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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 bipolar disorder (which is sometimes referred to as manic depression), this book may prove useful to those who experience less severe, but nevertheless disruptive ups and downs in how they feel.


Since the first edition of this book appeared, we have seen a range of new ideas and developments in the field of bipolar disorders. For example, the diagnostic criteria for mania and hypomania have been modified, cognitive theories of mood dysregulation pay more attention to the role of sleep–activity rhythms, and there have been further advances in the treatment of bipolar disorders. Also, nearly everyone has access to or uses electronic and digital devices and most engage with social or news media. So, this second edition of the book has tried to take all these developments into account.


Greater awareness of the role of activity and energy as well as different mood states in mania has led to some revision of the symptoms used to make a diagnosis of bipolar disorder. These changes are reviewed to make sure readers are provided with up-to-date information. Likewise, research work on rest–activity patterns has helped improve our knowledge about the key elements of healthy sleep routines. So, the advice on self-monitoring of sleep patterns has been updated to reflect these new ideas. In addition, scientific studies on sleep–wake cycles have led to the development of a specific therapy model called CBT-I (cognitive behavioural therapy for insomnia) that can be used to address sleep problems. This new edition of the book also reviews new information about the role of exposure to natural and artificial light in affecting moods and behaviours. Given these developments in chronobiology and chrono-therapeutics (i.e., sleep and circadian rhythm research, CBT-I and light therapies), several sections of the book include additional information about self-help techniques that have been taken from CBT-I. Some ideas are presented on how some of the interventions that modify exposure to different forms of light can be included in self-help. Also, light and dark therapies are briefly discussed, especially if there is some evidence to suggest these approaches can help people with bipolar disorder.


In other chapters, I briefly discuss some of the new medications that are now available for bipolar disorder. Given the pace of drug developments, I try not to get caught up in detailed discussion of each new medication (there is a danger those discussions would be out of date before this new edition is published!). Instead, I focus more attention on the issue of how groups of medications are classified and how some have been re-targeted for use in bipolar disorder. This is deliberate, as it is increasingly clear that this classification of medications can confuse or worry individuals when they receive a prescription.


Regarding cognitive theories, there is new evidence about the role of thinking processes as well as the content of automatic thoughts in triggering or maintaining anxiety and depression. The issue of so-called repetitive negative thinking and cognitive processing are mainly included in the chapters about depression. Furthermore, the book highlights that several scientific studies demonstrate that two new models of CBT called mindfulness-based CBT (MBCBT) and rumination-focused CBT (RFCBT) can be very useful in clinical settings to help individuals overcome anxiety and depression. So, I explore which mindfulness and rumination-focused techniques can be instituted as self-help approaches. I am sure that some of you, but not all of you, will find techniques taken from these new approaches useful for managing or preventing depression and anxiety. However, there is only limited research on using RFCBT or MBCBT for individuals with bipolar disorder. As such, I cannot recommend any of the mindfulness or rumination-focused techniques in a self-help programme for reducing symptoms in acute hypomanic or manic episodes nor for severe mood swings. This advice may change in the future if we have more information and research available. But for now, if you do want to explore if these new approaches can be used for all phases of your mood swings or bipolar disorder, it is recommended that you consult a specialist who is trained in MBCBT or RFCBT.


Electronic and digital media are now part of the day-today life of most individuals. Individuals with mood swings have also found several online groups that offer valuable support and advice. Furthermore, access to digital or electronic devices can assist you in undertaking more accurate self-monitoring of sleep duration and daily activity levels. Using these devices won’t change what information you are encouraged to record, but it may be that you prefer to use these devices rather than a notebook. The good news for readers of this book is that many of the self-monitoring assessments and templates are now available for you on a dedicated website (https://overcoming.co.uk/715/resources-to-download). However, it is true to say that the online world may be a blessing, but it can also be a curse for individuals with mood swings. So, this edition of the book looks at some forms of social media use that may be less helpful when you are experiencing mood swings and examines some of the risks, such as problems associated with online shopping and gambling. Ideas about how to manage these issues are now included in the discussion of self-control and communication techniques.


Access to so many different social and news media websites means that an individual with bipolar disorder can quickly find out about new treatment developments, but the media sources may also increase personal exposure to fake news about health problems. As such, I’ve rewritten and extended the section that discusses ‘becoming an expert on your mood swings’. This now examines how you might assess the quality and reliability of health-related items available through social and new media and gives some hints about how you might identify fake news, by which I mean misinformation and disinformation about your general health and about mood swings.


Lastly, in thinking about your own self-management strategies, I’ve added some information about ‘advanced treatment directives’. These may become important if your mood swings ever become so severe that you need inpatient treatment. Being admitted to hospital can be incredibly stressful for anyone but, for individuals with bipolar disorder, it often feels like they have lost any control over what happens next to them. So, this new edition includes brief notes on how to plan ahead, so that if the worst should happen, your preferences are known in advance about the types of care and treatment that you are most comfortable with, and those that you do not want to receive.


Overall, there are several additions to this second edition, but some things remain the same as before, most notably the structure and layout of the book. It is still divided into four parts, each of which starts with a set of aims. I would encourage you to check these lists first, to be sure you understand the overall aims of the section. You can then decide if all or some of each part of the book is of interest to you. However, before you get underway, there are four topics that I’d like to highlight:


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 zoom in on certain sections, some parts of the book will overlap with earlier chapters. This makes it easier for those who jump between sections to follow the basic ideas being presented. Whilst this strategy may feel unnecessary to 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 behavioural therapy (CBT). (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 any new idea or activity into practice is bound to be easier if you are 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. Please be aware, that whilst some of you will assume this means using a paper notebook, I also mean these statements to imply digital recordings and any other use of electronic or online media that you use routinely. It seemed unhelpful to state this every time I mention self-monitoring or recording observations, etc., so please bear in mind that every time I suggest making notes this refers to any format you chose for self-monitoring or other exercises.


The important thing to be aware of is that you will gain more in the long term if you do make a record whenever I suggest creating 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 or digitally, and believe they can do most 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 keeping detailed records. 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 to see what happens next. In these situations, 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 are not simply reliant on my descriptions; you can draw on your own experience. Secondly and very importantly, writing it down makes it real. If you write down what you think and you can re-read it, this is very powerful. Also, you gain a little distance from it and will find working on it a lot easier. Many obstacles or barriers to 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 or set up electronic files that you save securely. Being able to return to and review this personal information will be just as important to your skills development and progress as anything I say or suggest.



3. Aren’t there more questions than answers here?



Two individuals using this book, even if they both have similar experiences of mood swings or bipolar disorder, will differ in many other ways and may have quite different needs. The starting point for this book is that I acknowledge that no two individuals are the same. To help understand your needs, we must 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. The key aim is to engage you in self-discovery, so you can then work out how to cope more effectively with your day-to-day problems.


To guide you toward understanding your mood swings and identifying problems to work on, I will 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 bipolar disorder, and the types of treatment available. It ends with a description of the cognitive behavioural 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 kind to yourself. Think of other occasions where you have mastered new skills. For example, 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 behavioural 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. Furthermore, practice makes these skills permanent. 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 types of treatment and interventions available to individuals with mood disorders and know basic facts about the most common acute and longer-term medications prescribed;


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


• developed an understanding of the cognitive behavioural 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 behavioural 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. 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, but your mood in turn also 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 behavioural 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 chastise 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 were ‘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 that 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 behaviour 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 or setting up some digital files. 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. It is important to note that whilst many of the behaviours will be easily observed by people who know you well, sometimes the behaviour is characterised by procrastination or avoidance. In these circumstances, the behaviour you need to become aware of is the ‘absence’ of a positive action, e.g., the failure to complete a task or the lack of engagement in an activity that may get you out of the vicious cycle.


The next issue to consider is whether you were able to control your feelings and your behaviour. 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–behaviour 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 behaviour. In this way it is possible to enter a vicious cycle where moods, thoughts and behaviour 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.
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Figure 1: The event–thought–feeling–behaviour 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–behaviour’ 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 bipolar disorder), 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–behaviour


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


• Behavioural responses may include avoidance or procrastination, i.e., the absence of an adaptive reaction.


• 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 behaviour 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 all or some 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, your activity and energy levels, 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);


• bipolar disorder (also called manic-depressive disorder).





To understand the main 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 characterised 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 bipolar disorder (or manic depression) encompasses several syndromes characterised by both downswings and upswings. Individuals with bipolar I disorder experience episodes of major depression and mania. Recently, the diagnostic criteria have been revised, to reflect the fact that mood change is accompanied by changes in activity. As such, the essential criterion for the diagnosis of mania is that the individual experiences an abnormal period of persistently elevated mood and persistently increased activity or energy. The time period for this continuous change is at least one week; also, it is acknowledged that the dominant mood state might be irritability (rather than elation).


So, this essential criterion highlights that someone who is manic can show different mood states. For example, some individuals can present with euphoric mania (where the person is elated and full of optimism) but others may present with 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 episodes (where a person manifests features of mania and depression simultaneously).


[image: Illustration]


Figure 2: Patterns of mood change in mood disorders


Bipolar II disorder (characterised by episodes of major depression 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.


The criteria for making a diagnosis of hypomania are similar to those for mania, but, for example, the essential criterion requires a shorter duration for mood and energy changes (of four days). Typically, hypomania tends to have more of the positive and few of the negative features of mania. However, individuals with bipolar II disorder still experience severe and debilitating depressive episodes, and these are often more frequent than those experienced by individuals with bipolar I disorder. Cyclothymia is characterised 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 fourteen 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.


Table 1: Characteristic symptoms of depression and mania






	 


	Depression


	Mania







	To diagnose, must have:


	
Depressed mood or loss of interest or pleasure in things you used to enjoy.


This must last at least 14 days. This change should be accompanied by 5 of the following symptoms:



	
A distinct period of abnormally and persistently elevated, expansive or irritable mood and abnormally and persistently increased goal-directed activity or energy.


These features should last at least one week and present most of the day, nearly every day (or any duration if hospitalisation is necessary).


These changes should be accompanied by 3 (or more) of the following symptoms (4 if the mood is only irritable):








	 


	 


	 







	Accompanied by:


	
✓ Reduced interest, fatigue or agitation


✓ Insomnia or increased sleep (hypersomnia)


✓ Significant weight loss or gain


✓ Reduced or increased appetite


✓ Reduced ability to think or concentrate; or increase in procrastination and indecisiveness


✓ Feelings of worthlessness


✓ Recurrent thoughts of death



	
✓ Excessive investment in pleasurable activities (that have a high potential for painful consequences e.g. spending money beyond your means)


✓ Reduced need for sleep


✓ More talkative than usual with a pressure to keep talking


✓ Subjective experience of thoughts racing


✓ Increased self-esteem


✓ Grandiose ideas


✓ Distractibility (i.e., attention too easily drawn to unimportant or irrelevant external things)


✓ Increased restlessness or agitation








	 


	 


	 







	Also:


	These symptoms cause significant distress and/or impair social, occupational or other important areas of functioning


	These symptoms cause significant impairment in social or occupational functioning, or to necessitate hospitalisation to prevent harm to self or others, or there are psychotic features.








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 (p.355). Alternatively, you may wish to seek advice from other relevant organisations or professionals. Some contact points are suggested in the section of ‘Useful addresses’ (p.359).


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 recognise 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 bipolar disorder


The next two chapters explore the causes of bipolar disorder 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 in ‘Useful references’.




CHAPTER SUMMARY


• Mood disorders are characterised by


˚ persistent mood disturbance, accompanied by a consistent pattern of change in a person’s thinking, behaviour and physical functioning.


• The most common disorders associated with mood swings are:


˚ recurrent unipolar depression;


bipolar I disorder;


bipolar II disorder;


cyclothymia.


• Bipolar disorder is also referred to as manic depression.


• All types of mood disorder can cause severe disruption to a person’s day-to-day life.
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Who is at risk of bipolar disorder?


This chapter first looks at who is at risk of developing the most common forms of bipolar disorder. It then explores the factors that may cause the onset of bipolar disorder or that increase the likelihood of relapse.


The who and when of bipolar disorder


If we combine all the different subtypes of bipolar disorder together, then it is estimated that they affect about 1–4 per cent of the general population. About 0.5–1 per cent have bipolar I disorder. The exact number of individuals with bipolar spectrum disorders (bipolar II disorder and cyclothymia) is more difficult to determine as these problems may go unrecognised for many years. Unlike unipolar disorders, which affect more women than men, bipolar I disorder affects men and women approximately equally. The other bipolar spectrum disorders tend to be more common in females. However, mood swings of any type do not respect status: individuals from all walks of life and social backgrounds are equally likely to be affected.


Recent research suggests that mood swings often begin in adolescence and that the average age of onset of bipolar disorder is the early twenties. Most people who develop a bipolar disorder experience at least one episode of depression during their early adolescence and their first episode of hypomania or mania between the ages of fifteen and twenty-five. Earlier age of onset is more common in individuals with a family history of bipolar disorder. Also, there appear to be some geographical differences, with earlier age of first episodes of mania and hypomania in the USA compared with Europe. The exact reasons for these differences are uncertain, but research groups around the world are examining this finding, as it may give important insights into the causes and diagnosis of bipolar disorder. Onset of bipolar disorder after the age of forty does occur, but is less common, and it is always important to ensure that later development of symptoms is not associated with an underlying medical condition.


Duration and recurrence


By definition, mood disorders are recurrent disorders. Most individuals experience an episode of depression before they experience their first episode of mania or hypomania. Indeed, vulnerability to the latter may come to light because the medication used to treat depression sometimes sparks off an episode of hypomania. Recovery from the acute symptoms of mania usually takes one to three months, while full recovery from the acute symptoms of depression may take about six months. These estimates are very approximate; individuals vary enormously in how soon the most intense symptoms begin to settle and how long it takes for them to become symptom-free.


Nineteen out of twenty individuals who experience an episode of mania will experience at least one further episode of mood disorder at some point in their life. This often occurs sooner rather than later; there is a 50–50 risk of a further episode of mood disorder in the year after recovery from the last episode. On average, people with bipolar disorder experience about four episodes during the ten years following the onset of the disorder. A past history of frequent episodes tends to predict a similar pattern for the future.


The why of bipolar disorder: The causes


For many years, researchers emphasised the role of biological factors such as genes and brain biochemistry in causing bipolar disorder. With the passage of time, it has become apparent that no single theory effectively explains why some individuals develop bipolar disorder and others do not. Increasingly, researchers have emphasised how several interconnected biological, psychological and social factors may play a role in the onset of bipolar disorder.


The most coherent explanation of the development of bipolar disorder is the stress vulnerability model. This suggests, first, that some people have a particular vulnerability to developing a mood disorder; and second, that the onset of the disorder in an ‘at risk’ individual is likely to occur when they are faced by increased environmental, emotional or physical stress factors – what we call ‘stressors’. This section will describe the most well-recognised vulnerability factors and then explore some of the factors that may trigger the onset or recurrence of intense mood swings.


Vulnerability factors


Vulnerability to develop bipolar disorder is probably inborn or laid down at a very early stage in an individual’s life. The most important elements in vulnerability all relate to biological factors: genetics, disturbances in brain biochemistry and disrupted circadian rhythms. Future research (such as that undertaken by the Human Genome Project) may eventually show links between these three areas. For example, genes are likely to influence brain biochemistry and selected genes seem to be associated with certain sleep–wake patterns or circadian rhythm profiles. At the other end of the spectrum, the role of psychological factors is considered. Personality characteristics are probably not a risk factor for developing bipolar disorder in their own right, but they may influence the age at which the first episode occurs or the frequency of relapse.


GENETIC FACTORS


It has long been suspected that genes play a part in vulnerability to bipolar disorder. The increased likelihood that the children, sisters and brothers of a person with bipolar disorder will also develop a unipolar or bipolar disorder clearly indicates that mood disorders may be inherited. If one parent has bipolar disorder, there is a one in seven chance that their child will develop bipolar disorder. If both parents have a bipolar disorder, the risk increases to somewhere between one in two and one in three. This suggests that the more genes a person shares in common with an individual or individuals with bipolar disorder, the more likely it is that they too will develop the disorder. This has been confirmed by research on twins who have a family history of bipolar disorder. If one member of a pair of twins has a bipolar disorder, the likelihood that the other twin will develop bipolar disorder is much greater in identical twins (who share all their genes in common) than in non-identical twins (who have half their genes in common).


Research to date suggests that several different genes, rather than one single gene, may be important in increasing the likelihood that an individual may develop a mood disorder. However, not everyone with a family history of bipolar disorder goes on to develop that disorder (indeed most people do not). This suggests that people inherit only the risk of developing a mood disorder; they do not inherit the disorder itself. This may sound unnecessarily complicated, but a simple analogy may help to make the difference clear. Consider what happens if you dissolve some salt in a pan of water. If you then put the pan over a source of heat, the salt (vulnerability factor) lowers the temperature at which the water boils (disorder develops). However, the possibility (risk) that the water will boil at a lower temperature is not apparent simply from looking at the water in the pan. It is only obvious when heat (a stress factor) is applied.


BRAIN CHEMISTRY


The brain comprises many millions of nerve cells with a vast number of interconnections. Information is carried between these cells by chemicals called neurotransmitters. The chemicals pass from one nerve cell to receptors (a kind of docking station) on adjacent nerve cells. There are many different neurotransmitters in the brain, but three of them – noradrenalin (also known as norepinephrine), serotonin and dopamine – have repeatedly been shown to be abnormal in individuals with mood disorders. These three neurotransmitters are collectively known as monoamines. Some studies have reported abnormalities in the levels of monoamines in the brain; other research has suggested that there are changes in how the nerve cell receptors respond to these neurotransmitters.


The monoamines are known to be active in those parts of the brain that influence our emotions, thinking and the way we behave, but it is difficult to establish the exact role in mood disorders played by imbalances in neurotransmitters. Brain chemistry certainly affects behaviour; but we also know that behaviour (which can in turn be affected by thinking and emotions) may affect brain chemistry. So, it is not clear whether the observed abnormalities in monoamines cause an episode of mood disorder or arise as a consequence of an episode.


To be certain that imbalances in neurotransmitter levels play a role in mood disorder, we need to know how this effect is produced. Current theories suggest that monoamine abnormalities increase the likelihood of a more extreme reaction to physical or emotional stressors and that the imbalance also delays the return of the nervous system (and therefore the individual) to the previous state of equilibrium.
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