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Foreword


PSYCHIATRY IS ONE OF medicine’s most misunderstood disciplines. Despite frequent portrayals in the popular media, bipolar affective disorder (manic depression) remains one of psychiatry’s most misunderstood diagnoses. Many who suffer from this illness believe they don’t have it, and there are some who are certain they have it but don’t. Unfortunately, psychiatrists tend to see more of the former, and persuading people, especially young people, that they have a serious mental illness is extremely difficult. While depressed people often know they have a problem, and are often willing to seek treatment, most manic individuals do not see a problem or a need for help. They often put themselves and their loved ones through a number of horrific episodes before they “get it.” What makes this even more tragic is that good, effective treatments are available, and most people with this illness can live a “normal” life if they find, and stick with, appropriate treatment.


For those people who wonder if they have bipolar disorder, there is little awareness of the variety of alternative diagnoses that may be more accurate. The right diagnosis is the first step in getting the right treatment.


Psychoeducation is the education offered to people who live with psychological disturbances. Its goal is to help the patient understand and be better able to deal with the illness. It also helps to reinforce the patient’s own strengths, resources, and coping skills, so that they can become active participants in their health and well being.


In addition, friends and family members are frequently confused about what is happening to their loved ones. Often, the normal, supportive responses are not helpful, and families are afraid to say or do “the wrong thing” and potentially make things worse. They wonder what went wrong, what they can do to help, and what the future holds for the patient.


I spend a considerable part of my time trying to educate patients and family members about bipolar affective disorder. Many patients and family members ask where they can look for more information, and bemoan the absence of a book such as this one. This book fills a valuable need in explaining to the average person what bipolar disorder is and how to deal with it.


Dr. Haycock has done a masterful job of explaining a complex subject in a way anyone can understand. In clear, easy-to-understand language, he describes the symptoms; goes through the history, causes, and treatments; and explains living with this disorder. There are many complicating factors in the diagnosis and treatment of bipolar disorder. This includes the effect on the family, misdiagnoses and alternative diagnoses, substance abuse, creativity, medications, and alternative treatments. He addresses just about every possible concern that someone with this illness, or whose loved one suffers from this illness, might have.


I expect this book to be the first choice of general physicians, psychiatrists, psychologists, social workers, and therapists for bipolar disorder patients and their families. This book is not only an indispensable source of information, but it may be used as a valuable adjunct to the therapeutic process.


—Sheldon Whitten-Vile, MD




Introduction


BIPOLAR DISORDER HAS BEEN called the medical condition du jour. For some people, it is mistakenly seen as a trendy disorder associated with artists, writers, actors, and creative high achievers. It has been linked to many celebrities, who have talked about their struggle with the disorder. In so doing, these well-known spokespersons have performed an admirable service by helping remove the stigma associated with mental disorders of all types.


But a few people reason that if famous, accomplished people have bipolar disorder, it might not be such a bad thing to have. This naive view is never shared by anyone who has suffered from this illness. Untreated, it can be life threatening; suicide claims as many as 20 percent of those who struggle with this brain disease.


Despite the increased public awareness of the disorder, the common belief around the world that a mental disorder is a source of embarrassment—a personal flaw—persists. The masses of people who aren’t writers, artists, or entertainers, who don’t have publicists but do have bipolar disorder—and there are millions of them—don’t see glamour in the illness. Instead, they experience disrupted lives, personal pain, and often discrimination.


Faced with the reality of their diagnosis, they recover their health by taking charge and managing their illness. They learn to recognize their symptoms, intercept destructive mood swings, and continue their treatment. The odds are in your favor if you do the same.





CHAPTER 1
The Basics of Bipolar Disorder




The term bipolar disorder refers to a group of brain diseases that cause moods to fluctuate widely and uncontrollably. It can cause you to move from depression to mania, from spirit crushing and potentially life-threatening lows to dangerous highs. These extreme fluctuations have a negative impact on energy level, thoughts, behavior, and the ability to function. Although not curable, bipolar disorder can be controlled with treatment. It’s difficult to determine how many people have this disorder, but the National Institute of Mental Health estimates that about 5.7 million adults are dealing with it in the United States. This means that two or three out of every 100 adults in the United States has some form of bipolar disorder. Half are over twenty-five years of age when they develop the disease. Worldwide, more than 250 million people may have bipolar disorder.





What Is Bipolar Disorder?


Bipolar disorder is a severe brain disorder that causes unusual mood swings, accompanied by changes in energy and activity levels. It can seriously interfere with a person’s ability to function day-to-day. Once called manic-depression or manic-depressive illness, bipolar disorder’s recurring episodes of mania and depression distinguish it not only from normal mood fluctuations but also from other mental disorders. The extreme mood swings—unless treated—can seriously affect well-being by damaging relationships, educations, careers, financial security, and personal safety. Like many complex mental disorders, bipolar disorder cannot be cured, but it can be effectively treated with medication, therapy, and healthy lifestyle choices.


There may be a long delay—years in many cases—between the first appearance of symptoms, diagnosis, and treatment. The disorder can be difficult to diagnose, because symptoms vary with time. Often, it is confused with depression. Other symptoms of bipolar disorder, considered in isolation, can lead to misdiagnoses. Only when the complete picture of symptoms are inventoried and considered is an accurate diagnosis possible. Once correctly identified and treated, however, you can live a rewarding, productive life largely free from the debilitating, extreme fluctuation of severe depression and mania.


Manic Episodes


Some people think that having lots of energy and enthusiasm is the same as experiencing a manic state. It’s not. There are easy ways to tell the difference.


Rapid Speech, High Energy, and Euphoria


Mania involves lightning-quick ideas that people barely have time to process or verbalize. Nevertheless, this does not stop them from trying, and they may talk nonstop. Speech may become nonsensical, with rhyming words for no reason, or making illogical, disconnected observations. Words may come so quickly, a listener can’t follow them, and the speaker can become hoarse from trying to keep up with his thoughts.


Another symptom is seemingly boundless energy. People experiencing mania might go for days without sleep. They may exhibit a childlike blend of fascination and impatience toward activities or people. Like a child quickly engaged—and just as quickly bored—someone in a manic phase often flits from one pursuit to the next, from one unrealistic plan to another one.
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Bipolar disorder can play a role in serious crimes. Recent studies suggest significant connections between bipolar disorder and spousal and child abuse. Mania can inspire people to commit acts of larceny, extortion, or fraud. In The Informant!, a 2009 movie based on a nonfiction book, the character played by actor Matt Damon is said to have bipolar disorder, which contributed to embezzling activity that resulted in prosecution and jail time.









Mania can be characterized by a strong sense of euphoria, but this euphoria can switch to anger or hostility very quickly. Someone who seems deliriously happy one moment can become irritated in an instant, for example.


Manic Thinking, Manic Psychosis


Manic episodes may involve grandiosity resulting in the belief that you are much more accomplished, brilliant, talented, inventive, beautiful, etc. than you really are. The slightest accomplishment can be elevated to an outlandish degree. A routine task such as taking out the trash, for example, might be described as profound an experience as curing cancer. You may develop an unrealistically high level of self-confidence, and dangerous optimism. In your eyes, you may believe that nothing bad could happen to you. Insight and self-reflection fade. It can be extremely difficult to convince someone experiencing mania that something is not right, and that he should seek help.


In extreme cases, manic thinking can become manic psychosis, in which a person hallucinates or hears voices that support his grandiose view of himself or herself. Common delusions include having extraordinary talent or skill, or being rich or aristocratic. A person might believe he can heal the sick with his touch. Delusions can also inspire feelings of persecution.


Risk Taking, Sex, and Nosiness


Mania is often associated with risk-taking behavior. This can include sudden and unplanned trips, business investments, and spur-of-the-moment marriages; compulsive gambling; giving away possessions or paying people’s bills; running up huge phone bills; buying expensive cars, jewelry, or large quantities of less expensive items; and calling attention to oneself in public by shouting, preaching, dancing, or singing in the street.


Another symptom of mania is increased sexual activity. A person with bipolar disorder might become involved with a casual acquaintance or stranger to satisfy a sudden and intense sexual need. It is not uncommon for someone with years of untreated bipolar disorder to have a long list of marriages and/or people with whom she has had sexual contact.
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Jayson Blair’s career as a New York Times reporter ended in 2003 because he copied stories from other newspapers and fabricated quotes and sources. Grandiosity, inflated self-esteem, and high-risk behavior all seem to have played a role in his unfortunate self-destruction as a journalist. Later, Blair said he became a certified life coach, using his “experience with bipolar disorder and other issues to help others in similar situations.”









Another common symptom of a manic episode is inappropriate involvement in other people’s lives—being a super-busybody. A person with the disorder may make, without invitation, others’ personal or professional matters her own business. She might make phone calls at inappropriate times, offer long-winded and unsolicited advice, or make bullying threats. Friends and family often distance themselves to escape this meddlesome, boorish behavior.


Manic episodes can require hospitalization, for the safety of both the patient and those around him. Untreated, it can have tragic consequences.


Depressive Episodes


The depression experienced by a person with bipolar disorder is, as the name suggests, the polar opposite of mania—and can be even more dangerous. The senses, except emotional pain, seem to shut down during such depressions. Initiative, interest, and joy evaporate. Instead of feeling grandiose, a person in a depressive state may feel guilty and worthless and think of suicide. Being alive literally becomes painful for a severely depressed person.


Reverse of Mania


Eating and sleeping patterns during depression may be the reverse of those during mania. If someone in a manic state could not slow down to eat, he may become ravenously hungry in a depressed state, or if he took great pleasure in eating in the manic state, he may have little appetite when depressed. Rather than having so much energy that he can go without sleep, a person suffering through a depressed stage of bipolar disorder appears to have no energy at all, and may want to do little besides sleep. Also, it’s not uncommon for people in a depressed state to complain of physical aches and pains that have no physiological cause.
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One feature of manic episodes is increased bodily activity: pacing, walking, fidgeting, gesturing. Your doctor may call this accelerated psychomotor activity. In contrast, depressive episodes typically involve reduced body movement, or psychomotor retardation, a natural consequence of diminished mental activity.









During an episode of depression, activities that used to engage a person no longer do. It becomes hard to concentrate on anything; gone is the intense (if fleeting) interest common in manic episodes. A person with depression loses interest in people he formerly cared about. He becomes reclusive, turning down social invitations, preferring solitude. Depression causes a person to feel defeated; nothing seems worth the effort. Someone in this state has difficulty making decisions about even the smallest things.


Like manic episodes, depression can involve anger and irritability, but these do not fluctuate with euphoria; instead, they fluctuate with anxiety, fear, and agitation. A person with bipolar disorder might cry for long periods. Even when not crying, a person suffering through a depressed stage of bipolar disorder conveys grave sadness, and a sense of despair.


At its most extreme, a depressive episode can lead to thoughts of suicide. Living seems to be such a painful burden, and a person’s life seems to her so unworthy, that dying seems to offer the only relief.


Even short of a suicide attempt, the depression associated with this, and other disorders, may cause someone to develop a strong attraction to matters pertaining to death. Ironically, it might be the one topic that sparks his interest. In fact, seriously depressed people can seem strangely energized before taking their own lives. Family, friends, coworkers, and acquaintances might even have thought that someone was “getting better” or “snapping out of it.” They are shocked to learn that the person committed suicide after her mood seemed to improve. Relief that the emotional pain will soon end may account for the apparent improved mood sometimes observed in depressed patients who decide to end their lives. Any discussion or talk of suicide or self-harm should be taken seriously and referred to a mental health professional. The National Suicide Prevention Lifeline (1-800-273-TALK (8255)) can connect you, or someone in need, to a trained counselor located near you at any time, day or night, seven days a week.


The History of the Disorder


One of the earliest descriptions of what is now called bipolar disorder appeared in the writings of the Greek physician Aretaeus of Cappadocia in the second century A.D. He noted the existence of both manic and depressive moods in the same individuals. It took more than 1,000 years before the British writer Richard Burton extended his basic observations in 1650. Burton wrote a landmark volume entitled The Anatomy of Melancholia. Burton focused on melancholia, or what we now call depression, and some of his insights on depression are still employed today. Burton’s relevance to bipolar disorder, however, stems from his description of symptoms in terms of their relative “melancholia”; his influential book tends to underemphasize the role of mania in this type of mood disorder.


Two nineteenth-century French psychiatrists, Jean-Pierre Falret and Jules Baillarger, described bipolar disorder as an illness in its own right. In the 1850s, they distinguished what they called folie circulaire (circular insanity) or folie à double forme (dual-form insanity) from simple depression, and full-blown mania without depression. (The word “insanity” is not part of current medical terminology, though it still has meaning in legal proceedings and popular culture.)
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“Manic depression” is an older term, but even in some current literature it is used interchangeably with bipolar disorder. Some experts feel it is a better name for the condition than bipolar disorder. If you are shopping for information on bipolar disorder and are uncertain about a source that calls it manic depression, check the publication date. If it has been published within the past ten years, you might consider it relatively up to date, but not necessarily. Date of publication alone, of course, is no guarantee of reliability. Check the qualifications of the source of the information you consult.









It wasn’t until the early 1900s, that the German psychiatrist Emil Kraepelin presented his concept of “manic-depressive insanity,” and introduced the term into medical terminology. Kraepelin’s ideas on manic depression were accepted slowly—but now widely—by the medical community.


In the 1950s and 1960s, psychiatrists re-evaluated features of unipolar (depression) and bipolar (mania and depression) mood disorders. They looked at what was then known about genetics, gender, age of onset, and symptoms distinguishing the two conditions.


Three researchers, Carlo Perris, Jules Angst, and George Winokur, working during the 1960s, published works that influenced our present acceptance of the existence of bipolar disorders. They helped to demonstrate the differences between unipolar and bipolar disorders.


This and other research led to the 1980 decision by the American Psychiatric Association to refer to the body of symptoms as “Bipolar Disorder” in the third edition of its official Diagnostic and Statistical Manual of Mental Disorders (DSM-3). The final revision of the fourth edition, the DSM-IV-TR (TR = text revision), was published in 2000. The current edition, DSM-5, was released in May 2013. This book is used by mental health workers to categorize all mental health problems. Part dictionary, part encyclopedia, it provides a common vocabulary for doctors and health insurers to use when describing or discussing mental disorders and complaints.


Both past and present versions of the manual have been criticized. Some believe the pharmaceutical industry has too much influence in selecting and describing the disorders included. Another criticism is that practically none of the disorders are based on biological findings, i.e., there are no clinical tests for the overwhelming majority of the disorders described in the book. When researchers develop these tests, they will undoubtedly be helpful. Until then, psychiatrists have no choice but to base their diagnoses on the symptoms they see in the people they treat.


Descriptions of bipolar and related disorders have changed somewhat in the latest edition. Unlike the DSM-IV-TR, the DSM-5 adds to the traditional description of mood changes an emphasis on the increased energy and activity seen in people experiencing mania, or hypomania. This emphasis was added to make it easier for doctors to accurately detect, and diagnose, bipolar disorders. A second change was the removal of the diagnosis bipolar I disorder, mixed episode. True mixed episodes in which a person simultaneously displays all of the criteria of both manic and depressive episodes are rare. Instead, the DSM-5 applies the term “with mixed features” to a manic or hypomanic episode if some features of depression are present at the same time. The specifier, “with mixed features,” can also be applied when someone experiencing a depressive episode has some symptoms of mania or hypomania.


The latest edition also provides a way to note if someone has bipolar symptoms with anxiety. This anxious distress specifier may be useful, because although anxiety isn’t a defining symptom of bipolar disorder, many people experience it along with bipolar symptoms.


Another change in the DSM-5 is inclusion of the diagnosis “Other Specified Bipolar and Related Disorder.” It enables doctors to provide a diagnosis of a bipolar disorder when symptoms fall a bit short of the criteria applied to other types of bipolar disorders. For example, if a person has suffered major depression in the past and now is experiencing hypomania, but not long enough to meet the criterion of bipolar II, she could receive the diagnosis “Other Specified Bipolar and Related Disorder.”


Major Types of Bipolar Disorder


Three major types of bipolar disorder are bipolar I, bipolar II, and cyclothymic disorder. Psychiatrists also recognize four other diagnostic categories of bipolar disorders. These are: “substance/medication-induced bipolar and related disorder,” “bipolar and related disorder due to another medical condition,” “other specified bipolar and related disorder,” and “unspecified bipolar and related disorder.”


Bipolar I is characterized by periods of extreme mania. It doesn’t necessarily involve periods of major depression, though most people with this type of the disorder have experienced, or will experience, serious depressive episodes at some point.


Bipolar II involves periods of less extreme mania, called hypomania, alternating with episodes of major depression. Although the manic highs of bipolar II are less extreme than those of bipolar I, bipolar II is in no sense a “bipolar lite” version of the disorder. Some people still refer to bipolar II as a less severe form of bipolar disorder. People with bipolar II disorder, however, can face significant challenges dealing with the depression and unstable moods associated with this form of the illness.


Cyclothymic disorder, or cyclothymia, entails periods of depression and periods during which a person has abnormally elevated moods, or hypomanic symptoms. None of the symptoms, however, are severe enough to be classified as full-blown mania, full-blown hypomania, or major depression.


“Substance/medication-induced and related disorder” is diagnosed when a person becomes manic as a result of taking prescribed medications or recreational drugs. “Bipolar and related disorder due to another medical condition” is diagnosed when a person’s mania can be traced to a separate medical condition. If someone shows signs of bipolar-like illness but does not have a medical history or symptoms that meet the qualifications of bipolar I, bipolar II, or cyclothymia, then a physician has the option of assigning a diagnosis of “other specified bipolar and related disorder” to that person. Finally, a diagnosis of “unspecified bipolar and related disorder” is made when a doctor treats a person with symptoms that fail to meet the criteria of the previously mentioned bipolar subtypes, and the doctor is unable to obtain enough information to make a more specific diagnosis.


Bipolar I


The key feature of bipolar I is the occurrence of at least one manic episode. It’s also possible that you may, but not necessarily, have experienced hypomania, or a major depressive episode. Many people with bipolar I have had episodes of serious depression before being diagnosed, and most will experience depression at some point.


It doesn’t happen often, but it’s possible that you could have signs of depression while you’re manic, or hypomanic. You could also have some signs of mania, or hypomania, when you’re predominantly depressed. When this rare situation applies, your physician may describe your condition as bipolar, with a “mixed features specifier.” Here’s how writer Marya Hornbacher, who endured years of torment, including anorexia and substance abuse, recalls her rages: “It seemed to happen overnight: one day I am calm, and the next I am raging. It’s very simple. Happens like you’re flipping a switch. Julian [her husband] and I are going along, having a perfectly lovely evening, and then it’s dark and I am screaming, standing in the middle of the room, turning over the glass-topped coffee table, ripping the bathroom sink out of the wall, picking up anything nearby and pitching it as hard as I can. The rages always come at night. They control my voice, my hands.” Eventually, Hornbacher was diagnosed with bipolar I. She tells her story in her book Madness: A Bipolar Life.


When major depression affects a person with bipolar disorder, it significantly raises the chance of suicide. In very rare cases, it can make a person feel so bad about life that out of a feeling of “mercy,” she may decide to kill other people. Mothers have been known to take the lives of their own children due to depression or bipolar disorder. It’s not difficult to see why it’s essential that a person with bipolar disorder should seek treatment—if untreated, she will be lucky to be hospitalized before causing harm to herself, or, in rare cases, to someone else.


Bipolar II


If you have bipolar II disorder, you have had at least one major depressive episode and at least one hypomanic episode. Hypomania is a less severe form of mania. You will not have had a fully manic episode, however. In the past, bipolar II was sometimes considered a less debilitating illness than bipolar I. That is not the case anymore. Your work life and your social life may be seriously affected by your depressions and by your unstable moods. Fortunately, bipolar disorders, as we’ll see, often respond well to medication and therapy.
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What is bipolar spectrum illness?


Symptoms such as changing moods, impulsive behavior, and irritability are not limited to bipolar disorder. Some psychiatrists who see them in patients with other disorders suspect that bipolar I and II are part of a spectrum that may include eating disorders, substance abuse, and recurrent major depressive disorder. Perhaps, they reason, some people with these disorders might respond to lithium or other medications used to treat bipolar disorder if they don’t respond to antidepressants. The case for bipolar spectrum illness, however, needs more proof before most psychiatrists can accept it.









The mania that often brings people with bipolar I to the attention of a doctor may make it easier to then diagnose bipolar II, which might be mistaken for simple depression. This situation can lead to inappropriate treatment. It’s important to understand that treatments for depression without mania are not the proper treatments for bipolar disorders. There is also a risk that improperly treated symptoms can escalate. While it’s possible to stay at the bipolar II level indefinitely, it’s also possible that symptoms may worsen to the level of bipolar I. This transition is more likely over time, as events take a toll and exacerbate untreated symptoms.


There is also the matter of heightened depression. Since the intensity of depressive episodes is more intense than that of hypomanic episodes, thoughts of death and suicide can pose a serious risk. The seemingly happy person who shocks family, friends, and coworkers by committing suicide might have been suffering from undiagnosed bipolar II.


Hypomania


The manic episodes seen in bipolar II are called hypomania. It has many features in common with mania, but it does not result in elevated moods as extreme as those in full-blown mania. A hypomanic episode lasts four days or more, during which a person’s mood is abnormally expansive, or elevated. An unusually high level of activity and a feeling of being energized accompany these feelings. Sometimes the predominant mood may be more irritable than simply elevated, but the abnormally increased level of activity will still be present.


Instead of feeling euphoric, a person having a hypomanic episode experiences unrealistically heightened confidence. With hypomania, you might notice how assertive or outgoing you suddenly have become. You might find that you have the courage to do things you avoided before: start new projects, approach strangers, ride a scary roller coaster, make a high dive into a pond, go parachuting or hang-gliding, speak in public, or sing karaoke. You may feel oddly in tune with life, and feel like you know exactly what to say or do.
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Normal and abnormal moods seem to lie on a continuous spectrum. At one extreme is severe mania. It blends into a less exaggerated, less energetic mood called hypomania. Hypomania, although abnormal, is closer to a balanced or normal mood viewed as healthy. As moods pass to the opposite end of the spectrum, they become moderate depression and finally severe depression. This neat scheme can be complicated a bit by the existence of mixed moods, which have some of the symptoms of both depression and agitation.









You also are likely to engage in more sexual activity and thoughtless spending. Again, none of this is quite as extreme as with mania. For example, people experiencing hypomania might be more discreet in pursuing sex than if they suffered from mania. You may not spend all your money, but you may spend beyond what you can realistically afford. And unlike mania, hypomania is not associated with full-blown psychosis.


In hypomania, people usually cannot do without sleep altogether, but they do sleep less. Their thoughts are not expressed as incoherently, in a nonstop stream, as they are during a period of mania, but they are heightened and more rapid than usual. People experiencing hypomania don’t talk nonstop until they are hoarse, but they do talk more than usual. For example, people who normally don’t interrupt others in conversation are suddenly unable to resist butting in.


Puzzling Mood Shifts


In hypomania, sudden confidence can vanish quickly. People who met you while you were outgoing, vocal, fun-loving, and enthusiastic might be baffled at the relative level of social discomfort you display once your mood returns to “normal.” On the other hand, people who have known you longer might wonder why you are suddenly not behaving like the person they thought they knew. They will notice your changed behavior when you are hypomanic, because you don’t behave like this unless you’re experiencing an episode.


Friends, coworkers, and family, as well as the person with bipolar II disorder, might be exasperated by the ebb and flow of confidence and drive associated with hypomania. An undiagnosed individual might wonder why he couldn’t stand up to his boss on Friday, when he had no trouble doing so on Monday. Over time, the cycle renders him increasingly confused about himself, and apprehensive about his unexplainable personality shifts.


Concentration and Goals


Hypomania causes a person to become easily distracted, and have difficulty concentrating, but the effect is not as dramatic as it is in full-scale mania. For example, rather than rapidly dropping complete interest in one activity or person for another, someone with hypomania might complain of having trouble concentrating on a project. During hypomania, a person might ask you to repeat several times what you just said, because he or she was thinking of something else during the conversation. Thoughts may be passing quickly through her mind, limiting her ability to concentrate.


If you have bipolar II, you might be obsessed with achieving a particular personal or professional goal. For example, you might turn down a dinner invitation, because a work report “must” get finished, even though there’s plenty of time to complete the report during normal working hours. In fact, you might end up spending little time that evening working on the task that prevented you from accepting the dinner invitation if other tasks distract you. Another manifestation of this type of behavior might be an intense focus on trivial details, which take up much more time than they warrant. Thus, a five-page report might become a twenty-five-page report. People who abuse diet pills and amphetamines sometimes experience this type of single-minded focus.


Dangers of Hypomania


Though more euphoric than someone’s “normal” behavior, hypomanic episodes are less likely to signal that someone needs hospitalization or is otherwise in serious danger. In fact, some people might think being hypomanic isn’t so bad. It has its obvious drawbacks, yet it also might sound attractive to feel highly confident or goal driven. It even sometimes passes for highly enthusiastic normal behavior.
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If anyone suggests that employers should go out of their way to hire people with hypomania, he is missing some important points. This ironic reverse discrimination indicates that many people see only the superficial “up” side of hypomania, and not the inefficiency that often accompanies it, not to mention its reverse side: depression. Furthermore, bipolar II symptoms can worsen to become bipolar I symptoms.









There is an ironic aspect of bipolar II: Since hypomania is less likely to cause serious problems in someone’s everyday life, an individual may be misdiagnosed as simply depressed when that symptom becomes the dominant mood. The hypomanic state might be misinterpreted as evidence of enthusiasm; it might not be recognized as part of the problem. This is why it is essential that you consult a mental health professional who is qualified to recognize and diagnose this disorder after taking a complete medical history, examining you, and speaking with people close to you. It is extremely important to remember that hypomania is related to depression in bipolar II and is part of the same illness. Where there is hypomania, there will be depression.


Cyclothymic Disorder


Cyclothymia, or cyclothymic disorder, is related to bipolar disorder but differs in terms of the severity of its symptoms. If you have a basic familiarity of the manic, depressive, and hypomanic symptoms that distinguish bipolar I and bipolar II from normal mood changes, you already have a sense of some of the distinguishing features of this condition.


Distinct from Bipolar I and II


Cyclothymia is characterized by less intense cycles of both mania and depression than those seen in bipolar I and bipolar II disorders. Less intense, however, doesn’t necessarily mean less threatening, since untreated cyclothymia can lead to full-blown bipolar disorder.


People with cyclothymia have periods of depression and periods where they experience symptoms of hypomania. However, they don’t have full-blown manic episodes, major depressive episodes, or mixed episodes (combining features of both depression and mania). Symptoms have to have been around for at least two years, and never absent for more than two months, for a diagnosis of cyclothymic disorder.


As with hypomania associated with bipolar I, dramatic shifts in energy from high to low, unpredictable mood changes, marked changes in ability to concentrate or engage in introspection, and heightened or dulled perceptions are features of this disorder. Emotions are strong, and there may be a desire to shock or act in an outrageous manner. Unlike people with bipolar I or bipolar II, however, a person with cyclothymia may not have exceptionally powerful sexual urges. Though depression isn’t as great as in bipolar I or II, someone with cyclothymia still feels quite down when the disorder shifts in that direction.


On balance, cyclothymia, though less dramatic than bipolar I or II, can have a significantly negative impact on the quality of a person’s life. It must be treated, especially since it can progress to a more serious mood disorder.


The designation “substance/medication-induced bipolar and related disorder” is used if you are taking, or undergoing withdrawal from, a medication or an illegal drug that is capable of producing an elevated or irritable—and persistent—mood that hinders your ability to function. A depressed mood may occur but isn’t required for this diagnosis. Alternatively, if a medication causes you to lose interest in all or nearly everything you do, and prevents you from finding enjoyment in your activities, then this diagnosis would also apply. Sedatives, antianxiety medications, insomnia medications, amphetamine, cocaine, and dexamethasone are examples of substances that can affect mood.


“Bipolar and related disorder due to another medical condition” describes a condition in which a person experiences an obvious and troubling period of mania or hypomania that can be traced to another illness. For example, people with multiple sclerosis, overactive thyroid (hyperthyroidism), traumatic brain injury, stroke, or exposure to excess levels of the steroid hormone cortisol (Cushing’s disease) may experience periods of abnormally elevated or irritable moods and/or moods accompanied by increased energy and activity.


“Other specified bipolar and related disorder” is a diagnostic category your doctor can use if your symptoms fail to meet some, but not all, of the criteria used to diagnose bipolar I, bipolar II, cyclothymic disorder, or related disorders. The DSM-5 offers these examples of other specified disorders: “Short-duration (two to three days) hypomanic episode and major depressive episodes, Hypomanic episodes with insufficient symptoms and major depressive episodes, Hypomanic episode without prior major depressive episode, and Short-duration, cyclothymia (less than twenty-four months).”


“Unspecified bipolar and related disorder” is similar to the above, specified, diagnosis, but it differs by not having reasons for the diagnosis spelled out. This diagnosis might be given if, for example, a physician sees indications of bipolar disorder but doesn’t have enough information to describe it fully.


Other Variations


Many mental disorders seem to lie on a spectrum in which symptoms can subtly blend and vary in degree. Some people develop clear and incapacitating symptoms, while others have less severe symptoms, combinations of symptoms, or personalities with traits that remind other people of more serious problems.


Classifying and Refining the Diagnosis


Because patients are seen at different stages in the course of their illnesses, and because symptoms vary, psychiatrists have developed a variety of classifications to describe the different types of problems for which patients seek help. Psychiatrists call these “specifiers.” For example, someone might have a bipolar disorder with anxious distress.


Another person might have a bipolar disorder with mixed features. Mixed features refer to a manic or hypomanic episode accompanied by features of depression. It would also be used if someone was predominantly depressed with features of mania or hypomania, in which case it would be designated “Depressive episode, with mixed features.” The rapid cycling specifier is used to indicate that a person’s bipolar I or bipolar II disorder includes four major mood episodes in the past year. If hallucinations or delusions occur during an episode, the specifier “with psychotic features” will be added to the diagnosis. The specifier “with seasonal pattern” reflects the regular reoccurrence of hypomania, mania, or depression at roughly the same time each year. For example, a patient may become depressed each winter, but recover in the spring.
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On occasion, a patient has symptoms that look like bipolar disorder, yet don’t meet all of the criteria. In these instances, she might be diagnosed as having either “other specified bipolar and related disorder” or “unspecified bipolar and related disorder.” These designations allow physicians to classify a person’s illness as bipolar while they see how the illness is, or is not, being manifested according to established diagnostic guidelines. Insurance companies also require a formal classification before they consider reimbursing or paying for treatment.









Rapid Cycling


Rapid cycling of bipolar I or II is associated with more severe symptoms. It refers to having a major depressive, manic, or hypomanic episode at least four times in the previous year. The order of the moods, or their combination, does not matter. For a diagnosis of bipolar I or bipolar II with rapid cycling, the different moods must immediately follow one another, or a mood must be followed by a brief period free of extreme mood swings lasting at least sixty days.


In extreme cases, some people rapid cycle several times a day. All told, 10–20 percent of bipolar patients experience rapid cycling, often in the first few years of the illness. It happens more often with bipolar II than bipolar I, but it can occur in both. It affects women, who account for 70–90 percent of the cases, much more often than men. It also tends to coincide with earlier onset; people who recycle have their first episode about four years earlier than people with nonrecycling bipolar disorder. This means they are more likely to be teenagers when they first show signs of the disorder.





CHAPTER 2
How Do You Know If You’re Bipolar?




Mood changes are normal. They are part of what it means to be human. When things go well, you feel “up,” delighted or happy. Serious setbacks such as loss of a loved one, divorce, or loss of a job can make you feel “down” or depressed. Extreme mood changes that develop in response to nothing in particular—or to normal, everyday challenges—are not normal. How can you tell if your ups and downs fall within a normal range or if they signal the presence of a problem that might require professional assistance? One sure indication of a problem would be if your fluctuating moods make you so unhappy, dissatisfied, or ineffective that they seriously interfere with your work and private life. The only way to determine for certain if you have bipolar disorder, however, is to consider your past and present medical and mental health history with the help of a specialist qualified to diagnose mental disorders.





Mistaking Bipolar Disorder for “Normal”


Ironically, although we know more about bipolar disorder than we did just a few years ago, the fast pace of life and the stress people often feel today can make it difficult to tell if someone has bipolar disorder. Today, we do not just admire achievement; we admire over-the-top achievement. Hence, the hypomanic side of bipolar disorder might, for a time anyway, fit well with someone’s career and lifestyle—unless and until it sabotages him.


People might marvel at how much an individual with bipolar disorder accomplishes and wonder where all her energy comes from. Then, when her mood shifts to depression, people might attribute it to working too hard—which leads to the conclusion that all she needs is a little rest. Or people might wonder why this highly motivated person is so profoundly plagued with self-doubt.


In other situations, such an individual might suddenly turn on close associates or loved ones. People might dismiss this unsocial behavior with clichés: She has a larger-than-life personality or does not suffer fools gladly. Acquaintances might conclude that this irritable person, like others who are highly driven to succeed, is easier to admire from a safe distance.


Again, observations such as these are consistent with bipolar disorder, but they tell you little about your mental health. You need to see a doctor to know for sure.
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It is neither accurate nor helpful to think of bipolar disorder as “romantic” or “appealing.” When you hear someone comment, “He is probably bipolar, but for him it’s a good thing, because it helps him accomplish so much,” you can be sure the speaker lacks a fundamental understanding of the illness. As many people living with bipolar disorder know, it must be viewed as a serious condition requiring treatment because when it is out of control, it can destroy lives.









However successful a person with bipolar disorder might be for a time, treatment is still essential. The mania is still destined to get out of control, and a seemingly successful person might end up making tragically unfortunate choices. Also, the depressive part of the cycle will likely appear, and with it the possible threat of suicide. When someone who seems to be successful mysteriously commits suicide—or, short of that, suddenly engages in self-destructive behavior—it is possible she has bipolar disorder but does not know it.
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