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  Introduction




  Why a cognitive behavioral approach?




  Over the past two or three decades, there has been something of a revolution in the field of psychological treatment. Freud and his followers had a major impact on the way

  in which psychological therapy was conceptualized, and psychoanalysis and psychodynamic psychotherapy dominated the field for the first half of the twentieth century. So, long-term treatments were

  offered which were designed to uncover the childhood roots of personal problems – offered, that is, to those who could afford it. There was some attempt by a few health service practitioners

  with a public conscience to modify this form of treatment (by, for example, offering short-term treatment or group therapy) but the demand for help was so great that it had little impact. Also,

  whilst numerous case histories can be found of people who are convinced that psychotherapy did help them, practitioners of this form of therapy showed remarkably little interest in demonstrating

  that what they were offering their patients was, in fact, helpful.




  As a reaction to the exclusivity of the psychodynamic therapies and the slender evidence of their usefulness, in the 1950s and 1960s a set of therapeutic techniques was developed, broadly

  collectively termed ‘behavior therapy’. These  techniques shared two basic features. First, they aimed to remove symptoms (such as anxiety) by

  dealing with those symptoms themselves, rather than their deep-seated underlying historical causes (traditionally the focus of psychoanalysis, the approach developed by Sigmund Freud and his

  associates). Second, they were scientifically based, in the sense that they used techniques derived from what laboratory psychologists were finding out about the mechanisms of learning, which were

  formulated in testable terms. Indeed, practitioners of behavior therapy were committed to using techniques of proven value or, at worst, of a form which could potentially be put to the test. The

  area where these techniques proved of most value was in the treatment of anxiety disorders, especially specific phobias (such as an extreme fear of animals or heights) and agoraphobia, both

  notoriously difficult to treat using conventional psychotherapies.




  After an initial flush of enthusiasm, discontent with behavior therapy grew. There were a number of reasons for this, an important one of which was the fact that behavior therapy did not deal

  with the internal thoughts which were so obviously central to the distress that many patients were experiencing. In this context, the fact that behavior therapy proved so inadequate when it came to

  the treatment of depression highlighted the need for major revision. In the late 1960s and early 1970s a treatment for depression was developed called ‘cognitive therapy’. The pioneer

  in this enterprise was an American psychiatrist, Professor Aaron T. Beck. He developed a theory of depression which emphasized the importance of people’s depressed styles of thinking, and, on

  the basis of this theory, he specified a new form of therapy. It would not be an exaggeration to say that Beck’s work has changed the nature of psychotherapy, not just for depression but for

  a range of psychological problems.




   In recent years the techniques introduced by Beck have been merged with the techniques developed earlier, by the behavior therapists, to produce a therapeutic

  approach which has come to be known as ‘cognitive behavioral therapy’ (or CBT). There are two reasons why this form of treatment has come to be so important within the field of

  psychotherapy. First, cognitive therapy for depression, as originally described by Beck and developed by his successors, has been subjected to the strictest scientific testing; and it has been

  found to be a highly successful treatment for a significant proportion of cases of depression. Not only has it proved to be as effective as the best alternative treatments (except in the most

  severe cases, where medication is required), but some studies suggest that people treated successfully with cognitive behavior therapy are less likely to experience a later recurrence of their

  depression than people treated successfully with other forms of therapy (such as anti-depressant medication). Second, it has become clear that specific patterns of thinking are associated with a

  range of psychological problems and that treatments which deal with these styles of thinking are highly effective. So, specific cognitive behavioral treatments have been developed for a range of

  anxiety disorders, like panic disorder, generalized anxiety disorder, specific phobias and social phobia, obsessive compulsive disorders, and hypochondriasis (health anxiety), as well as for other

  conditions such as compulsive gambling, alcohol and drug addictions, and eating disorders like anorexia nervosa and bulimia nervosa. Indeed, cognitive behavioral techniques have been found to have

  an application beyond the narrow categories of psychological disorders: they have been applied effectively, for example, to helping people with low self-esteem and couples with marital

  difficulties. More recently these techniques have been used successfully by individuals with schizophrenia and manic depression.




   At any one time almost 10 per cent of the general population is suffering from depression, and more than 10 per cent has one or other of the anxiety disorders.

  Many others have a range of psychological problems and personal difficulties. It is of the greatest importance that treatments of proven effectiveness are developed. However, even the armory of

  therapies is, as it were, full, there remains a very great problem – namely that the delivery of treatment is expensive and the resources are not going to be available evermore. Whilst this

  shortfall could be met by lots of people helping themselves, commonly the natural inclination to make oneself feel better in the present is to do precisely those things which perpetuate or even

  exacerbate one’s problems. For example, the person with agoraphobia will stay at home to prevent the possibility of an anxiety attack; and the person with bulimia nervosa will avoid eating

  all potentially fattening foods. Whilst such strategies might resolve some immediate crisis, they leave the underlying problem intact and provide no real help in dealing with future

  difficulties.




  So, there is a twin problem here: although effective treatments have been developed, they are not widely available; and when people try to help themselves they often make matters worse. In

  recent years the community of cognitive behavior therapists has responded to this situation. What they have done is to take the principles and techniques of specific cognitive behavior therapies

  for particular problems and represent them in self-help manuals. These manuals specify a systematic program of treatment which the individual sufferer is advised to work through to overcome their

  difficulties. In this way, the cognitive behavioral therapeutic techniques of proven value are being made available on the widest possible basis.




  Self-help manuals are never going to replace the need for therapists. Many people with emotional and behavioral problems will need the help of a qualified

  therapist. It is also the case that, despite the widespread success of cognitive behavioral therapy, some people will not respond to it and will need one of the other treatments available.

  Nevertheless, although research on the use of cognitive behavioral self-help manuals is at an early stage, the work done to date indicates that for a great many people such a manual is sufficient

  for them to overcome their problems without professional help.




  Many people suffer silently and secretly for years. Sometimes appropriate help is not forthcoming despite their efforts to find it. Sometimes they feel too ashamed or guilty to reveal their

  problems to anyone. For many of these people the cognitive behavioral self-help manual will provide a lifeline to a better future.




  Professor Peter J. Cooper




  The University of Reading
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  Preface




  This book is aimed primarily at individuals who experience significant swings in their mood from the depths of depression to the highs of mania. As well as individuals with

  manic depression (also called bipolar disorder), this book may prove useful to those who suffer less severe, but nevertheless disruptive ups and downs in how they feel.




  The book is divided into four parts, each of which starts with a set of aims. It is helpful to check these lists first, to be sure you understand what the overall aims are, and then to find out

  if some or all of each part of the book is of interest to you.




  First, there are four questions to address:




  1 Didn’t I read that somewhere before?




  I have not assumed that you will all start at page 1 and read the whole book in sequence. So, to make things easier for those who home in on certain sections, some

  parts of the book will overlap with earlier chapters. I hope I will be forgiven by those who systematically work their way through the text from start to finish. It’s worth remembering, that

  a little repetition is often useful, as it will help information to stick in your mind.




  The techniques I describe in this book to try to help you deal with your mood swings are drawn from cognitive  behavior therapy. (More information about this

  approach is given in Chapter 5.) I have tried to describe each technique in sufficient detail for you to try it out on your own. However, this is not always simple, and you may not always

  understand what I am saying at first glance. If this happens, don’t give up on the book straight away; it will help if you read through the description of the techniques a couple of times.

  Putting them into practice is bound to be easier if you are fairly clear about what you are trying to do and why.




  2 Why all the notes and records?




  Throughout this book I encourage you to write things down. I suggest making lists, recording thoughts, collecting information about what you did, evaluating your own

  activities and your responses to them, monitoring your moods, etc. Many individuals are reluctant to put things down on paper, and believe they can do many of these exercises in their head. I want

  to discourage you from this approach. I am not disputing your ability to remember information, but there are two important reasons for writing things down. The first is that you are often asked to

  do something with the information; for example, to change an activity, or challenge an unhelpful thought, and see what happens. In these cases it is useful to have a record of how the techniques

  applied to you and personal information on how you did things, so that if you need to return to using this book in the future you aren’t simply reliant on my descriptions; you can draw on

  your own experience. However, secondly and very importantly, writing it down makes it real. If you write down what you think, it is very powerful. You also gain a little distance from it, and will

  find working on it a lot easier. Also, many barriers or problems in achieving your goals are far more apparent when you make notes than if you just work through  things in your mind. I really recommend you buy yourself a notebook to keep all the information together.




  3 Aren’t there more questions than answers here?




  Two individuals using this book, even if they both suffer from manic depression, will differ in many other ways and may have quite different needs. The starting point for

  this book is that no two individuals are the same. To help understand your needs we have to apply an approach called ‘guided discovery’. This means helping individuals discover things

  for themselves. This book sets out to guide you toward identifying the problems that concern you most and then to describe the techniques that other people have found useful in overcoming similar

  (but not necessarily the same) difficulties. This book is not about me trying to persuade you to accept my view, nor about offering information that is available in lots of other self-help books or

  textbooks on mood disorders.




  To guide you toward understanding your mood swings and identifying problems to work on, I ask you hundreds of questions. Try not to be irritated by this; it is the only way to work out what the

  particular issues are for you. Most importantly, try not to turn the page if you see a list of questions on the horizon. The answers you give represent the critical first step in the process of

  overcoming your mood swings. You will also begin to learn the right questions to ask yourself to get to the root of any other problems you encounter in the future. Being clearer about problems puts

  you in a much better position to develop effective solutions.




  4 How long does this go on for?




  Working through the book from start to finish, repeating exercises and becoming confident in using the techniques  described will

  probably take three to six months. However, if some of the approaches benefit you, you are looking at a lifelong commitment! At this stage, the most important thing is to take your time and go at a

  pace that suits you.




  Part One of the book begins with important information about the nature of mood swings, the causes of manic depression, and the types of treatment available. It ends with a description of the

  cognitive behavioral model of mood disorders. The second part focuses on self-monitoring and self-regulation, including managing problems in accepting medication. The third part deals with the

  self-management of depression and hypomania. The fourth part looks at how you can monitor your mood swings in the future and how to apply your new skills to other aspects of your life.




  Learning the techniques described in Part Two will help you in working on the issues described in Part Three. Likewise, the skills you have gained from Parts Two and Three can then be applied to

  the problems discussed in Part Four.




  Try to be patient with yourself. Driving a car feels very unnatural when you are first learning, but becomes second nature over time. In the same way, learning this new set of cognitive and

  behavioral techniques will not happen overnight, and there may be a few minor setbacks along the way. With practice, though, you will become increasingly confident that you can use the approaches

  described in this book and evaluate which work best for you. I hope that over time you will develop a set of skills that help you feel that you have as much control over your mood swings as

  possible, rather than feeling that they are in control of you.








  

     

  




  PART ONE




  Understanding Mood Swings




  

     

  




  Aims of Part One




  At the end of reading Part One of this book, I hope you will have:




  

    

      	

        gained a greater understanding of mood swings and the different types of mood disorders;


      




      	

        learned about the links between events, thoughts, feelings, and activities;


      




      	

        developed an understanding of the vulnerability and stress factors that may increase the likelihood of experiencing an episode of a mood disorder;


      




      	

        reviewed the acute and longer-term medications prescribed to individuals with mood disorders;


      




      	

        learnt about the characteristics of effective psychological therapies offered to individuals with mood disorders;


      




      	

        developed an understanding of the cognitive behavioral model of mood disorders, including the key role of underlying beliefs and automatic thoughts;


      




      	

        noted the types of problems that may be targeted with techniques drawn from cognitive behavior therapy.
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  What are mood swings?




  We all experience different, sometimes intense, moods in reaction to day-to-day life events. However, some people experience extreme ups and downs that make it difficult for

  them to sustain a good quality of life. This book aims to help people identify and manage such mood swings and the problems associated with them. In order to achieve this goal, we need first to

  develop a shared understanding of moods, mood swings, and mood disorders.




  Defining mood states




  Most dictionaries define ‘mood’ as a ‘state of mind’ or a ‘prevailing feeling or emotion’. Mood states are like the colours of the

  rainbow: each shade is distinct, but they blend into one another at the edges. Moving through the different shades of emotions is often a normal and appropriate response to the situations in which

  you find yourself. Although people are not always aware of their mood state, or sometimes struggle to find the word that best captures how they feel at any one moment, it is very rare to be devoid

  of any emotion.




  Not only does your mood change in response to circumstances, your mood in turn influences the way you think and the way you behave. The phrase ‘seeing the world through

   rose-tinted glasses’ clearly refers to the notion that when we are happy we see the positives and ignore the negatives in our environment. Likewise, many

  individuals who feel sad are totally focused on what is wrong with their world, finding it impossible to recall the good things in their life or shift their attention away from the negative things

  in their environment. This often leads them to avoid the very people or activities that may help change their mood. In ways such as these, moods play a significant role in how we live our lives.

  The important factors that influence mood and the way mood influences our actions can be demonstrated through imagining yourself in the following two situations.




  Who goes there?




  YOU ARE LYING IN BED AT NIGHT AND YOU HEAR A NOISE DOWNSTAIRS




  Try to identify how you might feel if this situation arose, in a single word if you can (this is the best way to try to describe a mood). Now try to answer the following

  questions:




  

    

      

        	

          What’s going through your mind?


        




        	

          How would you react in this situation?


        


      


    


  




  Many of you may have felt anxious, thinking that there was an intruder in the house. Individuals often notice that anxiety can be associated with physical changes, such

  as a faster heart rate or trembling hands. Depending on the circumstances (e.g. whether you are alone in the house, or sharing it with others) and the degree of your anxiety, you will have reacted

  in any of a variety of ways (e.g. hidden under the blankets, or woken a flatmate and jointly gone to explore the  situation). Now, let us assume that you went to

  explore the cause of the noise and found that it was your cat. How would you feel then? Rather less anxious, I hope; but this change in mood might be accompanied by amusement in some, or by

  feelings of irritation in others.




  This example has demonstrated that mood states may be determined in part by life events. The next scenario tries to explore the sequence of events, and emotional and behavioral responses to

  them, in more detail.




  Things can only get better!




  

    

      You wake up one morning having slept badly and are immediately aware of a pain in your neck. You feel irritable. You spill coffee on your

      clean shirt and end up being late leaving the house for your appointment. You are too far behind schedule to use public transport, so you invest what seems like a small fortune in a taxi cab.

      You are feeling ‘out of sorts’, but manage to arrive on time at a meeting where you are meant to be presenting a brief but important talk to a large gathering of people. Some of

      these people you know well and some you have never met before.


    


  




  This scenario conjures up a lot of questions, so you may find it easier to scribble your responses on a sheet of paper. Try to answer as many of the following questions as you

  can:




  

    

      

        	

          When you spilt the coffee, what went through your mind? Were the comments you made inside your head forgiving and supportive, or punitive and self-blaming?


        




        	

          If you were kind to yourself, did your upset mood stay the same, or did it improve?


        




        	

          If you were being self-critical, did your mood change? If so, how did it change?


        




        	

          Likewise, did you chastize yourself for taking a taxi or congratulate yourself for your problem-solving skills?


        




        	

          What does the term ‘out of sorts’ mean to you? Were you sad, depressed, irritable, angry, etc?


        




        	

          Can you rate the intensity of this emotion (where 0 = minimum possible and 100 = maximum intensity of feeling)?


        




        	

          When you got to the meeting, were the people who know you aware that you are ‘out of sorts’? If so, what was it they noticed about you that was different?

          Were you doing anything that gave these individuals a clue as to your mood?


        




        	

          Did your emotional state catch the attention of people who didn’t know you? If so, what is it that they may have noticed?


        




        	

          Did you write these answers down or did you just answer the questions in your head?


        


      


    


  




  Different people will answer these questions in different ways. The clearest point of individual variation is when you identify what the phrase ‘out of sorts’ means

  to you. For some, spilling the coffee will have led to a barrage of self-criticism (‘I’m so clumsy’) and feelings of sadness (‘I can’t do the simplest thing’).

  For others, the same event may have led to thoughts like ‘The world is conspiring against me,’ or ‘It’s not fair.’ Such thoughts are more often associated with feeling

  irritable or angry. At this stage, the most useful learning point is that it is helpful to be as specific as you can be in describing your own emotions. The reasons for this are simple but

  important: the more aware you are of how you feel, the easier it will be to understand how each mood state arises.  Also, knowing what mood you are experiencing will

  largely dictate which strategies may be most helpful in changing uncomfortable or unhelpful feelings.




  Did you think my last question about whether you wrote down your responses was unfair? (Be honest!) It was not meant to catch you out. The reason for including this question was to gauge how

  confident you feel about your ability to remember specific information, and how comfortable you feel with writing things down. Making notes was not vital to the success of that exercise. However,

  as we explore more complex issues in greater detail it may become harder to retain all the relevant facts in your head as well as working out how to use the techniques I will describe to help you

  change things. This is particularly true if you are trying to look at changes in your moods, thoughts and behavior over several days. For this reason you may wish to think about getting a notebook

  where you can record important information for your own use. We will come back to this issue later in the book, but we now need to explore the ‘things can only get better’

  scenario a little more.




  The first thing to note is that, unlike the first example (a noise in the night), here it is not so clear what event has led to the sad or irritable mood state. A poor night’s sleep and a

  pain in the neck may have played a role; feeling anxious about giving a presentation may have been a factor. The pain and irritability or anxiety may have contributed to spilling the coffee.

  However, the most important aspect of that event is the thoughts you had about yourself in response to what happened, and how those thoughts influenced how you felt and how you behaved

  afterwards.




  The next issue to consider is whether you were able to control your feelings and your behavior. For some of you, the intensity of the emotional reaction and the associated changes you

  experienced may have been too difficult to cope with, and your upset may have been obvious to others. Whatever pattern developed, we can use the information you

  gathered to establish a crucial sequence in the origins of mood swings, namely the event–thought–feeling–behavior link. Furthermore, as shown in Figure 1, the way you act

  in response to each mood will generate new thoughts that in turn will further affect your mood and behavior. In this way it is possible to enter a vicious cycle where moods, thoughts, and behavior

  become more and more negative. Or it is possible to enter a positive cycle, sometimes spiralling up and up to a point where you feel ‘high’ and out of control.




  

    [image: ]




    Figure 1 The event–thought–feeling–behavior cycle


  




  Defining your own moods




  You may have found the examples described rather difficult to relate to; so, before exploring mood swings in detail, it is  important to

  apply the general model to your own real life experiences. To do this, try to pinpoint the last time you were ‘in a good mood’ and the last time you were ‘in a bad mood’.

  Take each of these mood states separately, and for each one see if you can answer the following questions:


  





  

    

      	

        1  


      



      	

        Can you describe the exact nature of the mood you experienced? (Try to find one word that captures how you felt, but also try to be more specific than just

        ‘good’ or ‘bad’.)


      

    




    

      	

        2  


      



      	

        Can you rate the intensity of each emotion (0 = lowest intensity possible, 100 = highest possible)?


      

    




    

      	

        3  


      



      	

        Can you remember any events or situations associated with the onset of this mood (where you were, whether you were alone or with others, what you were doing at the time

        you became aware of the particular feeling)?


      

    




    

      	

        4  


      



      	

        Can you identify any specific thoughts that you had at that time, or any themes that were going through your mind relating to how you viewed yourself, your world or your

        future?


      

    




    

      	

        5  


      



      	

        Were there any other experiences (such as physical symptoms or biological changes) linked with this mood state?


      

    




    

      	

        6  


      



      	

        What impact did the mood have on you and how you functioned?


      

    




    

      	

        7  


      



      	

        Did anyone else notice or comment on any changes in you or your functioning?


      

    




    

      	

        8  


      



      	

        How long did that mood state last overall (hours, days, weeks)?


      

    




    

      	

        9  


      



      	

        Did anything particular occur that led to a change in your mood (making it either better or worse)?


      

    




    

      	

        10  


      



      	

        Are the answers you have given typical or untypical of how things are when you are in this mood state?


      

    


  




  The answers to questions 1–5 will demonstrate some elements in the ‘event–thought–feeling–behavior’ chain.

  Don’t worry if there are gaps in your answers. Some people find it difficult at first to identify specific events or situations that precipitate mood shifts. Developing your awareness of

  these processes and being able to record them will take time and practice. Sometimes it still seems impossible to establish the links. This may be because in certain mood disorders (such as manic

  depression), mood changes may also result from internal changes in the body’s chemistry. Yet even where mood shifts are caused by chemical changes, some of the techniques described in this

  book to manage the symptoms of mood swings can still be very effective.




  The answers to questions 6–10 give some indication as to whether your mood swings are so serious that they meet the profile of a ‘mood disorder’. The next chapter explores

  these issues in more detail.




  

    

      CHAPTER SUMMARY




      

        	

          Mood is the term we use to describe feelings or emotions.


        




        	

          There are links between what happens to us, how we view what happens to us, how we feel and how we behave:


        


      




      

        event-thought-feeling-behavior


      




      

        	

          How you behave or react to a situation will influence further your thoughts and feelings.


        




        	

          Sometimes this process leads a person into a downward spiral, where they become more and more depressed.


        




        	

          Alternatively, this may lead into an upward spiral, with a person becoming more and more elated.


        




        	

          Mood, thoughts and behavior can affect physical or biological processes in the body.


        




        	

          Mood swings can have a negative impact on a person’s quality of life.
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  When do mood swings become a problem?




  Mood swings that are particularly problematic usually share some or all of a range of characteristics. They are often:




  

    

      

        	

          unpredictable, frequently fluctuating but without obvious precipitants;


        




        	

          uncontrollable, emotional responses that seem inappropriate reactions to events and are beyond your control;


        




        	

          extreme, with moods always experienced as intense highs or lows;


        




        	

          excessive, with very frequent ups and downs occurring over many years;


        




        	

          extensive, marked changes of mood that last a long time;


        




        	

          accompanied by associated changes, in your thoughts, the way you behave, and possibly in the biological systems that impact on day-to-day functioning;


        




        	

          disruptive to lives, causing significant problems for the individual experiencing them and/or for others.


        


      


    


  




  Different types of mood disorder




  If your mood swings have most of these characteristics it is possible that you have a mood disorder. The major difference  between

  mood disorders and other forms of mood swings is that mood disorders tend to show a consistent pattern of symptoms that occur together whenever a significant mood disturbance occurs (this

  collection of symptoms is referred to as a syndrome). Also, the changes persist for prolonged periods of time. The most common mood disorders are:




  

    

      

        	

          dysthymia (chronic minor depression);


        




        	

          major depressive disorder (unipolar disorder);


        




        	

          manic-depressive disorder (also called bipolar disorder).


        


      


    


  




  To understand the differences between these disorders, we need to look at the nature and degree of the mood changes and the associated features of each problem. As shown in

  Figure 2, dysthymia and major depressive (or unipolar) disorder are characterized by a depressed mood with no ‘highs’. The typical pattern in major depressive

  disorder is periods of depression interspersed with periods of normal mood. Dysthymia has less severe symptoms than major depression, but there are relatively few periods of normal mood.

  Furthermore, feelings of sadness are very persistent, occurring virtually every day for two or more years. Not surprisingly, individuals with dysthymia frequently report a lack of self-confidence

  and low self-esteem.




  The term manic depression (or bipolar disorder) encompasses a number of syndromes characterized by both downswings and upswings. Individuals with bipolar I disorder

  experience episodes of major depression and mania. There are two different types of mania: euphoric mania (where the person is elated and full of optimism) and dysphoric mania (where

  the person is high but also irritable, impatient, and agitated). Less /common forms of bipolar I disorder also exist, such as rapid cycling (where a person experiences four or more episodes

  of mania or depression within 12 months), or mixed states (where a person experiences the symptoms of mania and depression simultaneously).




  

    [image: ]




    Figure 2 Patterns of mood change in mood disorders


  




  Bipolar II disorder (where an individual experiences major depressions and less intense ‘highs’ called hypomania) and

  cyclothymia (an unstable mood state, with milder ups and downs than those of bipolar I or II disorder) are together known as the bipolar spectrum disorders. Although these are less

  severe than bipolar I disorder, individuals with bipolar spectrum disorders still have to cope with significant difficulties in their daily lives.




  Hypomania tends to have more of the positive and few of the negative features of mania, but individuals with bipolar II disorder still experience severe and debilitating depressive episodes.

  Likewise, cyclothymia is characterized by less intense emotional shifts, but mood changes occur in an unpredictable way over many years, disrupting the lives of individuals and their families.




  Table 1 identifies some of the typical features of the depressive and manic phases of bipolar I disorder. You may find it useful to compare the descriptions of these states with the list you

  made relating to your own ‘good’ and ‘bad’ moods in Chapter 1. This will give you some indication as to whether your symptoms are the same as those seen in the most common

  mood disorders. However, it is important to note that the list you have drawn up is unlikely to be identical to the information provided as I have outlined in the table only the commonest features

  of mania and depression. To be classified as bipolar I disorder, the symptoms have to be present for at least seven days for mania and at least 14 days for major depression. In reality, the

  symptoms usually persist for considerably longer. In bipolar spectrum disorders, many of these symptoms occur in a less severe form and for shorter periods of time.




  

    



    [image: ]


  




   If you are not sure about the nature of your problems, or wish to explore these issues in more detail, it may be useful to look at some of the references

  provided at the end of this book (here). Alternatively, you may wish to seek advice from other relevant organizations or professionals. Some contact points are suggested in

  the section of ‘Useful addresses’ (here).




  Psychosis: The most severe episodes




  In very severe episodes of depression or mania, a person may lose touch with reality and develop psychotic symptoms. These may include experiencing unusual sensations

  (called hallucinations) such as hearing voices when no one is around or seeing things that no one else can see. Alternatively, the individual may develop abnormal beliefs about themselves or their

  world (termed delusions). The content of the delusions is usually influenced by the individual’s mood state. In mania, people frequently believe that they are special and have the power to

  change the world (e.g. believing that they have special skills as a negotiator and should fly to New York to negotiate world peace). In depression, people have a very negative outlook, often

  holding the conviction that they are evil and responsible for many of the injustices in society. Psychotic symptoms usually subside as the individual’s mood returns to normal. Although

  relatively rare, these symptoms can cause great concern, especially if the person is unable to recognize or accept that their abnormal beliefs are a product of their mental state and not a

  reflection of reality. In such extreme situations, treatment in an inpatient setting is frequently recommended.




  Treating manic depression




  The next two chapters explore the causes of manic depression and current approaches to treatment. Some of the information in these chapters may be of interest to people

  with unipolar disorders, but other texts published in this series, such as Overcoming Depression by Paul Gilbert and Overcoming Low Self-Esteem by Melanie Fennell may be more useful.

  Details of these books are given on here.




  

    

      CHAPTER SUMMARY




      

        

          	

            Mood disorders are characterized by


            – persistent mood disturbance, accompanied by


            – a consistent pattern of change in a person’s thinking, behavior and physical functioning.


          




          	

            The most common disorders associated with mood swings are:


            – recurrent unipolar depression;


            – bipolar I disorder;


            – bipolar II disorder;


            – cyclothymia.


          




          	

            Bipolar disorders are also referred to as manic depression.


          




          	

            All of these disorders can cause severe disruption to a person’s day-to-day life.
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  Who is at risk of manic depression?




  This chapter first looks at who is at risk of developing the most common forms of manic depression. It then explores the factors that may cause the onset of bipolar disorders

  or that increase the likelihood of relapse.
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