morning. If you have a spouse, he or she almost certainly plays
a role in organizing your eating and sleeping schedules and probably affects
how much stimulation you have from other people during the day. If you
were to split up with your spouse, or even if he or she were to go away for a
period of time, your daily and nightly routines would be disrupted. Your job
also keeps you on a regular routine.

In contrast, a social Zeitstorer (time disturber) is a person or a social de-
mand that throws everything off balance. When you start a new relationship,
your patterns of sleeping, waking, and socializing change. The same thing will
happen if you have a baby. In these cases, the new romantic partner or your
baby is a Zeitstorer. If you take on employment that has constantly shifting
work hours or requires that you travel across different time zones, your social
and circadian rhythms will be disrupted considerably.

What does all of this mean for a person with bipolar disorder? Events that
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bring about changes in social rhythms, either by introducing Zeitstorers or re-
moving Zeitgebers, alter circadian rhythms. You are particularly vulnerable to
a manic episode after you have experienced a social rhythm-disrupting life
event (for example, Malkoff-Schwartz et al., 1998).

Let me give you an example. Debra, a 36-year-old woman with bipolar 11
disorder, lived with her husband, Barry. During a therapy session with the
couple, Debra complained that Barry had changed the schedule for feeding
their two cats. He had begun feeding them both in the morning instead of the
evening, and as a result one or both of the cats were coming into the couple’s
room in the middle of the night, crying for food. Debra wanted to feed the cats
before she and Barry went to bed, but he refused, saying it would make the
cats overweight. After three consecutive nights of poor sleep, she became irri-
table, experienced mental confusion at work, and developed racing thoughts.
Finally, Barry agreed to the new evening feeding schedule, which alleviated
the problem with the cats. As Debra got back on a regular sleep—wake cycle
and experienced several nights of restorative sleep, her hypomania started to
settle down. In Debra’s case, a major episode was averted by reestablishing
routines that had been disrupted by a relatively minor event.

Miriam, a 47-year-old woman with bipolar 1 disorder, reported that she
developed manic or mixed symptoms the morning or afternoon after drinking
alcohol, even if only in small quantities. It wasn’t entirely clear to me why a
small amount of alcohol would make her manic until T considered her sleep
cycle: alcohol was acting as a disruptive Zeitstorer. She had much more diffi-
culty falling asleep after drinking. Once she stopped drinking (or limited her-
self to one beer, usually consumed early in an evening), she had less trouble
sleeping and fewer shifts in her mood states.

In Chapter 8, “Practical Ways to Maintain Wellness,” I'll tell you about a
method for keeping your social routines regulated even when events conspire
to change them (the social rhythm stability method; Frank et al., 2000). This
self-monitoring technique can help you keep your mood and sleep—wake cy-
cles stable. -

Conflicts with Significant Others

So far, we've talked about single life events and changes in your routine. The
other major type of stress has to do with your ongoing relationships. Chapter
12 is devoted to dealing with family members, so I'll give it only brief mention
here. There is no evidence that disturbances in family relationships (for exam-
ple, poor parenting when you were a child) cause bipolar disorder in the first
place. But high-conflict family or marital situations can increase your likeli-
hood of having a recurrence of bipolar disorder once you have it.
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I conducted my dissertation research on this topic at UCLA with my for-
mer mentor, Michael Goldstein (Miklowitz et al., 1988). In this study, we
worked with bipolar I manic adults who lived primarily with their parents.
We examined the level of conflict between these patients and their parents
while the patients were in the hospital and once they got out. Not surpris-
ingly, those who returned to high-conflict families had more manic and de-
pressive episodes (recurrences) within nine months after their hospitalization
than those who returned to low-conflict families. Though all of the people in
our study were hospitalized, many people with bipolar disorder never enter a
hospital. Nevertheless, other researchers have found similar associations be-
tween family relationships and the outcome of bipolar disorder, whether or
not the patients had been hospitalized (O’Connell et al., 1991; Priebe et al.,
1989; Honig et al., 1997).

We don't know exactly why conflict-ridden family environments make bi-
polar people more recurrence-prone (though it makes sense), but we do know
that family environments affect the course of many other psychiatric disor-
ders, including schizophrenia, depression, alcoholism, and eating disorders
(Butzlaff & Hooley, 1998). We also suspect that it is not only conflicts with
family members or a spouse that can affect the cycling of your disorder but
also conflicts with other significant people in your life, such as your employer,
coworkers, or friends. In Stacy’s case, her conflicts with her ex-husband may
have played a role in her escalating mania. Had she been able to sit down with
him and work things out with civility, her chances of staying stable might
have been better. But she really didn’t have that option.

For now, let’s simply recognize that family and interpersonal conflicts can
be risk factors in the course of your illness. Begin thinking about what role
family or marital conflict has played in your disorder. Do your episodes typi-
cally coincide with significant family or marital arguments? Do these conflicts
come before the episode, after the episode has begun, or is it impossible to
tell? Many of my clients say that the family conflicts came before their epi-
sodes; others say that the conflicts arise once they’ve become manic, mixed, or
depressed—but also make it harder to get better. Some report that family con-
flicts that have been there all along get worse when they become ill, or that
“buried” issues come out in their dealings with family members. When you
are becoming ill, it can be difficult to “edit” the things you want to say to your
family members, and these family members may have similar difficulties in
their communication with you (see Chapter 12).

When thinking through these issues, try to avoid blaming others for their
role in your illness—in most cases family members are trying their best to be
helpful and often don’t know what to do or say. As you'll see in Chapter 12,
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there are good and bad ways to deal with your family members regarding is-
sues surrounding your disorder. Managing your family relationships is an im-
portant element of maintaining wellness.

* * *

Bipolar disorder does not have clear-cut causes, but we know enough to
say that it involves biological brain imbalances that are partly under genetic
control. These biological vulnerabilities can be set off by various kinds of
stressors, conflicts, or life changes, whether positive or negative. Stacy’s expe-
riences with life stress, family conflict, and sleep—wake disturbances may mir-
ror some of your own.

Medications are designed to correct the underlying biological imbalances.
The next chapter describes the available medications, what we think they do,
their side effects, and the role of psychotherapy as an adjunctive treatment.
Later chapters describe lifestyle management techniques. Usually these tech-
niques are recommended alongside medication as a way of improving your
ability to cope with stress. As you read on, try to think of biology and environ-
ment as interacting with each other—you’ll have an easier time making
choices about treatments if you can keep these multiple causes of bipolar dis-
order in mind.
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What Can Medication
and Psychotherapy Do for Me?

We have known for a long time that medication is the first-line
treatment for bipolar disorder. We know that a person with bipolar disorder
remains well longer if he or she takes medication regularly. But we also know
that medication requires careful monitoring by you and your physician and
sometimes demands that you tolerate unpleasant side effects.

People have strong feelings about taking mood stabilizing medications
and sometimes don’t take them even when they would clearly benefit—often
because they lack information about the medications and their side effects.
The overview of the medications used to treat bipolar disorder presented in
this chapter will allow you to take on a much more powerful role in dealing
with your disorder. Knowing what these medications do, which side effects
are common and which are rare, and how you can deal with them, as well as
what the most recent research tells us about the “track record” of these medi-
cations, will help you plan your medication regimen with your doctor and
manage it over time.

[ strongly believe that people with bipolar disorder do best when they are
taking medications and simultaneously working with a therapist. Although
psychotherapy is not a substitute for medication, there are things you can ac-
complish in therapy that won’t be accomplished by medication. For this rea-
son I also talk about the role of psychotherapy as an adjunct to medication in
this chapter.

98
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Knowing the facts about medication is a crucial foundation for adhering
to a medication regimen. The reasons that people with bipolar disorder
commonly refuse to take medication range from suffering uncomfortable
side effects to having trouble remembering to take the medication, disagree-
ing with the diagnosis, disliking having one’s moods controlled, or having
strong feelings about what the medication represents. Any of these factors
can lead to a patient’s refusal to take medication consistently or at all. Be-
cause it is so important to take medication consistently, I've devoted Chap-
ter 7 to exploring the factors that impede a person’s adherence with a given
medication regimen.

“What Can Medication Do for Me?”

You'll recall from earlier chapters that bipolar disorder follows a relapse/
remission course. Research by Michael Gitlin and his colleagues at UCLA
found that a person who has had a manic or depressive episode has a 60%
chance of having another one within two years and a 73% chance over an av-
erage of four and a third years (Gitlin et al., 1995). Likewise, the National In-
stitute of Mental Health Collaborative Program on the Psychobiology of De-
pression found that 81-91% of people with manic or mixed episodes of
bipolar disorder had recurrences within five years (Keller et al., 1993). Many
people have significant symptoms even when they aren’t having major epi-
sodes (Harrow et al., 1990; Gitlin et al., 1995).

The good news is that virtually everyone suffering from the disorder finds
that medication makes recurrences less likely. Across a number of studies, the
average relapse rate on lithium is 34% over periods of treatment ranging from
five months to 40 months. The relapse rate is 81% on placebo pills (Goodwin
& Jamison, 1990)!

Even more important, long-term treatment with mood stabilizing medica-
tions (notably lithium) decreases the chances that any person with bipolar
disorder will commit suicide (Baldessarini et al., 1999; Tondo et al., 1998).
One only has to read autobiographical accounts of people with bipolar or de-
pressive disorders to know the positive impact that medication has had on
their lives, including the removal of suicidal thoughts, impulses, and attempts
(for example, Jamison, 1995; Wurtzel, 1994; Solomon, 2001). Sadly, many of
the people who committed suicide had little or no access to psychiatric treat-
ment. They did not receive the appropriate medication or psychiatric care, or
their illnesses were not even detected by mental health professionals in the
first place (Jamison, 2000a; Jamison, 2000a, b).
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Acute versus Preventative Treatment

For the purposes of medication treatment, think of your disorder as having an
“acute phase” (treating an existing illness episode) and a “maintenance phase”
(preventing future episodes). The medication you take during the two phases
may be different. Your regime during the acute phase is likely to involve more
medications at higher dosages than your regime during the maintenance
phase.

The acute phase involves bringing you down from a severe manic high or
up from a depressive low. Acute phase treatment is usually done on an inten-
sive outpatient basis through regular psychiatry appointments, or through in-
patient hospitalization. On average, the acute phase of treatment lasts up to
three months, although nowadays only about a week of this (if any) would be
spent in the hospital. The length of the acute phase may be shorter or longer,
depending on your response to the medications.

In contrast, the maintenance phase involves keeping you well and pre-
venting you from developing more severe symptoms. This is also called “pro-
phylactic” (preventative) treatment. The maintenance phase does not have a
prescribed length, although some doctors say that at least six months of stable
medication is necessary after the acute phase to help prevent recurrences of
the disorder (Fawcett et al., 2000). As you'll see in Chapter 7, many people
take their medications during the acute phase but mistakenly want to drop
them during the maintenance phase, thinking they no longer need them. The
result is often that they have rapid recurrences of the disorder, even though
they were better at the point when they discontinued the medications.

The two graphs on page 101 show how acute and maintenance treatment
works. Two patterns are described in each: one in which a bipolar person
takes medication (solid line), and one in which he or she does not (dotted
line). In the first figure, Albert, a 32-year-old with bipolar 1 disorder, devel-
oped a severe manic episode. Just before the mania would have crested, he be-
gan taking two medications, lithium and an antipsychotic drug. The dotted
line shows what would likely have happened if he hadn’t taken medications at
that point in time.

The second figure shows what Albert’s longer-term course of illness
looked like with medications, and what it would have looked like without
them. Notice that for Albert, medications do not eliminate his mood cycling,
but they do slow it down and prevent full recurrences. The periods of wellness
are longer, his episodes are shorter and less severe, and his symptoms between
episodes are milder. Thus, in the best-case scenario, a medication regime
should do three things for you:
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1. Control and help resolve an episode that has already developed,
2. Delay future episodes and minimize the severity of those that do occur,
3. Reduce the severity of the symptoms you experience between episodes.

More globally, when your symptoms are well-controlled, you can expect to be
more in control of your life and have an easier time pursuing your goals. Hav-
ing more control increases the chances that yow’ll be able to function better at
work and in your family and social life.

“Do | Have to Take Medication Forever?”

This is a question many people with bipolar illness ask. It is an understand-
able and very important question. As you know from Chapter 5, bipolar disor-
der is associated with underlying biological imbalances involving the activity
of brain neurotransmitters and their associated signaling systems. These im-
balances are inherited in many cases. We also believe that medications help
correct biochemical imbalances in some of the ways described below. For this
reason, most people with bipolar disorder must take medication indefinitely,
especially if the diagnosis seems definite, if they have had more than one
major episode, and if they have a family history of bipolar illness. Much like
diabetes or high blood pressure, bipolar disorder involves biological vulnera-
bilities that require long-term treatment.

There are exceptions to this rule, such as if a woman wants to become
pregnant (mood stabilizers can increase the risk to the fetus of heart and cen-
tral nervous system defects). In the case of pregnancy, the solution is usually
to gradually discontinue medication prior to conception and then reintroduce
it later in (or after) the pregnancy, or find a different class of medication
rather than stopping altogether (Cohen et al., 1994; Kahn et al., 2000). You
may also have to stop medication if you develop a medical condition that pre-
vents you from taking mood stabilizers (for example, certain diseases of the
liver or kidney). Fortunately, your mood stabilizing medications are not ad-
dictive or habit-forming: You will not crave them when they are withdrawn.

If you have had only one episode, your doctor may recommend that you
take medication for one year and then reassess your need for it. But that rec-
ommendation will vary from doctor to doctor and will depend on how stable
your mood remains over the year. It's a good idea to ask your doctor how long
he or she expects you to be taking medicines.

Needless to say, accepting a long-term drug regime is a very significant
decision. I'll say more about the emotional significance of taking medications
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in Chapter 7. For now, let’s focus on the mechanics of medications: which
ones you are likely to be prescribed, in what dosages, their likely side effects,
and how long before they take effect.

What Is a Mood Stabilizer?

Mood stabilizers are usually given during the acute phase and continued dur-
ing the maintenance phase of treatment. To be defined as a mood stabilizer, a
medication has to be effective in treating manic, mixed, or depressive episodes
of bipolar disorder, and/or must prevent new episodes during long-term main-
tenance. Some mood stabilizers do both. The medication must not worsen the
bipolar disorder or cause rapid cycling (four or more episodes in one year; see
Chapter 3). As you'll soon see, antidepressants like fluoxetine (Prozac) are not
considered mood stabilizers because they impact only depression, not mania,
and because they can cause rapid cycling. Note that medications have at least
two names: a generic name that reflects their chemistry (which I'll give first)
followed by a specific brand name created by the pharmaceutical company
that developed the generic drug for commercial use (given in parentheses).
Doctors and pharmacies usually refer to drugs by their brand name. The main
mood stabilizers in use today are lithium carbonate and the anticonvulsants:
typically, divalproex sodium (Depakote) or carbamazepine (Tegretol). Certain
newer agents—for example, lamotrigine (Lamictal), topiramate (Topamax),
and gabapentin (Neurontin)—although less proven, benefit some people.

Your mood stabilizing medications are likely to change over time, both in
type and in dosage. The need to change medications doesn’t mean you're get-
ting worse. Typically, no single medication works to alleviate bipolar symp-
toms over the person’s entire lifespan. It’s also likely that you'll be treated with
more than one mood stabilizing medication at some point or perhaps even on
an ongoing basis (for example, lithium and Depakote together). Many people
with bipolar disorder experience an additive therapeutic benefit from taking
more than one mood stabilizer. Perhaps this is because agents like lithium and
Depakote have different but complementary effects on brain mechanisms,
such as the protein kinase C signaling pathway (Manji, 2001; see Chapter 5).

Taking more than one medication doesn’t mean that you are sicker than
the next person with bipolar disorder—it just may mean that your unique
physiology doesn’t respond as well as that person’s to an individual com-
pound. People vary in their response to medications in part because of their
patterns of symptoms, such as whether they have pure manic highs versus
mixed episodes.
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Types of Mood Stabilizers
Lithivm Carbonate

The most well known mood stabilizer is lithium, which is dispensed under
brand names like Eskalith, Lithobid, Lithonate, or Cibalith-S. A naturally oc-
curring element that you'll find in the periodic table, lithium was the first
medication proven to stabilize mood in bipolar disorder and also to prevent
manic or depressive episodes from returning. Although various forms of “lith-
ium bromide” were used during the late 1800s to quell agitation or overexcite-
ment, the discovery of lithium as a treatment for bipolar disorder is usually
attributed to John Cade (1949). Cade was an Australian physician who theo-
rized that there were toxic compounds in the urine of patients with what was
then called manic—depressive illness. He happened upon lithium by accident.
His experiment involved injecting uric acid mixed with lithium into the
bloodstream of guinea pigs. Injection with lithium calmed down the guinea
pigs and made them less active. Cade then thought to try lithium with one of
his most severely ill manic patients, a 51-year-old man. The patient responded
very well and for the first time was able to function outside of a hospital. This
story of scientific serendipity is somewhat tempered by the fact that this pa-
tient took himself off the medication, against medical advice six months later,
perhaps foreshadowing the wide-ranging problem of medication nonad-
herence by people treated for bipolar disorder. Nonetheless, lithium came into
general use in the 1960s and has been used regularly in the United States since
1970, to the great benefit of many people with the illness.

Lithium is usually given in 300- or 450-milligram (mg) tablets, and peo-
ple usually take between one and eight of these per day (300-2400 mg). Some
people take their lithium in divided doses, several times a day, and some only
once—this is one of the decisions you and your doctor can make when trying
to figure out how best to control your side effects. A correct dosage is one that
brings your blood level into a “therapeutic range.” The therapeutic range your
doctor targets for you during treatment of your acute episode may be higher
than the one he or she targets during your ongoing maintenance treatment,
which is usually between 0.8 and 1.2 millequivalents per liter (a chemical
measure of lithium concentration in the blood). Children with bipolar disor-
der or persons over the age of 65 can often be maintained on lower dosages of
lithium and still show good responses.

How well does lithium work? Studies indicate that 60-70% of people with
bipolar disorder show a remission of symptoms when treated with lithium
(Goldberg, 2000; Goodwin & Zis, 1979). Even at appropriate blood levels,
however, people can have “breakthrough” episodes of mania or depression.
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Lithium does a better job of preventing manic episodes and controlling manic
symptoms than it does preventing depressive episodes, but it can still be effec-
tive as an antidepressant when used alone (Keck & McElroy, 1996; Prien et
al., 1984; Zornberg & Pope, 1993).

When you begin taking lithium, you won’t feel its benefit right away. It will
probably take at least a week and often a few weeks before you start seeing im-
provement in your manic or depressive symptoms.

The table on this page lists the symptoms and course patterns that go
along with a good response to lithium, and the factors that go along with a less
favorable response to lithium and a better response to the anticonvulsants
(Depakote and Tegretol). It is useful for you to know about these factors,
which function as predictors. They may help explain why your doctor has rec-
ommended anticonvulsants over lithium, or the reverse. In general, the more
your illness reflects the “textbook” description of bipolar disorder (euphoric,
grandiose, manic highs followed by deep depressions, combined with a family
history of bipolar disorder in one or more of your first-degree relatives), the
more likely you are to respond to lithium. The more “atypical” your disorder
is (for example, characterized by mixed episodes, psychosis, or rapid cycling),
the more likely you will do better on the anticonvulsants.

We don’t know exactly why lithium is effective in controlling manic and
(to a lesser extent) depressive episodes, but we suspect it has effects on the
underlying biological vulnerabilities discussed in Chapter 5. You'll recall that
components of the second messenger system (for example, calcium, protein

Predictors of Response to Lithium versus Anticonvulsants

A good response to lithium A good response to anticonvulsants

“Pure,” euphoric manias Mixed episodes (depression and mania
combined)

A cycling pattern marked by manias followed A cycling pattern marked by depressions

by depressions, followed by normal mood followed by manias

periods

High prevalence of bipolar disorder in the No (or low) prevalence of bipolar disorder in

family tree the family tree

Absence of rapid cycling Rapid cycling (four or more episodes/year)

A good response to lithium previously Very severe manias with psychosis (delusions/
hallucinations)

Fewer, rather than more, previous episodes of Co-occurring substance abuse or anxiety

illness disorders

Clear-cut episodes with relatively symptom-free Mania symptoms that occur after a

intervals in between neurological illness or brain injury

Sources: Calabrese et al. (1996); Grof et al. {1993); McDonald (2000).
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kinase C) are responsible for communicating chemical messages to various
parts of the cell, such as the cell nucleus, which determines when a cell com-
municates messages to other cells. Through its effects on signal transduction
pathways, lithium may affect whether chemical messages are sent from the
brain to parts of the body or from one part of the brain to another.

Side Effedts of Lithium

When you take any medication, it’s important to know its possible side effects
so that changes in your body will not come as a surprise to you, and you'll
know to report them to your doctor. All mood stabilizing agents have some
side effects. In fact, be skeptical of “natural” or “homeopathic” mood remedies
that presumably have no adverse effects. There is no evidence that any natural
substance is both free of side effects and effective as a mood stabilizer.

Your doctor will usually include any side effects you report as an impor-
tant source of information for planning your treatment. Side effects gan often
be controlled in some of the ways described below. In Chapter 7 you Il find a
side-effect recording sheet that will help you communicate with your doctor
about complications associated with your medication.

People with bipolar illness generally have some predictable side effects
with lithium, but which ones a person develops and their severity vary a great
deal from person to person. Common side effects of lithium include thirst, re-
taining water, frequent urination, fatigue, diarrhea, and/or a metallic taste in
the mouth. More troublesome side effects include weight gain, mental slug-
gishness or problems with memory, shaky hands, development or flareup of
skin conditions (such as acne or psoriasis), and/or stomach discomfort or
pain. Some people also develop hypothyroidism, a condition in which the thy-
roid gland does not produce enough hormone. Kidney functioning (the ability
of the kidney to clear substances like urea or creatinine out of the blood) can
also be affected if lithium is taken over a long period of time.

The side effects of lithium can be related to the dosage you take. Many
doctors adopt the “start low, go slow” approach in which you start the medi-
cation on a low dosage and gradually increase to the therapeutic dosage, as a
way of keeping your side effects in check. If you are already being mdintained
on a certain dosage of lithium but have unpleasant side effects, your doctor
may decide to reduce your dosage, although this carries the risk of making the
medication less effective for you. In other words, treatment with lithium can
be a bit of a balancing act in which you and your doctor collaborate to find the
blood level that stabilizes your mood (for example, keeps you episode-free for
at least a year) but also allows you to function with the least annoying side ef-
fects (for example, not having to deal with slowed-down thinking).
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Other side effects require more creative solutions: frequent urination, for
example, can be reduced by taking lithium once during the day instead of sev-
eral times a day; thirst can be controlled by drinking more water, chewing on
ice chips, or using sugarless cough drops. Stomach irritation can be helped by
taking lithium after a full meal. In other cases, your side effects may require
additional medications, such as thyroid supplements (for example, levo-
thyroxine [Synthroid]) or beta-blockers for hand tremors (for example,
propranolol [Inderal]). Kidney functioning is usually monitored during lith-
ium treatment through a variety of blood tests (for example, your creatinine
“level).

Lithium Blood Tests and Toxicity

People who take lithium must have their blood drawn regularly to make sure
they are getting a proper dosage. If you are starting lithium for the first time
and are being stabilized from a manic or depressive episode, you will probably
have to get your blood tested every week or two for the first one or two
months of treatment, then every month for about three months. If all has gone
well up to that point, your doctor will probably recommend you get it tested
every three months or so. The purpose is to make sure you have the proper
level of lithium in your bloodstream. Generally, your physician will check
your blood level about 10-14 hours after your last lithium dosage.

Getting your blood tested regularly helps prevent lithium toxicity, in
which your body accumulates lithium at very high levels. The signs of toxicity
include problems with balance and coordination, severe diarrhea, abdominal
discomfort, blurry vision, slurring of speech, extreme shakiness of the hands,
severe nausea or vomiting, and mental confusion or disorientation. Because
this toxic state is extremely dangerous and even potentially deadly, it is impor-
tant to know the signs (and inform your close relatives as well) so that you can
get in to see your doctor as soon as possible, to have your blood level checked
and in most cases to have your lithium adjusted or stopped temporarily.

Your lithium blood levels can increase in reaction to dehydration or from
taking over-the-counter medications such as ibuprofen. Your levels can also
be too low or even nontherapeutic, especially if you are getting an inadequate
dosage or have been taking the medication inconsistently. It is helpful to
know these facts and to become familiar with the blood level scale so that you
can become an active participant in your lithium treatment. Ask your doctor
which blood level he or she is targeting for you, so that you'll know when
your levels are getting too low or too high. If you decide to see another doctor,
he or she will want to know what therapeutic blood levels you are currently
maintaining, and which levels have been problematic for you in the past.
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You may find blood testing difficult: No one likes to be stuck with a nee-
dle, and having one’s blood tested can remind you of being ill. But it is a very
important aspect of your care. If you find it particularly unpleasant, discuss it
with your doctor. He or she may choose to put you on a mood stabilizer that
requires less frequent blood testing.

Divalproex Sodium

Divalproex sodium, which is also called valproate or valproic acid (brand
names Depakote and Depakene), is an anticonvulsant medication that has
been used for decades to treat epilepsy and other seizure disorders (Kahn et
al., 2000). For reasons that aren’t entirely clear, some anticonvulsants also
have mood stabilizing properties. Divalproex is a fatty acid that is similar to
other compounds found in animal fats and vegetable oils. Divalproex proba-
bly works in several ways, including reducing activity of the protein kinase
C pathway and enhancing the action of the inhibitory neurotransmitter
GABA (Manji, 2001; Goldberg, 2000). Low levels of GABA have been found
in blood samples and spinal fluids of people with depression (Petty &
Sherman, 1984).

Charles Bowden, a researcher at the University of Texas Health Science
Center in San Antonio, and his associates have found that divalproex is at least
as effective as lithium in controlling episodes of mania and may be even better
than lithium in controlling mixed manic episodes (Bowden et al., 1994, 2000;
Swann et al., 1997). Divalproex is also reasonably effective in treating bipolar
depressions, although many experts view it as a second choice to lithium for
this purpose (Kahn et al., 2001). The evidence for its effectiveness in prevent-
ing future episodes of bipolar disorder is based largely on physicians’ opinions
rather than the outcomes of long-term research studies. Nonetheless, dival-
proex has come into wide use as a long-term preventative agent, much like
lithium.

There are at least three reasons why your physician might give you
divalproex rather than lithium (see the table on page 105). First, if you have
mixed episodes or rapid cycling, it may be more effective for you. Second, it
seems to work a bit more quickly, even within as few as three to five days after
the onset of a major manic episode. Unlike lithium, your dosage can usually
be raised rather quickly without severe side effects. Third, there is evidence
that people have less severe side effects with divalproex than with lithium
(Bowden, 1996; Weiss et al., 1998). These advantages must be weighed
against the greater abundance of supportive research on lithium, perhaps be-
cause it has been around for longer.
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People usually are given divalproex in 250- to 500-mg tablets, and they
typically take from 1,500 mg to 3,000 mg per day. Three times a day is a typi-
cal dosing pattern. Your doctor will want to achieve a therapeutic serum level
which is usually between 45 and 125 micrograms per milliliter (the measure
used to indicate divalproex concentration in the blood). As with lithium, reg-
ular blood tests can tell you and your doctor whether you are getting the
proper dosage of divalproex.

- Side Effects of Divalproex

Because divalproex is broken down by the liver, you can develop an elevation
in liver enzymes, which, in rare instances, can lead to liver inflammation.
Divalproex can also affect the production of blood platelets. For this reason,
your doctor should conduct liver enzyme tests and blood platelet counts at
regular intervals (Kahn et al., 2000). When you start taking divalproex, you
may feel nauseous, sleepy or sedated, or have indigestion, and you may have a
hand tremor (as can occur with lithium). These side effects usually disappear
relatively soon. Some people also develop hair loss or hair thinning. More
worrisome is significant weight gain, which can contribute to other medical
problems (for example, high blood pressure, heart disease, ot diabetes). Gen-
erally, your doctor will treat these side effects by changing the schedule of
your pills or adjusting your dosage (for example, dropping the dosage may
help you feel less sedated). Your doctor may also recommend certain drugs as
adjuncts to divalproex, such as ranitidine (Zantac) for nausea, or vitamins
containing selenium and zinc for preventing hair loss.

New formulations of divalproex help people who are very sensitive to the
side effects of the 500-mg tablets. Depakote 125-mg sprinkles—a popular al-
ternative for children and many adults—can be put on food to reduce stomach
irritation. There is also an extended-release 500-mg tablet (Depakote ER) that
may be less likely to cause stomach distress or significant weight gain.

There is a concern that women who take divalproex can develop an illness
- called polycystic ovary disease, in which noncancerous cysts develop on the
ovaries. But the jury is still out on whether this is a significant problem; stud-
ies now in progress may help to answer this question (Sachs, 1998).

The anticonvulsants like divalproex and carbamazepine often “interact”
with other medications, meaning that side effects or medical complications
can occutr when these drugs are used together with other drugs. For this
reason, you should be sure to tell your physician, especially if he or she is
new to you, about any other drugs you are taking for any other medical
conditions.
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Carbamazepine

The less popular of the “big three” mood stabilizers is carbamazepine (Teg-
retol, Carbatrol, or Atretol). Carbamazepine was quite popular as a treatment
in the 1980s, especially when used in combination with lithium. But it can be
difficult to find the appropriate dose with carbamazepine, and difficult side ef-
fects can occur, some of which don’t occur with divalproex. Nonetheless,
some doctors will recommend carbamazepine if you have a difficult time with
the side effects of divalproex.

Like divalproex, carbamazepine is an anticonvulsant used to treat seizure
as well as mood disorders. There is a substantial amount of research support-
ing its effectiveness in the treatment of acute mania (Ketter et al., 1998).
About as many people with bipolar disorder respond to carbamazepine as to
lithium (two-thirds), but different kinds of people may respond to these two
medications. Like divalproex, carbamazepine seems to work well for people
with bipolar disorder who don’t respond well to lithium, including those with
mixed episodes, rapid cycling, or psychotic manias (Post et al., 1987). Among
people who don’t respond to lithium, about one-third will respond to
carbamazepine within a month. Although it seems to work better for manic
symptoms than depressive symptoms, about one in three people who have not
benefited from other treatments for depression will respond well to carba-
mazepine (Post et al., 1986).

Carbamazepine probably works by affecting the movements of sodium
and calcium ions across the membranes of the nerve cells. This flow of ions af-
fects whether cells fire or not—whether the electrical changes occur that allow
cells to communicate with other cells. By adjusting the flow of these ions,
carbamazepine probably slows down the rate at which cells fire and therefore
the overall rate of activity or excitability of nerve pathways.

Your doctor will probably start you on a dosage of 200-400 mg per day
and increase it by 200 mg (one tablet) every two to four days. Typical dosages
are between 400 mg and 1,600 mg per day, given in 200-mg tablets. As with
lithium or divalproex, your physician will probably start low and go slowly
upward to minimize your side effects. However, unlike these other medica-
tions, carbamazepine does not have a specific blood level that we know will
give you the best response. Usually, your doctor will choose your dosage
based on balancing its effectiveness for your mood stability against its side ef-
fects, rather than your blood levels (Ketter et al., 1998). Typical blood levels
for people who take carbamazepine are between 4 and 12 micrograms per mil-
liliter (Goldberg, 2000). Because the liver breaks down carbamazepine more
quickly over time, your doctor may have to increase your dosage after the first
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four to six weeks of treatment—and periodically thereafter—to maintain a
therapeutic level.

Side Effects of Carbamazepine

The most common side effects of carbamazepine are sedation, nausea, and
mild memory impairment (for example, difficulty finding words). These side
effects are usually related to the dose you take and often disappear after a few
weeks or months of treatment. Some people experience blurry vision, consti-
pation, or loss of muscle coordination. There is less of a problem with weight
gain on carbamazepine, which is why some people prefer it. Usually, your
doctor will treat side effects by adjusting your dosage.

People taking carbamazepine, even more often than for divalproex, can
develop a mild elevation in liver enzymes, which can be identified through
regular liver function tests. Your doctor will probably discontinue your
carbamazepine if you develop signs of hepatitis, such as feeling sluggish,
stomach pain, or other gastrointestinal problems. About 10-15% of people de-
velop skin rashes. This side effect should be reported to your doctor immedi-
ately because it can progress into a serious, potentially life-threatening skin
condition called Stevens—Johnson syndrome (a blistering or burning of the
skin tissue or lining of the mucous membranes).

The most serious side effect of carbamazepine is a bone marrow reaction
called agranulocytosis, which is quite rare, affecting about one in every 100,000
persons. It involves a dramatic drop in white blood cells. Your doctor should be
monitoring your blood count regularly to detect the beginning of this condition.
Let your doctor know if you develop a fever, infection, sore throat, sores in your
mouth, or easy bruising or bleeding, all of which can be signs of a drop in your
white blood count (Ketter et al., 1998). None of these adverse reactions is, by it-
self, reason to rule out carbamazepine at the outset, especially because it can be
prevented through regular monitoring by your doctor.

A new medication that is chemically related to carbamazapine, called
oxcarbazepine (Trileptal), has recently come on the scene. Its side effects in-
clude fatigue and a possible decrease in sodium levels, but it is easier to take
than carbamazepine and does not carry the same risk of liver or blood dys-
function. More research on Trileptal is needed to see if it will work as well as
carbamazepine in controlling mood disorder symptoms.

The table on page 112 summarizes some of the information you've just
read. You may want to refer to it from time to time, to see if your side effects
for any given medication are consistent with those listed and if your dosages
and blood levels are within the expected range.
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Mood Stabilizing Agents

Drug Dosage Blood level Common side effects

Lithium 300-2,400 mg  0.8-1.2 mEq/L
per day

Weight gain

Fatigue, sedation

Stomach irritation, diarrhea
Thirst and frequent urination
Metallic taste in mouth
Hand tremor

Thyroid dysfunction

Acne or psoriasis

Mental sluggishness or memory
problems

Kidney clearance problems

Nausea, stomach pain
Fatigue, sedation
Hand tremor

Hair loss, curlier hair
Dizziness

Headaches

Weight gain

Elevated liver enzymes
Drop in platelet count

Divalproex sodium 1,500-3,000 45-125 mcg/
(Depakote) mg per day ml

Carbamazepine 400~1600 mg  4-12 mcg/ml
(Tegretol) per day

Fatigue, sedation

Nausea, stomach pain

Mild memory impairment
Constipation

Dizziness, lightheadedness
Blurred vision

Rash

Problems with physical coordination,
unsteadiness

Flevated liver enzymes

Drop in white blood cell count
Drop in sodium levels

Note. mEqg/L, millequivalents per liter; mcg/ml, micrograms per milliliter. I wish to thank Lori Altshuler, MD, and
Gary Sachs, MD, for providing the medical information for this table.

Newer Mood Stabilizers

One welcome advance in the past few years has been the increased availability
of alternatives to traditional mood stabilizers. Most of these new drugs are
anticonvulsants like divalproex ot carbamazepine, but they vary in terms of
their side-effect profiles and how effective they are for the manic versus the
depressive pole of the disorder. They are mostly used in combination with the
traditional mood stabilizers to create a stronger response (in terms of mood
stability), rather than substituting for them.

One new option is lamotrigine (Lamictal). The limited research on
lamotrigine indicates that it is reasonably effective, especially for bipolar de-
pressions and rapid cycling. The response rates for people during bipolar de-
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pressions were higher for lamotrigine than for placebo pills in one seven-week
study, especially when the dosage was 200 mg per day (Calabrese et al., 1999).
Lamotrigine may successfully treat people with manic or mixed episodes who
haven’t responded well to other medications, either when used by itself or in
combination with other mood stabilizers (Goldberg, 2000).

There are some concerns about this drug because, as with carbamazepine,
about 6—-10% of people develop a skin rash within two to eight weeks of treat-
ment. This usually mild rash can, in rare instances (about 0.3%), lead to more
. serious skin conditions, such as Stevens-Johnson syndrome (described ear-
lier). Your doctor can try to prevent rashes by increasing your dosage (to
bring you up to a therapeutic level) very slowly. Otherwise, lamotrigine’s side
effects are relatively mild and usually transient, and can include problems
with physical coordination, dizziness, vision, nausea, vomiting, and head-
aches (Currier & Goodnick, 1998; Kahn et al., 2000).

An even newer agent, topiramate (Topamax), is an anticonvulsant that
appears to be helpful in alleviating the manic side of the illness, at least when
combined with other mood stabilizers, but possibly even by itself. It may be
useful for people with rapid cycling (McElroy & Keck, 2000). Unlike most
other mood stabilizers, it can cause weight loss rather than weight gain. For
this reason, many people want to substitute it for lithium or divalproex, but
there is not enough research on it yet to justify this substitution. This drug has
side effects in some people, such as blurred vision or eye pain, concentration
or memory problems (for example, trouble finding words), tingling feelings in
the hands or face, fatigue, feeling slowed down, tremors, nausea, and dizziness
(Chengappa et al., 1999; Marcotte, 1998).

Some physicians like to recommend a drug called gabapentin (Neu-
rontin), which has become popular because it can be combined with other
mood stabilizers without the negative effects or interactions that have to be
considered when adding drugs like carbamazepine. But the research on
gabapentin does not consistently support its effects as a mood stabilizer. In
fact, in a large study of people with bipolar disorder who were taking tradi-
tional mood stabilizers but not doing well, adding gabapentin was no better—
and perhaps even less effective—than placebo tablets in treating mania (Pande
et al., 2000). Other research indicates that gabapentin is at least modestly ef-
fective as an antidepressant during bipolar depressions (Young et al., 1997).
Gabapentin may be most useful in treating the anxiety and panic symptoms
that often accompany bipolar mood swings (McElroy & Keck, 2000). Its most
common side effects include oversedation, dizziness, and, in some people,
overactivation (Schaffer & Schaffer, 1997).

None of these newer medications has the proven track records of the stan-
dard “big three” mood stabilizers. But you may want to discuss these agents
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with your doctor, if you are having unpleasant reactions to the standard mood
stabilizers or if they are not working as well as they should in stabilizing your
moods.

“Add-On” Medications: Antidepressants, Antipsychotics,
and Other Agents

Mood stabilizers are often given with medications whose primary purpose is
to combat a particular symptom, such as anxiety, insomnia, agitation, or psy-
chosis. The different medications in your regimen will make more sense if you
think of each of them as belonging to a certain class (for example, antidepres-
sants) and having a unique purpose (for example, improving sleep).

Antidepressants

Standard mood stabilizers are generally more effective in preventing the manic
pole than the depressive pole of the illness. For this reason, at some point
your doctor may discuss with you the option of combining your mood stabi-
lizer with an antidepressant medication. You have probably heard much in the
past years about the type of antidepressants called the selective serotonin
reuptake inhibitors (SSRIs). These include fluoxetine (Prozac), sertraline
(Zoloft), paroxetine (Paxil), fluvoxamine (Luvox), and citalopram (Celexa).
An older line of antidepressants, called the tricyclics, include imipramine
(Tofranil), amitriptyline (Elavil), nortriptyline (Pamelor), and desipramine
(Norpramin). Still another class, called the monamine oxidase inhibitors
(MAOIs), include tranylcypromine (Parnate) and phenelzine (Nardil). A set
of novel antidepressants is also available, including venlafaxine (Effexor),
bupropion (Wellbutrin), trazodone (Desyrel), nefazadone (Serzone), and
mirtazapine (Remeron).

These agents can be effective in alleviating the unpleasant symptoms of
bipolar depression, such as sadness, loss of interests, insomnia, fatigue, and
suicidal feelings. Some are more effective than others, and some have more
easily tolerated side effects. Unfortunately, they all have a major side effect in
bipolar disorder: They can bring on hypomanic, manic, or mixed affective
states and can cause rapid cycling. For this reason, antidepressants are usually
recommended only when necessary, and then only in combination with mood
stabilizers. These necessary conditions include going for at least 1-2 months
with a severe and persistent depression that has not responded well to mood
stabilizers alone, having severe depressive symptoms with few or no accompa-
nying manic of hypomanic symptoms (e.g., a decreased need for sleep, racing
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thoughts), and having severe suicidal impulses (Dubovsky & Buzan, 1999). If
you do take antidepressants, youw'll have to be monitored carefully and proba-
bly will need to see your doctor more often.

You should not be taking an antidepressant by itself, without a mood stabi-
lizer. Doing so will greatly increase the chances of developing mania or in-
creased mood cycling. The mood stabilizer/antidepressant combination de-
creases this risk but doesn’t erase it.

Most psychiatrists do recommend that their patients try an antidepres-
sant at some point in their illness. Some antidepressants seem safer than
others in terms of their likelihood of provoking manic or rapid cycling
states. It is useful for you to know about the medical “decision tree” that
physicians sometimes follow in recommending antidepressants to you, so
that his or her recommendations don’t seem random or haphazard. A panel
of experts (Frances et al., 1996) has recommended that when bipolar people
have severe depressions, it's often best if they start with the drug Well-
butrin, which seems to have a lower risk of inducing mania (for example,
Sachs et al.,, 1994), or with one of the selective serotonin inhibitor drugs
(for example, Paxil) or the novel antidepressant Effexor.

If you have not responded well to these medications or have had bad side
effects, your doctor may recommend a monoamine oxidase inhibitor. Many
people do quite well on MAOIs, but they are difficult to take in that they re-
quire you to avoid foods that are high in the amino acid tyramine (for exam-
ple, aged cheeses, sausage, chianti wines). The tricyclics are usually recom-
mended last because of their side effects, and are usually avoided altogether in
people who have experienced mania or hypomania while on antidepressants
(Goldberg & Kocsis, 1999).

About one in three people develop sexual side effects on SSRIs or MAOQIs.
These can include a lower sex drive and “ejaculatory delay” (difficulty reach-
ing orgasm). If these side effects become significant, your doctor may recom-
mend a different antidepressant or advise you to take breaks from the medica-
tion. For some people, sexual side effects are reason enough to stop taking the
antidepressant, but as with any side effect, you should discuss this with your
physician before discontinuing the drug. Going off an antidepressant quickly
has been known to increase a person’s risk of developing mania or rapid cy-
cling. Other side effects of antidepressants can include weight gain, insomnia,
headaches, and daytime sedation.

Antipsychotic Medications

The notion of taking an antipsychotic medication is scary to many people be-
cause they equate the use of these drugs with having severe delusions, -halluci-
nations, and even schizophrenia. Antipsychotic medications are not to be
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taken lightly, but they have broader applicability than just the treatment of
schizophrenia.

Antipsychotics are used in bipolar disorder for several purposes. First,
some people with bipolar disorder do have severe disturbances in thinking
and perception (psychosis) that are not fully controlled by the traditional
mood stabilizers. For example, during the period in which they are escalating
into mania or during the manic episode itself, they may hear their name being
called or music being played (even though no one else is around), see move-
ment out of the corner of their eyes (even though nothing is there), or believe
they are being followed. These symptoms can be alleviated by antipsychotic
medicines. Second, antipsychotic drugs, particularly the newer ones known as
the atypical antipsychotics, have antimanic properties. They may augment the
effects of traditional mood stabilizers and can even be substituted if you
haven’t responded well to lithium or the anticonvulsants. They work fairly
rapidly in stabilizing an acute manic or mixed episode and are sometimes rec-
ommended for rapid cycling. Lastly, antipsychotics can be used as tranquiliz-
ers, to relieve anxiety, restlessness, or problems with sleep. In other words,
your doctor may recommend these medications even if he or she doesn’t think
you are psychotic.

Ten years ago, doctors were recommending a traditional line of anti-
psychotics that you may have heard of, such as chlorpromazine (Thorazine)
and haloperidol (Haldol). These drugs have severe long-term side effects, in-
cluding a serious motor movement disorder called tardive dyskinesia. The
newer atypical antipsychotics have less severe side effects and appear to be
less likely to cause tardive dyskinesia. The newer drugs include clozapine
(Clozaril), risperidone (Risperdal), olanzapine (Zyprexa), quetiapine (Sero-
quel), and ziprasidone (Zeldox, Geodon). It’s not clear yet whether these atyp-
ical antipsychotics qualify as mood stabilizers (that is, whether they control
acute episodes, decrease the vulnerability to future episodes, and do not
worsen the course of illness) or whether they just have short-term, sedating
effects on existing manic or mixed episodes.

Clozapine used to be the most widely prescribed novel antipsychotic, but
many doctors no longer recommend it because a small number of people (less
than 1%) develop agranulocytosis (definition on page 111). Currently, the
most popular of these drugs is probably olanzapine, which has Food and Drug
Administration approval for the treatment of mania. A study done by Mauricio
Tohen and his associates of the Lilly Research Laboratories (Tohen et al.,
1999) found that over a four-week period, acutely manic or mixed episode pa-
tients recovered more quickly and more fully on olanzapine than they did on
placebo pills. Olanzapine did have more side effects than placebo, including
greater weight gain and feeling sleepy or sleeping too much.
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If these medications are recommended to you by your doctor, it doesn’t
necessarily mean that your illness is getting worse. It may mean that your pro-
file of symptoms (for example, agitation, thinking disturbances, restlessness,
rapid cycling) will respond better to these medications than to mood stabiliz-
ers alone. Often, antipsychotic medications are given for a period of time and
then discontinued gradually once a person has stabilized.

Thyroid Supplements, Benzodiazepines, and Other Options

Your doctor may recommend several other medications as adjuncts to your
mood stabilizers. For example, it is not unusual for doctors to recommend
thyroid supplements such as Synthroid. Certain mood stabilizers, such as lith-
ium, tend to suppress thyroid hormones. This is useful to know if you are feel-
ing fatigued or slowed down on lithium—a thyroid supplement may help
bring you back to a normal energy level. You may benefit from thyroid supple-
ments even if you have a normal thyroid test result because they can be help-
ful in treating depression or rapid cycling (Bauer & Whybrow, 1990). Discuss
this option with your doctor, particularly if you are female: Women are partic-
ularly prone to hypothyroidism.

Many people with bipolar disorder also take one of the benzodiazepines, a
class of drug that may calm you down, help manage anxiety or panic symp-
toms, and help with sleep. Remember Valium? Drugs like diazepam (Valium)
and alprazolam (Xanax) were prescribed quite readily in the 1970s as a way of
managing stress and tension. Other drugs in this class include clonazepam
(Klonopin) and lorazepam (Ativan). These drugs need to be taken with cau-
tion, however, because unlike the other drugs discussed so far, the ben-
zodiazepines can be addictive. People may need higher and higher dosages
over time to get the same effects (they develop tolerance) and can have with-
drawal symptoms when stopping them—including seizures. But if you are
having considerable problems getting to sleep or staying asleep at night, or if
you feel chronically anxious during the day, these medications may help you.
Your doctor may also recommend a benzodiazepine instead of an atypical
antipsychotic to help quell your manic or mixed symptoms.

A number of other alternative medications have come on the scene in the
past few years and are in the process of being evaluated in research studies.
Physicians vary in their enthusiasm for these agents. For example, tiagabine
(Gabitril), an agent that inhibits the reuptake of GABA into the nerve cells, is
used by some doctors to treat rapid cycling. It has not come into wide use be-
cause of the lack of supportive evidence for its effectiveness.

One increasingly popular alternative is the omega-3 fatty acid plan (fish
oil). The use of fish oil is exciting to many people because it is a “natural” sub-
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stance. It has been found in one study to do better than placebo tablets in pro-
longing periods of wellness among people with bipolar disorder who were also
getting mood stabilizers (Stoll et al., 1999). There is also a class of drugs
known as calcium channel blockers. Although these are mainly used for the
treatment of heart diseases and blood pressure, they may have mood-stabiliz-
ing properties. These drugs include verapamil (Calan, Isoptin), nimodipine
(Nimotop), and other agents. They are sometimes recommended for treat-
ment-resistant mania but only rarely given their questionable efficacy.

More research is needed on all of these agents. Right now, they aré recom-
mended mainly as add-ons to traditional mood stabilizers or as alternatives for
people who can’t tolerate the side effects of any of the first-line medication
choices.

Electroconvulsive Therapy: What Is and Isn’t True about It?

Josh, a 35-year-old man with bipolar I disorder, was hospitalized for a
manic episode and then returned home on a combination of lithium and
haloperidol, an antipsychotic medication. Shortly after his discharge he
swung into a severe depression, which was characterized by sleeping most
of the day, suicidal thoughts, low energy, mental slowness, and loss of in-
terest in his family and work. He began to have unusual thoughts, such as
fearing that his body was rotting. His physician was unwilling to give him
an antidepressant because he’d had several bad reactions to antidepres-
sants before, including periods of rapid cycling and mixed symptoms. In-
creasing his dosage of lithium did not help his depression, and gave him
more side effects—and “more to be depressed about” (his words).

Josh eventually asked to be admitted to the hospital again. Although
he had been quite frightened of electroconvulsive therapy (ECT) the first
time he had it, this time he asked for it, thinking it was the only option
that would help. He was started on a course of ECT three times a week.
He responded to this treatment within three weeks and was discharged
from the hospital, his depression largely lifted. He felt brighter, mentally
sharper, and more able to engage with his wife and children. His suicidal
thoughts had diminished.

ECT, or what is often disparagingly labeled as “shock treatment,” is one of
the more powerful treatment options available for people with bipolar disor-
der. ECT works quickly and efficiently. It is mainly an acute treatment, as de-
fined earlier: It is one of the most effective methods we have for pulling some-
one out of a severe depression or mixed episode. ECT can also be used to
bring a person down from a manic high, although it is rarely used for that pur-
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pose, given the rapid effects of medications such as the atypical antipsy-
chotics.

What happens during ECT? Typically, first you stop taking your regular
medications, including lithium or anticonvulsants. Once these drugs are
washed out of your system (which can take a week or two), an appointment is
scheduled. During this session, you are given a general anesthetic (for exam-
ple, sodium pentothal) and another medication (succinyl choline) to help re-
lax your muscles and prevent a full body seizure. These drugs will make you
_ unconscious while you are undergoing the treatment. The doctor then admin-
isters an electrical pulse that creates a mild seizure in your brain. Usually, be-
tween 4 and 12 treatments are needed, or up to three times a week for about
one month.

The theory behind ECT is that this pulse and resulting seizure “jump-
starts” the brain’s production of neurotransmitters. It may also temporarily re-
duce the activity of the frontal lobe of the brain, which is thought to be impor-
tant in modulating mood states (Sackheim et al., 1992). Because ECT is gener-
ally not considered a maintenance (preventative) treatment, you will usually
continue with your mood stabilizer, antidepressant, or antipsychotic regimen
after the course of ECT is over.

Because of the difficult and turbulent history of ECT, people with bipolar
disorder and their family members often don’t want to consider it even in the
most dire of circumstances. This is unfortunate because ECT is life-saving in
many cases. It can pull people out of serious depressions from which they
might have otherwise committed suicide.

Many physicians recommend ECT only reluctantly because one of its side
effects is a loss of memory. The memory loss is usually most noticeable for
events that occurred during the treatment itself (that is, during the four weeks
or so when the treatments were given). But some people also forget events
that occurred prior to the ECT procedure. This is probably because ECT can
affect the transfer of information usually held in short-term memory (the kind
of memory that encodes and holds information in your mind for a brief period
of time, such as when you first hear people’s names and phone numbers) to
long-term memory storage. It is not clear that memories are lost for good,
however. In fact, memories for events that occurred before the ECT usually
come back several months after the treatment (Mondimore, 1999; Squire et
al., 1981). It appears that about two-thirds of people who receive ECT experi-
ence problems in memory functioning, but the problems seem to be tempo-
rary and usually disappear with time.

- Nowadays, ECT is a safe and effective treatment that is fairly routine in its
administration. It can be done on an outpatient basis. Because of its side ef-
fects and high economic cost, it is typically considered when a person has not
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responded adequately to mood stabilizers or antidepressants and is incapaci-
tated by depression, psychosis, or suicidality. It is also considered for women
who are pregnant and severely depressed or manic. Most mood stabilizers and
antidepressants carry some risk of harm to the unborn baby, but ECT does not
when administered under standard medical conditions. ECT will not be done
against your wishes. Like any psychiatric treatment, receiving ECT is based on
a joint decision between you and your doctor.

An alternative to ECT, called rapid transcranial magnetic stimulation, has
recently been developed. The procedure is a simpler and less invasive way to
stimulate the cerebral cortex. It does not require you to have general anesthe-
sia and has relatively minimal cognitive side effects (George et al., 1997). But
it does not appear to be as effective as ECT for depressed people who are not
responding to antidepressant medications. Perhaps as a result, transcranial
magnetic stimulation has not yet come into wide use in clinical practice
(Nahas et al., 1999; Thase & Sachs, 2000).

Light Treatment

You may have noticed that your moods vary considerably with the season of
the year. Some people do have seasonal bipolar disorders, which usually
means they have mania or hypomania in the spring or summer and depression
in the fall or winter. It may be that changes in exposure to light during the
different seasons mediate changes in people’s mood states. Sitting in front of
full-spectrum bright white lights for half an hour to two hours per day can
improve mood and serve as an alternative to traditional antidepressant medi-
cations for some (Terman & Terman, 1999). But like the antidepressants,
light treatment can lead to switches into mania or hypomania or interfere with
your sleep. Its recommended use in bipolar depressions is not clear because
no systematic, controlled studies have been done among bipolar people taking
mood stabilizers (Thase & Sachs, 2000). Nonetheless, if you think your de-
pressions have seasonal triggers, discuss this alternative with your physician.

“Do | Need Psychotherapy?”

“I cannot imagine leading a normal life without both taking lithium and
having had the benefits of psychotherapy. . .. ineffably, psychotherapy
heals. It makes some sense of the confusion, reins in the terrifying
thoughts and feelings, returns some control and hope and possibility of
learning from it all. . .. It is where I have believed—or have learned to
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believe—that I might someday be able to contend with all of this. No pill
can help me deal with the problem of not wanting to take pills; likewise,
no amount of psychotherapy alone can prevent my manias and depres-
sions. I need both.”

—Jamison (1995, pp. 88-89)

Many doctors will recommend that you combine your medical treatment
with some form of psychotherapy. For example, Clarence, a 19-year-old man
who had been hospitalized during a manic episode (see more details in Chap-
ter 7), came to some important decisions about his illness and his need for
medication as a result of psychotherapy. He originally refused medication, but
through the support of his therapist he eventually agreed to a trial of lithium.
In turn, his combination of psychotherapy and lithium helped him recover
from a relatively intractable illness.

Learning to accept medication is only one reason to seek psychotherapy.
Many people with bipolar disorder say that therapy is an essential part of their
recovery from episodes, on a par with medication. Psychotherapy can’t cure
you of bipolar disorder, nor is it a substitute for medication. Nonetheless, psy-
chotherapy can help you learn to recognize the triggers for your mood swings
and what to do about them. If you can afford it, and if you can find a good
therapist in your community who knows about bipolar disorder, I would
highly recommend that you pursue it. In my experience, most people are sat-
isfied with weekly, hour-long visits to an individual, couple, family, or group
therapist.

Why Try Psychotherapy?

There are several compelling reasons to seek psychotherapy (see the sidebar
on page 122). A major reason is to get some guidance in managing your disor-
der. You may want to discuss the role of stressful events in eliciting your
mood cycling, the way you feel “set off” by certain interactions with your
spouse or other family members, your difficulties accepting the illness or its
stigma, or your ambivalence about medications. You may wish to discuss the
impact that your illness is having on your work life, social life, or family rela-
tionships, or how to talk about it with other people. These are all good reasons
to seek therapy to help you cope with and manage your disorder.

You may also wish to try therapy in order to address longstanding per-
sonal problems that may be unrelated to your disorder or that seem to con-
tinue, whether your mood is stable or not. These issues are probably not being
addressed in your medication monitoring sessions with your psychiatrist. For
example, some people with bipolar disorder feel that they’ve never had a suc-
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The Objectives of Psychotherapy
for Persons with Bipolar Disorder

e To help you make sense of your current or past episodes of
illness

e To discuss long-term planning, given your vulnerability to future.
episodes

 To help you accept and adapt to a long-term medication regimen

e To identify and develop strategies for coping with stress

» To improve your functioning in school or the workplace

o To deal with the social stigma of the disorder

e To improve family or marital/romantic relationships

cessful romantic relationship. Some have been abused as children and need to
talk about past traumatic experiences. Some feel chronically suicidal, even
when they are not in an episode of depression. Some experienced painful
childhood losses (for example, the suicide of a parent) and need to make sense
of their feelings of abandonment and rejection. Even if these psychological is-
sues are not a primary cause of your bipolar disorder, they may become more
salient to you when your mood cycles. Gaining insight into the nature of these
conflicts and developing skills for coping with them have the potential to
make you less vulnerable to new mood episodes.

Esther, a 27-year-old woman with bipolar II disorder, also suffered from
obsessive—compulsive symptoms, which had become bad enough that she
had quit her job as a court reporter. She was bothered by intrusive
thoughts that she might stab her husband, Carl, also age 27. These
thoughts were especially disturbing to her because “I deeply love him . . .
he’s the best thing that's ever happened to me, maybe the only really good
thing.” When she had these violent thoughts, she often cycled into de-
pressive, suicidal episodes. She was consistent in taking her regimen of
Depakote and Zoloft (an SSRI antidepressant), but her thoughts caused
her significant distress. Carl was aware of her impulses but said he wasn't
worried about them. She had never acted on them, and “besides, I'd rather
she had fantasies about killing me than somebody off the street.”
During a course of interpersonally oriented therapy (see next sec-
tion), Esther came to realize that she was quite angry at her husband for
what she termed his “treating me like his little doll.” She recounted how
her various attempts at independence were met with vitriolic tirades from
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Carl, in which he would assert “being the boss.” In one particularly emo-
tional session she realized that her violent thoughts usually appeared
within a few hours of having a frustrating discussion with Carl regarding
her desire to get a job or go back to school. Later in therapy, she became
more comfortable with the idea that she had legitimate reasons to be an-
gry with Carl and decided to work on her assertiveness skills in her inter-
actions with him. Whereas Carl continued to oppose her working full
time, he did finally agree to support her applying for a part-time job at a
health club and enrolling in an evening course. Her violent thoughts grad-
ually receded.

Esther’s problems with her husband did not stem directly from her bipo-
lar disorder, although they contributed to her cycling patterns. Notice that her
improvement stemmed from two factors: her insight into the reasons behind
her violent thoughts, and her decision to do something differently in her rela-
tionship. Most therapists nowadays believe that psychotherapy is most effec-
tive when people combine insight with learning the needed skills for changing
their thinking patterns or behaviors.

Choosing the Right Therapy

Like medication, psychotherapy comes in different sizes, shapes, and dosages.
Depending on your community, you may be able to locate professionals who
practice individual therapy from a number of different theoretical viewpoints.
You may also have access to family therapy, couple therapy, or self-help
groups. If you live in a rural or mountain setting, you may be limited to the
orientation and type of practice available in your immediate locale.

Almost all therapy goes better if you're with a therapist whom you re-
spect and trust, with whom you have a good relationship, and who you feel
genuinely cares about you. But it is also important to find a therapist who
understands the syndrome of bipolar disorder. Avoid being in the position
of educating your therapist about your bipolar symptoms, or having him or
her label your behavior as “acting out” or “low self-esteem” when the real
issues have to do with unresolved manic or depressive symptoms. Good
questions to ask your intended therapist include whether her or she (1)
works regularly with persons with bipolar disorder, (2) will integrate his or
her knowledge of the disorder into the treatment, and in what ways, (3)
places importance on understanding the illness and its effects on your rela-
tionships, (4) will communicate regularly with the physician who is manag-
ing your medications and develop an integrated treatment plan, and (5) will
focus on the present as well as the past. You also should ask how long your
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therapy is likely to last, although your therapist may not be able to give you
a precise answer. It is reasonable to expect weekly or biweekly sessions for
about six months to a year after an illness episode, with an agreement to
evaluate your progress from time to time.

Avoid agreeing to open-ended, long-term contracts with no clearly articu-
lated goals. Avoid therapy approaches in which all disorders—whether bipo-
lar disorder, depression, anxiety problems, or substance/alcohol abuse—are
ascribed to traumatic “repressed memories” (that is, memories of negative
childhood experiences that are buried and presumably must be uncovered).
Despite the fact that these treatments have been around for some time, they
are largely unproven by research and have not been evaluated systematically
in bipolar disorder. What’s more, they tend to downplay or even deny the im-
portance of the biological and genetic origins of the disorder and the need for
medication. This is not to say that examining painful childhood events will
not help you, but it should be done in the context of a therapy that acknowl-
edges the biological bases of your disorder, educates you about how to cope with it,
and deals with present difficulties as well as past.

In the next section, I talk about different kinds of individual psychothera-
py that may be available in your community, their assumptions and purposes,
and research evidence for their effectiveness in stabilizing the cycles of your
bipolar disorder when combined with medication.

Individual Psychotherapy

Individual therapy is most often recommended once you have started to re-
cover from an episode of bipolar disorder. Therapy is primarily a maintenance
treatment rather than an acute episode treatment. When you are beginning to
stabilize on your medication, you may still have significant mood symptoms,
disturbances in your thinking patterns, and behavior patterns that can inter-
fere with your long-term stability. Consider finding a psychotherapist who
can work with you cognitively or interpersonally. These are the two types of in-
dividual therapy that have the most research support in terms of improving
the course of bipolar disorder when given alongside medications (Miklowitz
& Craighead, 2001; Craighead & Miklowitz, 2000).

Cognitive-behavioral therapy (CBT), a treatment designed by Aaron Beck,
MD, is perhaps the most well-established psychotherapy for depression (Beck
et al., 1979; DeRubeis et al., 1998). There are few published studies of CBT for
bipolar persons, but the few that do exist find that people who do CBT while
on medication have fewer relapses of their disorder (Cochran, 1984; Perry et
al., 1999; Lam et al., 2000). If your therapist specializes in CBT, he or she will
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encourage you to focus on patterns of negative thinking about yourself, your
world, and your future. By keeping a daily thought record (see Chapter 10),
you can learn to identify your assumptions about certain critical events, par-
ticularly any self-defeating statements—“hot cognitions”—that spontaneously
arise in reaction to these events (for example, “I lost my job because I'm just
not capable of holding one”). Your CBT therapist will encourage you to recog-
nize the impact of such assumptions on your mood states and to conduct “ex-
periments” in your day-to-day life to determine if your assumptions are valid.
- As therapy proceeds, he or she will encourage you to consider more adaptive
and balanced interpretations of events and record these new cognitions on
your thought record (for example, “Maybe I lost this job because I was still re-
covering from my depression and couldn’t function at the level I know I'm ca-
pable of,” or “This last job taught me that I need to work in an environment
that will allow me to stay stable and still use my skills”). Chapter 10 offers a
more thorough discussion of the CBT approach and a selection of cognitive
restructuring exercises you can try out on your own.

A second individual approach is interpersonal therapy. This therapy is
geared toward helping you understand the role that your illness is playing in
your close relationships or work life, and in turn, how your relationships or
work life is affecting your bipolar disorder. This therapy was shown to work
as well as cognitive-behavioral therapy in a large study of major depressive
disorder (Elkin et al., 1995; Weissman et al., 2000). Interpersonal therapists
encourage you to focus on a particular interpersonal problem in your life and
consider how it relates to your mood disorder. For example, some people de-
velop a manic or depressive episode after a loss or grief experience (e.g., the
death of a parent); some after a life transition such as losing a job or a divorce;
some after significant disputes with family members or partners; and some af-
ter a series of ongoing problems in maintaining relationships with other peo-
ple. Interpersonal therapy focuses on your habits in close relationships and
how to alter them to help stabilize your mood. _

A new form of interpersonal therapy, called interpersonal and social
rhythm therapy (IPSRT; Frank et al., 1994; Frank et al., 2000), includes a new
element: monitoring your sleep—wake rhythms, patterns of daily activity, and
levels of daily social stimulation (for example, the amount of high- versus
low-intensity contact you have with friends or family members). This method
is discussed further in Chapter 8 (in particular, see the self-rated Social
Rhythm Metric). Working with a therapist who specializes in this interper-
sonal model may be quite helpful to you in implementing sleep—wake and
other strategies for stabilizing social rhythms. In one carefully designed study,
IPSRT was shown to decrease the amount of time that people with bipolar dis-
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order spent in depressive episodes and to increase their time in stable mood
states (Frank, 1999; Frank et al., 1999).

Family and Couple Therapy

Sometimes bipolar disorder is best treated in a family or couple context. The
advantage of therapy with your close relatives is that they can be educated
about your disorder and taught coping skills for managing stress at the same
time as you. People with bipolar disorder often have significant family or rela-
tionship problems (see Chapter 5). Family treatments can provide ways of im-
proving your communication with your spouse, parents, or kids (see the com-
munication strategies described in Chapter 12).

The family/couple approach that I developed with Michael Goldstein,
PhD, called family-focused therapy (FFT), is a nine-month-long educational
therapy. In FFT, bipolar persons and their spouses or parents are acquainted
with the facts about the disorder: its symptoms, causes, prognosis, and treat-
ment. Later stages of FFT focus on family or couple communication and prob-
lem-solving strategies, including how to listen, negotiate, and solve conflicts
(to learn more about this therapy, see the book by Miklowitz & Goldstein,
1997). In two different studies we have found that people with bipolar disor-
der who get medication and take part in FFT have better outcomes of their
disorder over the one- to two-year period following an episode than those
who get medication and supportive individual therapy or case management
(Miklowitz et al., 2000; Rea et al., 2001).

Cognitive, interpersonal, and family educational treatments may be hard
to find in your community, but look for them anyway. Check out the website
for the Systematic Treatment Enhancement Program for Bipolar Disorder,
which includes referral information for sites around the country that offer
these specialty therapies in the context of a National Institute of Mental
Health-sponsored program (www.stepbd.org).

Self-Help Groups

Many people benefit from support groups (Bauer & McBride, 1996). In
groups, people with bipolar disorder get together and discuss their feelings,
attitudes, and experiences related to the disorder. Many people feel that others
with bipolar disorder are the only ones who can truly understand them and
- give them viable solutions. People in bipolar support groups talk about medi-
cations they’ve tried and which have worked, which therapies they've had,
how they have dealt with problems in the work, family, or social settings, and
what they do to prevent themselves from getting ill again.
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Of the more than 2,000 respondents to the National Depressive and
Manic Depressive Association (NDMDA) Support Group Compliance Survey
(1998; Lewis, 2000)—all of whom had been active in local NDMDA groups—
95% said that their group experience helped them become more willing to
take medication, communicate with their doctors, and cope with their side ef-
fects. I used to run a support group for people with bipolar disorder and was
continually impressed with how effective the members were at helping each
other.

Sometimes these groups have leaders who are mental health profession-
als, and sometimes they are leaderless and contain only people with the dis-
order (“mutual support groups”). Not everyone feels comfortable in a group
setting, however. If you have doubts, try going for one session and see if
you can relate to the other people in the group. Can you imagine feeling
supported and understood by them when talking about your own problems?
Do they seem to have had the kinds of life difficulties or illness manage-
ment problems you've had? To see if there are groups available in your
community, try calling the local mental health center in your city or town,
local psychiatrists who specialize in mood disorders, or the phone numbers
listed in the next paragraph.

Family Support Groups

Your spouse or parents may also want to attend a support group. They may
benefit from a group in which they can commiserate with other relatives of
persons with bipolar disorder. Good options for your relatives include the De-
pression and Bipolar Support Alliance (800-826-3632; www.ndmda.org), the
National Alliance for the Mentally 11l (800-950-NAMI; www.nami.org), or the
Child and Adolescent Bipolar Foundation (847-256-8525; www.bpkids.org).
These organizations usually provide informative lectures, group discussions,
and educational materials for relatives.

Try not to be anxious about your spouse’s or your parent’s desire to join
such a group. You may fear that these groups will be composed of angry rela-
tives who will badmouth you and encourage your relatives to give up and
leave. In my experience, this is not the case. Rather, these groups provide use-
ful information and support and help relatives feel less isolated in their at-
tempts to understand and cope with bipolar disorder. If you are uncomfort-
able, ask your relative to take you with them. In most cases, these groups are
open to persons with the disorder as well as their relatives. And, usually,
they're free.
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As you can see, there are numerous treatments for bipolar disorder. None
of these treatments is perfect, but many can effectively treat your acute symp-
toms and, in all likelihood, even out the course of your illness over time.
Adding psychotherapy or support groups to your medication regimen helps
ensure that your “person” is treated as well as your disorder, and that you de-
velop strategies for coping with stress triggers.

You and your doctor may need to experiment with a number of different
medication and therapy options before you find a combination that is effective
and also minimizes your side effects. This trial and error process may be frus-
trating at times. There is every reason to be hopeful that, with time, you will
find a regimen that is optimal for you. Of course, committing to a long-term
program of medication is an important personal decision. You may have sig-
nificant doubts about whether you should take any of these medications, even
if you are suffering from mood swings that interfere with your functioning.
These reactions are understandable. But when people with bipolar disorder
stop taking medication, particularly if they do so abruptly, they often end up
relapsing and worse off than they were before they stopped. To hear more
about how patients have resolved this dilemma, read on: Chapter 7 is devoted
to the issues involved in coming to accept a long-term program of medication.



/

Coming to Terms
with Your Medication

“Accusing me of mania, my elder sister’s voice has an odd manic quality.
‘Are you taking your medicine?’ A low controlled mania, the kind of con-
trol in furious questions addressed to children, such as ‘Will you get
down from there?’ ...

“As if by going off lithium I could erase the past, could prove it had
never happened, could triumph over and contradict my diagnoses; this
way I would be right and they would be wrong. It had always been the
other way; they were right and 1 was wrong. Of course 1 had only to take

the lithium in order to be accepted back . .. on lithium 1 would be ‘all
right' . . . But I am never all right, just in remission. If I could win this
gamble. .. . ”

—Millet (1990, p. 32)

The nature of bipolar disorder is such that even when you feel better, you still
have an underlying biological predisposition to the illness. This predisposition
requires you to take medication even when you're feeling well. Often, though,
when you feel better, you will be tempted to stop your medication, because
you won’t see the need for it. That's an understandable reaction. Unfortu-
nately, stopping your medications against medical advice—and sometimes
even just taking inadequate dosages or missing dosages regularly—puts you at
a much higher risk of having a recurrence of your bipolar disorder.

129
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In my experience, people are most likely to consider stopping their medi-
cations once they have recovered from a manic or depressive episode. During
this phase they may feel good or even hypomanic, but are more in control of
their moods than during the height of their illness. Taking medication feels
like spoiling a good party. These reactions are especially true of younger peo-
ple who have had only a few episodes. Inconsistency with medication some-
times stems from feelings of “youthful invulnerability” or just plain denial of
the disorder. But I have also worked with middle-aged and older adults who
have had many, many bipolar episodes and still doubt that they need medica-
tion, even if they do acknowledge having the disorder. Understandably, they
want to know what life would be like without the pills.

In the last chapter, I talked about the various drug treatments available to
people with bipolar disorder. In this chapter, I talk about the various reasons
that people with bipolar disorder give for discontinuing their drug regimens.
Many of these reasons have been offered by my own clients, including those
who have been stable for quite some time but question whether the medica-
tion is really working. Sometimes the issues surrounding inconsistency or
“nonconcordance” are related to feelings or beliefs about the disorder, such as
disagreeing with the diagnosis or missing the pleasure of the high periods. In-
consistency can also be a response to unpleasant side effects (for example,
weight gain on divalproex), difficulty relating to a particular physician, or dis-
like of having one’s blood drawn. Sometimes people just forget to take their
medicine. People also go off medication because of practical matters like pre-
scriptions that lapse (and difficulties getting a new appointment) and the high
costs of paying for medication (for example, Keck et al., 1997; Lewis, 2000).

In this chapter, I suggest some tips for making medication feel more ac-
ceptable to you, as well as'ideas for discussing side effects with your physi-
cian. You may recognize your own experiences in the illustrations of issues
that people commonly struggle with when trying to accept a long-term pro-
gram of medication.

What Is Medication Concordance?

“Concordance” with medication is “a congruence between the plan made with
the physician and the plan carried out by the patient” (Sachs, 2000).
“Nonconcordance” means that you have not followed the physician’s recom-
mendations in taking your medication or have stopped altogether, against his
or her advice. But people can become nonconcordant in any number of ways.
For example, some people take their medications correctly for several weeks
and then stop all of them abruptly. Some stop only one medication in a “cock-
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tail” of medications: they are on lithium, Depakote, and Zyprexa, and decide
to discontinue everything but the Depakote (and sometimes even take a
higher dosage of this medication than prescribed). Other people drop their
dosages or take medications intermittently (for example, take only half of
their recommended Tegretol tablets, miss their evening dosages, skip Saturday
nights). For others, nonconcordance takes the form of substituting unproven
remedies (for example, medicinal herbs like St. John’s wort or kava kava) for
mood stabilizers, or trying to use alcohol or marijuana to control their mood
states.

Why the term concordance? Many alternative terms have been proposed in
the medical literature, the most common of which are adherence and compli-
ance. In my experience, persons with bipolar disorder don’t usually like either
of those terms. Nonadherence either feels critical or judgmental or is associated
in the mind with tape or glue. It implies that the person with the disorder is
unwilling or unable to stick to an agreed-upon program. Even worse is the
term noncompliance, which implies a paternalistic stance: The client with bi-
polar disorder is not going along with what others insist that he or she must do.

I prefer the term concordance because it underlines the importance of the
alliance between the physician and the person with bipolar disorder. Stopping
medications or taking them inconsistently can often be attributed, in part, to
the physician, who may not have articulated the purposes of the various medi-
cations in the regimen, may not have alerted you to the possible side effects,
or may not have been understanding, respectful, or communicated a sense of
caring for your individuality.

How Common Is Nonconcordance?

Frequently, people with bipolar disorder discontinue their medication. Esti-
mates vary, but the consensus seems to be that more than half of those with
bipolar disorder quit taking their medications at some point in their lives
(Colom et al., 2000). A study by Stephen Strakowski and colleagues at the
University of Cincinnati College of Medicine (1998) found that 59% of pa-
tients with mood disorder were “partially nonadherent” (took medications in-
consistently) or “fully nonadherent” (quit taking them altogether) during the
year after their first hospitalized episode. You are more likely to become
nonconcordant if you are male, younger rather than older, severely ill with
mood disorder, recently hospitalized, prone to alcohol or substance abuse dis-
orders, and lack a supportive family structure, a spouse, or friends to rely on
(Colom et al., 2000; Goodwin & Jamison, 1990).

Not all medications lead to the same rate of nonconcordance. For exam-
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ple, Roger Weiss and colleagues (1998) found that only 21% of people with
bipolar disorder who were taking lithium were consistent with it all the time.
The rate was 50% among people taking Depakote, possibly because its side ef-
fects are easier to tolerate.

People with bipolar disorder are not the only ones who have trouble ac-
cepting a long-term program of medication. Those with diabetes, heart dis-
ease, hypertension, glaucoma, or any other chronic medical condition that re-
quires ongoing medication are up against the same challenge you are. People
are even inconsistent with taking antibiotics and birth control pills! You’re not
alone in this type of struggle.

What Are the Consequences of Nonconcordance?

People with bipolar disorder are often told to take medication without being
given compelling reasons for doing so or a full understanding of what might
happen if they don’t. The main reason that stopping your medication is inad-
visable is that it is associated with a high risk of recurrence (for example,
Strober et al., 1990; Keck et al., 1998). It also greatly increases the risk of sui-
cide. In fact, not taking medications, as prescribed, is the greatest single factor
contributing to when and how often bipolar people have recurrences (Colom et
al., 2000). As stated by Jamison (1995), “That 1 owed my life to pills was not,
however, obvious to me for a long time; my lack of judgement about the ne-
cessity to take lithium proved to be an exceedingly costly one” (p. 89).

When medications are discontinued very abruptly (which is usually the
case), the chances of relapsing—or of committing suicide—are higher than
when medications are discontinued slowly (for example, Suppes et al., 1993;
Tondo & Baldessarini, 2000). It will take a while before your medication
reaches a stable blood level if you stop suddenly and then restart. If you take
medication inconsistently, you can also end up with inadequate blood levels
that lead to the same negative results.

Many people want to go on “drug holidays,” thinking that if they get
worse, they can always go back on the drug and return to normal—just like
that. Because the consequences of discontinuing medication is not always im-
mediate (that is, you can feel better, temporarily, after stopping your medica-
tion), you may feel that you are “in the clear” and can go on living your life
without medication. Unfortunately, your good feelings can be due to the
hypomania that often develops shortly after medication is withdrawn. This
hypomania is often the first stage in the evolution of a serious manic episode.

If you go off a drug such as lithium and then have a relapse of your illness,
there is a very real possibility that you won't respond as well when you resume
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taking it (Post, 1993). In fact, starting and stopping medication can lead to a
pattern of continuous cycling in which illness episodes beget other illness epi-
sodes, and the periods of feeling well between periods of illness get shorter
and shorter (the “kindling effect”; Post, 1992). On the positive side, getting
medical treatment early in the course of your disorder (that is, when it is first
diagnosed), and staying with it can prevent these patterns of continuous cy-
cling.

Why Do People Stop Taking Their Medication—
and Why Should You Resist Doing So?

Clarence, a 19-year-old man, had his first manic episode while a student
at a West Coast state university. He became belligerent, inappropriately
sexual, giddy, and grandiose, claiming that his artwork and writing
were soon to make him millions. His thoughts raced and he became
hyperverbal. He was given lithium and an antipsychotic medication while
an inpatient at the university’s hospital. He showed a partial response but
was still hypomanic when he returned to his parents’ house after dropping
out of school. He abruptly stopped his medications without telling his
parents. He sank into a deep depression, marked by insomnia, lethargy,
slowed thinking, suicidality, and thoughts such as “I suck . .. I don’t de-
serve to live . . . I've done nothing for anyone in this universe.” He eventu-
ally agreed to see a therapist, rather than a psychiatrist, under the proviso
that “whoever he is needs to know that I'm phﬂosophlcally and spiritually
opposed to medications of any sort.”
Clarence did not rule out the possibility that he had bipolar disorder.
He made it clear, however, that the therapist should address Clarence’s in-
dividual struggles with identity, sexuality, moral values, and family rela-
tionships, rather than treating him as a “manic-depressive case.” The
therapist spent a number of sessions developing an alliance with Clarence
. and helping him understand the onset of the depression from two stand-
points: its psychosocial triggers (events in college, such as rejection by his
girlfriend) and its biological and genetic bases, including a history of sui-
cide and bipolar disorder in his maternal grandfather. The therapist did
not challenge the idea that Clarence’s depression was “existential and
spiritual” but gradually introduced the notion that it might have a chemi-
cal basis as well. His father and stepmother were brought in for conjoint
educational sessions where the treatment options were discussed and
Clarence explained his position. Over the next two months, Clarence’s
mood improved somewhat, but he remained moderately depressed and
complained of insomnia.
After he and Clarence had developed a solid alliance, the therapist re-
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introduced the idea of trying lithium. Clarence agreed to retry it for an
agreed-upon interval (three months). The therapist referred Clarence to a
psychiatrist, who took time to develop a rapport with him and listen to his
story. The psychiatrist recommended he try lithium at 1,200 mg. Clarence
responded quickly: His depression lifted, his suicidal thoughts disap-
peared, and his sleep improved.

After six months of twice weekly individual plus family therapy, and
regular maintenance lithium treatment, he decided to return to college.
He remained on medication once back in college, where his treatment was
managed by a psychiatrist at the student health service. Contact with the
therapist several years later revealed that his mood disorder was stable, he
remained in school, and he was still taking lithium.

Accepting a program of medication to treat bipolar disorder is a long-term
commitment and thus a very important personal decision. Naturally you will
have questions. If you have just been diagnosed with bipolar disorder or are at
an early point in its course, questions about committing to a medication regi- -
men may be particularly salient for you, as they were for Clarence. But you
may have strong feelings about medication, even if you have been taking
mood stabilizers for a long time. In this section, I discuss some of the reasons
people stop taking their medications, and some counterarguments to con-
sidet, if you find yourself agreeing with these reasons.

“1 Miss My High Periods”

“Does a fish know when it's wet? Hypomania felt good to me. I felt like I
was finally getting there in my life. It didn’t feel at all like there was any-
thing wrong to me, it felt great, and I'd been feeling bad for so long. So 1
went off my medication, and then I started getting higher and higher. Peo-
ple told me to go back on, but it felt patronizing. I resented their lack of
recognition that I was accomplishing things. I told them, ‘You don’t un-
derstand, you've got me in a box, you're sticking me in one of your cate-
gories.’ But then I cycled into a depression and got suicidal. I went back
to my doc and—wouldn’t you know it?>—back on lithium.”

—A 38-year-old man with bipolar I disorder,
reviewing his most recent mood cycle

Kay Jamison makes clear, from her research as well as her personal expe-
riences with bipolar disorder, that many people enjoy their high periods
(Jamison, 1995; Jamison et al., 1979). The highs, especially if they are accom-
panied by euphoria and grandiosity, feel quite good. When in this state you
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feel productive, driven, on top of things, cheerful, and invulnerable. Who
wouldn’t enjoy this state, and why spoil it with medication?

One of my clients compared mania to being in love. When people fall in
love, it can resemble mania: You feel giddy, happy, and driven, and you sleep
less; you feel more confident, attractive, and sexual; you want to talk to more
people and do more things. My client said, “If you were in love, and someone
came along with a tablet that would cure you of the feeling, where would you
tell that person to go?”

Not everyone experiences mania as a happy state. It can also be a wired,
pressured, irritable state. But even when people experience mania negatively,
they resent the idea that their moods are under the control of a substance. As
I've said in earlier chapters, no one likes the feeling of being under the control
of another person or thing, and in my experience people with bipolar disorder
are particularly sensitive to this issue. They often have a love/hate relationship
with their moods: They hate the fact that their moods fluctuate so wildly, and
particularly resent the lows, but mood variations are also central to who they
are and how they experience life.

There is no mincing words about it: Medication does take away the high
periods. When people take lithium, Depakote, or Tegretol, their moods are
more stable. Some people complain that they are too stable. Stability puts you
in the driver’s seat and gives you more control over your fate than the illusion
of control that mania gives you. But stability also means giving up the intensity
of the roller-coaster ride that bipolar disorder provides. In other words, taking
medication can mean increased stability at the cost of the exciting, positive
features of the disorder.

Nonetheless, the excitement and drama of the high periods often bring
debilitating depressions in their wake. The 38-year-old man just quoted expe-
rienced an almost immediate crash after his mania crested. This is also true if
you have the bipolar II form of the disorder: Even if your hypomania is not
particularly destructive in itself, preventing hypomanic episodes can help pre-
vent the severe depressions that often follow (see also Chapter 9).

“I Feel Fine Now, So Why Do | Need Medicine?”

Many people with bipolar disorder realize that they need medication when
they’re cycling into an episode, but don't see the need for prophylaxis—the
use of medication when they’re healthy to prevent future episodes (Colom et
al., 2000). When their manic or depressive episode has resolved, they wonder,
“Why should I keep taking medication and dealing with the side effects?”
Some people think of mood stabilizers in the same way they might think of
painkillers: You take them only when you're hurting, and you stop taking
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them once the pain disappears. It’s the same logic people use when they’re on
diets. Once they have met their initial goal of losing, say, 15 pounds, they see
no reason to continue dieting, even though continuing to diet is the key to
weight maintenance.

This confusion is understandable, but remember one of the key points in
Chapters 5 and 6: People with bipolar disorder have underlying chemical pre-
dispositions that require them to take medicine on an ongoing basis for pre-
ventative purposes. There is no guarantee that you'll be free of episodes even if
you do take mood stabilizers, antidepressants, and/or antipsychotics. But the
chances that you'll remain well over long periods and have less severe epi-
sodes are greatly improved.

“Medication Takes Away My Creativity”

One of the most fascinating aspects of bipolar disorder is its association with
artistic creativity. Many famous artists, writers, poets, and musicians probably
had bipolar disorder or a variant of it. Examples may include Sylvia Plath,
Anne Sexton, Robert Lowell, Ernest Hemingway, Delmore Schwartz, Vincent
van Gogh, and Ludwig van Beethoven. Jamison (1993) has written extensively
about this issue in her book Touched with Fire: Manic~Depressive Illness and
the Artistic Temperament. I can also recommend a thorough review of the stud-
ies in this area by Teresa Carreno and Paul Goodnick of the University of Mi-
ami School of Medicine (1998).

The link with creativity can put the person with bipolar disorder in a
bind. What if you pride yourself on your writing, artistic talent, or musical
ability, and fear that taking medication will destroy your product? If having
mood swings can improve the quality of your art by investing it with emotion
and passion, why take these away? Benson (1975) reported that of 12 patients
who stopped their lithium, one-third did so because they thought it damaged
their creativity.

Does mood stabilizing medication actually interfere with creativity? We
can certainly point to people like Kay Jamison, who has produced excellent
writing even when taking lithium. What does the broader research say about
this topic? Not many research studies have been done, and most are case stud-
ies that have examined a select group of artistic people to observe what effect
lithium had on their work. None of these studies on creativity involve people
on Depakote or Tegretol, so we don’t know if those medications are better or
worse.

Marshall and colleagues (1970) found that of six recognized artists and
businessmen who had bipolar disorder, five reported higher productivity and
better quality of work output while on lithium than while not on it. In Mogens
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Schou’s (1979) report on 24 artists and writers with bipolar disorder, 12 re-
ported that the drug improved their creativity and productivity, 6 said it de-
creased their productivity, and 6 said it had no effect. Lithium prevented all
24 people from developing recurrences of their bipolar disorder.

Do people with bipolar disorder become more creative when they stop
their medication? The literature does not provide a clear answer to this ques-
tion, at least where lithium is concerned. Shaw and associates (1986) found
that bipolar people did better in “associational processing” (producing a cre-
ative stream of ideas) when they were off lithium than on it. Kocsis and asso-
ciates (1993) tested 46 people with bipolar disorder who were on long-term
lithium treatment and who were discontinued from it in the context of their
study. They found that patients’ scores on memory, associative productivity,
and motor speed (finger tapping) improved once they went off lithium. The
people who improved the most on these measures were those who had the
highest levels of lithium in their bloodstream before going off the drug, sug-
gesting that higher dosages may lead to more interference with mental func-
tioning.

What do these findings mean for people who have artistic talent? First,
lithium can have effects on your cognitive or motor performance, but it isn't at
all certain that it interferes with your creativity. In fact, the opposite may be
true. Most professionals believe that bipolar people do better in their art, mu-
sic, or writing when they’re in remission from their disorder, or perhaps
slightly hypomanic but not fully manic or depressed. It's interesting that
among eminent writers, the bipolar IT form of the disorder (depression with
hypomania) is more common than the full bipolar disorder, suggesting that
milder manic states may be more clearly linked to creativity than full manic
states (Andreasen, 1987; Richards & Kinney, 1989; Carreno & Goodnick,
1998). In this sense, medication may even be helpful to your work if it suc-
cessfully controls your more severely manic swings.

If you do think that your lithium or your anticonvulsant is affecting your
creativity, talk to your doctor about reducing the dosage before you decide to
go off it. Perhaps he or she will think it's safe for you to experiment with a
lower dosage, especially if you have been stable for a while.

“Medication Gives Me Unacceptable Side Effects”

As 1 talked about in Chapter 6, all of the major mood stabilizers, anti-
psychotics, and antidepressants have side effects, which can range from the
mild (for example, thirst on lithium) to the severe (toxic reactions, kidney
functioning problems, rapid cycling, agranulocytosis). In many cases, medica-
tion side effects are transient and will disappear or at least become milder after
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you've been on the medication for a while. Other side effects are not so easy to
ignore and can be continuous.

Many people go off their medication because they find the side effects too
unpleasant and disruptive. This is also true when people are prescribed medi-
cations for traditional medical conditions. Blood pressure medications, for ex-
ample, can make people fatigued. Allergy medications can make people feel
sleepy or “dried up.” Even “natural” or “herbal” substances have side effects.
For example, St. John’s wort, an alternative antidepressant, can give you stom-
achaches, make you sun-sensitive, and, if not taken alongside of a mood stabi-
lizer, cause switches into mania (Nierenberg et al., 1999).

Taking a medication is a cost-benefit decision. There are clearly benefits
to mood stabilizers. But they also have costs, including side effects and actual
financial outlays (see the self-rated cost-benefit exercise at the end of this
chapter). Most people with bipolar disorder, if able to weigh the costs and
benefits objectively, come down on the side of continuing to take their medi-
cation, especially if they've been through some painful mood disorder epi-
sodes. But that doesn’t mean you should have to live with terrible medication
side effects as a trade-off for health and mood stability.

First, managing your side effects should be a collaborative process be-
tween you and your physician. Don'’t try to adjust your medication on your
own. Instead, keep a record of which side effects you experience each day, and
tell your physician about them. The exercise on page 139 will help you orga-
nize your thoughts about which side effects you experience from which medi-
cations. Copy the completed record, bring it to your next medication visit,
and go over it with your doctor. \

Ask your physician what can be done to control your side effects. Many
can be managed with a simple dosage adjustment (for example, dropping the
number of lithium tablets so that you feel less sluggish mentally) or by taking
your pills in different dosing patterns. For example, if you take lithium in one
dosage rather than several, you may have less need to urinate frequently. If
you take the extended-release form of Depakote, you may have less gastroin-
testinal distress. Other side effects can be controlled with additional side-ef-
fect medications. For example, hand tremors can be helped by adding a beta
blocker, propranolol (Inderal), to your medication regimen. The hair thinning
associated with Depakote can sometimes be managed with zinc or selenium
supplements.

Your doctor may also decide to switch you to another medication entirely.
For example, if you have problems with memory or motivation on lithium, he
or she may switch you to Depakote, which is less likely to produce these side
effects (Stoll et al., 1996). If you have problems with weight gain on Depakote,
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KEEPING TRACK OF YOUR SIDE EFFECTS
Date/day Side effects
of week Medications taken Dosage experienced*
Weight at beginning of week End of week

*Examples: dry mouth, urinating frequently, rash, acne, stomachaches, insomnia, headaches, fatigue, hair
loss, problems with concentration, hand tremor. If you're not sure which medication causes which side ef-
fect, simply list each side effect you experience and put a “?” next to each one.
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then Tegretol, or the newer anticonvulsant, Topamax, may be alternatives for
you. New drugs for bipolar disorder are being developed all of the time, and it
may be that easily tolerated medications that work just as well as the “Big
Three” will eventually become available.

The decision to switch medication will not be decided solely on the basis
of your side effects, of course. Hopefully, this decision will come out of a dis-
cussion between you and your physician concerning the pros and cons of cet-
tain medications from the vantage point of effectiveness versus adverse effects,

You may feel angry at your doctor if you feel he or she should have alerted
you ahead of time to the side effects you're experiencing. Your anger is under-
standable, but keep in mind that he or she may not be able to predict your par-
ticular profile of adverse effects ahead of time. If you are feeling angry, discuss
this with him or her rather than not showing up for your next session. There
is little he or she can do to help you if you aren’t coming in on a regular basis.

The most important point is that side effects represent a problem for
which there are solutions other than simply stopping your medication. In-
forming your doctor on a regular basis about your side effects will help him or
her consider and discuss with you the alternatives to your treatment plan.

L3

“Taking Medication Is a Sign of Personal Weakness, Sickness,
and Lack of Control”

“For me, it’s all about control. 1 have always had trouble with authority
figures, and medication feels like just one more authority figure. Some-
one comes along and says, ‘Here, just take this salt and you'll feel better
and be like the rest of us.’ I think it's garbage, and it makes me realize the
person doesn’t know me very well. I can handle things by myself just
fine, thank you.”

~—A 19-year-old man shortly after his hospitalization for mania

Many people feel that taking medication is a sign of personal weakness. It
feels like admitting that you're sick, defective, or mentally ill. Certainly, taking
medication daily can remind you of your troubles and make you resent the ill-
ness even more than you do already. But many people take this perspective
further and claim that they can get along without medication just by exerting
self-control. If you are in a hypomanic phase, you're particularly likely to feel
this way. Unfortunately, bipolar disorder cannot be controlled by sheer will-
power. Neither can other biologically based illnesses.

There are many ways to think about control. In some people’s minds, con-
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trol is about not needing help from anyone or anything. For others, control
means availing yourself of opportunities to further your life goals. It is true
that taking a medication now means giving up a certain amount of control in
the short run. But taking care of yourself in this way can also give you more
control in the long run. Achieving mood stability on an ongoing basis trans-
lates into a greater likelihood of staying out of the hospital, not having to
schedule so many doctor visits, saving money on additional treatments, being
able to plan ahead for things you want to do, better family and romantic rela-
tionships, and a more productive work life. In other words, taking medication
can give you the kind of control you crave, rather than eliminating it. Not tak-
ing medication, in contrast, can mean giving up control if it leads to becoming
ill again.

Later chapters talk about self-management strategies such as sleep—~wake
monitoring, mood charting, cognitive restructuring, and coping with family
stress. Implementing these behavioral strategies can contribute to your feeling
of control over your fate. But these strategies will work much better if you are
being simultaneously protected by medications.

“Medication Carries a Stigma in Our Society”

Bipolar disorder carries the stigma of mental illness, and taking medication
can become a proxy for this stigma. You may worry about what employers,
friends, and romantic partners will think if they know you’re on medication.

This is not an easy issue, and it is a very real concern for many people.
There may be jobs you can’t take because of being on medication (for exam-
ple, a job that requires fine motor control over your hands). Upon learning of
an employee’s disorder, employers have been known to react with anything
from complete sympathy to finding ways to fire the person (although such
discrimination is illegal, as discussed in Chapter 12). But the situation is im-
proving. My impression, especially over the last 10 years, has been that our so-
ciety is becoming more and more understanding of the biological bases of psy-
chiatric disorders and the need for psychiatric medications. More and more
people are admitting to being on mood stabilizers and antidepressants. Few
people would reflexively “dump” a potential romantic partner or employee
simply because that person admits to taking mood medication.

Of course, you are not obliged to tell your employer or other significant
people about your mood disorder or its treatments. You may also want to be
selective in what you tell them. As 1 discuss in Chapter 12, there are construc-
tive ways to educate others about your need for medications so that the stigma
is minimized.
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“The Medication Doesn’t Work”

Some people with bipolar disorder complain that their medication is just not
effective. They wonder why they should take one or more mood stabilizers
when they don’t feel that the medication is really controlling their symptoms.

The reality is that your bipolar disorder is only partially controllable by
medicines (see Chapter 6). But almost everyone with the disorder does better
on medication than off it. You will continue to experience mood fluctuations
on medication, but if you examine the course of your illness carefully, you'll
probably find that there has been some improvement. Keeping a mood chart
(Chapter 8) will help you determine how your medication is affecting your
sleep and moods in a relatively objective way.

A question to ask yourself is, “Is my medication truly ineffective, or does
it just not work as well as I would like it to?” Depending on your answer, you
may want to discuss the matter with your doctor. It is possible—especially if
you are trying mood stabilizers for the first time—that you are not improving
as much as you could, and you should not hesitate to tell your doctor if that is
what you believe. He or she may agree with you and suggest a different mood
stabilizer or various adjunctive medications to enhance your current regimen
(Chapter 6).

Try to be objective about whether there has been any improvement. Ask
relatives for their opinions about the impact of the medication on your func-
tioning. They may have seen effects that you aren’t aware of (for example, be-
ing less easily provoked to anger, smiling more often, being less irritated by
changes in your environment, seeming like your old self). Sometimes the ben-
efits aren’t as straightforward as mood stability. For example, Neil, age 18, did
not think his Tegretol had any effect on his moods. He did believe, however,
that he was getting along better with his parents and friends since starting it.

“My Problems Are Psychological, Not Biological”

If you feel that your problems are only of a psychological origin (for example,
related to childhood trauma or disturbed family relationships, problems relat-
ing to authority figures), then it may not be obvious to you what role medica-
tion has in your treatment. You may feel that your underlying vulnerabilities
have more to do with a negative view of yourself than to biological or genetic
factors.

Take a look again at Chapter 5, in which I talk about the vulnerability-
stress model. Psychological stress, such as interpersonal or family conflicts or
loss experiences, can interact with a person’s biological and psychological vul-
nerabilities (for example, a low opinion of your intellect or your abilities).
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This is one of the reasons we recommend medication and psychotherapy in
combination, rather than as substitutes for each other. Remember, your prob-
lems needn’t be biological or psychological. They can be both.

Medication may actually make your psychotherapy more successful. Most
psychotherapists say that they can’t accomplish much when a person with bi-
polar disorder is in a severely depressed, manic, or mixed state. If medication
makes your mood stable, or at least stable enough that you can make it to reg-
ular appointments and carry through on therapy homework assignments,
you’ll benefit a great deal more from the psychotherapy. You'll be able to deal
more productively with the underlying issues that may be contributing to
your unhappiness or distress.

“Taking Medication Means I’m Giving in to My Parents (or My Spouse)”

“I'm a product of what I learned from my parents, but I've also learned
things from other people, in college, after college, in various work situa-
tions, relationships, and the hard knocks of life. If I go on medication, it
can’t be their decision. Whether I go back on it, when I go back, how
much I go back on it, and who will be my doctor, are all things I've got to
decide by myself. If they make the decision for me, even if I agree with it,
I won’t be able to follow through.”

—A 23-year-old woman with bipolar I disorder

As this woman says, and as Kate Millet says in the quote at the beginning
of this chapter, taking medication .can mean feeling like you're giving in to
your family’s demands. If you are a young adult and live with your parents,
you can quickly get tired of hearing them nag you to take your medication, in-
terpret your emotional responses to everyday things as signs that you need
more medicine, or remind you that you're the sick one in the family. You may
believe that others in the family also have the disorder and that they should be
the ones taking medicine, not you.

Most people want independence from their parents. Taking medication
can feel like giving up your independence: Swallowing pills, seeing doctors,
and getting your blood level tested may feel like you are under your parents’
thumb. The reality is that taking medication, while perhaps initially reflecting
your acquiescence to your parents’ plans, greatly increases your chances of in-
dependence from them later. If your mood is stable, there is a greater chance
that you'll be able to function away from home. But it’s hard to take this long-
term view when taking medicine makes you feel like you're a child again.

If you're married or partnered, you may have the same feelings about your
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spouse. Your spouse may be taking a hard line with you; some of my clients’
spouses have even threatened to leave if their bipolar partner didn’t remain
consistent in taking his or her medication. Your spouse’s insistence that you
take medication can make the option feel all the more unappealing to you.

How do people resolve this dilemma? Many of my clients have eventually
come around to realizing the necessity of mood stabilizers not only for their
own mood stability but also for their relationships with their family members.
But it is important that you feel the decision to take the medicine is largely
your own. Chapter 12 gives you some tips on how to communicate with fam-
ily members on problems related to your illness, including how to negotiate
the sometimes volatile issue of medication-taking.

Perhaps even more important, try to make a distinction between the way
you feel about your medicine and the way everyone else seems to feel about it.
Do you think the medication helps you, even if it’s less than you'd like? Does
taking medicine have to mean feeling like a child? If so, what do we make of
the many successful people who have had this illness and took medication?
Many of my clients have reported feeling better about taking medicine once
they began to view drug treatment as important for maintaining their health
status and furthering their personal life goals. Some have made the transition
from engaging in power struggles with their parents or spouse to take more
responsibility for managing their own medication (for example, keeping to the
regular dosing schedule so that reminders from others become unnecessary,
monitoring their side effects, arranging their own doctor visits and blood
tests). This transition helped them to feel that medication was less of a threat
to their independence and sense of identity.

“| Can’t Remember to Take My Medication”

This is a very real problem and one that physicians often underestimate. In
fact, one factor that predisposes people with bipolar disorder to noncon-
cordance is having to remember a greater number of medication dosages
(Keck et al., 1997; Sachs, 2000). Sometimes people forget whether they have
taken a morning or an afternoon dosage, and then end up taking an extra dose
in the evening, which can increase their chances of getting too much of a med-
ication.

If you are using alcohol or street drugs regularly, including marijuana,
youre going to have particular problems remembering to take your medica-
tion. This is probably one of the reasons that substance abuse is so highly cor-
related with medication nonconcordance (e.g., Strakowski et al., 1998). If you
are able to get your substance use problem under control (see Chapter 8),
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you'll have a much easier time remembering to take your medication. Also,
the medication will almost certainly be more effective!

If you are having trouble remembering to take your tablets, ask your phy-
sician whether you can be given the medication in its least complex dosing
pattern. Some medication, including lithium, can be taken all in one dosage.
Sometimes the regime can be simplified to morning and evening dosages only.
Don’t be ashamed of forgetting—it’s a more common problem than you think.

There are also ways to remind yourself. Some people use pill boxes with
morning, afternoon, and evening doses laid out at the beginning of the day.
Some people have key chains with an attached container with room for a day’s
dosage. You can usually get these at a drug store. Other people use watch
alarms or palm pilots to alert them when they need another dosage. Others try
to time their dosages around events that will “cue” them, like meals or waking
up/bedtime routines. Some people keep spare pills in their desk drawers at
work in case they forget to bring them. Others acquaint their spouse with the
medication routines and ask for reminders. If you are comfortable with your
spouse taking this role, it may be helpful to you in staying on schedule.

In the next chapter on maintaining wellness, you’ll be introduced to the
daily self-rated mood chart. On the chart you'll see places to record the num-
ber of tablets of each medication you've taken. Keeping track of your moods
and medication on a daily basis will not only remind you to take your medi-
cine but will also help you to see the relations between your medication con-
sistency and the stability of your mood states. One of my clients related the
following: “Breakfast and medications were always connected for me. But then
when I got my new job, I forgot to eat breakfast and also missed my morning
medication dose—I took it to work with me and would completely forget
about it. When my mood started dropping and I started keeping a mood chart,
I discovered I wasn’t taking my morning dose as frequently as I thought I was.
Keeping track made me more conscious of remembering my morning dose
and also helped me make breakfast more of a priority.”

Summarizing the Pros and Cons of Medication: A Self-Rated Chart

After you've thought through some of the issues just discussed, it may be use-
ful to summarize the costs and benefits of medication in your own terms. The
exercise on page 146 will help you organize your thinking about pros and
cons and about things you can do to make medication feel more acceptable to
you. This is another page that you may want to copy and bring with you to
your doctor’s office—it can provide a format for discussing issues of concern
to you. It may also be helpful to review this list if you have the impulse to dis-
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THE PROS AND CONS OF TAKING MEDICATION

REASONS TO TAKE MOOD MEDICATION

(Examples: helps control my manic symptoms, helps with my depressed mood, improves
my sleep, makes me better able to focus, decreases my anxiety, improves my relating with
other people, decreases my conflict with family members, improves my energy level,
makes me feel more confident, makes me concentrate better at work, keeps me from
spending too much money, helps me avoid traffic tickets)

1.

ek o

DISADVANTAGES OF MOOD MEDICATION

(Examples: side effects [give specifics], missing my high periods, cost of medication and
psychiatry visits, disliking having my moods controlled, disliking my doctor, disliking
making medical appointments, makes me feel less sexual or less creative, medications
carry a stigma, medications aren’t that effective)

L .

A

THINGS I CAN DO TO IMPROVE THE SITUATION

(Examples: discuss side effects with physician, consider other medications or dosing
strategies, take more responsibility for my own regime, change my doctor, change my
insurance plan, educate others about my disorder, create reminders to take medication,
cut down my use of alcohol or drugs)

L

Uik o
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continue your medication, to remind yourself of your reasons for taking them
in the first place and the other alternatives available to you.

Try to individualize this exercise as much as possible: You may know of
advantages and disadvantages of the medications that I have not listed here.
Once again, your family members may be able to help you identify the costs
and benefits of your medication.

The decision to commit to a long-term program of medication is a very
difficult one. As you can see from this chapter, people with bipolar disorder
struggle with many practical and emotional issues when coming to terms with
their need for medication. You are not alone in your struggles to accept the
disorder and its required treatments.

New drugs for bipolar disorder are being developed and tested all of the
time. In all likelihood, some will prove successful and others will come into
vogue for a while and then disappear. But there is good reason to believe that
you will find a medication regimen that will work for you over the long term
and won’t require you to tolerate debilitating side effects.

Above all, remember the meaning of the term concordance: a collaborative
process between yout and your physician. It is very important to communicate
your concerns to your physician and see if anything can be done to adjust
your regimen so that it is maximally effective as well as more easily tolerated.
Most physicians are open to this kind of communication and even welcome it,
particularly if you talk to them before you decide to stop or make your own
decisions about changing your medicine. The exercises in this chapter can
help you organize information about your drug treatment so that you can
work with your physician more efficiently within the limited time blocks that
managed care allows.

Fortunately, managing bipolar disorder is not just about taking medica-
tion. In addition to medication to help control your disorder, there are self-
management strategies you can use during periods of wellness (Chapter 8),
when experiencing the beginning signs of mania (Chapter 9), and when de-
pressed or suicidal (Chapters 10 and 11). Try to think of medication as one el-
ement in a collection of strategies for managing your disorder.
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How Can I Manage My Disorder?

PRACTICAL WAYS
TO MAINTAIN WELLNESS

Amy, age 33, had a six-year history of bipolar disorder. Three years after
being diagnosed, she began a period of rapid cycling that seemed to be
provoked, in part, by an on-again, off-again relationship with her boy-
friend. When she abruptly relocated out-of-state due to his business, her
rapid cycling intensified. She obtained part-time work in her new city and
sought psychiatric treatment. Her psychiatrist gave her a combination of
lithium and Depakote, which helped even out her cycles, but she still ex-
perienced unpleasant ups and downs. Her sleep was quite variable from
night to night.

Her psychiatrist suggested that she supplement her medication treat-
ment with therapy from a psychologist with whom she (the psychiatrist)
worked. The psychologist encouraged her to start a mood chart, in which
she kept track of her moods on a daily basis, the number of hours of sleep
she had each night, her medication, and any events that she found stress-
ful, whether positive or negative. At first she found this assignment to be a
hassle. She told her therapist that it took time and she didn’t like being re-
minded of her illness so frequently. Her therapist acknowledged the dis-
comfort of the assignment but reminded her that tracking her moods was
a first step toward gaining more control over them. After some discussion
she agreed to try it but made no commitment to keeping the chart on a
regular basis.

151
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Amy and her therapist began examining her charts during their
weekly meetings. Over a period of several months, they began to identify
certain behavioral patterns associated with Amy’s mood swings. For ex-
ample, Amy learned that her mixed mood states often began with a rejec-
tion by her boyfriend (such as being ignored or slighted by him in the
company of others). Rather than directly confronting him about these ex-
periences, she would usually go out drinking with her female friends that
night or the next night. Her sleep would then become more disturbed,
and her mood would take on an irritable, anxious quality. Her mood
would usually stabilize once she had reestablished a regular bedtime and
wake time. ’

She asked her friends whether they would feel any differently about
her if she went out with them but didn’t drink. None seemed particularly
bothered by this. Although she did not stop drinking entirely, Amy did
find that limiting her alcohol intake helped her sleep better, which in turn
made her feel less irritable, anxious, and depressed the next day. She
made clear to her therapist that she had no intention of giving up her
“outrageous side.” But with time, she has become more consistent with
these lifestyle habits, pleasantly surprised by the beneficial effects they've
had on her mood stability.

What can you do to maximize your intervals of wellness and minimize the
time you spend ill? Many people go for long periods of time without having
significant symptoms, but virtually everyone with the disorder has recur-
rences of illness at some point. In my experience, the people who do the best
over time are those who not only take their medication regularly and see their
doctors but also successfully implement self-management strategies.

What does it mean to manage bipolar disorder successfully? In Chapter 5
we talked about the risk factors in bipolar disorder (things that make your ill-
ness worse). There are also protective factors: things that keep you well when
you are vulnerable to mood swings. You are already familiar with some of
these protective factors from earlier chapters—for example, consistency with
medication and having social supports.

In essence, maintaining wellness means minimizing the risk factors and
maximizing the protective factors (see the table on page 153). Sometimes risk
and protective factors are simply opposite sides of the same coin. For exam-
ple, sleep deprivation is a risk factor, whereas staying on a regular sleep—wake
rhythm is a protective factor. In other cases, protection involves introducing a
new element into your daily life, such as keeping a mood chart.

Minimizing risk and maximizing protection will almost certainly improve
your course of illness and the quality of life. But doing so can be difficult. Tt
can require giving up things that you have come to depend on (for example,
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drinking alcohol to relax, staying up late at night). It will probably be impossi-
ble for you to avoid every risk factor and take full advantage of every protec-
tive factor in the table. For example, some people are able to stay scrupulously
close to their medication regimen and have learned to avoid alcohol but find it
impossible to prevent sleep disruption. Others are able to keep relatively con-
sistent daily and nightly routines but find it difficult to regulate their exposure
to family stress or other interpersonal conflicts. If you know yourself well, you
may be able to decide which risk factors you can and cannot realistically
avoid, and which self-management strategies are possible to implement within
your current lifestyle.

This chapter will acquaint you with practical self-management strategies
that fall into four broad categories:

Tracking your mood through a daily chart
Maintaining regular routines and sleep—wake cycles
Avoiding alcohol and other mood-altering substances
Developing and maintaining social supports

Risk and Protective Factors in Bipolar Disorder

Risk factors that increase your chances of becoming ill

Risk factors Examples

Stressful life changes Loss of a job, gaining or losing a new relationship, birth of
a child

Alcohol and drug abuse Drinking binges, experimenting with cocaine, LSD, or
Ecstasy, excessive marijuana use

Sleep deprivation Changing time zones, cramming for exams, sudden
changes in sleep-wake habits

Family distress or other interpersonal High levels of criticism from a parent, spouse, or partner;

conflicts Provocative or hostile interchanges with family members or
coworkers

Inconsistency with medication Suddenly stopping your mood stabilizer; regularly missing

one or more dosages

Protective factors that help protect you from becoming ill

Protective factors Examples

Observing and monitoring your own Keeping a daily mood chart or social rhythm chart

moods and triggers for fluctuations

Maintaining regular daily and nightly Going to bed and waking up at the same time; having a

routines predictable social schedule

Relying on social and family supports Clear communication with relatives; asking your significant
others for help in emergencies

Engaging in regular medical and Staying on a consistent medication regime, obtaining

psychosocial treatment psychotherapy, attending support groups
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The strategies you'll learn will be of most help when you are feeling well or expe-
riencing only mild mood swings. They can also help protect you from more se-
vere bipolar episodes. Throughout the chapter, I show you how other people
with bipolar disorder have used these strategies in their daily lives and how they
have avoided some of the pitfalls associated with implementing them. Chapters
9, 10, and 11 give you tools to use when you want to stop a developing manic,
depressive, or suicidal episode from spiraling beyond your control.

Maintaining Wellness Tip No. 1: Keeping a Mood Chart

If you've been seeing a psychiatrist for a long time, you're probably familiar
with some form of mood chart. If this is your first episode, your psychiatrist or
therapist may not have introduced this assignment yet. A mood chart is sim-
ply a daily diary of your mood states, with dates indicating when these moods
start and stop. The chart can also incorporate information about your sleep,
medication, and life stressors.

Why should you keep a mood chart? First, becoming aware of even subtle
changes in your mood and activity levels will help you recognize if you are
having a mood disorder relapse and determine whether you should contact
your doctor to see if a change in medication would be helpful. Many bipolar
people have been able to “head off at the pass” their episodes by observing the
minor fluctuations on their mood charts, which often herald the onset of ma-
jor manic, mixed, or depressive episodes. A picture is worth a thousand
words!

Second, your doctor will find the chart useful, in that he or she will be
able to see how well your medication is working or, alternatively, when it is
making you feel worse (such as when antidepressants bring about rapid cy-
cling). He or she may also want to monitor symptoms other than mania or de-
pression, such as your anxiety, sleep disturbance, or irritability.

Third, you can use your mood chart information to identify environmen-
tal triggers of your mood cycling, which can then lead to stress-management
strategies to lessen the impact of these triggers. With time and practice, many
of my clients have become effective at identifying stress triggers, such as the
onset of their menstrual cycle, arguments with particular family members, or
work stress. Amy, for example, came to recognize through mood charting that
conflicts with her boyfriend were a trigger for her mood cycling. She also
found that her usual strategy for coping with distress—going out drinking—-
was contributing to her irritable mood states for several days later. This real-
ization did not stop her from drinking altogether, but it did make her weigh
the pros and cons of alcohol as a means of self-medicating her emotions.
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The chart on page 156 is used in the NIMH Systematic Treatment En-
hancement Program for Bipolar Disorder (Sachs, 1993, 1998). There is a
blank version of this chart at the end of the book that you can copy for your
own use, or you can download it from www.manicdepressive.org. The website
also contains instructions for filling out the chart, which are also detailed be-
low. Each chart allows you to track your moods for up to one month. So, if
you have started the chart in the middle of the month, continue to use the
same sheet until the middle of the next month, and then begin a new sheet. In
other words, “day 1” need not be the first of the month. It could be the 10th,
and day 10 could be the 20th. ‘

People with bipolar disorder find this to be a “user-friendly” method of
recording the cycling of their moods over time, even though it looks intimi-
dating at first. Once you get used to it, you can usually fill it out in a few min-
utes each day. I usually suggest that people keep the chart on an indefinite ba-
sis, but if this seems daunting then try it for a month or two to see if it proves
useful. After that, you may decide to chart your moods in a different way (or
your doctor may have another chart for you to use).

For now, let’s consider Amy’s mood chart, which she completed during a
month in which she experienced significant mood fluctuations. Her “X”
marks indicate her mood states on any given day. Notice that on some days
she has made two ratings, one for mania and one for depression (her mixed
mood states). :

Amy identified some of the factors that contributed to her mood swings,
including life events such as the illness of her dog. Her mood had been rela-
tively stable (note the absence of “peaks” between the argument with her dad
and the rejecting event with her boyfriend), but then she stayed out late at a
concert and experienced a hypomanic period. By day 16 of the month, she’d
had seven consecutive nights of poor sleep and began to experience mixed
mood symptoms. Her medication was not changed during this interval, but
she had been inconsistent with her regimen during days 10 and 11. So she
identified four things that may have correlated with her mood shifts during
this particular month: events involving her pet, problems with her boyfriend,
sleep deprivation, and medication inconsistencies.

We don’t know for sure whether these variables would have affected
Amy’s moods during a different month. This is one of the reasons it is im-
portant to keep the chart on an ongoing basis—to determine whether you
have a predictable set of “mood triggers” (for example, arguments with fam-
ily members, final exams, changing time zones, a specific pattern of sleep
deprivation). Identifying mood triggers is an important step in gaining con-
trol over your moods, as yowll learn more about in this and subsequent
chapters.
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Step 1: Rating Your Mood Each Day

The first step in learning to fill out a mood chart is to become familiar with a
numerical scale that corresponds to various levels of your mood disturbance.
The sidebar gives you guidelines for making judgments about your daily
mood, using a scale from -3 (severe depression) to +3 (severe mania). It gives
examples of how people with bipolar disorder feel and think (and what they
say) when they’re in these various states (see also Young et al., 1978). Not ev-
ery example or descriptive label in the table need apply to you in order to use
the corresponding scale number. Rather, try to figure out which category of
depression or elevation best describes how you feel on a given day.

Mood charting requires a bit of practice. You may be a person who is nat-
urally able to judge for yourself whether you are feeling manic or depressed,
and you may be easily able to describe the experience to others. Alternatively,
the descriptive label “manic” or “depressed” may not fully capture the way
you feel. If this is the case, take time to learn the mood chart and numerical
scales and try to see if you can equate the terms used in the chart with your
particular way of describing mood states. For example, depressed can mean the
same thing as “crashed”; elevated can mean the same thing as “wired.”

Practice by seeing if you can apply a mood descriptor to your mood today
and yesterday, using the -3 — + 3 scale. If you are unsure as to whether your
rating is reasonable, ask someone who knows you well (perhaps a family
member or your partner) if he or she would agree with your rating. If you feel
that your mood varies considerably during the day, make a “best” and a
“worst” rating (for example, you may be at a -2 in the morning and a -1 or 0
by evening). If your mood has been both elevated and depressed on the same
day, make two ratings, indicating the highest and lowest points.

In choosing your level, try to think about the least and most depressed or
manic you've ever been in your life and determine where these states fit on the
scale. For some people, their worst period ever might have been a ~1; for oth-
ers it might have been a -3. If your mood has never gone above or below a 2,
use these as benchmarks for judging your mood today and throughout the
week.

Compare your depression level today against a typical day (your baseline,
or how you feel most of the time, which would rate a 0). Then compare your
mood to other days when you felt blue or out of sorts but not impaired (~1),
days when you have felt impaired but could still function with significant dif-
ficulty (=2), and, if applicable, days when you felt so down that you could not
work at all or interact with others (-3). These comparisons should help you
determine today’s rating. Likewise, try to think of the most manic or
hypomanic you've ever felt. If you were ever severely manic and in the hospi-
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Mood Descriptors

(0) “WNL” (within normal limits). This is your baseline: Your mood is
not elevated or depressed, your energy level is normal for you, sleep is
normal, and you're able to carry out your daily work and other tasks
with little or no difficulty. You have no other obvious symptoms of
your mood disorder.

Elevated Mood

(+1) Mildly elevated. You are feeling giddy, cheerful, or energized, or
somewhat more irritable or anxious or nervous than usual, but you
are not really impaired; you have more energy and more ideas, and
you feel more self-confident but have been able to work effectively
and relate normally to others. “I'm more restless/animated/talkative
today than usual,” “I'm making more phone calls,” “I'm getting by
with a little less sleep” (for example, one or two hours less than
usual), “I'm more easily distracted today,” “I'm snapping at people
more,” “I'm more frustrated by little things,” “I'm somewhat revved
up or wired,” “My mind is clicking along a little faster,” “I'm feeling
sexier,” “I'm more optimistic,” “I'm hypomanic.”

(+2) Moderately elevated. “High” or moderately manic; your mood is
euphoric or very irritable and anxious, and people have told you it
seems inappropriate; you feel liké breaking things; you feel heavily
goal-driven and hypersexual and your thoughts are going very fast;
you have significant difficulty focusing on your work; you are having
run-ins with people (they seem to be moving and talking too slowly);
people are complaining that you seem angry or grouchy or are
moving way too fast; you yelled at others inappropriately. You are
sleeping as little as four hours per night and not feeling tired. “I'm
feeling very impatient today,” “I think 1 can get by with a lot less
sleep,” “I'm very preoccupied with sex,” “My mind is working faster
than ever,” “I have so much to say and I hate being interrupted,” “I'm
feeling irritated, angry at everything.”

(+3) Severely elevated/manic. Euphoric or aggressive; you are laughing
constantly or your irritability is out of control; you have had loud ver-

bal or physical fights with people; you feel like you are exceptionally
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talented or have special powers (for example, the ability to read peo-
ple’s minds, to change the weather), you are constantly moving about
and cannot sit still; you are unable to work or get along with others;
you have gotten in trouble in public, have been stopped by the police
or have been taken to the hospital; you are sleeping little or not at all.

Depressed Mood

(-1) Mildly depressed. You are feeling slightly slowed down or sad;
you have trouble keeping certain negative thoughts out of your head;
you feel more self-critical, you want to sleep more or are having slight
trouble falling or staying asleep, and you feel somewhat more fatigued
than usual; you wonder if life is worth living; things don’t seem as in-
teresting as they usually do; you are still able to work effectively and
are relating normally to others, even though you may feel less effec-
tive; your depression is not obvious to others.

(=2) Moderately depressed. You are feeling very sad, down in the
dumps, hopeless, moderately slowed down, or uninterested in things
for most of the day; you are sleeping more or having a lot of trouble
falling asleep or staying asleep (for example, waking up regularly in
the middle of the night); fewer and fewer things are of interest to you,;
you are ruminating a lot about current or past failings; you are feeling
grouchy and irritable; you have significant difficulty getting your
work done (missing days at work or school or being less productive);
your concentration is impaired; others comment that you seem mo-
rose or slowed down or that you're speaking slowly; you have consid-
ered suicide and have thought of various methods.

(=3) Severely depressed. You feel deeply sad or numb; you have lost
interest in almost everything; you are experiencing severe suicidal
feelings, you wish to die or have made an attempt on your life; you
feel extremely hopeless; you believe you have sinned terribly and
should be punished; you are unable to work, concentrate, interact
with others, or complete self-care tasks (for example, bathing, wash-
ing clothes); you stay in bed most of the day and/or cannot sleep and
have severe problems with lack of energy.

Sources: Sachs (1998); Young et al. (1978); Williams (1988)




160 SELF-MANAGEMENT

tal, your rating at that time would have been a +3. If you have ever been ele-
vated to the extent that you were having trouble functioning at work, your rat-
ing would be a +2. If you have been “wired” and “upbeat,” but this state did
not cause run-ins with others or make it difficult to sleep, a +1 (hypomanic)
probably applies. In other words, think in terms of your own personal
benchmarks.

Step 2: Recording Your Anxiety and Irritability

You'll notice that the mood chart also asks you to rate your anxiety and irri-
tability levels on a 0-3 scale. There are two reasons to do this. First, anxiety
and irritability can be the first signs of a new manic or mixed episode. Sec-
ond, some medications may produce these symptoms as side effects (for ex-
ample, the SSRI antidepressants). So, it's a good idea to track these symp-
toms, even if you're not sure how they are related to the cycling of your
bipolar disorder.

Examples of “1” levels of irritability include feeling somewhat snappish ot
grumpy, but not to the extent that you can’t function alongside people. A “2”
would mean moderate irritability that causes problems for you at work or at
home. A “3” would mean that you were severely irritable and angry to the ex-
tent that you were having real trouble functioning. Likewise, a “1” anxiety rat-
ing would mean feeling mildly jittery, apprehensive, and perhaps scared but
able to get along with minimal extra effort. A “2” would mean moderate anxi-
ety that makes it difficult to work, read, socialize, or perform daily chores;
however, you're still able to function with extra effort. A “3” would mean
overt panic and severe, incapacitating anxiety.

Step 3: Recording Your Hours of Sleep

Along with your mood rating, make a daily rating of how many hours of sleep
you had the previous night. If you're rating your mood for, say, Thursday, re-
cord the hours you slept Wednesday night to Thursday morning. If your sleep
is intermittent, try to estimate the actual number of hours you were asleep.
Your recall of your prior night's sleep may be most accurate when you first
wake up in the morning.

If you take naps regularly, separately recording nighttime and daytime
sleep will allow you to investigate whether napping in the afternoon makes
it harder to sleep that night or makes your mood worse by the end of the
day.

After a week or more of doing this charting, you may begin to see how
your sleep and mood are related. Many people are surprised at the result.
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Amy, for example, had always assumed that lack of sleep caused her to get
more depressed, yet she found from her mood charting that sleep loss was
more consistently associated with her hypomanic periods (note the shift on
day 10 of her chart).

Step 4: Taking Daily Notes on Life Events and Social Stressors

If you feel that your mood has been influenced by one or more events or inter-
actions with others, record these on your chart under “Daily Notes.” Some of
these may be significant (for example, breaking up with your partner, quitting
your job) and others may seem minor (having a change in work hours; racing
to the airport to catch a plane; getting stuck in a traffic jam). Record all events
that you feel may be important, even if they seem as if they would be inconse-
quential for many people. For example, Amy found that even relatively rou-
tine quarrels with her father were associated with a mild drop in her mood (to
a—1). The purpose here is to observe the connection between specific events
and specific mood changes. When reviewing the day and filling out your
chart, consider questions such as the following:

¢ What happened right before I last felt irritable or hypomanic?
¢ What happened right after my irritable mood set in?
* What happened right before my mood spiraled downward?

When you're recording stressors, recall the issue raised in Chapter 5: it
can be difficult to tell whether stress was the cause or the effect of your mood.
Over time, mood charting may help you determine the timing of events in re-
lation to changes in your mood. For example, did you race to the airport and
then feel an increase in your energy level and mood, or were you feeling
speedy before you raced to the airport? Did you get into an argument with
your father and then feel down about yourself, or were you feeling down be-
fore you got into the argument? Don’t worry for now if you're not sure which
caused which. Instead, just try to identify the factors that coincide: stressful
events, mood states, and sleep patterns.

The “Daily Notes” section is also a good place to record your alcohol or
drug use. If you drank on a specific day, record that information as an event
even if your intake seemed trivial (for example, “drank one beer” or “had a
margarita”). Then you can observe for yourself whether, and to what degree,
alcohol or drug usage affects your mood the next day. You may also learn
whether you are using substances, in part, to alleviate a negative mood state
from the previous days or week.
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Step 5: Recording Your Treafments

Record all of the medications and dosages you are supposed to take at the top
of the left columns of the chart, including medications that are not specifically
for your bipolar disorder (for example, blood pressure pills). In the boxes cor-
responding to the day of the month you're rating, record the number you ac-
tually took. This will help you, your physician, and other members of your
treatment team to know if inconsistencies in your use of medication is affect-
ing your day-to-day mood. Amy missed her evening dosages on the night she
went to the concert and the next evening as well, which probably contributed
to her mood instability. As I talk about in Chapter 7, most people miss a medi-
cation dosage once in a while, but it’s important to keep track of these seem-
ingly minor inconsistencies. Likewise, place a check mark next to any days
when you attended a psychotherapy session. As with medication, some people
are quite regular and others are quite irregular in their therapy attendance.

You may be taking some of your medications “as needed.” For example,
some people take a medication like Klonopin only when they can’t get to
sleep. Indicate “as needed” on the top left column of your mood chart next to
medications that fit this description. Some people find that their mood is
lower on the day after they have taken an as-needed medication. Others find
that certain as-needed medications (for example, the allergy medication
pseudoephedrine) make them feel temporarily energized, wired, or even
hypomanic.

Your physician will be able to use your medication records in a number of
ways. Let’s imagine that he or she has prescribed Depakote and an SSRI anti-
depressant. Let’s also imagine that your chart indicates improvements in your
mood a week or two after you started the SSRI, but then you began to report
“roller-coastering” or rapid cycling of your emotions and energy levels. If all
of this is documented on your chart, your physician may decide to discon-
tinue the antidepressant or adjust your dosage as a way of stabilizing your
mood.

Step 6: Recording Your Weight and Menses

Two other pieces of information will help round out your mood chart. First,
record your weight at least once during the month. It’s best to weigh yourself
on the same day each month so that you can see whether your medication,
stress, or mood cycling is connected with changes in your weight. For exam-
ple, if you are gaining weight on an atypical antipsychotic (for example,
Zyprexa), your physician may choose to switch you to a different medication
within the same class (for example, Risperdal) or adjust your dosage. If you
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are a woman, circle the days on which you had your period. You and your
doctor may wish to examine whether your mood cycles begin before, during,
or after the onset of your menses.

Evaluating Your Mood Chart

Share your completed mood chart with your therapist or physician during
each visit. Together, you can evaluate the influence of certain stressors on
your mood, the influence of sleep disturbances, and the effects of various
medications and your consistency with them. Even if you’re not meeting regu-
larly with your doctor or therapist, make a point of examining the chart at the
end of each week to see if any patterns jump out at you. Keeping the chart
over a year or more will enable you to develop longer-range hypotheses about
which biological or social factors are provoking shifts in your mood (for ex-
ample, periods of greater alcohol or marijuana usage, the onset of winter, the
onset of spring, the Christmas holidays, periods of increased work or school
stress).

Problems with Mood Charting

Mood charting can feel reductionistic: It does not do justice to the many var-
ied experiences you have on a daily basis. It is also very present-focused. Some
people feel that their mood shifts are related to factors that can’t be easily re-
corded on the chart (for example, traumatic events in the recent past or in
childhood). Even with these limitations, however, mood charting is a very ef-
ficient way of summarizing a great deal of information very succinctly for
yourself and your doctor. If you are using mood charting as a supplement to
your personal psychotherapy, think of it as a point of departure for exploring
larger issues that affect your mood. For example, events such as minor dis-
agreements with a partner can have profound effects on your mood if they
trigger fears of separation or loss. You may wish to explore these larger issues
with your therapist.

Mood charting can also be difficult to remember to do every day. Try to
pick one time each day to complete your chart, and stick to this time on a day-
to-day basis. Some people fill it out right before getting ready for bed; others
tie mood charting to a specific daily activity (for example: just after finishing
dinner, after walking the dog, before watching the evening news). Avoid
choosing the worst moment of the day to fill out the chart if that moment does
not represent how yowve felt for the whole day. So if you usually feel quite
unhappy when you first wake up but feel better within half an hour or so, pick
another, more representative time of day. Avoid trying to fill out a month’s
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worth of mood charts just before your doctor appointments, as people some-
times do. The more accurate the information you convey to your doctor, the
better the treatment decisions you and your doctor can make.

Maintaining Wellness Tip No. 2: Maintaining Regular Daily
and Nightly Routines

“I really feel that I benefited from psychoanalysis. I was in it four times a
week. But I don’t think it was all that learning about my childhood.
There was something very therapeutic about always having a place to go
to in the morning, seeing the same therapist every day, seeing the same at-
tendant in the parking lot, getting back in my car at the same time . . . 1
found all of that structure very comforting.”

—A 40-year-old woman with bipolar II disorder

In Chapter 5, 1 talk about the beneficial effects on your mood stability of
external “time keepers,” and the potentially negative effects of events or social
demands that disrupt your daily routines and sleep—wake cycles (Ehlers et al.,
1988, 1993). Actively maintaining daily and nightly routines is one of the most
important behavioral changes you can undertake—aside from regularly taking
your medication—to help keep you in the driver’s seat in managing your disor-
der. In this section, I discuss the “social rhythm stability” approach to main-
taining wellness.

Keeping a Social Rhythm Chart

The Social Rhythm Metric (SRM) is a more time-consuming device than the
mood chart, but it is also potentially more informative (Monk et al., 1990,
1991). In this chart, you keep track of when you eat, sleep, exercise, and so-
cialize, and make ratings of your daily mood. With time, you can work on sta-
bilizing your daily routines as a means of stabilizing your mood. This involves
planning your regular activities for predictable times of the day or night.
The SRM was developed as a central part of Ellen Frank’s and David
Kupfer's work on interpersonal and social rhythm therapy (IPSRT). As 1
talked about in Chapter 6, Frank and her colleagues have shown that the com-
bination of IPSRT and medication is effective in improving the course of bipo-
lar disorder (Frank, 1999; Frank et al., 2000). I was trained in Frank’s social
rhythm therapy approach some years ago and have become convinced of the
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value of daily rhythm tracking and stabilization for persons with bipolar disor-
der.

The purpose of social rhythm tracking is to allow you to discover the rela-
tionship between changes in your daily routines, levels of interpersonal stimu-
lation, sleep—wake cycles, and mood. Over several weeks or months, you will
begin to see certain patterns emerge (as Amy did). For example, you may find
that changes in your activity levels or sleep patterns presage the development
of new episodes. In the beginning phases of mania you may observe a gradual
decrease in the time you spend sleeping and an increase in the time you spend
exercising. Likewise, you may find that as you recover from a manic or de-
pressive episode, your activity and sleep patterns naturally go back to the way
they were before you became ill. In other words, your sleep and activity pat-
terns can be a sign of whether your mood problems are getting better or
Worse.

As with the mood chart, it’s best to fill out the SRM every day and review
it each week by yourself and with your therapist or psychiatrist. Keeping the
social rhythm chart on a regular, ongoing basis will enable you to spot shifts
in your daily routines and sleep—wake cycles that may be of subtle importance
in determining your mood.

The chart on page 166 was completed by Leslie, a 40-year-old woman
with bipolar I disorder (a blank Social Rhythm Metric form is provided at the
end of the book). First notice the upper left-hand corner, where she has made
a daily mood rating on a -5 ~ +5 scale. In this respect it is like the mood chart.
But notice that there are 17 activities listed on the left side; most people will
do some portion of these every day. Indicate in the boxes what time you did
these activities: what time you woke up, had your first cup of coffee, went to
work, went to school or did some other daily activity, ate lunch, exercised,
came home, ate dinner, and went to bed. These daily routines, in part, “drive”
your sleep—~wake habits (Frank et al., 2000). For example, if you have a shift-
ing work schedule that demands that you work from 8 AM. to 4 P.M. one day
and then 4 PM. to 12 A M. the next, your bedtime and wake time will be corre-
spondingly altered from day to day, and your mood may change (up or down)
in the days that follow. In contrast, if you eat, exercise, work, and interact
with others at fairly regular times of the day or evening, you will come to ex-
pect sleep at a certain time.

The SRM also asks you to record who did each of these activities with you
and how stimulating they were. The degree to which your interchanges with
others are provocative, conflict-ridden, or otherwise stimulating, versus low-
key or “laid back,” can be important determining factors in the degree of sta-
bility you experience in your emotional states and possibly even your sleep.
Say you ate dinner with your wife or husband but had an argument, and then
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THE SOCIAL RHYTHM METRIC (SRM)
MacArthur Foundation Mental Health Research Network |

Please Fill This Out At The End Of The Day

Day of Week: Sun Date; 5-28&
MOOD RATING (Choose one): —2 TIME PEOPLE
Scale 1 = Just Present
5 -4 -3(2)-1 0 1 2 3 4 5 2 = Actively Involve_d »
Very Depresséd  Normal Very Elated 3 = Others Very St’mU’atmg_
Q Check >
(] E ,
= 5 ¥ =w|® 5 L g g
agitated §z 8*‘“ 5% gg % a_’_g }r,é
hervous 2oz (=2 [=2 |8Y4|8% | £8 |56
ACTIVITY irritable OO|OF |« o O<|wa |O O= 0o
OUT OF BED 930 | xl
FIRST CONTACT (IN PERSON OR BY 10:00 | 2
PHONE) WITH ANOTHER PERSON
HAVE MORNING BEVERAGE 230 | 1
HAVE BREAKFAST 10:00 | 2
GO OUTSIDE FOR THE FIRST TIME 1045 | 3
START WORK, SCHOOL, vy
HOUSEWORK, VOLUNTEER
ACTIVITIES, CHILD OR FAMILY CARE
HAVE LUNCH 12:00 3
TAKE AN AFTERNOON NAP v
HAVE DINNER 7:30 v +
PHYSICAL EXERCISE 530 Y N
HAVE AN EVENING SNACK/DRINK) 9:00 BIE
WATCH AN EVENING TV NEWS 10:00 N
PROGRAM
WATCH ANOTHER TV PROGRAM YV {
ACTIVITY A (Phons conversation ] 9:30 v 5
ACTIVITY B | ]
RETURN HOME (LAST TIME) 7:00 v 2
GO TO BED 10:00 wl

A social rhythm chart. Copyright 1991 by Elsevier Science. Reprinted by permission from Monk et al,
(1991).
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the two of you went to opposite ends of the house (rated a “3” on stimula-
tion); you would probably have more trouble falling asleep that night. Com-
pare that night to another night when you and your spouse had a relaxing din-
ner together (which might be rated a “1”—“others just present”).

High levels of stimulation from other people can feel quite positive but
still affect your mood or sleep—wake cycle negatively. Deborah, age 26, found
that her evening waitressing job at a bar, which she enjoyed a great deal, con-
tained highly stimulating bursts of activity (usually three-hour blocks in
which she was in great demand by the patrons). She consistently had more
trouble falling asleep after getting home than she did on nights when she was-
n't working. She had an easier time when she was assigned the early evening
shift.

Katherine, age 42, enjoyed the intensive contact with people she had
through her job in the clothing section of a department store. However, the
social stimulation rose to almost intolerable levels during the weekends prior
to the Christmas holidays, and she found herself becoming increasingly irrita-
ble. She learned not to schedule any social activities on the weekend evenings
following these workdays as a way of modulating her exposure to stress and
stimulation.

Leslie’s Example: l-'valuaﬁng a Social Rhythm Chart

Although only one day is shown in Leslie’s example on page 166, we can de-
velop some hypotheses about factors that affected her mood states. For her, a
mixed mood state is a day of depression, along with agitation, nervousness,
and irritability. Note that even though the sample day occurred during the
spring, when daylight hours were longer, she still had a relatively short day
(woke up at 9:30 am. and went to bed at 10 pm.). She was sleeping too much.
She also had several high-stimulation interactions during the day (including
an argument over the telephone with her ex-husband about their child, and a
confrontation with a roommate whom she felt was being inconsiderate). She
had at least one alcoholic drink when alone. In addition to her biological pre-
dispositions, these factors may have partially determined her agitated, de-
pressed mood.

It is possible that these events and activities resulted from her mood state
(for example, she might have been anxious and irritable and therefore more
prone to confrontations). To help determine which caused which, Leslie col-
lected social rhythm and mood information on herself over a period of several
months. She began to see how provocative interactions with certain people,
sleep patterns, and alcohol combined to change her mood, as well as how her
mood states affected the timing and frequency of these events and habits. She
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became increasingly certain that alcohol before bedtime and sleeping more
than nine hours combined to make her nervous and irritable and more prone
to run-ins with people.

“How Can | Regulate My Daily Routines?”

The next step is to devise strategies that help you regulate your daily routines.
Keeping regular routines sounds straightforward, but if you've ever tried to do
it, you know that significant challenges are likely to arise. You can do this
alone, but a therapist may be able to help you develop and keep “target times”
for various activities such as sleep and exercise.

The first, most important ingredient is to go to bed at the same time every
night and wake up at the same time every morning. Try to maintain this pat-
tern on weekends, even when you'd rather sleep late. Of course, there will be
times when getting to bed at your target hour or waking up at a specific time is
impossible, such as when you travel, have social plans on a weekend, have a
sick child, or need to get up extra early to pick up someone at the train sta-
tion, Some of these events will be controllable by you (for example, whether
to go to the early or late showing of a certain movie) and some will not (for
example, the timing of an airline flight). If your schedule is shifted by an hour
or two on a given night, try to reinstate your original sleep—-wake target times
as soon as possible. ‘

Try to maintain your sleep patterns even if events conspire to make you
change them. For example, if you have lost your job, try to get up at the same
time you would have gotten up when you were going in to work. If your new
job requires different hours (say, getting to work by 8 AM. instead of 9 AM),
adjust your bedtime to an hour earlier. It's best to ease into your new schedule
gradually rather than suddenly.

You can also work with your therapist to anticipate events that will change
your daily routines, and plan ways to regulate yourself once these events occur.
For example, if you know that you may be changing jobs soon or traveling
more in the near future, you can anticipate that your sleep will be disrupted.
Make plans, in advance, to go to bed and wake up at consistent times, even af-
ter these disruptive events have occurred.

Second, if you have been having trouble sleeping (see the section on sleep,
below), try to avoid “sleep bingeing,” in which you catch up from all the lost
sleep during the week by sleeping more on weekends. Youwll probably find
that sleep bingeing has a negative impact on your mood (typically depression;
see, for example, a study of sleep disturbance by Wolfson & Carskadon,
1998). It also makes it harder to sleep the next night.

Third, try to see if you can maintain the same hours each day at work or
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school. For example, try to take classes during the same interval each day. Try
to avoid having all of your classes on one or two days and none on the other
three. To parallel your regular job hours, try to exercise at the same time (for
example, just after work) rather than late in the evening on one night and
then early in the morning the next day. Try to have a regular period to unwind
before going to bed. Avoid having your most stimulating interactions with
partners, friends, or coworkers right before you try to go to sleep.

Practical Challenges to Mainfaining Regular Routines

There are practical problems to be solved, of course. The courses you want to
take may be offered at all different times of the day or night. You may have a
job that requires a lot of travel, necessitates long shifts on weekends, requires
work at home in the evening on some nights but not others, or involves
changing shifts. An example is a contract nursing job, in which people are of-
ten called for a full eight-hour shift only an hour before the shift is to start.
Restaurant jobs often have shifting schedules as well. In Chapter 12, you’ll
find some suggestions for negotiating work hours with your employer in light
of the limitations your disorder can impose.

Here are examples of how some of my patients have kept regular social
rhythms even when facing the demands of school or job. Walter had an open
discussion with his employer about his mood disorder. His employer agreed
to keep him on the 8-5 daily shift at his computer programming job, rather
than the constantly variable shifts that were typical. Juanita, who traveled fre-
quently, always tried to get the same number of hours of sleep each night,
even when she was in a new time zone. Maintaining her sleep habits required
a degree of assertiveness, given that she was often encouraged by her traveling
coworkers to stay out late.

Candace (discussed more on page 179-180) found that her weekends in-
volved long periods with little contact with others, and her depressions usu-
ally became worse then. Scheduling low-key activities with friends or acquain-
tances during weekend days gave her a greater feeling of consistency in
routines from the week to the weekend and helped improve her mood. Like-
wise, Wesley, who became depressed after breaking up with his girlfriend,
found that scheduling activities with other people each morning, or at mini-
mum, taking trips to a coffee shop by himself, helped get him out of bed by a
certain time.

The SRM can help you design a daily schedule of sleeping, eating, exercis-
ing, and socializing that is comfortable and feasible, given the demands of
your current social, family, and work life. Try to set goals for when you plan
to go to bed and when you want to wake up, and try not to deviate from these
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plans by more than 30 minutes to an hour, even when there are rewarding ac-
tivities (for example, parties, late-night movies) that you feel would improve
your mood. Other members of your family, if living with you (for example,
your spouse or partner), may be able to help you design this program and
stick to it.

Resistances to Tracking and Keeping Regulated Routines

Some people complain that social rhythm tracking is tedious and reminds
them of doing homework assignments for school. Like most treatment and
self-management techniques, the SRM is not without its costs in terms of time
and effort. But as you get used to it, you will find that you can do it at the end
of the day in about five minutes. With time, you may find that certain items
on the chart are more important to record than others. For example, your bed-
time, wake time, job hours, and exercise times may be critical in determining
your mood stability, but your mealtimes or TV habits may be less central.

In my and other clinicians’ experience, the bigger issue that people with
bipolar disorder face is the trade-off involved in regulating their daily rou-
tines: It means giving up a degree of spontaneity. People sometimes wonder,
“Why can’t I have the same kind of ‘devil may care’ attitude that others have?
If everyone else is staying up until 2 AM. to party, why can’t 1?”

If you're having these reactions, that’s understandable. For Amy, keeping
a regulated routine made her feel that she was different from everyone else.
On the other hand, she came to realize that the unpredictability and social
stimulation she craved was like a drug. She usually had a “mood hangover”
the next day.

There is comfort in knowing that you are doing something proactive to
manage your disorder. You will almost certainly see benefits in terms of your
mood stability and productivity when you structure your days and nights.
With time, a regulated routine will give you a sense of security and control
over your fate.

Even apart from the issue of mood stabilization, some of my clients find
that social rhythm tracking helps them manage their disorder and lifestyle in
ways they hadn’t expected. For example, Carmen, age 29, found that SRM
tracking helped remind her to take her medication, which until that point had
been haphazard and unpredictable. After filling out his chart for several
weeks, Arthur, 35, observed that “I have a habit of jamming in too many
things to avoid depression, but then I get like a car that’s run out of gas. I want
contact with people, but I can get to the point where I'm doing too much. I
need some more consistency, and I need not to be constantly overstimulated
and running away from myself.”
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It is not only people with mood disorders who have to stay on regular,
regimented schedules. Parents usually need to follow very predictable rou-
tines to manage the daily activities of their children. Athletes need to stick to
well-regulated training schedules. People who become expert performers,
such as accomplished professional musicians, have often developed highly
regimented routines to help them accomplish their craft (for example, Krampe
& Ericsson, 1996).

Nonetheless, if you're finding a regimented routine too stifling, discuss
this with your doctors. There may be compromises that can be made. Perhaps
you can identify the point at which fluctuating routines negatively affect your
mood. For example, a 30-minute departure from your bedtime may make no
difference, but 90 minutes might make a big difference. Try to see if you can
identify the range of fluctuation in routines within which you can function
and still feel stable.

“0K, Now That I’'m Going 1o Bed on Time, How Do [ Fall Asleep?”

“I toss and turn, look at the clock, sneer and snort through my nose,
walk around the house . . . do my yoga, do my meditation, turn on Ameri-
can Gladiators . . ., but I still can’t sleep. It irks me to no end that my wife
can just lie down and she’s out. I almost want to wake her up to make her
suffer like I am, but I don’t. . . . It goes like this every night, and then, of
course, I'm a wreck at work the next day.”

—A 51-year-old man with rapid cycling bipolar disorder

For some bipolar people, getting to bed at the right time isn’t the main
problem. The problem is falling asleep and staying asleep. There is nothing
more frustrating than lying awake and trying to fall asleep. Sleep disturbance
is a key symptom of bipolar disorder and sometimes can be a side effect of an-
tidepressant medications. It can also be due to substances like caffeine, exces-
sive sugar, tobacco, or alcohol, especially if these are ingested close to your
bedtime.

Your doctor may decide to give you medications for sleep, such as
Klonopin or zolpidem (Ambien). Although these medications often work
well, not everyone likes to take them because you can become addicted or tol-
erant (that is, you may need a bigger dosage over time to achieve the same ef-
fect). But you and your physician may decide that a sleeping medication is the
best alternative in order to keep sleep disturbance from contributing to your
worsening mood state.

Fortunately, there is a literature on behavioral interventions for sleep
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Ways to Combat Sleep Disturbance

¢ Keep stress out of the bedroom

¢ Give yourself time to unwind before sleep
¢ Never “compete” to get to sleep

e Use muscle relaxation techniques

o Adjust your sleep cycle before travel

Source: Otto et al. (1999)
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problems. Michael Otto and his colleagues at the Harvard Medical School/
Massachusetts General Hospital (1999) have developed recommendations for
ways to improve sleep if youre suffering from bipolar disorder (see the
sidebar on this page). Some of these sleep techniques would be applicable to
people without bipolar disorder as well.

Examples of “stress in the bedroom” include having arguments with your
spouse, preparing work assignments for the next day while in bed, examining
your next day’s work schedule, checking the stock market pages, checking
your e-mail one last time, eating in bed, and making last-minute phone calls.
These activities should be avoided right before bedtime. More generally, try to
keep the last hour just before sleep free of stressful activities so, that you can
unwind and relax. If possible, try to arrange your bedroom such that noise is
blocked out (for example, the telephone is turned off, no radios are playing)
or wear earplugs.

Paradoxically, activities that people often take for granted as necessary for
falling asleep may actually contribute to sleep disturbance. For example, many
people watch the evening news in bed before turning out the lights, but the news
overstimulates them and cranks them up. Likewise, many people feel they can’t
fall asleep without reading a book, yet sometimes reading, even if it's only a
novel, can get the brain running in all sorts of different directions. If you've been
reading a good murder mystery, it may be hard to put down and stop thinking
about! Likewise, most people believe that regular exercise contributes to good
sleep because it tires you out and relaxes your muscles. But it can also keep you
awake if you exercise right before bedtime—-try to give yourself as much as three
hours between finishing your exercises and going to bed.

If you want to investigate which activities are contributing to your sleep
problems, try nights with and without these activities and record the changes
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on your mood chart or SRM (for example, write “no TV” on Thursday night,
and “yes TV” on Friday night, and record your sleep for each). Try to see if
you can detect whether doing or not doing certain activities affects your sleep
and mood.

Some people feel that falling asleep is like an athletic competition, like
running a race in a certain time. Being unable to sleep makes them feel inade-
quate or incompetent, and “performance anxiety” begins to accompany their
attempts to sleep. Try not to think of your ongoing sleep disturbance as some-
thing you're doing to yourself, but rather as a biological sign of your disorder.
Rather than wrestling with yourself about being unable to sleep, instead expe-
rience the physical sensations of being in bed, including how your body feels,
how you experience the covers over you, or how the pillow feels against your
head. If you have access to a relaxation tape or meditation exercises, you may
wish to use these to help you experience the physical sensations that lead to
sleep (Otto et al., 1999).

Many people have trouble sleeping when they travel. If you fly from the
West Coast of the United States to the East Coast, you may arrive when every-
one else is going to sleep, but for you it is three hours earlier. Transatlantic
travel (for example, flying from Chicago to Paris) is particularly difficult for
people with bipolar disorder because there is such a dramatic shift in circa-
dian rhythms. But travel is often unavoidable.

One way to combat this travel disruption is to gradually adjust your inter-
nal time clock to the new place you're going, before you actually leave. So,
over the course of the week before you travel to a later time zone, go to bed an
hour earlier than usual, then an hour and a half, and then two hours earlier,
and so forth. By the time you arrive, it may be easier to adjust to the hours of
the new time zone. This procedure usually works best if you’ll be in the new
time zone for more than a few days.

There are other strategies you can use to improve your sleep, some of
which go beyond our scope. If you've been having difficulties, consider read-
ing self-help books specifically oriented toward sleep issues, such as William
Dement and Christopher Vaughan’s (1999) The Promise of Sleep or Peter
Hauri and colleagues’ (1996) No More Sleepless Nights.

Maintaining Wellness Tip No. 3: Avoiding Alcohol
and Recreational Drugs

Ruth, a 32-year-old woman who had just been diagnosed with bipolar I
disorder, had a severe problem with drinking that usually began when she
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was relatively free of bipolar symptoms. Typically, romantic relationships
with men or conflict-ridden business entanglements were the background
of these episodes. Her drinking binges were so severe that she often had to
be hospitalized and detoxified. She went through an Antabuse program,
in which she was required to come in twice a week to take a medication
which made her vomit if she drank. But she quit this program and went
back to drinking.

Her own view was that her bipolar disorder was making her drink.
Many observers, including her doctors and family members, felt that it
was the other way around: that her drinking came first and led to her
mood cycling. She constantly complained of the pain of the mood swings
and their associated anxiety, but her symptoms co-occurred so consis-
tently with drinking that it was difficult to tell which were due to the bi-
polar disorder and which to the alcohol.

During one interval, Ruth became convinced that she should give up
alcohol and stayed abstinent for almost six months. Her bipolar swings
were much improved during this interval: She still had a mild depression
but no mania or mixed symptoms. She was able to obtain a regular
waitressing job and began functioning better than she had in a long time.

During this period of recovery, however, Ruth came to the conclusion
that she had no real problem with drinking. She began to reinterpret her
past almost exclusively in terms of her new bipolar diagnosis, denying any
causal influence of alcohol. For example, she labeled her past alcohol
binges as “rapid cycling” and “self-medicating.” She reasoned that she
wouldn’t again lose control of her drinking since her mood disorder had
become stable. ’

About five months into her period of abstinence, she traveled to Palm
Springs for a weekend with her new boyfriend. Quite deliberately, she dis- .
continued her Antabuse program five days before the trip. Within one
week she was back in the hospital in need of detoxification. Her depres-
sion was much more severe upon her hospital discharge, and she en-
rolled, once again, in the Antabuse program.

Alcohol and Drugs: What Are the Risks?

Most psychiatrists and psychologists agree that if you have bipolar disorder,
you should avoid alcohol and recreational drugs altogether. As I talk about in
Chapter 5, alcohol and drugs interfere with the effects of your medication and
worsen the course of your illness (for example, Sonne & Brady, 1999;
Strakowski et al., 2000). If you use alcohol and drugs, you are likely to be-
come inconsistent with your medication regimen and will have more trouble
becoming stable as a result (Keck et al., 1998; Strakowski et al., 1998). Worst
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of all, alcohol and drug use puts you at a much greater risk for committing
suicide (Jamison, 2000b; see also Chapter 11).

Some doctors will tell you that you can drink alcohol in very small quanti-
ties (for example, a single glass of wine with dinner). There may be people
with bipolar disorder who can do this and stay stable, but, to be honest, I
know very few. 1 tend to take the more extreme view that not drinking at all
and not using any drugs (including marijuana) is one of the best ways to main-
tain wellness. People with bipolar disorder are quite strongly affected—in
terms of their mood stability and behavior—by even small amounts of certain
substances (see Chapter 5). This is especially the case if they indulge in alco-
hol or drugs when their mood states are already starting to fluctuate.

Many bipolar people, like Ruth, have a codiagnosis of alcohol or drug
abuse or dependence (the “dual diagnosis” situation). People with dual diag-
noses must learn to become abstinent, because the two disorders can worsen
each other, much as they did for Ruth. If you have previously had problems
with alcohol or drugs, consider joining a 12-step program such as Alcoholics
Anonymous (as Ruth did) or Narcotics Anonymous. These groups can serve
as powerful resources in helping people maintain abstinence. If you don’t like
groups, 12-step and other programs for addictive behavior (for example, moti-
vational interviewing; Miller & Rollnick, 2002) can often be obtained on an
individual therapy basis.

Spencer, age 45, fought his desire to drink for many years. However,
through couples’ educational therapy sessions about his disorder and through
mood charting, he learned to recognize his signs of mood cycling: subtle in-
creases in irritability and anger, lethargy, and insomnia. During these cycling
intervals, he learned to drink nonalcoholic beer when he was with his wife
and friends who were drinking. He eventually gave up drinking. He summa-
rized his experience this way:

“I used to be a two-drink-a-night person, every night, for many years. I fi-
nally came to the conclusion that 1 just couldn’t do it. It wasn’t some
moral thing, it was actually just a simple decision that drinking created a
state in me that was miserable. For two days after drinking even just
small amounts I would feel irritated with everybody, emotionally ex-
hausted, and want to sleep all day. The price I was paying was too high.
But before I could quit, I had to have hard evidence that alcohol was wors-
ening my life, that it was something I didn’t need to do to myself. I finally
saw alcohol as a big contributor to my anger and my problems with peo-
ple. Without alcohol, I can decide if I want to work on my anger; it’s with-
in my power to do so. With alcohol, the anger just takes me over.”
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Beliefs about Drinking, Drug Abuse, and Bipolar Disorder

People often have mistaken beliefs about alcohol, drug substances, and bipo-
lar disorder. Some of these are listed in the sidebar on this page.

I've heard people with bipolar disorder claim that marijuana or cocaine is
just as effective as a mood stabilizer such as Depakote in controlling their
mood states. They argue that alcohol calms them down, or reduces their anxi-
ety, or improves their depression; they argue that marijuana boosts their
mood when they are depressed. One patient said, “For me, alcohol is like the
ropes that keep the hot air balloon from going up . . . and on the other side is
like a disguise covering over the depression.”

Some people do drink or use drugs to make themselves feel better, but
whether these substances are really doing the trick—as opposed to making
their moods worse—is another question. We know that alcohol worsens de-
pression (as in the examples given above). People who have both bipolar dis-
order and alcohol problems also have more rapid cycling, mixed symptoms,
and anxiety or panic than those who do not drink. Alcohol can also interfere
with sleep, which can worsen mania.

People often assume, as Ruth did, that their depression came first and that
they use alcohol or drugs for the purpose of self-medicating this depression.
For many people with bipolar disorder, however, the alcohol abuse precedes
the depression rather than the reverse (Strakowski et al., 2000). For some, a
vicious cycle takes over: They drink heavily and get depressed and anxious,
then stop drinking and experience a recurrence of depression or panic symp-
toms that is attributable to the alcohol withdrawal. Then they try to self-
medicate these mood symptoms with more alcohol. This pattern makes the
course of both disorders much worse.

Marijuana, although perhaps not as toxic for bipolar persons as alcohol,
can also be detrimental to your mood stability. In Strakowski and colleagues’

Mistaken Beliefs about Bipolar Disorder
and Alcohol or Drug Abuse

e Alcohol or drugs can be used as mood stabilizers

¢ Hard drugs like amphetamine, LSD, or cocaine can be used
as antidepressants

¢ Substances cannot worsen your disorder if your mood has
been stable
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study (2000), marijuana use was associated with manic symptoms, whereas
alcohol use was associated with depressive symptoms. One patient put it this
way: “Marijuana makes me think and think and think, and then it keeps me
from sleeping. It’s like a catalyst for something in me.” Marijuana can also in-
terfere with your attention and concentration as well as your ability to remem-
ber to take your medication. Some people find it makes them lethargic and
unmotivated.

Rationalizing their heavy drug use, some people claim that LSD (“acid”),
amphetamines (speed), cocaine (or “crack”), and “Ecstasy” are really antide-
pressants. They argue that these drugs can help their depression more than a
standard antidepressant such as Prozac. Some even know about studies show-
ing that LSD stimulates the action of certain serotonin receptors or that am-
phetamine stimulates and prolongs dopamine activity, as some antidepres-
sants do. But they are misinterpreting the clinical implications of these
studies. Even though many street drugs do affect the same neurotransmitter
systems as antidepressants, street drugs do not produce true mood stability.
Instead, they tend to produce short-term bursts of neuronal activity accompa-
nied by elation or irritability (much like mania or hypomania), rather than
truly alleviating depression.

Some people with bipolar disorder use substances to intensify the elated
and grandiose aspects of their hypomanic or manic states. They feel driven to-
ward further stimulation and novelty. Cocaine and amphetamine are espe-
cially likely to be used in this way. The result is often a severe increase in
manic or mixed symptoms, or the initiation of rapid cycling states leading to
hospitalization.

You may believe that taking alcohol or drugs is fine as long as you have
been feeling well for a period of time. This was Ruth’s logic, and she tested it
frequently by going “off the wagon” whenever she had a period of mood sta-
bility. For her, ordinary life seemed very drab. The up and down periods that
alcohol brought were somehow preferable to feeling that life had become ordi-
nary and boring. Many people whose bipolar disorder is stable report that al-
cohol and drugs provide a relief from their feelings of emptiness. But it is only
a temporary relief, as these substances trigger negative mood states that are far
more unpleasant than boredom.

The exercise on page 178 may help you identify what makes you want to
drink or use drugs (after McCrady, 2001). Its purpose is to help you identify

o Triggers for use (for example, being with people whom you want to im-
press)

o The feelings you want to alleviate (for many people with bipolar disor-
der, depression or anxiety)
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IDENTIFYING TRIGGERS FOR ALCOHOL AND DRUG ABUSE,
YOUR RESPONSES TO THOSE TRIGGERS, AND THE CONSEQUENCES

List the type of alcohol or the drug you use most frequently (examples: beer, wine,
marijuana, cocaine). :

List the situations in which you are most likely to get drunk or high (examples: being
alone; being out with friends; parties; Friday afternoon after work; with specific people).

List the feelings you ordinarily have right before you drink/get high (examples: depressed,
anxious, irritable, excited). g

Describe your expectations about what this drink/drug will do for you (examples: it will
make me relax and ease up with people; help me deal with difficult situations; decrease
my depression; help me sleep; make me think more clearly).

Describe the actual consequences of your drinking/drug use the last few times. Try to
distinguish (1) what happens immediately after you drink/get high (examples: relaxed me,
got me into an argument, alleviated my depression, made me feel more social) versus (2)
the delayed effects (made me feel more depressed the next day, had hangover, got to work
late).

Immediate effects:

Delayed effects:
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¢ Your expectations

o The immediate consequences of using the drug/alcohol (for example,
feeling relaxed, feeling more confident, forgetting your medications)

e The extended or delayed consequences of use (for example, sleep dis-
turbance, missing work the next day, feeling irritable, drowsy, or anx-
ious several days later)

In other words, think of drinking or drug use as one event in a sequence of
events rather than a singular, isolated act. Then you’ll be in a position to think
about changing this sequence. For example, Amy learned to avoid certain situ-
ations and people who, she believed, made her drink more. Earl, who smoked
marijuana heavily, learned to plan things for times of the day when he was
most likely to get high (typically late afternoons after he finished his classes).
Bethany learned to challenge her belief that alcohol alleviated her depressions.
When she systematically evaluated the results of her drinking, she concluded
that she felt better at first but more irritable and depressed later. She began to
think of alcohol as a cause rather than an effect of her mood problems.

Maintaining Wellness Tip No. 4: Relying on Social Supports

Candace, a 49-year-old woman with bipolar II disorder, suffered from an
ongoing depression that was not alleviated by antidepressants or mood
stabilizers. After becoming frustrated with the myriad of medications she
had tried, she consulted a psychotherapist, who observed that she was
quite socially isolated: She had broken up with her boyfriend two months
earlier, she had few new friends or even acquaintances, and she had be-
come disconnected from her parents and her two sisters. Her therapist en-
couraged her to try some new social activities, which she strongly resisted
doing Her weekends were largely spent alone in her apartment where
“my thoughts eat me alive.”

Candace had few hobbies in her current life but had played soccer in
college. With some reluctance, she joined a group who played soccer on
weekends. She felt awkward at first. “They’re not my kind of people,” she
observed. At the beginning she had to force herself to go. Little by little,
however, she found that her weekends became more structured because
of the soccer practices. Although she never admitted to enjoying the
members of the team, she did notice that her mood brightened when she
participated in an activity with them. At first she thought this was due to
physical exercise, but she found that her mood also brightened when she
went to pot-luck dinners or movies at the team members’ houses. She
eventually disclosed her illness to a few of her teammates, who “weren’t
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fazed like I thought they’d be.” With time, the group became like a second
family to her, and she began dating one of the men. After playing with the
team for six months, she acknowledged in one of her therapy sessions that
her chronic depression, while still present, was not as bad as it had been
before she had made these connections.

Social support—{eeling emotional connections with people with whom
one regularly interacts—is an important protective factor against depression.
Sheri Johnson and her colleagues found that after an episode of depression,
people with bipolar disorder who had good social support systems recovered
more quickly and had less severe depression symptoms over a six-month pe-
riod than those with small or nonexistent support systems (Johnson et al.,
1999). Similar findings have come from studies of people with major depres-
sion (for example, Brown & Harris, 1978). In other words, having a group of
people you know well, whom you trust with knowing about your bipolar dis-
order, and whom you see with some regularity will help you do better in
terms of the cycling of your disorder.

You may be a person who seeks out others naturally, or you may prefer
spending time by yourself. Either way, when you’re depressed, it is hard to
interact with anybody. Unless you have a social support system in place when
you're well, you may find it hard to reach out for the very help you need when
depression strikes. Likewise, maintaining regular contact with your social
support group when you’re well will do much to prevent future depression.
When you encounter the inevitable conflicts that come up with family mem-
bers or coworkers, your friends and supportive relatives can be like a landing
pad for comfort and steadiness. They provide a counterpart to, and minimize
the impact of, stressful conflicts.

I don’t want to oversimplify things by implying that just having people
around you is all that counts. As I discussed in Chapter 5, high levels of con-
flict with certain members of your core circle, particularly family members,
can be associated with a more difficult course of your illness. It is empathic,
give-and-take relationships with members of your core circle, and just plain
low-key social time, that will best protect you from depression. Needless to
say, that won’t always be possible. Chapter 12, on family and work relation-
ships, will acquaint you with skills to help you maximize the positive influ-
ences of your social support system.

Your Core Circle

As youw'll see in the next chapters, your social supports can be critical in keep-
ing your illness from cycling out of control. But first, let’s identify who these
people are.
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Complete the exercise that follows, “Identifying Your Core Circle.” You
may be surprised at your list! For some people, the core circle consists of
members of a church or synagogue, or a group devoted to a particular hobby
(as was the case for Candace). Other people regularly rely on and socialize
with just a few friends or family members. It isn’t simply the number of people
in your life that protects you from a drop in your mood but the quality of
these relationships and the regularity of the contact.

IDENTIFYING YOUR CORE CIRCLE

List all of the people you consider friends—those whom you feel you can confide in (talk
to, get emotional support from) and who you see or have phone contact with at least once
a week. List their phone numbers in the second column.

List which family members you see regularly and feel comfortable confiding in. List their
phone numbers in the second column.

If you were ever in trouble (for example, having a medical emergency) and needed
somebody to help you, whom would you be most likely to contact and in what order (list
them in order of preference, from first to fourth)? List their phone numbers in the second
column.

Are there any groups of people who could help you feel less lonely or assist you if you
were having any kind of emergency (examples: church or synagogue groups, support
groups like Alcoholics Anonymous, groups dedicated to certain activities—art, cooking,
foreign languages, or sports)

e R T
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Maintaining Friendships While Avoiding Alcohol or Drugs

What if your social circle is one that relies heavily on alcohol or drugs? Dis-
pensing with alcohol, marijuana, or hard drug use can indeed have negative
social implications. For example, some people find it hard to go out with their
friends without drinking (this was the case for Amy). Some say that their
friends devalue their efforts to stay sober. If these problems apply to you, con-
sider discussing your dilemma with one or more trusted friends. Do they un-
derstand about your disorder and the likely impact of alcohol or drug use?

If you're not comfortable disclosing the disorder to any of your friends,
consider giving other justifications for why you don’t want to drink. Many
people today respect any measure taken to improve physical and mental
health and fitness, so saying you're trying to lose weight, or that drinking at
night discourages you from getting up and working out when you want to, or
that when you drink you don’t have the mental sharpness you need at work
the next day, might keep them from pushing you further.

Many of my clients report that giving up alcohol or drugs does make so-
cializing with certain people more awkward. Very few, however, experience
outright rejection if their friends understand their motivations: They are ab-
staining out of a desire to take care of their health—rather than to judge or
place themselves above others.

Think about managing your disorder in stages. Some techniques are best
applied when you're well (this chapter), and others, during various phases of
your illness (Chapters 9-11). In previous chapters I emphasize the impor-
tance of maintaining consistency with your medication regimen and with your
psychotherapy sessions. The strategies covered in this chapter for maintaining
wellness—mood charting, keeping regular sleep—wake routines, avoiding al-
cohol and drugs, and relying on social supports—can enhance the effects of
your psychiatric treatments in keeping your mood stable. In the next three
chapters you'll see how the lifestyle management techniques discussed here
can be adjusted when you feel your moods start to spiral upward or down-
ward.
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What Can I Do If I Think
I'm Getting Manic?

Robert, 45, managed a successful landscape architecture firm. He’d had
three manic episodes in the four years since he had been dating his cur-
rent girlfriend, Jessie, with whom he was now living. Two of his episodes
involved hospitalizations. He maintained close contact with his two kids
from a previous marriage, 18-year-old Angie and 22-year-old Brian. Jessie
had no children.

His most recent manic episode, which had led to a hospitalization, in-
volved an identifiable set of warning signs. The first sign he reported was
becoming disinterested in his job and irritable with his coworkers, about
whom he had become mistrustful. This was a difficult time to become dis-
interested; his business was flourishing due to a new housing develop-
ment project he had been involved in planning. During the earliest stages
of his manic episode, he described being aware that something was
wrong: His thoughts began to race and he was full of great ideas. He had
still been able to sleep most of the night, however, and saw no need to call
his psychiatrist.

According to Jessie, Robert became “overly expressive” and “took on
this physical dominance stance” during the one-week interval prior to his
hospitalization. For example, he attended Angie’s basketball game and
“was the loudest one in the bleachers. At some point the coach asked him
to leave.” On another evening Jessie and Robert had gone to a fast-food
restaurant in which he had “barked” his order at the waitress. He later

~ apologized to the waitress. Jessie and Robert discussed his escalating
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behavior and Robert admitted that he was being “hyper” but also felt
good: “I'm seeing things more clearly than ever before.”

They finally agreed to call his doctor, whom he hadn’t seen face-to-
face in almost a year. Robert’s doctor talked with him by phone but didn't
really ask questions about his mood state, focusing instead on his feelings
about his work situation. She concluded that “you need some rest. You
sound exhausted.” No changes were recommended in his medication re-
gime, which consisted of relatively low dosages of Depakote and vera-
pamil (Isoptin, a calcium channel blocker).

Things took a turn for the worse when Robert, irritated that his son
Brian had not returned his calls, went down to the record store where
Brian worked. He and Brian had a verbal show-down next to the cash reg-
ister, involving much profanity. Brian’s boss angrily told Robert and Brian
to “take it somewhere else.” Brian was quite upset and told Robert never
to come see him at work again.

In the next few days, Robert’s behavior escalated dramatically. His
movements became rapid and frenetic. He became angry, paranoid, and
fixated on grandiose notions about a music career, even though he had
been playing the guitar only occasionally, as a hobby. He bought an ex-
pensive Fender Stratocaster guitar but then impulsively traded it at a gui-
tar show for an instrument worth much less money. He and Jessie began
to have bitter arguments in which, according to Robert, “she took on this
angry, resentful, removed tone but also got controlling and know-it-all.”
He impulsively moved out of their apartment and went to live at his of-
fice. He called her, in tears, one night to say he had begun to panic be-
cause he thought he was dying or that he might kill himself. Jessie called
the police, who found him in his office staring fixedly at the ceiling. They
escorted him to a local state hospital. He stayed there for two weeks be-
fore being discharged on a new regime of Depakote (at a higher dosage)
and Zyprexa (an antipsychotic).

A manic episode can wreak havoc with a person’s life. It can drain fi-
nances, ruin marriages and long-term relationships, destroy a person’s physi-
cal health, produce legal problems, and lead to loss of employment. It can
even lead to loss of life. The fall-out can be long-lasting: William Coryell and
his colleagues at the University of Iowa Medical Center (1993) found that the
social and job-related effects of a manic episode are observable for up to five
years after the episode has resolved itself.

If you think back to your last manic episode, you will probably recall that
it was quite exhilarating at the time. There may be a part of you that wants to
re-create the manic phases for the euphoric, energized, confident feelings that
accompany them (see also Chapter 7). When your mood was escalating, your
thought processes probably seemed very purposeful and brilliant to you, even
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if others found them bizarre. You probably enjoyed the feeling of being highly
energized and goal-driven. Perhaps you even knew you were getting manic
but didn’t want to shut off the intoxicating feelings. This was the case for Rob-
ert, as it is for many bipolar people with whom I've worked.

In retrospect, you probably feel that, if it had been possible to prevent or
at least minimize the damage associated with your manic episodes, you would
have done so. After his hospitalization, Robert expressed a great deal of re-
morse at the toll his manic episodes were taking: Jessie was threatening to
leave him, and his son Brian was not talking to him. His relationships with his
employees were damaged as well.

If you have not had full manic or mixed episodes but only hypomanic
ones (that is, you have bipolar II disorder), little damage may have been done
during your activated states. Nonetheless, you may have found that hypo-
manic episodes—much like their more severe counterparts—bring on major
depressions in their aftermath. The adage that “what goes up must come
down” applies only too well to the processes involved in bipolar disorder.

Because of their biological bases, you can’t fully prevent future manic or
hypomanic episodes from occurring altogether. But you may be able to control
how severe they get and limit the damage they cause. You can learn to “head
them off at the pass” by recognizing when they are starting to occur, and then
putting into motion plans for preventing yourself from spiraling upward even
further. In Robert’s case, there was a brief window of opportunity in which his
early warning signs were apparent and more could have been done to prevent
his escalation into a full-blown episode. You’ll learn more about how Robert
and Jessie learned to anticipate and derail his worst manic symptoms later in
this chapter.

If you can successfully implement a plan to prevent or decrease the sever-
ity of your manic episodes, then your family, job, and social functioning will
almost certainly improve. Some aspects of this plan will involve things you do
on your own. Some will involve the actions of your family members and sig-
nificant others. Still other aspects will involve your doctor and therapist (if
~ you have one). When mania is escalating, you will need the help of others be-
cause it will be hard to rein in yourself. It's best to make relapse prevention
plans when you’re well because when you are escalating, you will have a diffi-
cult time recognizing the potential dangers associated with your behavior and
what to do to curtail the upward cycle.

1 think of a developing manic episode as like a train leaving a station.
When the train is starting to move out of the station and someone wants to get
off, the conductor still has time to stop the train before it reaches full speed.
But if he waits too long, the train will be on its own trajectory and passengers
will be stuck on the train until it stops or crashes on its own. Manic episodes
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can feel like this train. The key is to be able to tell when the train has started
to move and to try to get off of it before it’s barreling down the tracks.

The Relapse Prevention Drill

How important is it to know when you are getting manic? One study indi-
cated that there were two predictors of rehospitalization in bipolar disorder:
not taking medications, and failing to recognize the early signs of relapse
(Joyce, 1985). On a more hopeful note, people with bipolar disorder who re-
ceive educational interventions, such as learning to identify early warning
signs of mania and then seeking mental health services, are less likely to have
full recurrences of mania and have better social and work functioning over 18
months than those who do not receive this kind of education (Perry et al,,
1999). As Robert said, once he and Jessie had begun to implement a successful
relapse prevention plan, “I used to think I was in the driver’s seat when I was
manic, but that was just the illness talking. Now I think I'm in the driver’s seat
when 1 can stop myself from getting manic.”

In this chapter, you'll learn a three-step strategy for getting off the train
before mania takes you for a harrowing ride. The method, called a “relapse
drill,” was developed by Alan Marlatt and Judith Gordon (1985) for the treat-
ment of alcoholism relapses. The relapse drill was used successfully in
our studies of family-focused treatment for people with bipolar disorder
(Miklowitz & Goldstein, 1997; Rea et al., 2001; see Chapter 6). A relapse pre-
vention method is also a central part of the “collaborative care” program for
patients in NIMIH’s Systematic Treatment Enhancement Program for Bipolar
Disorder (Sachs, 1998; Otto et al., 1999).

A relapse drill is like the fire drills you took part in back in school. Like
fire drills, relapse drills are formulated when everything is safe and going well
so that you know exactly what to do should a disaster occur. Like fire drills,
the relapse drill involves a series of steps to take to try to prevent the damage
done by an anticipated event:

e Identify your prodromal symptoms
o List preventative measures
e Create a written plan or contract detailing prevention procedures

In the first step, identifying your prodromal symptoms, you make a list
(usually with the help of others) of early warning signs that signal the begin-
ning of a manic period. Identifying warning signs may also involve identifying
the circumstances that elicit these symptoms (for example, drinking heavily,
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missing medication dosages, missing your therapy or physician appointments,
encountering stressful work situations).

In the second step, listing preventative measures, you brainstorm with
your relatives about what actions to take if one or more prodromal signs ap-
pear (for example, call your psychiatrist, go in for an emergency medical ap-
pointment, arrange for others to take care of your children). These actions in-
volve you, your doctor, and members of your core circle (see also the
examples in the sections that follow).

In the third phase you, your significant others, and your doctors put the
first and second steps together and develop a written plan, which is a kind of
contract, for what to do when you feel a manic episode coming on. It’s impor-
tant that all key players have ready access to the contract so that they can help
you put it into action when you are beginning to cycle—since that is when
you're least likely to seek help.

This chapter focuses only on the prevention of manic episodes. This mate-
rial is also relevant to preventing hypomanic episodes, which often have a
similar set of warning signs and can be derailed with some of the same preven-
tative strategies. The next two chapters discuss ways to prevent or minimize
the downward spiral of depression. But before I get into the actual mechanics
of developing a contract, let me say something about a sensitive issue that may
have already occurred to you: the discomfort of relying on others when you
are becoming ill.

A Little Help from Your Friends

“I start yelling and then I'm suddenly happy again, my sleep gets all dis-
turbed, my thoughts go so fast I can’t grasp them. I get high-spirited and
strong-willed. But the weirdest thing to me is that I don’t even know I'm
ill, and why would I take my medications if 'm not ill? My husband al-
ways knows first, my sister next, and then my best friends. I'm always the
last one to know when I'm getting manic.”

—A 33-year-old woman with bipolar I disorder

The loss of insight into yourself is a neurological sign of mania—people
don’t see anything abnormal about their behavior when in the height of an ep-
isode, and sometimes even when they're cycling upward or coming out of an
episode (Ghaemi et al., 1995). It's much like when someone has a stroke but is
unaware of the memory deficits that follow, or when someone is hypnotized
or in a dream state but doesn’t realize he or she is acting differently. Because of
this lack of insight, close relatives (your parents, siblings, or spouse/romantic

12
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partner) and friends are often the first to recognize your developing mania,
seeing things in your behavior that you cannot (see the quotations from rela-
tives on page 190). For that reason, it's essential to involve them in the three
steps of the relapse drill process. Refer back to the exercise in Chapter 8, in
which you were asked to list those family members and friends whom you feel
you could trust in an emergency.

Close relatives should be involved in the care of any person with a chronic
illness, whether it is a psychiatric disorder or a traditional medical disorder
like heart disease. We know from research in health psychology that people
who have the best health-care practices tend to engage family members in
changing their unwanted habits. For example, their family members encour-
age them to eat healthy foods, avoid smoking, or get exercise. However, in-
volving others is a double-edged sword: Accepting the help or oversight of an-
other person will probably generate a certain amount of psychological distress
in you (Lewis & Rook, 1999).

What is this distress about? Most people resent the idea of having others—
particularly their close relatives—in a position of authority when they start to
become ill. In the extreme, it can feel like agreeing to have someone else take
away your independence. These are understandable reactions shared by people
with many other medical illnesses. For example, people with insulin-dependent
diabetes dislike the idea that someone else might have to inject them, if they go
into shock. People with high blood pressure or cardiovascular diseases dislike
the idea that a spouse might monitor their food or salt intake.

People with bipolar disorder seem especially prone to feeling this way. 1
have heard the statement “I hate the idea of giving up control to anyone” from
many clients, whether the control is being given up to a lover, a spouse, a doc- .
tor, or (especially) a parent. I think there are several reasons why the issue of
control is so salient to people with bipolar disorder. First, when you experi-
ence the internal feelings of chaos that mood fluctuations cause, it can become
especially important to feel like you're at least in control of your outside
world. Second, the feelings of confidence and power associated with the early
and later stages of mania make you especially prone to rejecting the ad-
vice, opinions, or direct help of others. Third, many people with bipolar disor-
der have had bad experiences in the past when others—however well-
intentioned—tried to exert control over them during emergencies.

If your reaction to involving others is negative, think about why you feel
this way. What bothers you most about leaning on others? Is the issue really
about control or personal autonomy? Is it about competition? Do you fear that
there will be “strings attached” to the help? Alternatively, do you feel that you
already ask too much of that person? In addressing the issue of whom to
choose to help in emergencies, clients have said: “The only person who would
probably do this for me is exactly the person I don’t want to have any more
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control over my life—my mother”; “My relationship with my wife is such that
there’s always a price to pay. If I lean on her, she’ll slam me in some other
way”; and “My brother and I have always been competitive. If he were to step
in when I got manic, it would be kind of like saying, ‘You won.” ” It’s impor-
tant to try to understand what issues are at stake for you when you seek help
from others.

With these issues in mind, there are various ways that you can make the
involvement of others feel more acceptable. First, remember that you're asking
them to step in when you get sick, not when you are healthy and competently
running your day-to-day life. You may fear that if you let others control one
difficult interval in your life, giving up control in other areas will soon follow.
You may fear that your wife, husband, or family member will always be hover-
ing over you and making sure you eat, sleep, work, and socialize according to
his or her rules. But the truth is that you are giving up control over ounly a
fragment of your life, and for only the brief period during which you are esca-
lating into mania. In fact, you may want to make this point clear to them: that
you are asking for help only when you become ill, not when you're well.

Second, try to involve people with whom you do not have a long history
of control battles. If you have a history of severe conflicts with your mother or
father over independence, involve your siblings or close friends instead. There
may be members of your core circle whom you see frequently, who would
know if something was going wrong, and whom you would trust with a de-
gree of decision-making capacity during a time of crisis.

A practical problem that can come up when relying on social supports is
that no one in your core circle may see you often enough to know, within a
brief time, whether you are showing the early warning signs. If your relatives
live far away or speak to you only by phone, they may not observe the subtle
changes that constitute your cycling, or they may not have the practical re-
sources (for example, access to your physician) to be able to help. Clients
have handled this by relying more heavily on local friends or roommates to
perform the same functions or by giving long-distance relatives the phone
numbers of their physicians, with instructions to call if the relative has con-

“cerns.

If you do not have local connections with significant others, then it be-
comes all the more important to observe your own mood and behavior and
seek help from your doctor when you need it. Some people use the fluctua-
tions on their mood charts (Chapter 8) to determine when to increase contact
with their therapist or physician. You may observe very minor increases in
your mood as the episode is building, even over intervals as short as a few
days. Although subjective, these observations can still inform your treatments
and are far preferable to ignoring your illness and letting it take its own
course.
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Step 1: Identifying the Early Warning Signs of Mania

“He gets disconnected and withdrawn, kind of overwhelming, irritable
... in your face, loud, insensitive. He almost sounds like someone else in

his body. But at this point I know what it looks like.”
—The wife of a 50-year-old bipolar I patient

“I start thinking that I made mistakes at my job [as a refrigerator repair-
man]. . . . I start wondering if I wired things incorrectly and then that the
refrigerator in someone’s house will blow up and burn them. . .. I start
wondering whether I've just thought things or said them out loud. It
makes me pull away from everybody. I get tight-lipped.”

—A 60-year-old man with bipolar I disorder with psychotic features

“She’s usually shy, but when she’s getting high she gets in people’s faces;
she gets imposing, overly emotional and effusive, like telling her whole
life story to a bank teller. . . . I can see other people backing off and sort
of looking at me, but she doesn’t know that’s how she’s coming across.”

—The husband of a 37-year-old woman with bipolar I disorder

Defining Your Prodromal Phase

Recall that in Chapter 2, I described the manic syndrome as involving changes
in mood, energy or activity levels, thinking and perception, sleep, and impulse
control. Think about the beginning phases of mania as involving any or all of
these. The prodromal phase, usually defined as the period from the first onset
of symptoms to the point at which symptoms reach the height of their sever-
ity, can last a day or two to even a week or several weeks. During this
prodromal phase, your symptoms will probably be mild and not necessarily
troublesome—and therefore difficult to detect. They are usually muted ver-
sions of the symptoms of a full manic episode. It is during this prodromal
phase that the train has only just begun to leave the station, and you have the
most control over your fate. 1 encourage my clients to err on the side of cau-
tion: The appearance of even one mild prodromal symptom is often a signal to
seek help. ,

In a study of the prodromal phases of manic episodes, Emily Altman and
our group at UCLA (1992), observed people with bipolar disorder over a nine-
month period following a hospitalization and rated their symptoms every
month. Some had manic episodes during the observation period. The patients
who developed mania showed very mild increases in “unusual thought con-
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tent” in the month before their full episodes. These unusual thoughts were re-
flected in statements the patients made during clinical interviews regarding
their beliefs in the influences of spirits, psychic powers, or the occult; their
overly optimistic schemes for making money quickly; their feeling that others
were staring or laughing at them; or believing that their mind was sharper
than everyone else’s (in other words, mild psychotic symptoms). These
changes in thinking were mild, and in some cases, even the person expressing
them could admit the ideas sounded odd or unrealistic. So, observable
changes in the content of your thinking and speech in the month before a manic
episode may be a clue that you are beginning to cycle.

A survey by Grace Wong and Dominic Lam (1999) asked people with bi-
polar disorder to describe their early warning signals prior to previous manic
episodes. The most frequent signals reported were reduced sleep and an in-
crease in activity, both reported by over 40% of the respondents. Less fre-
quently, people reported feeling euphoric or irritable, having racing thoughts,
or being energetic and productive (goal-driven) in the interval just before
their episode.

It appears that many people with bipolar disorder are able to describe
how they behave when they're getting manic, at least when they're asked af-
ter the fact. The harder question is, how do you know ahead of time what
symptoms you should be looking for? One way to increase the probability
that you or others will recognize a developing episode is to make a list, when
you're well, of early warning signs recalled from your last few episodes. In
other words, take advantage of the greater insight you have into your illness
when you are well. This kind of objectivity will be harder to summon when
you are heading into an episode, but having the list available may help you
view your escalating mood, thoughts, and behaviors in a different light.
Soon T'll talk about what you can actually do when these prodromal signs
appear.

The following exercise will help get you started recording your prodromal
symptoms. Your early warning signs, however, may be different from the ones
listed in the exercise. Nancy experienced the onset of her hypomanic episodes
as an increase in anxiety and worry. Pete reported that, despite feeling speedy
and internally stimulated, he withdrew more when he was escalating because
he knew that he would alienate other people once he became manic. Heather
became obsessed with a certain movie star and began “seeing things out of the
corner of my eye.”

It is important to distinguish the early warning signs of mania from those
of depression, which usually involve feeling slowed down, fatigued, self-
critical, hopeless, or uninterested in things (see the next chapter). Holly re-
ported periods of increased irritability and anxiety prior to manic episodes but
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LISTING YOUR PRODROMAL SYMPTOMS OF MANIA OR HYPOMANIA
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With the help of your close friends or relatives, list a couple of adjectives describing what your mood
is like when your manic or hypomanic episodes first begin (examples: up, happy, more aware, willful,
more reactive, cranky, irritable, euphoric, anxious, wired, cheery, like a yo-yo, pumped up).

Describe changes in your activity and energy levels as your manic episode is developing (“goal
directed behavior”). Include changes in how you relate to others (examples: call lots of people, make .
lots of new friends, take on more projects or start “multitasking,” talk more and faster, get in peoples
faces, tell people off, feel “horny” or very sexually driven).

Describe changes in your thinking and perception (examples: thoughts race or at least go faster, sounds
get louder, colors get brighter, 1 think I can do anything, I think others are looking at me or laughing
at me, I get more interested in religion or the occult, I feel really smart and confident, 1 start thinking
about many new ideas involving money, other people seem boring and closed-minded, I gi
extrasensory perception, I have psychic abilities, I think about hurting or killing myself, T rumirat
about things, I get easily distracted).

Describe changes in your sleep patterns (examples: sleeping two hours less than usual but not feeling
tired the next day, waking up a lot during the night, staying up late and relying on catnaps during the
day, not needing sleep).

Describe anything you've done in the last week that you wouldn’t ordinarily do (examples: spent a lot
of money or invested money on impulse, got one or more speeding tickets or drove recklessly, had
more sexual encounters with partner or other partners, gambled money).

Describe the context (any changes, events, or circumstances) associated with these symptoms
(examples: an increase in your work stress, stopping or becoming inconsistent with your medication,
missing your doctor’s appointments, starting to drink or use drugs, starting a new project, changesin
your work hours, travel across time zones, more family or relationship conflicts, starting a new
relationship or ending another one, changes in your financial circumstances).
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misidentified these as signs of depression. Prior to learning more about her
disorder, she used to self-medicate her irritability with over-the-counter reme-
dies such as St. John’s wort. During one period of escalation she even con-
vinced an internist to prescribe an antidepressant, which made her manic
symptoms much worse. With time, she observed that irritability and anxiety
usually portended mania rather than depression, and she learned to rely on
more traditional prevention methods, such as increasing the dosage of her
mood stabilizer.

If you've had only one or two episodes, you may have difficulty listing
your prodromal symptoms. Your family or friends may be able to help you
here, as may your doctor. In Chapter 2, 1 talk about how mania can look quite
different to people who have the disorder versus how it looks to their family
members or doctors. You may not agree with your relatives that a certain
behavior (for example, your aggressiveness) or thinking pattern (for example,
distractibility) characterizes you when you're getting manic, but it’s better to
list these behaviors or thinking patterns if they might in some way help your
relatives recognize your episodes early. Likewise, record your own views of
your early warning signs or eliciting circumstances even if these views don’t
coincide with what your relatives think.

Robert, the man discussed at the beginning of the chapter, reported feel-
ing very sexual and having racing thoughts before he had changes in his
mood. His girlfriend Jessie saw it differently: She thought he became irritable
first, then loud and physically intrusive. Another person with bipolar disor-
der, Tom, said that his manias almost always involved religious preoccupa-
tions and paranoia. His parents described him as “getting a certain look in his
eyes” and “muttering stuff underneath his breath.” The physician who treated
Alan, the 60-year-old refrigerator repairman who believed that others could
hear what he was thinking, felt that Alan’s “bouncy, upbeat quality” was his
first prodromal sign. Characterizations like these are helpful in rounding out
what your prodromal phases look like from your own vantage point and the
vantage point of others. '

If you have bipolar 11 disorder, you may wonder whether your hypo-
manias really have a definable beginning and end. Hypomanic episodes can be
very subtle, and, because they do not significantly interfere with your day-to-
day functioning, they can be hard to distinguish from your baseline state.
However, even hypomania involves observable physical, cognitive, and emo-
tional changes relative to your ordinary state. Typical prodromal symptoms of
hypomania are sleep loss (sometimes a change of only an hour or two), in-
- creases in energy levels, increases in the speed of your thoughts or speech, and
irritability or impatience. Perhaps you can recall when these changes last oc-
curred and you knew something was different.
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Identifying the Context in Which Your Early Warning Signs Occur

You may have an easier time describing your prodromal signs if you also re-
cord information about the context in which they occur. For example, Robert
felt that his irritability during his last episode was closely tied to increases in
his work demands and annoyances expressed by coworkers, who had begun
pressuring him about the company’s financial outlook. For Ruth (see Chapter
8), manic cycles were nearly always precipitated by alcohol usage, sometimes
even in small quantities. In the exercise above, there is a space to record
any eliciting circumstances (usual or unusual) that you—or any of your
relatives—think may be associated with your early warning signs.

Identifying circumstances associated with your prior manic episodes can
help you minimize the impact of the next one. If you know that a particular
circumstance (for example, an increased workload due to the Christmas holi-
days) was associated with your last episode (even if you don’t think it caused
your illness), you may want to become more vigilant about your feeling states
or behavior during the next interval in which this or a similar source of stress
occurs (for example, the next time you know your work demands will in-
crease). This kind of vigilance can help you determine when you should ask
for medical or other kinds of help.

Teresa worked as an accountant. She came to realize that tax season, with
its much longer work hours, was a trigger for her manic episodes. Prior to tax
season, she obtained a prescription from her doctor for a tranquilizing medi-
cation (in her case, Seroquel) to be started if she was unable to sleep, experi-
enced racing thoughts, or felt overly goal-driven. She was also able to arrange
a few days off in the middle of tax season when she felt her mood escalating.
As a result, she was able to get through tax season without a full episode, al-
though she remained aware of an underlying energized state that was only
partially masked by the medication.

Step 2, Part A: Preventative Steps You Can Take Yourself
or with Others’ Help

The focus of this section is on preventative maneuvers you and your signifi-
cant others can take at the appearance of one or more early warning signs. I've
separated this section from the next (Part B), which concerns negotiating help
from your doctor and the mental health system. Later, we’ll put Steps 1 and 2
together into a written contract (Step 3).

Not all of the following preventative steps will apply to you. For example,
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you may be a person who has trouble with money but not with sexual indis-
cretions. You may have a history of making impulsive life decisions but have
never driven recklessly. Your individual pattern of prodromal symptoms may
dictate which of the following preventative measures are most urgent and
which can wait. So, for example, if your prodromal symptoms are irritability
and a decreased need for sleep, your may want to see your physician immedi-
ately, but asking someone else to hold on to your credit cards may not be as
essential (unless irritability and sleep disturbances have, in the past, heralded
a drive toward haphazard investments).

Managing Money

“One time 1 took a cab way downtown, tipped the driver 50%, and then
bought two very expensive dresses at a department store that I thought
was having a big sale. It turned out they weren’t. I bought the dresses
without knowing anything about the materials 1 was buying or whether
the prices were good, without taking anyone with me, which 1 would
have done normally. I spent over a thousand dollars, which we didn't
have. I eventually took one of them back, but [when I was manic] 1 de-
stroyed the other one by leaving an iron on top of it.”

—A 55-year-old woman with bipolar I disorder
describing a manic episode

Bipolar disorder makes managing money much harder than it would ordi-
narily be. When people are becoming manic, and especially when they are
fully manic, they often go on spending sprees and invest wildly. In many ways
this is one of the more humorous symptoms of bipolar disorder. Jamison’s
1995 autobiography, An Unquiet Mind, has good examples of the thinking be-
hind spending sprees. But as Jamison recounts, spending sprees and foolish
business investments can damage your life and contribute to your feelings of
hopelessness after the manic episode has cleared.

Mania tends to generate “hyperpositive thinking,” in which you overesti-
mate your abilities to achieve (for example, make a lot of money) and under-
estimate the risks (for example, going into debt) of your behavior (Leahy,
1999; Otto et al., 1999; Newman et al., 2001). When you have hyperpositive
thoughts, it can be hard to step back and evaluate them objectively. In fact,
some people equate imagining being able to do something with actually being
able to do it. If you can imagine making a lot of money very quickly, how
much harder could it be to actually do it?
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You and your significant others can become attuned to noticing when
your thinking takes on an overly optimistic or hyperpositive turn. Do you
suddenly believe you have found quick answers to financial problems that
have been plaguing you for some time? Are you becoming more and more en-
thralled with “get rich quick” schemes? Do you find yourself unusually preoc-
cupied with money or merchandise, driven to purchase expensive things (see
the example of Robert and his electric guitars)? Do you think that you must
have those things, sooner rather than later, or else you will be “ripped off”?
Have you come to believe that your finances are virtually unlimited? Do you
feel impatient with your spouse when he or she tells you that you can’t afford
something?

You may not be able to prevent these thoughts from occurring, but here
are some concrete things you can do when they first appear:

» Have someone else hold on to your credit cards

* Avoid trips to the bank unless you are going to take a trusted person
with you

e Stay away from your favorite stores

s Avoid watching television stations whose primary purpose is to sell you
goods

» Don’t give your credit card numbers or bank account information to
“telemarketers” or investment counselors who call you with their spe-
cial deals (an advisable practice, even when you're feeling well, of
course!)

¢ Avoid investing in the stock market altogether or making sudden
changes in, or withdrawals from, your retirement accounts

¢ Stay away from on-line trading

In other words, decreasing your access to the means of implementing your
plans makes it less likely you will actually carry them out.

Some people recommend a 48-hour rule: Wait 24 hours after two good
nights of sleep before making a purchase that exceeds a certain limit (for ex-
ample, Leahy, 1999; Newman et al., 2001). During these 48 hours, discuss the
intended purchase with as many as three trusted people (a family member, a
friend, and a doctor or therapist). During the waiting period, ask yourself:

o If someone else wanted to do what I am intending to do, what advice
would 1 give that person?

e What is the worst thing that could happen if 1 wasn't able to follow
through with my plans? |

e What is the worst thing that could happen if I did carry them out?
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The passage of time, your own critique of the situation, and the input of oth-
ers may help you evaluate the likely success of your financial decisions.

Another practical maneuver is to arrange, when you’re well, to make it
logistically difficult for you to get a hold of large sums of money in a short
period of time. There are several ways to do this, including keeping your
money in small amounts spread across several accounts in different banks,
or keeping the majority of your money in a joint account that requires a co-
signer for a withdrawal. Karla, a 35-year-old woman with bipolar I disorder,
made the following agreement with her boyfriend, Taki: Karla obtained
three bank debit cards from their three shared accounts. Each of her cards
was labeled with an expense category (for example, “clothing”) and had a
posted spending limit. The two agreed to determine which purchases she
had already made and how close she was to the spending limit in each cate-
gory on a weekly basis.

If you work closely with an investment counselor, it may be possible to
entrust him or her with information about your illness so that he or she can
stop you from investing too wildly or irrationally. Consider asking him or her
to set an upper limit on how much money you can exchange within a single
transaction. |

Of course, maintaining these kinds of controls over your finances implies
that your thinking is still fairly rational and that you can make good decisions.
Rational thought is often possible during the prodromal phases of mania (an-
other reason to catch your episodes early). But as you may know, once your
symptoms have accelerated, it becomes difficult to make logical decisions of
any type and you may become highly resentful of anyone else’s intervention. If
you get your significant others involved early in the escalation process, and
trust them enough to take your credit cards, provide final signatures on in-
vestments, or offer input into your spending decisions, you may be able to
avoid a major financial collapse. Remember that most major financial deci-
sions require a second opinion even in the best of circumstances!

Giving Up the Car Keys

Are your manic episodes usually characterized by reckless driving? This is the
case for some people and not for others. One male client put it succinctly: “My
highs almost always go along with some problem involving my car.” If you do
have a poor driving record, your early warning signs may signal the need to
stop driving for now. Mania—much like drinking alcohol—makes your driv-
" ing unsafe for yourself and others. You are at especially high risk for an auto
accident if you are in a manic state and are also drinking and driving, as some
people do.
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This is yet another arena in which it helps to have others’ input. Your sig-
nificant others can collaborate in helping you make good judgments about
whether you can drive safely. While you will resent that your spouse or sib-
lings have access to the car and you don’t, remember that it is only for the lim-
ited time until your manic or hypomanic symptoms have cleared. Your doc-
tor's input will also be valuable if he or she knows your driving history.

Avoiding Major Life Decisions

When you have one or more early warning signs, avoid making decisions that
could affect your or others’ futures, particularly if these decisions involve
meetings with people who have a degree of “fate control.” Now is not the time
to ask your boss for a raise or a change in job duties—you are likely to come
across to him or her as demanding and entitled (see also Chapter 12 on strate-
gies for coping in the work setting). If you are an employer, delay your deci-
sion to assemble your employees to inform them of major structural changes
in the company. Likewise, avoid making decisions about your family life that
could lead to long-term consequences, such as getting married, divorced, de-
ciding to have children, deciding to buy a new house, moving to another city,
or switching your children to a new school.

It’s hard to make these agreements with yourself, and even harder to im-
plement them when you feel so good, so optimistic, and so elated. The deci-
sions you feel pressed to make when you are getting manic seem like great
ideas at the time, even though to others—or even to yourself when you're
well—the ideas seem unrealistic and extremely risky. Try to think of the pres-
sure to make these decisions, along with your feeling of greater mental clarity, -
as a part of your illness (especially if you also notice other symptoms, such as
distractibility, racing thoughts, or an increase in your sex drive). People with
bipolar disorder almost invariably make their best life decisions when they're
in the remitted, euthymic state, and they usually end up regretting those deci-
sions they made while manic.

Avoiding Risky Sexual Situations

“I was getting real manic and got tired of being around Carol and the
kids, so 1 went out to a bar. I ran into this old girlfriend and got drunk
with her. We wound up in bed that night. I can’t believe I did that—I'm
not that kind of person! It seemed like such a great thing at the time. Of
course, I felt terrible about it later and it really hurt my relationship with
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Carol. Even though she knows about mania and its biology and all that,
she still blames me for getting myself in that situation in the first place.
She thought it was what 1 really wanted to do, and the mania just gave
me the excuse to do it.”

—A 46-year-old man with bipolar I disorder

Like many rewarding endeavors, sex has a particular pull when you're get-
ting manic. This can be true even if you're a person who is sexually conserva-
tive in your stable times. People get themselves into very risky sexual situa-
tions when they are escalating, and sometimes the emotional results—which
can include feelings of shame, humiliation, and anger—worsen their cycling
mood state. And, as you know, impulsive encounters carry a high risk of con-
tracting sexually transmitted diseases.

As 1 discuss in Chapter 2, mania is more a goal-driven state than a happy
one. When you feel strongly pulled toward rewards, it’s hard to step back and
ask whether you're making healthy decisions for yourself. Some people benefit
from knowing that they’re prone to sexual “acting out” when they’re in the
prodromal and active phases of mania. Knowing this about yourself is the first
step toward controlling it.

The best way to avoid dangerous sexual situations is to spend as much
time as possible with people you know and trust, who can talk you out of
impulsive sexual encounters. That is, when you go out at night, go with a
friend who knows about your illness and who can “run interference” when
you start to show poor judgment. Make special efforts to stay away from alco-
hol and street drugs: There is nothing worse than “self-medicating” an escalat-
ing mood with caffeine, drugs, or alcohol, which will almost certainly contrib-
ute to your mood escalation and lower your threshold for acting on a sexual
impulse. Encourage your friends to take you home if they think you’re making
foolish decisions. Ultimately the decision to have, or not have, sex with some-
one is yours alone, but limit-setting from others (even if quite irritating to you
at the time) can help keep you from getting into encounters that youll regret
later.

Some people report that their primary romantic relationships improve
when they get manic or hypomanic because they become more sexually en-
gaged with their partners. Others report that an increase in their sexual en-
counters with their partner contributes to their upward escalation into mania.
But, for most people, being manic doesn’t mean having to avoid sex with their
regular partner. In fact, sex can be a good outlet for your energy if it is with
the right person at the right time. The key is not to allow your mania to drive
you toward irresponsible or risky sex.
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A Reminder to Use Your “Maintaining Wellness” Strategies

When you are in the early stages of mania, it is essential to implement the
strategies for maintaining wellness outlined in Chapter 8. 1 won't reiterate
them all here; suffice it to say that now is an especially important time to
maintain a regular daily routine. Try as well as you can to get a full night's
sleep (your doctor may be able to recommend sleeping medications) and to
keep your hours consistent from the week to the weekend. Avoid stressful in-
teractions with other people, particularly family members, to the extent possi-
ble. Stick closely to your medication regimen. Continue to chart your mood
on a daily basis to identify changes in your status as early as possible.

Step 2, Part B: Preventative Maneuvers Involving Your Doctor

Collaborating with your psychiatrist to prevent or diminish the impact of your
manic episodes is more complicated than it sounds. Most psychiatrists will tell
you that you should call them for an emergency medical appointment when
you think your illness is getting worse. This sounds like a “no brainer.” But
the reality is that you may not believe you are really ill or that your illness is
bad enough to warrant a phone call. Alternatively, you may not feel comfort-
able calling your doctor, especially if he or she is new to you or if you have
had bad experiences with calling him or her in the past.

Even if you see the need for emergency care, you may have doubts about
how much your doctor will really help you. You may fear that he or she will
introduce medication changes that have worse side effects than the ones you
already experience. You may fear that he or she will immediately hospitalize
you, which would cause you social embarrassment at work or at home. Of
course, you are more likely to avoid hospitalization if you call your physician
early than if you wait until the point of “no return.” But calling during an
emergency requires a certain amount of trust that the physician will approach
you compassionately and take steps that will alleviate, not worsen, your symp-
toms. This section deals with strategies for collaborating with your physician
during times of emergency.

“When Should 1 Call, and What Should 1 Say?”

A good rule of thumb is to call as soon as you feel like your mood or energy
level has changed upward or downward, or if you believe (or if a significarit
other believes) that you've developed one or more prodromal symptoms. In
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other words, err on the side of getting help when you or others think you might
need it, rather than assuming you don’t and being wrong.

Make sure your doctor’s phone numbers (or the numbers of the clinic
where he or she works) are easily accessible, including his or her emergency
contact information. There are places on your mania prevention contract (at
the end of this chapter) to record this information. Most physicians have an-
other doctor available for emergencies during vacations or on weekends.
Usually the phone numbers of this backup physician are included in the mes-
sage on your doctor’s or the clinic’s emergency phone line. When you do
reach your physician or his or her backup, be ready to recount any prodromal
symptoms you think you have developed.

Below is a telephone interchange between a person with bipolar 1 disor-
der, Chad, and his psychiatrist, Dr. Eastwood.

CHAD: Yeah, 1 think I'm going off again.

Dr. EasTwooD: What's going on?

CHAD: I'm taking my medication, but I'm having all sorts of thoughts and stuff.
Dr. EastwooD: Thoughts about what?

CHAD: Like about the past. About my dad and his death and stuff.

Dr. EastwooD: How’s your mood, Chad? Any changes?

CHAD: Yeah, just more pissed off, getting grouchy, yelling at the kids. I just
don’t know if 1 wanna do the whole family thing anymore.

Dr. Eastwoop: How's your sleep been the last few nights?

CHaD: OK, but not great; can’t stay asleep very long. I've been pacing at night
and stuff. Thoughts going a mile a minute. Bed’s not comfortable.

Dr. EastwooD: Sounds like a lot’s going on right now. Anything else 1 need to
know? Are you thinking about hurting yourself? Do you feel like you
need to be in the hospital?

Cuap: No, not there yet. Just upset and stuff. Mad, can’t sleep.
Dr. EastwooD: How have things gone with your medications?
CHaD: 1 missed my lithium this morning, took it this evening.

In this interchange, Dr. Eastwood has done a quick assessment and con-
cluded that Chad may be in the prodromal phases of a manic or a mixed epi-
sode. At this stage, Chad’s escalation can be treated on an outpatient basis,
which Dr. Eastwood did by setting up an emergency medical appointment, in-
creasing the dosage of Chad’s lithium, and adding a small dose of an antipsy-
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chotic medication. A blood test revealed that Chad’s lithium level was low,
even though Chad said that he had been taking the medication relatively regu-
larly. These changes to his medication regimen did the trick without a host of
new side effects. Within a week, Chad’s mania had stopped escalating and he
began to return to his baseline state.

Chad did a good job of describing his prodromal symptoms. Dr. Eastwood
guided him toward describing these symptoms and his medication usage. She
was fairly task-oriented and kept Chad from going off the track. Notice that
Dr. Eastwood did not pursue any psychotherapeutic issues over the phone,
such as Chad’s feelings about his father or his current family. Expect that
when you call your physician under emergency circumstances, in most cases
he or she will not conduct a psychotherapy session with you. This may be
frustrating because you may feel that certain personal issues are important in
explaining your symptoms. Many people believe that their manic symptoms
are triggered by feelings of loss, as was Chad’s belief. But the emergency
phone call to your physician is mainly for the purpose of evaluating whether
a change in medication is necessary or, in more extreme circumstances,
whether you need to be hospitalized. In a session with your therapist, once
your symptoms have settled down, he or she may be able to help you make
sense of how current or past stressors are contributing to your escalating
mood.

“What If Y'm Uncomfortable with My Physician?”

Robert, described at the beginning of this chapter, did not particularly like his
physician and saw her infrequently. Perhaps as a result, this doctor was not as
helpful as she could have been in preventing his manic episode. Had he been
in contact with a doctor with whom he had a good relationship, a face-to-face
session might have been arranged quickly, with more positive results.

Not everyone feels comfortable calling his or her doctor during an emer-
gency, and during a manic escalation your discomfort may be exaggerated
(most emotions become more dramatic during mania). One of my psychother-
apy clients; Holly, had longstanding frustrations with her doctor. She called
Dr. Nelson on a number of occasions when she felt she was rapidly cycling.
Typically, Dr. Nelson did not call her back. She considered switching physi-
cians but wasn’t convinced she had given Dr. Nelson a fair try.

I encouraged Holly to talk over this dilemma with Dr. Nelson, a man
whom I had experienced as very approachable. But Holly felt uncomfortable
broaching the topic, fearing that he was going to “fire me as a patient.” I fi-
nally interceded and called Dr. Nelson when Holly developed mixed affective
symptoms and suicidal thoughts. Dr. Nelson told me that he had tried to talk
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to Holly on a number of occasions but that she hadn’t returned his calls. He
also found that when giving Holly advice on how to control her symptoms,
she would become angry and uncooperative. So there were frustrations on
both sides. |

Eventually, we scheduled a meeting involving Holly, Dr. Nelson, and my-
self and hammered out a series of agreements regarding what steps would be
taken if she developed mixed or manic symptoms in the future. Dr. Nelson
gave an additional phone number to Holly, and explained, again, his emer-
gency and backup/vacation policies. There is still tension in their relationship
about handling emergencies but to a lesser degree. Ultimately, Holly’s treat-
ment was made more successful by the direct contact between her psychiatrist
and psychotherapist (see also Chapter 6).

Your best option is to talk over your concerns with your physician until you
feel reasonably comfortable about contacting him or her in an emergency.
Explain your fears about new medications, side effects, or the need for hospital-
ization (discussed more on pages 206—-208). If your “bottom line” is that you
would never call this person when you'’re feeling bad, find another physician.

“Should Somebody Else Call for Me?”

When you feel exhilarated, excited, and goal-driven, you may see no reason to
destroy it by taking what the physician has to offer—which is usually more
medication. For this reason, it may make sense for someone close to you to
make the call to your physician. Give members of your core circle some lee-
way in deciding when to make this call, recognizing that you may not agree
that your physician’s help is needed. It is my strong impression—both in my
clinical practice and in our research studies—that people who have allowed
members of their core circle to call their doctors in emergencies have had
better outcomes (for example, Miklowitz et al., 2000). For example, Paul, the
husband of Lorraine, a 64-year-old woman with bipolar I disorder, routinely
called his wife’s doctor whenever she became giddy, delusional, or agitated.
Lorraine’s doctor was usually able to deal with the escalation, over the
phone, by making adjustments to her prescriptions, instead of hospitalizing
her.

Contact between your relatives and your doctor may require mutual un-
derstanding about treatment policies. Your doctor should make clear to you
and your relatives the circumstances under which they should call (for exam-
ple, when you are clearly escalating, when you are refusing all your treat-
ments). Your relatives may have a set of expectations that may be unrealistic,
such as: Your doctor will call them as soon as you've missed an appointment
or as soon as you've reported any symptoms; your doctor will discuss any
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planned medication adjustments with them before making them; they can call
whenever there has been a family argument or whenever they want to know
something about bipolar disorder. These are assumptions your physician may
not share. Remember to sign a release-of-information form for your doctor, al-
lowing your chosen relative to exchange information with him or her.

Consult your physician as to whether a friend or close relative can accom-
pany you to your emergency medical visits. If you have become confused or
distractible due to your symptoms, your significant other may be better able to
recall the physician’s recommendations when you need to implement them
later (see also Chapter 12).

“What Will My Doctor Do?”

During an emergency session, your physician will probably take the steps out-
lined in the sidebar. He or she will start by assessing your symptoms and re-
evaluating your medication regimen. Your doctor may decide to make changes
to your regimen over the phone if an appointment can’t be arranged. A major
intent of catching and treating your symptoms early is to help you avoid hos-
pitalization, but if this is not possible, your doctor can help you arrange one.
He or she will usually begin by asking you the kinds of questions Dr. East-
wood asked Chad. Physicians vary on which symptoms they emphasize (some
focus on mood and others on activity levels or sleep), but generally, the more
you can speak to him or her in the language of prodromal symptoms (for ex-
ample, racing thoughts, goal-driven behavior, decreased need for sleep), the
more he or she will know what to recommend. Your physician will probably
want to know if you have missed any dosages of your medication, and you
should be as honest as possible about this! It’s not at all uncommon for people

Steps Your Physician Will Take
g to Prevent the Escalation of Mania

o Perform an assessment of the severity of your symptoms

{ « Evaluate blood levels of your mood stabilizing medications

e Make changes to your medication regimen, including adding or
subtracting certain medications or increasing the dosage of
current medications

e Arrange a hospitalization, if necessary
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to miss dosages (especially if they are expected to take a lot of pills) when they
are becoming manic or hypomanic.

If you are on lithium, Depakote, or (less frequently) Tegretol, your doctor
may ask you to get your blood level tested. He or she will most likely be inter-
ested in your “trough” level, which is usually collected 10-14 hours after your
last dose (people who get their blood level checked just a few hours after tak-
ing their last dose may appear to be getting enough medication when, in fact,
they are not). For example, if you have been taking lithium and your trough
level is 0.6 mEq/L or less (see Chapter 6), he or she may conclude that you've
missed dosages or that your dosage is too low to be therapeutic and recom-
mend that you increase your lithium dosage as a way of preventing further es-
calation. Because it may take a few days before your blood level is processed,
your doctor may decide not to wait for that information before changing your
dosage, especially if he or she has been collecting blood level information all
along. If possible, he or she will increase the frequency of your treatment ses-
sions during the interval in which your symptoms are worsening.

If your physician increases the dosage of your primary mood stabilizer,
you and your significant others will want to become familiar with the signs of
“neurotoxicity” (see also Chapter 6), which are the medical complications as-
sociated with getting too much of a medication. For lithium, these symptoms
include drowsiness, severe nausea, abdominal discomfort, severe diarrhea,
blurry vision, slurred speech, muscle twitching, or being confused as to where
or who you are. For Depakote, they include severe dizziness, drowsiness, ir-
regular breathing, severe trembling, or coma. For Tegretol, they include dou-
ble vision, unsteadiness when walking, or feeling dizzy. If you show any of
these symptoms, your doctor should be notified immediately—by you or a
member of your core circle—so that he or she can adjust, or even take you off,
these medications.

Your doctor may add some of the medications discussed in Chapter 6, in-
cluding atypical antipsychotics with mood stabilizing properties such as
Zyprexa, or benzodiazepines such as Klonopin or Ativan. These medications
may help bring you down from an activated, agitated state, improve your
sleep, and treat delusional thinking (for example, paranoia). If you are on only
one mood stabilizer, your doctor may add a second one (for example, adding
Depakote to lithium). These decisions are often based on physician choice
rather than research data. For example, we do not know whether simply in-
creasing the dosage of lithium or valproate is more or less effective in prevent-
ing relapses of mania than taking the two mood stabilizers together (Sachs,
1998).

Don’t be surprised if your physician believes that the best treatment for
your escalating mania is to stop taking one of your current medications rather
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than to start you on a new one. If you are getting manic and are believed to
have rapid cycling (four or more episodes per year), the most effective inter-
vention may be to discontinue your antidepressant, if you are on one
(Kukopulos et al., 1980; Wehr et al., 1988; Sachs, 1996). Your physician is
unlikely to start you on an antidepressant when you are escalating (see Chap-
ter 6). Your physician may also recommend that you discontinue your anti-
psychotic medications or your periodic use of caffeine or bronchodilators
such as Proventil (Sachs, 1996).

“When Is Hospitalization Required?”

Many people with bipolar disorder never need to be hospitalized. In addition,
alternatives to inpatient hospitalization—such as partial hospital or day hospi-
tal programs—have emerged in recent years as short-term strategies for emer-
gencies. These programs provide close monitoring of your symptoms and
treatment response without the need to enter an inpatient facility. But if your
manic symptoms escalate to a certain point of disruptiveness, or if you are ac-
tively suicidal or dangerous to others, there is a good chance that your doctor
will recommend that you be hospitalized for a period of time. You are more
likely to be hospitalized if you are manic (or mixed) than if you are
hypomanic or depressed.

It is very common for people in manic episodes to believe that being in
the hospital is not necessary. Often they insist on leaving very soon after they
are admitted, thinking they are closer to recovery than their doctors or others
may think. Perhaps you have had some of these experiences. But if your doc-
tor believes that you are at imminent risk of hurting yourself or someone else,
or are otherwise not able to take care of yourself, it is his or her professional,
ethical, and legal responsibility to seek permission from a judge to continue
inpatient treatment, under a court order if necessary. You won't feel good
about this course of action, but it may be necessary to preserve safety for your-
self and others.

If your doctor does recommend hospitalization, it is usually easiest if he
or she calls the hospital to arrange for an inpatient bed. In some cases, you or
your family members may have to make the arrangements (for example, if
your doctor hasn’t seen you in some time or doesn’t have hospital admitting
privileges). As a relapse prevention maneuver, keep the phone number of the
recommended hospital’s emergency room and your insurance cards in easily
accessible places (see the Contract for Preventing Mania exercise on pages
209-210).

Nowadays, many people have “managed care” health insurance plans that
stipulate which hospitals can or cannot admit them, and for how long. Before
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signing up for a new insurance policy, it is important to find out if the psychi-
atrist whom you see is “in network” and if the hospitals at which he or she has
admission privileges are providers within the plan. Otherwise, your health in-
surance policy could require you to be admitted to a different hospital from
the one your doctor might recommend.

“What Will Happen to Me in the Hospital?”’

If you do have an inpatient hospitalization, you will probably meet on a daily
basis with an inpatient psychiatrist (who may or may not be your regular doc-
tor). You should expect some individual or group counseling sessions con-
cerning life issues, relapse prevention, and posthospital adjustment. In the
best case scenario, family or spousal visits are encouraged and become an inte-
gral part of the treatment plan.

Hospitalization can be a scary proposition. Many people fear that psychi-
atric hospitals are like snake pits—a place where things are dirty, people are
violent, the nurses are cruel, and little help is delivered. Although this is
largely a distortion based on the past, hospitals do vary considerably in qual-
ity, just as do the doctors and nurses who work within them. Many hospitals
are excellent and provide state-of-the-art mental health care. Others are
under-funded, employ out-of-date models of intervention, and are not ori-
ented toward treatment as much as the protection of others. If you have been
in a hospital more than once, you probably have had diverse experiences, de-
pending on which hospital you went to and the condition in which you were
admitted.

Consider the following if you need to be hospitalized. First, many people
confuse being hospitalized with being institutionalized. The latter usually
means that a person is kept in a hospital for months or years at a time. Nowa-
days, psychiatric hospitalizations are very short, averaging about a week long.

Second, the treatment you receive in the hospital is usually geared toward
controlling your acute symptoms (including suicidal thoughts or intentions)
and keeping them from worsening in order to reduce the immediate risk to
you and those around you. Hospitalization also allows you to “dry out” if you
have been drinking or using drugs during your manic escalation. Your inpa-
tient stay will enable you to start a new regimen of medications or newly ad-
justed dosages, or try other treatments (for example, electroconvulsive ther-
apy if you are acutely manic, mixed, or depressed and not responding to mood
stabilizers, antipsychotics, or other agents). However, your stay will probably
not be long enough to know if your new regimen is effective in the long term.

Third, hospitalization is not a personal failure. You have a biological im-
balance that is not fully under your control, and it is not your fault if you need
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hospitalization. Being hospitalized does not mean that others have to run your
life from now on. Instead, it signifies the temporary giving up of control for a
short period of time. You will have your life back soon enough, especially if
you are successful in collaborating with your doctor in developing an effective
posthospital plan.

Finally, hospitalization can provide you with a much-needed rest or break
from the stressors of your day-to-day life. Although you'd no doubt rather spend
aweek in the Bahamas, a short or even alonger hospital stay can give you time to
think through what is and isn’t working about your treatment plan. It can also
give you distance from your relatives, which you (and they) may need from time
to time. Robert’s hospitalization helped him rethink his feelings about Jessie and
his children, and upon being discharged, he felt more resolved to make things
work. It will be hard to take this view when you are first admitted to a hospital,
but later you may have quite a different view of the experience.

Step 3: Developing a Mania Prevention Contract

Now let’s put together everything discussed so far in this chapter into a writ-
ten contract for relapse prevention. The following exercise asks you to sum-
marize what you have concluded about your prodromal phase, the steps you
and your significant others can take to prevent relapse, and emergency proce-
dures involving your doctors. Consult with your family members, spouse,
doctor, and other trusted persons to make sure that everyone understands
what he or she is being asked to do.

When filling out this contract, try to include as many options as possible. -
Some of the options will probably seem more comfortable to you than others,
but it’s better to write them down even if you don’t end up using them. En-
courage your significant others to be open about what they do and don’t feel
comfortable doing when you'’re cycling into mania. Write into the contract
only those responsibilities you and they are willing to accept. Alternatively,
list all of your possible options and rank each one from top to bottom as to
how preferable it is. Ask everyone to sign the contract.

Troubleshooting Your Contract

Things improved for Robert after his hospital discharge. He found a new
psychiatrist, Dr. Barnard, who met with him several times after his dis-
charge to help him optimize his medication regime. Robert and Jessie also
met with a psychologist, who helped them develop a relapse prevention



CONTRACT FOR PREVENTING MANIA

Your physician’s name: Phone number, office:

Phone number, emergency:

Your therapist’s name: Phone number, office:
Phone number, emergency:

Name of local hospital: Emergency room number:
Your insurance carrier: Policy number:

Group number (if applicable): 4

1. List your typical early warning (prodromal) signs of a manic episode (from the
exercise on page 192 above).

2. List the circumstances in which these prodromal symptoms are most likely to
occur.

3. Ask one or more members of your core circle to add any other early warning signs
they've observed, and, if relevant, the circumstances in which these signs first
appeared.

4. List what behaviors you can perform when these symptoms start to appear
(examples: calling your doctor, getting your blood level tested, sticking closely to
. your medication regimen, trying to get regular sleep, getting back on a structured
daily and nightly routine, avoiding alcohol, drugs, or caffeine, giving up your credit
~ cards and car keys, avoiding major financial or other life decisions, avoiding risky
" sexual situations).

Sl R IR e s
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5. List what behaviors your relatives, significant others, or friends can perform
(examples: call your physician, talk to you in a supportive way, tell you what you
are doing that worries them, tell you how much they care about you, keep you
from overscheduling yourself, call the hospital emergency room, remind you to take
your medication, accompany you to doctor’s appointments, take care of your
children, accompany you when you go out at night, help manage your money, help
you stay on a regular sleep—wake cycle, help you stay away from alcohol or drugs).

6. List what you would like your psychiatrist to do (examples: meet with you on an
emergency basis, take your blood level, revise your medication regimen as
appropriate, call the hospital and arrange for admittance, if necessary).

Signatures Date

B e s

contract. Together they developed a list of his prodromal symptoms,
which included mild irritability, mistrustfulness, standing too close to
people and talking too loud, a sudden disinterest in his job, an increase in
his sex drive, and a subjective feeling of mental clarity. They made a dis-
tinction between these early warning signs and signs of his full-blown ma-
nias, such as feeling elated or expansive, socially inappropriate outbursts
of anger, spending excessively and impulsively, grandiose beliefs about
his musical talents, severe loss of sleep, and a firm denial that anything
was wrong. They also agreed on the environmental circumstances associ-
ated with his escalations: an excessive workload, family arguments, and fi-
nancial problems. A

Robert and Jessie negotiated a series of prevention steps. One of these -
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involved giving Jessie the freedom to call his psychiatrist if Robert ap-
peared to be escalating. They also agreed that when his symptoms were
still mild, Jessie would help get him away from his immediate stressors
(for example, encourage him to take a few days off work with her). They
agreed, as a couple, to try to maintain regular sleep—wake routines, espe-
cially when one or more of his prodromal signs were observable. Finally,
Robert consented to have Jessie accompany him to the hospital emer-
gency room, if it became necessary.

Robert did not stay episode-free, however. His next manic episode be-
gan about two months later, but this time he and Jessie caught it earlier.
Once again, he refused to make an appointment with his doctor: He ad-
mitted that he was probably escalating but didn’t want to take any more
medication. He and Jessie began to argue. As Robert later described it,
Jessie became “rigid . . . finger-pointing, serious, not loving.” Jessie got in-
creasingly more desperate when she found that Dr. Barnard was out of
town. She called Dr. Barnard’s backup, who prescribed an increase in the
dosage of Robert’s antipsychotic medicine. Robert agreed to the medica-
tion adjustment, which kept him from going back into the hospital. None-
theless, more damage was done to their relationship, and Jessie consid-
ered leaving. Robert also had more conflicts with his coworkers and other
family members during this interval.

A meeting with his psychologist, arranged about a week after Robert
changed his medication, focused on troubleshooting the relapse preven-
tion plan. Robert, who was still slightly hypomanic, complained that the
plan hadn’t worked because of Jessie’s emotional stance. He said that he
needed her to be “kinder and gentler” in her approach. The psychologist
- asked him to be more specific, and he said, “I want her to tell me she loves
me, and in a more tender way tell me that she thinks I need help and why,
even if I'm not receptive.” He added that he wished she wouldn’t take his
irritability so personally and instead see it as part of his disorder. Jessie, in
turn, expressed frustration that he hadn’t gone to his medication appoint-
ments when Dr. Barnard had been in town. “I want him to go for me or
for our relationship, if he won’t do it for himself, knowing that I'm speak-
ing out of caring for him.” She wasn’t sure if she could take a gentler emo-
tional stance when dealing with his escalating mood.

The psychologist encouraged Robert and Jessie to practice communi-
cating in the way the other wished: Jessie, to be more tender in her ap-
proach and Robert, to cede a degree of control to her. They also discussed
the potential involvement of other family members, such as Robert’s son,
at times of emergencies. Robert decided, however, that he wanted to
shield Brian as much as possible from his illness and didn’t want his son
interacting with his doctors. Jessie agreed.

When she returned from her trip, Dr. Barnard met with Robert and
Jessie and told them of a medication plan to undertake if Robert had one
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or more prodromal signs and could not immediately get in to see her: in-
crease his dosage of Zyprexa and add a benzodiazepine (Klonopin) for
sleep. She wrote a prescription with a plan for increasing the dosage, with
the understanding that Robert would come in to see her as soon as possi-
ble after initiating the new dosing schedule. These modifications were all
written into their modified contract (for example, “Robert to increase
Zyprexa dosage; Robert to call his doctor and be willing to let Jessie make
the call if he will not; Jessie to try to recognize Robert’s irritability as part
of the manic syndrome”). Robert and Jessie agreed to reexamine the con-
tract every three months and revise it as necessary.

Robert has continued to have mood cycles, but his episodes increas-
ingly resemble hypomanias rather than manias. He feels he has a good re-
lationship with Dr. Barnard and his psychologist, and he and Jessie are
still together and working on their problems. He has explained his bipolar
disorder to his son, who, with time, is becoming more understanding.

Think of your mania prevention contract as a work-in-progress. The pre-
vention steps can be defined, agreed-upon, and practiced when you’re healthy,
but no one can be certain how well they will work until you put them into ac-
tion. Knowing your prodromal signs, being