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Preface

ipolar spectrum disorders (BSDs) are a group of disorders all

of which involve cycling moods. But BSDs are also accom-

panied by a wide range of other symptoms that affect not
just your mood but also your energy, your memory and thinking,
and your connection with other people. Because the symptoms
change or cycle, it may feel like you are always losing ground, never
gaining control over your life.

But it doesn’t have to be that way. A systematic approach to
understanding and managing BSD can make the cycles more pre-
dictable and more controllable. We wrote this book to help you
break the bipolar cycle—to get some momentum on recovery.

The Big Picture

Bipolar spectrum disorders are finally getting the attention they
deserve. The media is covering the story, so the public is more aware
of BSDs. Researchers have a clearer understanding of how many peo-
ple are affected (about 3 to 8 percent of the U.S. population). They
have been able to document the personal and financial costs to those
with the condition and to their families, friends, and employers.

vii
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This new understanding about BSDs changes public policy.
Many more research dollars are being spent than ever before, and
the science is improving. New medicines and psychotherapies have
been—and continue to be—developed. Many people are treated
effectively with medicines and psychotherapy. And with more and
more celebrities sharing stories of their own struggles with BSD, the
stigma has been greatly reduced. So things will get even better.

Here’s the part that’s a little more difficule. BSD is a harder,
more painful, and more disabling disorder than doctors previously
recognized. Of course, if you have BSD, you may already know this.
But your family, friends, or employers might not. It is not unusual
for our BSD patients to tell us that people get angry at them for
not “getting better.” At different points, you may have wondered if
youre not getting better because you are just lazy or difficult. But in

fact, it’s the BSD that is difficult.

Why Is It So Difficult?
BSD is difficult because it involves problems in two key areas: mood
regulation and information processing. You know you experience
problems with the quality, stability, and intensity of your mood and
your energy level. But the mood symptoms are not the only prob-
lem. BSD can also be accompanied by impairments in informa-
tion processing—in your ability to pay attention, to remember, and
to organize information. Combined, these mood-regulation and
information-processing problems affect your motivation and func-
tioning—ryour ability to start the process of recovery, to accomplish
your personal and professional goals, and to develop meaningful
relationships with other people.

BSD is difhicult because it is a stress-related disorder. Stress
increases your symptoms, and your symptoms make it harder to tol-
erate stress. Even little events that might not have caused a moment’s
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worry before you got sick can now create substantial stress. To
recover, you need to recognize and manage stress effectively.

And BSD is difficult because it is a cycling disorder. Just when
you think you have a handle on your symptoms, the situation
changes. This can leave you and your loved ones feeling discouraged
and defeated.

But you can gain control. In Break the Bipolar Cycle, we give you
the scientific and practical information you need to manage this
disorder more effectively day-to-day.

The Bottom Line

Bipolar spectrum disorders are neurobiological disorders that affect
you on multiple levels. The psychiatrists have good options for you,
but the medications aren’t perfect, and they don’t do the whole
job. You can do a lot to optimize your treatment and enhance your
recovery.

The key to recovery is achieving a stable mood. Stability doesn’t
mean you never have highs or lows. It means your moods make
sense—they are in sync with what is happening in your life. You
have some confidence that you can tolerate a little stress, and when
you get upset (or excited) about something, you can regain your bal-
ance reasonably quickly. As you achieve sustained mood stability,
you will see improvement in your motivation and your accomplish-
ments. Maybe not rapidly but steadily.

You can optimize your ability to achieve sustained mood stabil-
ity by working closely with your treatment providers and your sup-
port network. Together with your treatment team you will monitor
your symptoms and adjust your treatment to help you achieve a
stable mood.
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The goal of Break the Bipolar Cycle is to give you the expertise
you need to rapidly recognize symptoms and stressors. This infor-
mation can help you and your treatment team decide if you need a
course correction in your medications, therapy, or activities to keep
your mood stable. With experience and careful monitoring, you will
learn which treatments help you control your symptoms most effec-
tively—and with the fewest possible side effects.

As you succeed in controlling your symptoms, BSD will become
much more manageable and much less scary. Most important, as
your BSD gets under better control, it will stop being the primary
focus of your attention. You will be able to move ahead and concen-
trate on other things that matter.

We encourage you to be proactive, systematic, persistent, and
collaborative in your approach to recovery. So although we use the
term patient in this book, we recognize that this illness affects people.
We strongly believe that proactive consumers who are educated and
involved in the management of their treatment have the best chance
at recovery. In our experience the more systematic your approach to
recovery, the more likely it is that you will reach your goals.

We hope the information in Break the Bipolar Cycle will help you
build an effective treatment team, so that you can have the support
you deserve and need. Too often people with BSD end up going it
alone. Family members and health-care providers can sometimes
blame the patient (or themselves) for the difliculties caused by BSD.
Different and sometimes inaccurate beliefs about the nature of the
condition or the course of treatment can lead to arguments and
undermine support. But it doesn’t have to be that way, and we will
provide you with the information you need to help get everyone on
the same page.
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Al) out the Boolz

Part 1 provides you with up-to-date information on BSD. The chap-
ters show you how to find yourself in the diagnostic criteria and
share the latest information on the neurobiology of BSD and on the
currently available medical treatments.

Part 2 addresses the effects of BSD on your life. The chapters
illustrate the specific ways in which problems in information pro-
cessing and mood regulation affect your ability to get started and
stay focused, to feel comfortable around people, and to stay well. We
provide tools you can use to counter these problems.

Throughout the chapters are exercises to help you manage the
difficulties. The exercises come with forms to guide you. In each
chapter, we illustrate how to use the forms. There are versions you
can copy for your own use in the back of the book.

Think of these exercises and forms as a way in which we can
leave the confines of these pages and interact with you. We can’t be
there with you day in and day out, but we can give you information
and guide you to develop skills you need to get better. These exer-
cises give you the self-knowledge you need to break the cycle.

The exercises will help you to uncover things you may not have
known about yourself and BSD, and they can help you to be more
systematic in your evaluation of your own condition. It is easy to
get overwhelmed by BSD. But keeping track of your stressors and
symptoms will help you keep your eye on the larger picture, recog-
nizing your own progress and figuring out what you need to opti-
mize your recovery.

You don’t have to be perfect in filling out the forms. Even a little
information can go a long way toward clarifying the situation. And
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you don’t have to do it alone; you can fill out the forms with a friend
or family member or take the forms along to your doctor’s office and
fill them out together.

Getting control of BSD is a collaborative process. Your doc-
tor can’t do it alone, and neither can you. Working through the
exercises can help you build a common language to communicate
your symptoms and concerns to your doctors and your family and
friends. Together, we can break the bipolar cycle and get BSD under

control.

How to Use This Book

For a quick start to symptom management. Up front, in
Part 1, we provide a lot of detailed information about BSD. If
you want to get practical very quickly, you might want to read
Chapter 1 to make sure you understand your diagnosis. Then
you can skip right to Part 2, Chapter 6 for information on the
effects of BSD on motivation. After this, you can work through
the exercises in the chapters in Part 2. If you discover that you
need more information, you can go back to Part 1. We will direct

you back to the specific chapters you may find helpful.

As a guide to understanding BSD. If you want more detailed
information about the disorder and the process of diagnosis and
treatment, then we recommend that you read through the entire
book from start to finish. Chapters 1, 2, 3, 6, and 7 can be par-
ticularly helpful for family members and friends. These chapters
can help your loved ones to understand what’s happening and to
consider ways to provide support. References for the information
in each of the chapters are included in the back of the book.
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xiii

As a way to start a conversation with your doctor and your
family. You may not identify with every case example in this
book. We include stories from patients with different disorders
along the bipolar spectrum. But you can use these examples as
a way to start a conversation with your doctor or your family
members, even if the conversation starts, “I don’t feel exactly like
that, but I do feel . . .” The case examples are meant to illustrate
an idea and to help you compare and contrast your own symp-
toms to make it easier to talk things over with other people.
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How Do I Know That I Have a
Bipolar Spectrum Disorder?

Understanding the Diagnosis

KEY POINTS

Bipolar spectrum disorders include several different conditions,
including bipolar I, bipolar I, bipolar NOS, and cyclothymia.

All the conditions involve mood cycling.

The symptoms include a broader range of difficulties than just changes
in mood.

Bipolar spectrum disorders are much more common than previously
recognized.

It can be hard to accept the diagnosis, but understanding and
accepting the BSD diagnosis are essential to the process of recovery.

etting the correct diagnosis of bipolar spectrum disorder
is the first step. Studies have shown (and most patients
know) that getting the right diagnosis can be challenging,
with many different doctors and specialists offering their different
opinions and diagnoses. In fact, the average length of time from
when you first approach a doctor to when you get a correct diagnosis

Copyright © 2008 by Elizabeth Brondolo and Xavier Amador. Click here for terms of use.



4 The Big Questions

is about ten years! So if you are finally getting the right diagnosis,
you are on your way to recovery.

But you may still have some questions. Do you really have BSD?
Maybe the original diagnoses were right? Maybe you really have
depression or personality problems or some other condition?

A diagnosis including the words bipolar disorder can seem strange
and scary. If you have had classic symptoms, like big mood swings
or a clear-cut episode of mania where you ended up in the hospital,
the diagnosis may make sense to you. If you are like the majority of
people with BSD, however, your symptoms may not seem to match
traditional ideas of bipolar disorder.

As you will learn, the bipolar spectrum includes conditions with
a broad range of symptoms. These symptoms can vary in the way
they are expressed in everyday life and in their intensity, making
them hard to recognize. But when you can recognize the symp-
toms, the picture becomes clearer—and then the treatment options
become clearer as well. And much more effective.

Why Is It So Important to Learn About BSD?

The more you know, the more you can recognize and track your
symptoms; in turn this will help you understand your diagnosis and
work with your treatment team to optimize your treatment. Unlike
many medical disorders that are diagnosed with a blood test or
other biological markers, BSD symptoms need to be recognized and
reported by you (and probably your friends and family as well).
Think about the difference between diagnosing diabetes and
diagnosing migraine headaches. For diabetes, the diagnosis is based
on a blood test. But for migraine, the diagnosis is based on the
doctor’s observations and on the patient’s self-report of symptoms.
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The same thing holds true for BSD. There are currently no physical
tests that help establish a definitive diagnosis. Instead, the doctor
makes his or her own observations and collects information from
you and those who know you. Your doctor may use diagnostic inter-
views, observations, and paper-and-pencil surveys to gather all this
information.

To make a diagnosis of BSD, the doctor needs information not
only about your current difficulties but also about your history—the
history of your symptoms and your overall functioning. After all, it’s
a cycling disorder. So the symptoms you have now (when you are in
the doctor’s office getting a diagnosis) may not be the same symp-
toms you have had at other times during different cycles.

Your doctor also may want to ask questions of your family and/or
friends. In certain cycles of the disorder, especially periods of mania
or hypomania, you may not be a perfect reporter of your symptoms.
In fact, part of what makes the diagnosis so difficult is that indi-
viduals with BSD often do not perceive their moods as any more
cyclical than other people’s moods. And when you are sick, you may
not accurately remember the symptoms you have had at other times.
You might think, “I feel awful now, and I have always felt this way.”
Your family and friends may provide a different perspective.

Your doctor needs to know about your family’s health history
as well, because bipolar disorders have a strong genetic component.
Your doctor may also ask about other conditions, including depres-
sion, substance abuse problems, or anxiety disorders. The doctor
may also ask about relatives with severe anger problems or who were
big risk takers.

But the more you know, the more accurate you can be in giving
a clear picture of your symptoms. And the better you are at recog-
nizing the symptoms, the easier it is to get BSD under control. So
we hope you will take time to get a little more familiar with the
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diagnosis and that you will share your knowledge with your family
and friends as well. The more they know, the better they will be able
to work with you and your doctor.

Historical Context

Let’s start with some historical context. Bipolar disorder used to be
called manic depression, or manic-depressive illness. Doctors, and
the public at large, generally believed that the primary symptoms
were mood swings: periods of very up, excited, or elated moods
(called mania) alternating with periods of very low moods (called
depression). In between, doctors assumed that mood and function-
ing were essentially normal. Bipolar disorder was assumed to be dif-
ferent from major depression and to be very rare.

What you may not have known is that today clinicians and
researchers are challenging these old assumptions. And the new
ways doctors are thinking about bipolar disorder can help make the
diagnosis and treatment much more straightforward. So let’s look at
some of these ideas.

One Disorder or Many?

Research suggests that there are more conditions that fall under
the bipolar spectrum than just classic manic-depressive illness or
bipolar I. Instead, it may be better to think of bipolar spectrum dis-
orders as a group of related conditions that range in symptoms and
severity. Scientists are still debating exactly which disorders should
be grouped together as part of the bipolar spectrum. Table 1.1 lists
various disorders that may be part of the bipolar spectrum, as well
as some related conditions. As you will see later in this chapter, the
disorders all have cycling moods in common—but there are differ-
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Table 1.1 Bipolar Spectrum Diagnoses and Prevalence

Lifetime Prevalence Across National

Diagnoses and International Studies*

Bipolar | 0.3-1.7% (about 3—7 million in the
United States)

Bipolar Il 0.3-1.6% (about 1.75 million in the
United States)

Cyclothymia About 1%

Bipolar Spectrum Disorders (covering a range of 3-8.3%

symptoms and severity)

Other possible diagnoses and related conditions:

Schizoaffective disorder About 0.5%

Borderline personality disorder About 2%

Bipolar Il (not an official DSM-IV diagnosis) 3-10% of individuals diagnosed with
depression

*International studies indicate lifetime prevalence rates for all mood disorders, including depression,
range from 7% to 19%.

ences in the specific nature of the symptoms. From this point for-
ward, unless we are specifically talking about one of these disorders,
when we use the term BSDs, we are referring to all of them—to the
spectrum.

The American Psychiatric Association’s Diagnostic and Statistical
Manual of Mental Disorders (DSM-IV-TR), the manual that health-
care providers use to guide their diagnoses of patients, includes a
section on mood disorders. This section provides guidelines for
diagnosing both unipolar depression and bipolar disorder. Unipolar
depression (depression without mania) is what major depression is
called. The old way of thinking about mood disorders made a clear
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separation between bipolar disorder and major depression. Unipolar
depression was a diagnosis given to people with depression only—
they had no manic symptoms. Bipolar depression was reserved for
people who had experienced clear hypomanic or manic symptoms,
either alone or along with their depressive symptoms. People with
these manic or hypomanic symptoms were considered to have a very
different disorder (and in some ways a more stigmatized disorder)
than people who “just” had depression. But doctors are now realiz-
ing that the characteristics of some types of unipolar depression and
bipolar disorder may overlap more than they recognized before.

Many leading researchers are suggesting that it may be more
accurate to think about a broader spectrum of mood disorders in
which the important consideration is the cycling nature of the
symptoms. In this model, recurrent (also called cycling, or episodic)
mood disorders are all linked together, whether the recurrences, or
cycles, involve symptoms of depression or mania. So some research-
ers have suggested that it may be more appropriate to think about
a recurrent mood disorders spectrum that includes both the bipolar
spectrum disorders as well as recurrent depressions. (For a very good
discussion of the mood disorders spectrum, you may want to check
out Why Am 1 Still Depressed?, a book by Dr. Jim Phelps.)

Why does it matter if it’s a spectrum of mood disorders? Because
thinking about a spectrum helps you understand the different symp-
toms that you have. You don’t have to be supermanic (e.g., spending
wildly or talking a blue streak) to have some elements of bipolar dis-
order. If you understand the underlying nature of the disorders, the
changes in mood, thinking, and behavior that accompany BSDs,
then you can detect even low levels of the key symptoms. And this
will help you get better, more appropriate, and effective treatment.

Once a wider range of symptoms was identified, it became much
clearer that bipolar spectrum disorders were much more common
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than doctors had previously realized. If you look at Table 1.1, you
will see that all together, using a broader set of diagnostic criteria, as
much as 8 percent of the population may have a BSD over the course
of their lifetime. Bipolar I probably affects about 1 to 2 percent of the
population, or about three to seven million Americans. Depending
on the estimates, between 1 and 3 percent of Americans are likely to
have bipolar II or cyclothymia. Using strict criteria, the most recent
studies suggest a lifetime prevalence of almost 3 to 4 percent for
BSDs. But other new studies from Europe and the United States,
which use a broader definition of BSD, suggest that from 6.4 to
more than 8 percent of the population have, over the course of their
lifetimes, met criteria for a bipolar spectrum disorder.

Two others disorders, borderline personality disorder and schizo-
affective disorder, may be related to bipolar disorder. Borderline
personality disorder is a condition that also involves chronic mood
instability. Schizoaffective disorder is a condition in which the
symptoms are similar to BSD, but the patients display psychotic
symptoms between mood episodes. Recurrent depression may affect
still more individuals.

What's the bottom line? Many people are affected by BSD and
related disorders. Even if you take a conservative estimate, about
one out of every twenty-five people may have a bipolar spectrum dis-
order over the course of their lifetime. That’s a lot of people. If you
have BSD, you are not alone.

Beyond the Mood Episodes

Doctors are also now realizing that bipolar disorder comes with
more symptoms than just mood swings. These symptoms some-
times persist, even between mood swings and even when you are
taking your medicine. Individuals with BSD may also exhibit the
following symptoms:
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Longer-term problems with mood quality (symptoms

of depression even when the individual is not in a major
depression)

Difhculties with mood regulation and stability (a very
changeable or sensitive mood even when the individual is
not acutely manic or depressed)

Problems with information processing (difficulties with orga-
nizing, remembering, and paying attention)

Problems with sleep quality and with circadian rhythms
(daily cycles of waking, energy, and sleep)

These symptoms deserve attention, too. As you get better at rec-
ognizing and monitoring these symptoms, you will be able to work
with your treatment team to develop treatment strategies to manage
the episodes and the between-episode symptoms as well.

What Are the Symptoms?

All the bipolar spectrum disorders share a core feature: there is a
noticeable shift in mood, thinking, and activity during the course
of the illness.

Depending on the specific diagnosis, the disorders involve symp-
toms that are associated with episodes of mania, hypomania, depres-
sion, and/or a mixed state. In the next sections, we will describe each
of these episodes and the conditions in a little detail, but you should
be aware that there are differences of opinion about the exact symp-
toms that are associated with each diagnosis. We use a broad list,
including symptoms identified by both U.S. and European research-
ers, because we think you may be more likely to “find yourself” in
these descriptions. Your best bet is to think through your symptoms
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using the exercises in Chapter 3. If you can, talk the symptoms and
diagnosis over with a family member or friend to get further infor-
mation and their input. Then review your list with your doctor.

Describing the Symptoms

Let’s start by talking about the characteristics of each type of cycling
episode. Although we often talk as if the mood is the only thing that
counts, these episodes affect your thinking, as well as your activity
levels and behavior. In fact, leading scientists think that the most
important distinguishing characteristic is really the activity level,
not the quality of the mood. So for each type of episode, we will
describe the symptoms associated with your mood and energy, your
thinking, and your activity or behavior.

Mania and Hypomania. In the following paragraphs, we list
symptoms of mania and hypomania. Hypomania means “less than
mania’—so fewer or less intense manic symptoms may constitute
hypomania. The DSM-IV-TR list of symptoms associated with a manic
episode includes an “abnormally and persistently elevated, expansive,
or irritable mood,” as well as “inflated self-esteem or grandiosity,”
“decreased need for sleep,” “more talkative than usual,” “fight of ideas
or subjective experience of racing thoughts,” “distractibility,” “increase
in goal-directed activity,” and “excessive involvement in pleasurable
activities that have a high potential for painful consequences.”

We will spend the next few paragraphs describing these symp-
toms in “lay language,” the way people describe these symptoms
to us. You will notice that many of these symptoms, in their early
stages, simply look like high-energy normal behavior. They are not
readily identifiable as symptoms.

This is part of the reason why it can be hard to identify symp-
toms as manic or hypomanic. But you can start to think about your
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moods, thinking, or behavior as symptoms if they represent a notice-
able change from the way you usually feel or if they are so intense
that they are noticeable to others and create difficulties or danger in
your life. You might think about your mood, thinking, and behav-
ior as symptoms of a BSD if you can say things like, “When I felt
like that, other people asked me why I was being so. . . .”

Or you look back and say, “Wow, I was thinking so quickly
and acting so [impulsively or irritably], and then I got into so much
trouble at work.” Or, “I felt so good for a while, and then I fell apart

and got so depressed again.”

Mood and Energy. In the early stages of a manic, or “up,”
cycle, you may feel great, euphoric, or elated. It may seem like
you finally feel good. You may need less sleep than usual. You
may feel “juiced up,” electric with energy and ideas—or you
may feel very irritable or angry, losing your temper at the slight-
est provocation.

As the episode progresses, you are more likely to feel rage or
intense distress or even some of the feelings you usually label as
depression. You may feel full of energy even when you get very
little rest. You may feel very sexual, full of desire—or you may
feel attracted to many people.

Thinking. Mania and hypomania are reflected in your think-
ing as well. Your thoughts may race, your ideas may seem espe-
cially creative, and you may feel superconfident. Initially, you
may be able to make more rapid connections than you used to
(or than other people can). You may feel (and be) more creative.

But these racing thoughts may also make you distractible, so
you end up jumping from topic to topic. Your speech may seem
pressured or rapid, and you may make lots of puns or jokes.
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You may find a change in the way you use words, so that you
enjoy the sounds of different interesting words or enjoy saying
different words together. Your judgment may be impaired, mak-
ing you overly optimistic about plans or ideas or unable to see
yourself clearly.

As the mania progresses, you may think so quickly that you
can’t fully form your ideas. If mania is untreated, you may show
symptoms of psychosis. You may make connections between
topics that aren’t so clear to other people. You may have halluci-
nations or delusions, and you may have difhculty distinguishing
dreams from reality. Your judgment may be impaired. As mania
progresses, you may not be able to perceive more serious risks,
and you may put yourself in harm’s way—physically, financially,
or personally.

Activity and Behavior. Initially, you may be more active—
working more, traveling more, and moving around more. You
may engage in more high-risk behaviors—spending more, drink-
ing or eating more, using drugs, or having more sexual activity.
As the mania progresses, you may become a whirlwind of physi-
cal activity, in constant motion.

The clinical picture is not the same for everyone. Initially,
some people may have expansive behavior, becoming the life of
the party or superproductive for a short while. Others may feel
driven to engage in risky but pleasurable behavior (for example,
drug use or shopping sprees). Others may fly off the handle,
quickly becoming enraged or battling with everyone.

In the early stages, other people can mistake the symptoms
of mania for confidence, daring, creativity, and sexual charisma.
The expression of irritability and anger or impatience can some-
times be interpreted as a show of power: “He must be a big shot,
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if he can boss people around like that.” If these characteristics
intensify and are accompanied by an inability to function nor-
mally, it may be worth considering that they could be symptoms
of hypomania or mania. And when mania develops, it may be
necessary for you to be treated in a hospital for safety.

Depression. Patients with BSD may have both major and minor
depression. Again, minor depression, or dysthymia, entails fewer,
shorter, or less intense symptoms of depression. The DSM-IV-TR list
of symptoms associated with a depressive episode include a “depressed
mood most of the day,” “markedly diminished interest or pleasure in
all or almost all activities,” “significant weight loss, when not dieting,
or weight gain,” insomnia or hypersomnia,” “psychomotor agitation
and retardation,” “fatigue or loss of energy,” “feelings of worthless-
ness or excessive or inappropriate guilt,” “diminished ability to think
or concentrate or indecisiveness,” and “recurrent thoughts of death.”
Depression in bipolar disorder may have some different symptoms
than depression that has been associated with unipolar depression.
The distinguishing features are not clear or completely consistent,
but they may include a tendency to sleep more (rather than sleep
less), to have more marked changes in activity and mood over the
course of the day, and to have even lower levels of activity.

Mood and Energy. During a depressive episode, you may
feel slow or sad, or you may feel almost nothing at all, as if you
are numb or empty. You may feel as if you can’t move, can’t
concentrate, can’t think—as if any kind of energy or kick has
been sucked right out of you. Some people have difficulty sleep-
ing, while others sleep too much. Your appetite may decrease or
increase.



How Do I Know That I Have a Bipolar Spectrum Disorder? 15

Thinking. Your thinking may become more rigid and more
negative. You may develop more catastrophic ideas—a tempo-
rary setback becomes a permanent failure. You may make con-
nections between ideas or information, but the connections
lead to negative conclusions, even in the face of logic. You may
believe you are irreparably damaged and your future is bleak.
You may be especially sensitive to criticism. You may feel over-
whelming guilt. Often people think about death or about killing

themselves.

Activity and Behavior. You may be much less active and feel
less able to do the things you should do. You may move much
more slowly—just getting off the couch may seem like an over-
whelming chore. In bipolar depression (depression that occurs
when people have BSD), you may feel as if you have “leaden
paralysis,” you just can’t move. But again, the clinical picture
is not the same for everyone. In some cases, people can feel and
look very restless and agitated. This is part of why it can be dif-
ficult to distinguish between an agitated state of depression and
an agitated mania or mixed state.

Mixed State. Some individuals with bipolar disorder experience a
mixed state. A mixed state occurs when you have symptoms of both
depression and mania or hypomania at the same time.

Mood and Energy. You can show or feel the energy and/or
intensity of mania, but the quality of your mood is negative. You
may experience a tense energy or a restless exhaustion; that is,
you may feel exhausted but look agitated or look exhausted but
feel agitated. Anger and irritability are also common markers
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of a mixed state. Sometimes it can seem as if there is an electric
edge to your anger. The anger may be turned toward yourself,
and you may feel particularly self-hating.

Thinking. You may seem very slowed down but feel as if
your thoughts are racing. You may be especially prone to having
repetitive thoughts, particularly about situations that distress
you. You may have the energy to keep moving and interacting
with other people, but every interaction feels as if it cuts with
a knife. Your skin feels too thin. Sometimes a mixed state is
accompanied by very vivid and scary dreams or images.

Activity and Behavior. The patterns of activity can be varied
in this state. The behavior will depend on your energy level, but
it is not uncommon for people to feel unable to engage in pro-
ductive activities during this time.

Altogether a mixed state is particularly uncomfortable.
Because of the combination of symptoms, people are at increased
risk for attempting suicide when they are in a mixed state com-
pared with other periods.

BSD Diagnosis

How does your doctor decide that you have a bipolar spectrum dis-
order? If you have ever had symptoms of hypomania or mania, you
are likely to get a bipolar spectrum diagnosis. The different bipolar
disorders vary in the intensity and duration that symptoms of mania
are displayed. (You might be wondering why it’s so hard to make the
diagnosis of BSD, if all it takes is the presence of manic symptoms.
As you are beginning to see, it can be hard to recognize symptoms of
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mania. There are big individual differences in the way people show
manic symptoms, and it can be hard to identify them against the
backdrop of your life.)

Bipolar I diagnoses have three parts. The first part requires that
the doctor indicate the type of disorder (that is, bipolar disorder ver-
sus another kind of disorder). The second part requires that the doc-
tor indicate the nature of the last episode (manic, depressed, mixed,
or other). And the third part requires that the doctor indicate the
severity of the condition.

If you have ever had a full manic or mixed episode that lasted
for seven days without treatment, you will get a diagnosis of bipolar
disorder I. The last two parts of the diagnosis require an ongoing
diagnostic process. If your mood symptoms change, the last two
parts of your diagnosis will change as well. So if your first episode
was manic but your most recent episode involved a mixed state, your
diagnosis changes to reflect the change in symptoms.

If you have had an episode of hypomania and have also had
one or more episodes of depression, both of which cause an impair-
ment in functioning or a noticeable change in behavior, you will
get a diagnosis of bipolar II. Evidence of mania-related symptoms
for four days is enough to justify a classification of the symptoms as
hypomania. However, many researchers and clinicians argue that
the presence of these symptoms for two days should probably be
regarded as indicating hypomania. And some doctors suggest that
even briefer periods should be used to identify a period of hypoma-
nia. Older people may be more likely to have brief hypomanic or
manic episodes.

If you have symptoms of mania that do not meet the full criteria
for a manic episode as well as symptoms of depression that do not
last long enough or aren’t severe enough to meet the criteria for a
depressive episode, you will get a diagnosis of cyclothymia. If you
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have a cycling mood disorder but your symptoms only match those
of depression, then you may get a diagnosis of major depressive dis-
order, recurrent.

Sometimes your symptoms just don’t quite fit the pattern. You
may have intense but very rapid cycling symptoms that do not last as
long or aren’t quite the same as described in the diagnostic manuals.
Then your doctor may give you a diagnosis of BSD not otherwise
specified (NOS). For example, if you have symptoms of bipolar II
or cyclothymia but you don’t seem to have experienced significant
consequences (for example, you have not lost a job or been unable to
work or been in trouble in some way), these symptoms are referred
to as “soft” bipolar. This just means the symptoms can be harder to
recognize or an individual symptom can be less severe. But overall
the disorder is still hard on you. Any bipolar spectrum disorder can
interfere with your life. This is the case even if all the symptoms are
not there and even if some of the symptoms don’t seem very severe.

You can expect that there will be changes in the diagnostic terms
and criteria as new findings emerge. Now that it is more accepted
that there are a range of bipolar spectrum disorders, doctors and sci-
entists will work to distinguish more clearly among these disorders.
And as the diagnostic process improves, researchers will be better
able to test ideas about the underlying causes and best treatments for
each bipolar spectrum disorder.

Case Studies

Let’s look at some specific cases to get the feel of what these symp-
toms look like in real life. You might notice that all these cases
have symptoms that overlap. The symptoms also overlap with those
resulting from other mental health problems. These patients could
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have been (and were) diagnosed with other conditions at different
times in their lives. The difficulties in making a correct diagnosis
slowed down the process of recovery. Once the diagnosis was cor-
rect, however, we could start effective treatment.

Frank’s Story

Frank is a sixty-five-year-old man. Up until five years ago, he was
working more than full time. For long periods, he could travel to
different cities and work “full steam ahead” for five or ten days
straight. He needed very little sleep, and he felt like his mind worked
like lightning. He could think quickly and easily move from one
task to another. But sometimes he would crawl into bed unable to
do anything for days on end. His wife would have to cover all his
responsibilities and sometimes cancel his appointments.

Recently, he had an episode when he believed he could do any-
thing and “fired” his bosses. He spent thousands of dollars buying
expensive items, staying in expensive hotels, and racing from one
section of the country to the other.

Frank is a classic case of bipolar I. This is because he had a full-
blown manic episode with symptoms of grandiosity, decreased need
for sleep, as well as excessive involvement in pleasurable activities
that have a high potential for painful consequences.

Frank’s diagnosis is bipolar disorder I, most recent episode

manic, severe.

Marisol’s Story

Marisol had symptoms of anxiety and some depression through her
childhood and teen years. After college, she decided to go back to
get more education. Over a period of time, she developed an intense
passion for her classes. She believed she would someday become a
great biologist, developing new treatments and traveling the world
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to cure people. She believed she was “born again” from the new
knowledge she was gaining in school. She began to talk very quickly
and intensely.

At the same time, she developed a severe hypochondriasis, believ-
ing she had the Asian flu or other medical disorders. She called 911
repeatedly to get emergency help. Once she was well treated, the
symptoms of hypochondriasis disappeared. But she didn’t come to
see me until she was in a serious depression.

Marisol has also been diagnosed with bipolar I. What symptoms
did Marisol display? During her manic episode, she had symptoms
of racing thoughts, pressured speech, and grandiosity. Her judgment
about her own condition was severely impaired. More recently, she
has had symptoms of depression, including difficulty sleeping, trou-
ble concentrating, and a depressed mood.

Marisol’s diagnosis is bipolar disorder I, most recent episode
depressed, severe.

Janine’s Story

When she first came to see me, Janine displayed symptoms of depres-
sion most of the time: she was fatigued, felt very much like a failure,
and had no interest in any of her previous activities. She felt sad and
low, and she had a great deal of difficulty concentrating and initiat-
ing purposeful work.

But in the past Janine had symptoms of hypomania. When she
was younger, she was a little grandiose, very much a thrill seeker
and risk taker, and very, very actively engaged in career-directed
activities. Janine worked in the entertainment business. Staying out
at parties and running around was part of her professional life. She
had a “larger-than-life” personality and was always pushing nonstop
to succeed. At the time, these characteristics probably didn’t strike
anyone in her industry as hypomanic. Now, in between periods
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of depression, she will occasionally show symptoms of hypomania
again, becoming hypersexual and very irritable and impatient.

I diagnosed Janine with bipolar II because she has had many
recurrent depressive episodes, but she has also experienced episodes
of hypomania. She never had a clearly recognizable manic episode.

Janine’s diagnosis is bipolar disorder II.

Your Diagnosis

And now for the most important case study: you. Let’s make sure
you are aware of your own diagnosis. If you don’t know the exact
nature of your diagnosis, be sure to ask your doctor for a full expla-
nation, and have a friend or loved one come with you when your
doctor explains it to you. It is worth understanding the details, and
it will help to have someone there with you in order to fully under-
stand the diagnosis and ask the questions you may not think to ask.
Getting it right directs the nature of your treatment.

As we will discuss in more detail in the next chapter, you may
have one or more other diagnoses in addition to BSD. About 70
percent of individuals with BSD have a co-occurring psychiatric
disorder. The most common disorders that occur along with BSD
are problems with substance abuse, anxiety, or attention deficit
disorder.

Knowing Your Diagnosis

Try writing your diagnosis in Exercise 1 at the end of this chapter.
Ask your doctor to tell you what symptoms made him or her decide
the diagnosis was a bipolar spectrum disorder. Write down those
symptoms as well. Although it can be hard to accept that you have
BSD, it can be really helpful to know your diagnosis.
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Some people feel very relieved when they find out they have
a BSD. They have been suffering and unable to understand why
things are so difficult for them. It is a relief to get some answers.
And of course, once they are treated effectively, it is an even bigger
relief to feel better.

On the other hand, sometimes our patients feel very angry with
us when we give them a diagnosis in the bipolar spectrum. When we
give them the diagnosis, they feel convinced it means that we think
they are crazy or bad or damaged goods. They feel as if we “gave”
them bipolar, when what we gave them was the diagnosis.

Here are some of the thoughts our patients have had when we
talked about the diagnosis of bipolar spectrum disorder:

“Bipolar disorder! I am really crazy. Things are hopeless. I'll
never have a life.”

“I was fine before you told me I had bipolar.”

“I would have gotten better, if you hadn’t told me I had
bipolar.”

“No! I just need more discipline or more self-esteem.”

“If only I had the right insight into my past, all my symp-
toms would go away.”

All our patients have felt unprepared to take on the challenge
of managing a medical disorder like bipolar. You may feel the same
way. You can’t imagine what you will need to do to manage BSD.

After all, you didn’t plan on getting sick. You may have thought,
“Oh, sometime in the future I might have heart disease like my
grandfather,” or maybe, “I wouldn’t be surprised if I had an episode
of depression.” But it’s a good bet that you didn’t think you would
end up with bipolar disorder. No one asks for BSD, and no one
wants it. But sometimes it happens. And you can develop a plan to
manage it.
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Developing a Plan

The first step to developing a plan is to accept that you have a med-
ical condition with symptoms that require attention. The symptoms
are tough, but they can be managed. It takes hard work and patience.
But you already know that the most satisfying things in life come
when you make an investment and work to master the challenges
involved. That’s as true in bipolar disorder as it is in sports or science
or art. No one gets to be a successful player without plenty of hours
of practice. And no one gets to be a successful player without facing
some tough times and overcoming them.

In BSD strength and success come from steady, inventive hard
work. Your progress is helped by good teamwork. So each of the fol-
lowing chapters will help you consider what it takes to succeed and
how to get your team assembled and in action. You can do it.
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EXERCISE 1
Clarifying Your Diagnosis

Werite down your diagnosis. It will be easier to manage this disorder
if you are straightforward and clear about what the difficulties are.
If you own your condition, you can begin to manage it.

Your bipolar spectrum diagnosis:

Other diagnoses:

Additional medical conditions:

Ask your doctor what the specific symptoms were that led to the
diagnosis of bipolar disorder. Write them here.

Symptoms:

A Note on Proper Diagnosis

After reading a draft of this chapter, a patient, Samantha, asked us
to discuss one other issue. She appreciated the need to accept and
understand the diagnosis, but she felt very uncomfortable about the
way a bipolar diagnosis is handled in the news media. She pointed
out that there is so much bad news attached to bipolar disorder these
days—it seems as if anyone who gets caught doing anything illegal
or dangerous is suddenly diagnosed with bipolar disorder.
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Samantha wanted to make sure that we communicated two
things that are important. First, having bipolar disorder is very dif-
ficult. No one who actually has BSD wants it just so they can have
an excuse for bad behavior. Second, just because people have BSD
doesn’t mean they are criminals. It doesn’t mean they will act in a
lawless or dangerous way. It is hard enough to manage the disorder
without having to worry that everyone else will think you are either
faking it or are about to go wild.

She hoped that we would encourage people to speak up about
their BSD. She wanted us to point out that people with BSD, like
everyone else, sometimes make mistakes, sometimes have bad
judgment, but mostly are just trying to figure out how to manage
a challenging condition and get on with their lives. With greater
understanding and better public awareness, early detection will help
people avoid some of the consequences of untreated BSD.

In Chapter 2 we will talk about why it is so hard to get a correct
diagnosis and how you can use your understanding of BSD and its
symptoms to regain control of your life. In Chapter 3 you will get
some practice recognizing your own BSD symptoms and matching
them to symptom categories the doctors use to make the diagnosis.

Notes for the Family
As you discuss the issues related to diagnosis and family history of
BSD, you may feel uncomfortable. It can be a strange idea to consider
yourself or your family members through the lens of BSD. It can be
upsetting to think “Maybe Uncle Bob’s rages were really symptoms of
BSD” or “Maybe my difficulties finishing school were related to BSD.”
You may feel defensive and nervous, or maybe even a little
attacked, as your family member with BSD works to review his or her
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family history. But it is still worth doing. It can help everyone be a little
more clinical about the situation. And no one gets BSD from reviewing
symptoms.

You don’t want to turn every piece of behavior into a BSD symptom
or see every argument as evidence of BSD. But it can be helpful to learn
about BSD symptoms and to be willing to talk about these symptoms
in an open way.



Is It Reaﬂy BSD?

Common Diagnostic Dilemmas

KEY POINTS
It can be difficult to make the diagnosis of BSD.

Symptoms can look like another condition.
Symptoms can seem like part of one's personality.
Most people have more than one condition.

rank was originally given the diagnosis of major depression.

He cycled through episodes of hypomania and depression

for more than fifteen years before he had his first manic epi-
sode. Finally, at age sixty, he had a major manic episode, and the
diagnosis became a little clearer.

Lucia was originally diagnosed with ADHD when she was eight.
She was treated with Ritalin, which made some of the symptoms
better and others worse. Finally, at age sixteen, she was diagnosed
with BSD and treated successfully with lithium.

Chris, aged forty-five, was treated for major depression and sub-
stance abuse for ten years before he received a correct diagnosis of

bipolar II and was started on lithium.
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Emily, aged fifty, was diagnosed with OCD (obsessive-compulsive
disorder) and major depression. But she just never seemed to get bet-

ter. Finally, she received a diagnosis of BSD as well as OCD.

The Struggle for an Accurate Diagnosis

It can be difficult to make a diagnosis of BSD. In fact, the chances are
that BSD isn’t the first diagnosis you received from a mental health
provider. Studies have shown (and most patients know) that getting
the right diagnosis can be challenging. Some research suggests that
up to 50 percent of individuals who eventually are correctly diag-
nosed with a BSD were first incorrectly diagnosed with depression.

Why is it so confusing? The causes for the underlying disorder
are not yet known, and there are no standard tests of brain func-
tioning that can diagnose BSD. The disorder comes with a broader
range of symptoms than initially recognized. The symptoms wax
and wane over time. At any one point in time, it can be hard to
determine exactly what the diagnosis should be: major depressive
disorder? bipolar I? attention deficit disorder? or some other choice
entirely?

So it isn’t surprising that it may have been difficult for you to get
an accurate diagnosis. It can be useful to consider what might go
wrong along the way to a correct diagnosis. This can help you evalu-
ate your own symptoms and make sure you and your doctor are on
the right track. And it may help you put your own treatment history
into perspective. Let’s look at some common issues that arise during
the initial process of diagnosis.

BSD or Major Depression?
Symptoms of depression in BSD are much more frequent and more
distressing than doctors previously realized. And depressive symp-
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toms are more common than the cardinal symptoms of mania (for
example, a very elevated mood or reckless behavior) that would trig-
ger a diagnosis of BSD.

In one study, scientists asked people with BSD to keep track
of their symptoms every week for several months. They found that
people reported having symptoms in about half the weeks. For most
of those weeks, the symptoms were symptoms of depression. Other
studies have found that more than 80 percent of relapses in BSD
appear to involve depression. In addition, when people go to the
doctor for help, they are more likely to go when they are in dis-
tress. (People rarely come to see me to get treatment when they feel
the elated or positive moods they may experience in hypomania or
mania.) This means the symptoms of depression may be much more
obvious to you and your doctors than some of the other difficulties
you are experiencing.

And here is where the difficulty lies. The treatments for depres-
sion can sometimes make bipolar worse. You may be depressed and
have major depressive disorder. But it is also worth considering that
you may have depression in the context of BSD or you may be in a
mixed state as part of bipolar I. That is why it is important to con-
sider all your symptoms, including signs of excess energy, hypersex-
uality, or racing thoughts. Your symptoms may not perfectly match
the DSM-1V-TR diagnostic criteria, but if you suspect they may be
signs of a mixed state or if you think you have had a manic or hypo-
manic episode, share your thoughts with your doctor. Together, you
can evaluate the meaning of the symptoms.

May’s Story. May first presented with severe depressive symptoms
when she was a teenager. She couldn’t get out of bed, she couldn’t go
to school, she wanted to die. She was hospitalized, given a diagnosis
of major depression, and prescribed several different antidepressants.
Within two weeks she looked better and was discharged from the
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hospital. But as she continued to take the antidepressants after her
discharge, her condition worsened. She still looked very depressed,
but now her thoughts were racing. She began spending money and
making elaborate travel arrangements. Her mother had to race to
the airport to prevent her from flying off across the country. She
went back to the doctor, who was now able to see that May really

had BSD, probably bipolar I.

BSD or a Personality Problem?

Is it a personality problem, or are the difficulties really symptoms
of BSD? The diagnostic criteria for BSD require that the symptoms
must cause changes in behavior that are noticeable to other people.
The difhiculty is that other people, including close friends and rela-
tives, don’t necessarily regard changes in behavior as symptoms.
They may think that these actions or attitudes are just aspects of
your personality—“That’s the way John is. He’s always moody.”

Or your friends or family may know some of the specific stressors
you face and think that your symptoms reflect the way you are han-
dling the situation. Others may have more psychological interpreta-
tions of your behavior. They may believe you are angry or irritable or
anxious because of personality issues or psychological dynamics—
“Joe always gets angry like that because he had a bad relationship
with his father.” Those things may be true, but the mood and behav-
ior changes can still be symptoms. They are just getting expressed in
this particular situation because of your life circumstances.

Because people with BSD have symptoms even when they are
not manic or depressed, it can be particularly difhicult to distinguish
between symptoms and personality characteristics. There are two
sets of symptoms, mood lability and interpersonal sensitivity, that are
most likely to be interpreted as personality issues or stress responses.
Some researchers have identified these symptoms as being closely
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associated with BSD, but they are not widely recognized and have
not yet been included in the diagnostic manuals.

Mood lability means your mood is very changeable. You may be
more sensitive to stress, more likely to cry or get irritable when you
are stressed, and also more likely to have transitory moments of joy.
When your mood is labile, you might be thinking that you are upset
about some recent event or that this is just the way you are, a sensi-
tive person. The people around you may come to accept this part of
you, that you are a moody, sensitive person.

It is easier to recognize mood lability as a symptom when it is
more severe. In these cases, moods change every few seconds and
the facial expressions associated with the moods change rapidly and
are very extreme. If you find that your “skin is very thin” (that you
are very irritable or are reacting to things quickly and intensely), and
that people are noticing it, you might want to consider the idea that
you are having the symptom of mood lability.

Heightened interpersonal sensitivity is another symptom com-
mon to individuals with some types of BSD. Individuals with height-
ened interpersonal sensitivity feel very uncomfortable when they are
interacting with other people or after they have had a conversation.
If you have this symptom, you may feel as if you are hyper-self-aware
watching and judging your own actions. You may feel very anxious
or angry when you are interacting with others, on guard against crit-
icism. You may find yourself ruminating about conversations that
went awry. Sometimes it may seem easier to avoid a conversation
than have to face the intense anxiety or agitation afterward. These
symptoms can overlap with the symptoms of social anxiety, which
can occur along with BSD.

Kelly’s Story. Kelly came to my office in a very upset state. She was
ruminating over an incident that happened when she was at a party
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with an acquaintance, Nadia. Nadia deliberately interrupted Kelly
while Kelly was telling a story. Then Nadia hijacked the conversa-
tion and excluded Kelly from the rest of the conversation. Kelly felt
very angry and embarrassed at the time and feels a fresh dose of
anger and embarrassment every time she thinks about the situation.
She hasn’t been able to get it out of her mind for several weeks. No
matter how much she talks it over with her friends, she just can’t
resolve the issue in her mind. She is so distressed by her reaction, she
has become afraid to go out socially, because she is concerned she
will have a problem and be unable to get over it.

Is this a personality problem or a symptom of obsessive-
compulsive disorder? It could go either way. Based on this story
alone, it would be hard to determine if Kelly is just thin-skinned or
if she was experiencing a more severe problem. But in this case, Kelly
had a history of two manic episodes and a longer period of depres-
sion. The energy of her thoughts combined with the intensity of her
mood suggested that these symptoms might be better considered to
be part of a mixed state rather than simply a function of personality
problems. I called her psychiatrist, and he prescribed a small dose of
an antipsychotic medication that was approved for treating bipolar
disorder. Within a very short time, Kelly had a great improvement
in her interpersonal sensitivity. She is still sensitive, but now she can
socialize without getting as overwhelmed by her concerns.

BSD or a Mood Disorder from Substance Abuse?

Part of the difficulty with diagnosis in BSD is that up to 70 percent
of BSD patients also have another psychiatric disorder. One of the
most common co-occurring disorders is substance abuse. More than
60 percent of individuals with BSD also have difliculty with alcohol
or other drugs, with almost half of all individuals with BSD report-
ing an alcohol abuse or dependence problem.
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Alcohol or drug abuse or dependence can make it difficult to
tell whether the symptoms you present are a function of drinking or
drug use or of BSD. Like the cycles of BSD, alcohol initially disin-
hibits you, but then it depresses you. Your emotional reactions can
become more intense. It can be very difficult to determine if you
are having a problem with depression or mood lability or a problem
with alcohol.

In some cases, people with BSD try to self-medicate with alcohol
to reduce their symptoms of anxiety or agitation. But it isn’t just self-
medication. Underlying problems with mood stabilization can also
make you more likely to abuse other dangerous drugs. Errors in the
regulation of some neurotransmitters in different areas of the brain
can make you more likely to pursue pleasurable or exciting activities
with no ability to respond to signs of danger. So you may find your-
self compelled to binge or to seek excitement, even when you know
you are putting yourself in danger. The “danger” messages just don’t
carry the emotional weight that the “pleasure” messages do.

Very often psychiatrists will be unwilling to treat the BSD until
the substance use stops. Although there are good arguments for this
approach, it can be very difficult to tolerate the symptoms of BSD,
especially if you have been used to self-medicating with drugs or
alcohol. It can be helpful to seek out specialists in dual diagnoses
(substance abuse and mood disorders). If these specialists are not
available in your area, your doctor may be able to get some advice
from other doctors through the Internet. You can work closely to
contract with your doctor to get some help with your BSD symp-
toms as you participate actively in substance abuse treatment.

BSD or Anxiety Disorder?
[s it an anxiety disorder? Many individuals with BSD also have anx-
iety disorders, including panic disorder, agoraphobia, or obsessive-
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compulsive disorder (OCD). We have found that many of the
patients in our groups for BSD have anxiety disorders. And many of
the patients in our groups for OCD actually had BSD as well, even
though that wasn’t obvious from the beginning.

When you are more activated, as you can be during a mixed or
manic episode, mild anxiety symptoms can get much worse. It is not
uncommon to see patients engaged in nonstop obsessive thinking or
compulsive rituals when they are in a mixed state. At any particular
visit, this can make it very hard to tell if the symptoms are BSD or
anxiety disorders or a combination of the two conditions. This is
especially problematic because the treatments for anxiety conditions
include antidepressants and other medications that can sometimes
make BSD worse.

Remember Marisol from Chapter 12 During a severe mixed epi-
sode, she developed severe hypochondriasis, which can be a form of
obsessive-compulsive disorder. She called 911 six times over a period
of a few weeks, sure she was dying from a rare disease. She visited
countless doctors. Because she was also complaining of feeling very
bad and frightened and depressed, she was prescribed high doses
of antidepressants. Finally, she became so frightened and was act-
ing so irrationally that she had to be hospitalized. At the hospital,
she was given antipsychotic medication and mood stabilizers. Her
hypochondriasis went away as her mood stabilized. She probably
doesn’t have true OCD, but she can have some symptoms when she
is in a mixed state.

BSD or ADD?

People with BSD often have significant problems with memory, con-
centration, and attention. Many of our patients say, “My memory is
like a sieve; everything just flows right through my mind.” They may
make endless lists or put little sticky notes everywhere with details
of the things they are supposed to remember. Some may develop a
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fear of trying anything new, because they are so afraid they won’t be
able to learn the information needed.

Is this attention deficit disorder? It might be. Studies of children
suggest that up to 85 percent of children with BSD have attention
deficit disorder as well. This creates a significant difficulty, because
the medication used to control attention deficit disorder (ADD),
like Ritalin or Adderal, can sometimes make the symptoms of BSD
worse. New methods are being developed to distinguish these con-
ditions using psychological tests, but more progress is needed.

Learning disabilities are also common among individuals diag-
nosed with BSD. Some of the difficulties with memory and atten-
tion may be a function of a preexisting learning disability.

But many of these difhiculties with memory, attention, and con-
centration may also be a symptom of the working memory prob-
lems frequently seen in patients with BSD. Working memory is the
memory you use to process information right at the moment to help
you solve problems. Working memory is necessary to hold informa-
tion “online” so we can evaluate the information and use it to make
appropriate decisions. Problems with working memory will make it
difficult to remember new information or to quickly make decisions
based on new facts. We will talk about working memory more in
Chapter 4, which deals with the neurobiology of BSD. As you get

more stable, some of these difficulties will decrease.

Your Diagnostic History

Think about your own diagnostic history. Did you receive other
diagnoses before you received the diagnosis of BSD? Did you receive
any additional diagnoses?

It can be helpful to review your medical history and list the
kinds of diagnoses and treatments you have received in the past.



36

The Big Questions

This can provide your doctor with some of the information he or
she may need to evaluate your condition now (see Exercise 2). (By
the way, if you can’t remember each and every diagnosis or theory,
don’t be alarmed. Most people have a hard time remembering or
were never told their initial diagnoses. Others can’t remember their
medication history. They just feel like they’ve taken everything.) But
if you are able to fill in some of this information, it can be helpful as
a guide to evaluating future symptoms and treatments.

You may also feel angry, disappointed, and sad that you have
had to travel such a long and hard road to get the correct diagno-
sis. It is hard to be sick when doctors and scientists are in the early
stages of learning about a disorder. Mistakes will be made. Incorrect
diagnoses will be given, and incorrect treatments will be prescribed.
The most heartbreaking mistakes come when patients get blamed
for failing to get better.

Things are starting to dramatically improve, and knowledge is
accumulating faster than ever before.

But you can’t change history. And it is hard to accept that you
may have gotten sick before scientists or doctors really had the
knowledge to deal effectively with your condition.

It can be important to talk your feelings over with a therapist
or friend or with another person with BSD. The patients in our
BSD group spend time going over their past treatments and trying
to come to terms with the misdiagnoses and well-intentioned but
failed initial treatments. It is helpful to them to hear other people’s
stories and to know they are not alone. And it’s helpful to know
that substantial progress is being made every day. (Just try putting
“bipolar disorder” into Google Scholar, and you will see the tremen-
dous changes in knowledge that come every month. You may not
understand all the scientific jargon, but you will be reassured by the
sheer volume of the research.)
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EXERCISE 2
Keeping Track of Your Medical History

Here is a sample diagnostic and medication history.
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Now fill in your diagnostic history and medication history.
Effects of
Lty Side Effects
(e.g., mood
Treatments (e.g.,
L changes,
(medications thinkin tremors,
Month and . ) and doses). 8 weight gain,
Doctor Diagnosis . cleared, )
Year List dose » sleeping
ability to
changes on a ) problems,
) . function at .
different line. . sedation,
work, ability agitation)
to get along g

with others)




If I'm Taking My Medication,
Why Do I Feel Bad Again?

The Importance of Ongoing Assessment of Symptoms

KEY POINTS

Ongoing assessment and diagnosis are a major part of treatment.
Because BSD is a cycling disorder, the symptoms change over time.

It can be difficult to recognize your symptoms in the context of
your life.

If you can recognize and correctly identify these symptoms, you can
identify the nature of each new cycle.

Information about your symptoms and cycles can be used to optimize
your treatment.

atima has been given the correct diagnosis of bipolar II. But

now she is in the office complaining of being depressed and

frantic with worry that she has breast cancer. She has been

checking over and over to see if she has lumps. She’s called her fam-
ily doctor four times this week. What's going on?

Ron has bipolar I. He looks very depressed, slumped over in the

chair. He can’t make eye contact, and he hasn’t done anything pro-

e

C T

ductive for days. And then he says that he has been having terrible

-
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dreams—violent dreams that seem real. Is it really depression? Or is
it a mixed state? Is he still bipolar I?

Living in the Bipolar Cycle

Despite how difficult it is, getting the initial diagnosis is not enough.
Because BSD is a cycling disorder, the condition changes—with the
seasons, with stress, and because of other factors. You need to be
able to accurately interpret the nature of these changes. Are you
depressed? In a mixed state? More anxious? Hypomanic? Are you
at a different point in the cycle than you were yesterday? Or are
you just reacting to the normal stresses and strains of everyday life?
Quickly identifying changes in symptoms and accurately interpret-
ing their meaning is essential to obtaining the treatment you need
to stabilize your mood.

Your job is to recognize changes in your symptoms and to com-
municate these observations or concerns to your treatment team.
Then you and your team can work together to interpret these changes
and to make appropriate adjustments in medication, therapy, and/or
stress exposure. (And then keep monitoring to make sure you got it
right.)

Sounds like a lot? It is. But it may help to think about the chal-
lenges facing people with other medical disorders, such as type I
diabetes. People with diabetes have to maintain their blood sugar
within a certain range. If they don’t, they will suffer serious medical
consequences. To ensure that their blood sugar stays within range,
they need to regularly monitor their blood sugar and adjust their
insulin, depending on their food intake, activity level, and other fac-
tors. They have to test their blood sugar several times a day. All this
monitoring and adjusting is a big job, but with new devices, they
can get pretty accurate and rapid readings.
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“Is It Me

With BSD, you have to do the same thing, except there is no
meter that helps you read your symptoms or estimate your stress
exposure. You have to monitor your symptoms yourself, with the
help of observations from your family, friends, and treatment team.
And if you see that your symptoms have changed or your stress level
has increased, it may be time to make some adjustments. Maybe it’s
time to adjust the medication, maybe it’s possible to reduce your
stress, or maybe you need to get some extra support. But monitor-
ing your symptoms and correctly interpreting their meaning is not
always a straightforward task. Let’s look at some of the issues to
consider as you review you own symptoms.

or BSD?”

At any given time, it can be hard to separate symptoms of BSD from
your personality characteristics, just the way you are. When you
notice a change in your mood, you probably try to think about why
you feel the way you do. You may think about what’s happening in
your life; maybe you're having a problem with another person, with
money, or with your health. Most of the time, you have a great deal
of information about the situation—information about the way you
feel, the way you think, the circumstances you are in, and how other
people act.

It can be easy to get lost in the details of your own experience.
But it is still important to consider another layer of information, a
clinical evaluation. The key to managing BSD effectively is to learn
to look at yourself and your experiences from a clinical perspective.

What do we mean? The goal is to learn to think about whether
your reactions to a particular situation also reflect changes in your
underlying BSD symptoms. Specifically, you may wonder if your
mood is very distressed or changeable (that is, labile) because you
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are upset about something specific. But it may be worth considering
whether you are having a mood shift, feeling bad, and looking for
an explanation for your feelings. (“I feel so upset, it must be that I
hate my job.”) It may be hard to tell whether a situation is causing
your mood or if your mood is causing you to reinterpret the situa-
tion—but it is worth considering these issues. It can be helpful to
talk these issues over with a therapist. (In Chapter 11, we will talk
more about managing stressors and thinking about the ways your
mood affects stress exposure and vice versa.)

When your mood changes, especially if you are depressed, the
mood can reactivate your psychological “war wounds.” These war
wounds may include distressing thoughts or memories that are
related to unresolved issues from your past. So if you feel like you
were always criticized as you were growing up, when you become
more depressed, you may ruminate about an episode in which you
were criticized. If you were abandoned by a lover or a parent just as
you were getting sick, the hurt and angry feelings you felt at the time
might have been very intense. When you feel hurt again in the same
way, you might reactivate the original memories. If you are very
committed to achieving something in your life (for example, a suc-
cessful career or great wealth) and you haven’t yet succeeded, when
your mood shifts, you may ruminate again and again on failure.

The particular painful circumstances of your life may not have
caused BSD, but when you have BSD symptoms, you can reawaken
the pain. The trick is to not get distracted using all your energy to
understand why these events hurt you. First treat the symptoms and
stabilize your mood. You can think things through after you have
regained mood stability.

Let’s look at some examples to understand how to recognize
BSD symptoms in your descriptions of your thoughts, feelings, and
actions.
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Karina’s Story

Karina had been diagnosed in her youth as ADHD. Later she was
diagnosed with depression. But no matter what medication she was
taking for ADHD or depression, nothing seemed to help. About
six months ago, she sought out a new psychiatrist and learned she
may have bipolar I. Her new psychiatrist helped her finally come
out of a long period of depression in which she had been unable to
work. As she was coming out of the depression, he referred her for
psychotherapy.

When Karina visited my office, she wanted to talk about some
issues that were occupying all her attention. She was worried that
she just couldn’t stop thinking about a situation with a particularly
unsavory guy she had briefly dated. She found out he was dating a
new girl, and she was angry and upset. She kept reviewing the situ-
ation and blaming herself—“Why didn’t he like me?” “What was
wrong with me?” “Why did he choose someone else?” She had the
same thoughts over and over echoing in her head. She couldn’t think
about anything else.

She was disturbed by her thinking, and she knew it was inter-
fering with her ability to get anything done or to socialize with her
friends and family. She was afraid to interact with anyone, because
if they mentioned anything about this man, she would fall into this
pattern of thinking these upsetting thoughts all over again. She
couldn’t understand why she was so focused on a guy that she knew
was bad news.

As I listened to Karina describe the situation, I was struck by
how repetitive her thoughts were and how forceful the repetition
was. She knew her preoccupation was irrational, but she couldn’t
stop the sentences from playing over and over in her mind, bounc-
ing around inside her head. She was fully absorbed in her own
thoughts: Her only focus was on her pain and herself—and whether
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she deserved to be treated in this manner. It was difficult to get her
to think about anything else, even when she was pushed. She hadn’t
been able to motivate herself to do anything, and she hadn’t left the
house for three days.

What was going on? I separated out the content of her story
(the part about the boyfriend) from the process (the way she was
describing the situation and her own thoughts). She was having
very high-energy thoughts. She was talking quickly, intensely, and
repetitively about her concerns. The thoughts had an obsessional
quality to them, and it was clear that Karina had no real control over
the frequency and nature of these ideas. Her mood was very labile,
or changeable. If someone mentioned this boyfriend, the obsessive
thoughts would be triggered. She was exhausted and overwhelmed
by her thoughts.

She had symptoms consistent with both hypomania (racing
thoughts, a pressure to keep on talking, and a very high level of self-
involvement, which could be a form of grandiosity) and depression
(difficulty concentrating and inability to sleep), and she had a high
level of interpersonal hypersensitivity and mood lability. All in all, it
was worth considering a diagnosis of a mixed state.

Karina agreed, and I scheduled an emergency appointment with
her psychopharmacologist. Her psychiatrist/psychopharmacologist
agreed with my assessment, and he added a low dose of an anti-
psychotic medication to the mood-stabilizing medication she was
already taking. Once we added the antipsychotic medication to
provide greater mood stabilization, she gained much greater control
over her obsessional thinking.

Karina knew there were also some personal reasons why these
particular thoughts might be bothering her. They reminded her
of some traumatic experiences from her childhood. She realized
that when her mood was bad, these psychological war wounds got
reactivated.
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Loolzing

The challenge for Karina is to avoid getting caught up ruminat-
ing over these war wounds. Although she may want to analyze the
content of her thoughts (that is, thinking about why she chooses
guys who are “bad news”), she also has to learn to look at the qual-
ity of her mood and thinking. For Karina, uncontrollable repetitive
thoughts combined with an intensely sad mood may signal a mixed
state. Once she has this mood state under control, then we can talk
about “bad-news” guys, if it seems important.

at the Complete Picture

Most of the difficulty in diagnosis comes from the nature of
the symptoms. The symptoms of BSD seem clear when they are
described in a textbook. But in real life it can be quite difficult to
understand and interpret the changes in behavior and mood that are
seen in BSD. The symptoms that are most obvious or cause the most
pain may not be the clearest clues to your underlying condition. For
example, feeling bad or upset isn’t always depression. You can feel
depressed when you are very anxious, or you can have symptoms of
depression when you are in a mixed state. Depression, anxiety, and
mixed state are treated differently, so recognizing the correct under-
lying condition is important.

Lets look at an example. The example highlights the impor-
tance of reviewing all your symptoms to help clarify the differences
between a depressed and a mixed state.

Frank’s Story

Frank has bipolar I. Recently he came to my office looking very
depressed. He was slouched over and moving very slowly. He told
me he felt very depressed. He couldn’t stop worrying about danger-
ous things happening to his family. He was going to bed very late at
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night, and he was sleeping way too late during the day. He couldn’t
get started doing anything productive and was just pacing around
the house. He had some suicidal thoughts.

I looked carefully at Frank. He certainly seemed as if he was in a
depressive episode. But as we talked, he asked me about something
that was puzzling him. He said he felt agitated, even though he
knew that he looked very sluggish. Part of why he felt agitated was
that all day, nonstop, advertising jingles were running through his
head. He just couldn’t make his brain quiet down. Over and over, he
heard commercials for soda, laundry detergent, and other products.

This symptom, combined with his reports of agitation, made
me rethink my diagnosis. Now I speculated that maybe we weren’t
looking at depression—maybe we were looking at a mixed state,
in which his obvious symptoms of depression were combined with
the not-as-easily discernable symptoms of mania. I called Frank’s
psychopharmacologist to discuss adjusting his medication. On the
psychopharmacologist’s advice, Frank reduced his dose of antide-
pressant. Within a few days, his mood brightened, and he finally
stopped hearing those jingles.

As you can see, in the midst of depressive symptoms (which usu-
ally seem very straightforward), hypomanic symptoms can be hard
to detect. Some patients have symptoms similar to Frank’s—they
have repetitive words or thoughts bouncing through their heads.
Other symptoms may also indicate a mixed state. For example,
when my patient Susan is in a mixed state, she looks very sluggish
and depressed, but she has such vivid nightmares that the dreams
seem almost real to her. Her thoughts seem to glow in color, indi-
cating that her mind may be too activated and that symptoms of
hypomania coexist with the more obvious symptoms of depression.
Rachel’s seemingly depressive demeanor is in sharp contrast to her
more manic symptoms, which include intrusive thoughts. She sees
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images of her body being sliced by a very sharp sliver of glass. She
clearly communicates her terror as she describes the vividness of the
image. She can’t stop moving or fidgeting, and her facial expressions
are intense.

Using Images and Metaphors to Help with the Diagnostic
Process. We often use images to help us diagnose the nature of a
particular episode. Sometimes we will ask our patients if their mood
is gray and sluggish (more likely to be depression) or shiny black and
slippery (maybe a mixed state with a more labile mood). We have
not yet tested whether these images, in fact, help correct the diag-
nostic and treatment process, but thinking about it in these terms
does seem to have helped at least some of our patients communicate
their symptoms to their psychiatrists.

It is worth noting that some neurologists working with children
who suffer from headaches use the children’s drawings of their pain
as a way to distinguish between migraine headaches and tension
headaches. The drawings of the tension headaches really look differ-
ent from the ones of migraines. For example, one child with tension
headaches drew a picture of his head in a vise, whereas another child
with a migraine headache drew a picture of lightning striking his
head.

Is it a foolproof method? No, but sometimes you can think about
the pictures that come to your mind as you consider your current
mood state and see if the pictures match a mixed state more than a
depressed state (that is, have some energy to them rather than being
altogether low energy and lifeless). It can take some time to recog-
nize these idiosyncratic pieces of behavior as symptoms, but it can
make the course of the illness more predictable and positive if you
become more accurate in recognizing and describing your internal
state. Talking about images and metaphors may help.
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You and Your Symptoms

What do your symptoms look like? The hardest challenge for most
people is to be able to step outside themselves and recognize their
ideas, actions, and emotions as symptoms (when they are). It’s worth
doing this, even if it seems strange.

In Exercises 3 and 4, you will see a list of diagnostic symptoms
and then different ways these symptoms sometimes express them-
selves in real life. Now that you know a little more about BSD, can
you match some of your daily experiences to the symptoms listed
in the diagnostic manuals? Do your symptoms express themselves
differently? How did you explain these symptoms before? Did you
think these feelings were depression? Anxiety? Or a response to your
environment?

Were the symptoms obvious? Or were they hard to figure out?
Once you are labeling your symptoms, you can monitor them more
easily and communicate more effectively with your health-care pro-
viders. You can bring these exercises with you and see if your ideas
make sense to the doctor. You can also ask your friends and family
what they notice.

It may make you very self-conscious to try these exercises. You
may want to do them with someone you trust. But once you learn
how to recognize your symptoms in “real life,” you will see how
much more effective you are in managing BSD and how much more
effective you make your treatment team.

The final exercise in this chapter is a guide to preparing for your
doctor appointments. You can use it to organize the information
about your symptoms that will help you and your doctor make
treatment decisions. You might want to try filling it out before you
go to see if it helps you make the most of the session.
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EXERCISE 3
Recognizing Depressive Symptoms
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Symptoms Associated with Depression (from
the DSM-IV-TR, p. 356) and the Way People
Commonly Describe These Experiences

The Way You Experience These Symptoms

“Depressed mood:” feeling sad, blue, numb;
feeling as if you have no energy, no life,
no juice

“Markedly diminished interest or pleasure in
activities:” feeling as if you have no motivation,
nothing interests you, you can't get anything
done because you don't feel like it

“Significant weight loss when not dieting:”
no appetite, food doesn't taste right (or
significant weight gain)

“Insomnia or hypersomnia almost every day:”
unable to fall asleep or stay asleep; unable to
wake up

“Fatigue or loss of energy:” feeling exhausted
all the time

“Visible psychomotor retardation or agitation:”
feeling as if you can’t move or it takes so
much effort to move; leaden paralysis; or
needing to move, feeling as if you can'’t

keep still

“Feelings of worthlessness or excessive guilt:”
all your memories focus on bad things; feeling
as if you are bad or a loser; feeling guilty,
responsible for too much; feeling as if there

is no point to your life, as if you are always
missing out
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Symptoms Associated with Depression (from
the DSM-IV-TR, p. 356) and the Way People
Commonly Describe These Experiences

The Way You Experience These Symptoms

“Diminished concentration or indecisiveness:”
feeling as if your thoughts are very slow

or your mind is blank; having difficulty
concentrating, focusing, paying attention,
keeping your mind on your work; having
difficulty remembering important things or
even small events during the day

“Recurrent thoughts of death or suicide:”
thinking about death, wanting to die, planning
to die




If I'm Taking My Medication, Why Do I Feel Bad Again?

EXERCISE 4
Recognizing Manic Symptoms
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Symptoms Associated with Mania (from
the DSM-IV-TR, p. 362) and the Way People
Commonly Describe These Experiences

The Way You Experience These Symptoms

“Elevated, expansive, or irritated mood:”
feeling too good, an abrupt change in your
mood; full of optimism; or feeling very angry,
irritable, impatient, can't wait for people, think
they are taking too long to do things

“Inflated self-esteem or grandiosity:” having
too much confidence, not caring what others
think even when you should; having really big
ideas—about being able to save the world,
attract anyone, do anything; wanting much
more attention, being more charismatic

“Decreased need for sleep:” staying up later
or waking earlier without feeling tired

“More talkative than usual or pressure to keep
talking:” talking more quickly than usual or
talking or thinking repetitively about the same
thing, unable to control the pace or content

“Flight of ideas or subjective experience that
thoughts are racing:” words or ideas jumping
around in your head, chaining lots of words
together because they sound interesting;
sounds or jingles running through your mind
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Symptoms Associated with Mania (from
the DSM-IV-TR, p. 362) and the Way People
Commonly Describe These Experiences

The Way You Experience These Symptoms

“Increase in goal-directed activity or psycho-
motor agitation:” too much energy—a feeling
of restlessness, electric excitement; working
too much, collecting too many things, traveling
too much, going to too many activities

“Distractibility:” changing the topic all the
time; unable to concentrate; feeling as if you
have to write everything down to remember

“Excessive involvement in pleasurable
activities that have a high potential for painful
consequences:” doing things you know you
should not do but feeling like you can get
away with it; too much eating, drinking, drug
use, spending, partying—without a sense that
you can or should stop; sexual attraction to
everyone or too much intense attraction to
certain people; lots of sexual thoughts in

your head

Other Related Symptoms

Mood lability: feeling as if you cannot control
your mood, as if you cry one minute and are
happy the next; being very sensitive; being
very angry and irritable, always snapping at
other people

Heightened interpersonal sensitivity: being
hyperaware of yourself; feeling as if your
skin is too thin; continually focused on
interpersonal contacts
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EXERCISE 5

Going to the Doctor: Using Symptom
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Descriptions to Communicate with Your Doctor

Here is a sample worksheet to help you prepare for a visit to the doctor.

Doctor’s name:

Date of visit:

Current medications:

Scheduled: Yes No

Emergency: Yes No

Who came with you?

Signs and Symptoms

How Do You Feel Today?

How Have You Felt in General
Since the Last Appointment?

Sleeping (difficulty falling
asleep, difficulty staying
asleep, waking too early,
sleeping too much)

Rough night last wight,
Addiculty Palling asleep.

Genevally good sleep, |1 pm.
to 9 am. Hawdly even hawve
problems £falling asleep.

note problems in the morning)

Appetite (OK, too much, too oK. The whole past month |
little, cravings), weight gain hawvew't beewn very hungvy.
Fatigue (rate from 1 to 10; Avout awm §. Genevally avout o 6, still

vevy Hved.

Concentration (rate from

1 to 10; make notes about
activities you can/can't
do, like reading, paying
bills, talking on the phone,
performing tasks at work,
planning activities)

6—0kK, but | com’t vead.

SHI hawing trouvle
veading books and
newspapevs.
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Signs and Symptoms

How Do You Feel Today?

How Have You Felt in General
Since the Last Appointment?

Anxiety (rate the intensity
from 1 to 10; rate the
frequency: never, sometimes,
often, always; note any
specific circumstances)

T—I am always amxious.

| hawe wicvopamnics many
tmes a day, all month
lowg.

Symptoms of depression
(write yours in—e.g.,
sadness, numbness, guilt,
hopelessness, repetitive
thoughts—and rate them
from 1 to 10)

S—I £eel nvumb ama
sometimes sad.

This past mouth | kept

thinking about my past,
what hasn't goue vight,
why other people move

Porward amd | Aon't.

Symptoms of mania (write
yours in—e.g., grandiosity,
excess energy, racing
thoughts, too much energy,
hypersexuality, irritability,
risky behavior—and rate them
from 1 to 10)

Nouwe.

| hawve o symptoms of
wmowmia,

Other symptoms (e.g.,
mood changeability/lability,
hypersensitivity to other
people)

Thinking about suicide?

Thinking about hurting others?

No.
No.

A few tmes | thought
avout killing myself ana
about jumping m front

of the train, but the
thoughts passed quickly.

Side effects (e.g., sedation,
weight gain/loss, sexual
difficulties, mood feels
funny, difficulty thinking or
concentrating, rash, other)

<So tived.
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Signs and Symptoms

How Do You Feel Today?

How Have You Felt in General
Since the Last Appointment?

Minor stressors (things
that happened that were
moderately difficult to
deal with)

My sister came to visit fov
a week.

Major stressors (things that
happened that were very
difficult to deal with)

My hushamd is hawving
wovk Aifficulty, and | am
wovvied he will lose his job.

Other questions or concerns:

Cowm | take wmy medicine eavlier so | com wake up eavlie?

New instructions (medication changes or other advice):
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Now here is one for you to fill in.

Doctor’s name:

The Big Questions

Date of visit:

Current medications:

Scheduled: Yes No

Who came with you?

Emergency: Yes No

Signs and Symptoms

How Do You Feel Today?

How Have You Felt in General
Since the Last Appointment?

Sleeping (difficulty falling
asleep, staying asleep,
waking too early, sleeping
too much)

Appetite (OK, too much, too
little, cravings), weight gain

Fatigue (rate from 1 to 10;
note problems in the morning)

Concentration (rate from

1 to 10; make notes about
activities you can/can’t
do, like reading, paying
bills, talking on the phone,
performing tasks at work,
planning activities)

Anxiety (rate the intensity
from 1 to 10; rate the
frequency: never, sometimes,
often, always; note any
specific circumstances)
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Signs and Symptoms

How Do You Feel Today?

How Have You Felt in General
Since the Last Appointment?

Symptoms of depression
(write yours in—e.g.,
sadness, numbness, guilt,
hopelessness, repetitive
thoughts—and rate them
from 1 to 10)

Symptoms of mania (write
yours in—e.g., grandiosity,
excess energy, racing
thoughts, too much energy,
hypersexuality, irritability,
risky behavior—and rate them
from 1 to 10)

Other symptoms (e.g.,
mood changeability/lability,
hypersensitivity to other
people)

Thinking about suicide?
Thinking about hurting others?

Side effects (e.g., sedation,
weight gain/loss, sexual
difficulties, mood feels
funny, difficulty thinking or
concentrating, rash, other)

Minor stressors (things
that happened that were
moderately difficult to
deal with)
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Signs and Symptoms

How Do You Feel Today?

How Have You Felt in General
Since the Last Appointment?

Major stressors (things that
happened that were very
difficult to deal with)

Other questions or concerns:

New instructions (medication changes or other advice):




What Exactly Is Going On?

Some Background on the Neurobiology of Bipolar Disorder

KEY POINTS
The research on the biological basis of bipolar disorder is growing
rapidly, but there is still no complete picture of the underlying causes.

There may be different underlying causes for different aspects of the
disorder.

Mood regulation depends on effective communication among different
parts of the brain, including the parts responsible for complex thinking
and emotion. In bipolar disorder, this communication may be impaired.

Problems in the ways brain cells communicate with each other may
affect the growth of connections among new cells, affecting the
functioning of certain brain areas.

Stress is a key player in mood regulation. In bipolar disorder, the
effects of stress on your mood and functioning may be more
problematic.

ipolar disorder is a brain disorder. That’s a scary thought. It
affects a number of different functions and areas of the brain.
Scientists don’t understand the full story of what bipolar is
(what the underlying brain dysfunctions are), but they have some

ideas. Understanding these ideas can help you make better predic-

e

C T

tions about how you will recover and how stress affects you.

-
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Why It's Good to Know

Our patients want this information. It helps them to put things in
perspective and to understand the condition. In part, it fulfills their
basic need to know what is happening to them. We have continually
emphasized how BSD affects both mood regulation and informa-
tion processing. Here we tell you the latest research on why and
how. We will provide you with some background to help you under-
stand the different brain mechanisms that might contribute to BSD.
This chapter is a kind of mini Neuroscience 101 course.

The more you know, the more “clinical” you can be in approach-
ing your own symptoms. Our experience has been that this knowl-
edge helps people with BSD understand their symptoms more fully
and recognize changes more quickly. Having greater knowledge can
help you better determine when to call the doctor and when to make
rapid adjustments in treatment to avoid worsening symptoms. It may
help you understand more about the medications that are prescribed
to you. This is all part of breaking the bipolar cycle.

But first, a cautionary note. It is also important to recognize
that knowledge is growing rapidly, and some of the information in
this section will be outdated (and possibly found to be incorrect) as
new studies are completed. In addition, much of the information
we present here reflects what scientists are learning about mood and
anxiety regulation in general, not necessarily specific to BSD. The
specific information is just beginning to emerge.

We have greatly simplified the presentation to try and capture
the main ideas. But it is still a very complicated story. At the end
of the book, we have included references to books and articles that
guided this presentation and can provide you with more detail. Dr.
Jim Phelps offers more detailed information, along with remarkable
pictures that illustrate some of the key concepts, online at psych
education.org.
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A System of Connections

Your brain contains many parts. Regulating your mood depends
on both the integrity of the individual parts and the integrity of the
connections between them. In a way, your brain is like a city. In a
city, there are sections for businesses and sections for housing and
sections for leisure. To make it all work, there are roads connect-
ing each part. Trafhic signals regulate the traffic flow through each
section. If the traffic signal suddenly gets stuck on red, then traffic
snarls. People might be able to drive to some locations but not to
others. Supplies might be able to flow to one area to fill up stores,
but customers might not be able to reach those stores.

If the signal gets stuck frequently (but not permanently), and
no one comes to fix it, then the system will exhaust everyone. Each
time people have to drive across the street with a broken light, they
have to slow down. They have to decide whether it is safe to move
and then dart across, feeling a little uncomfortable the whole time.
Then the next car has to make the same set of decisions—so the traf-
fic moves in fits and starts, instead of effortlessly.

Scientists now think that bipolar disorder is at least partly a func-
tion of difficulties in the communication or signaling between brain
cells, called neurons. So to take our traflic signal analogy a little
further, bipolar disorder can be seen as a problem with traffic flow
in the brain, and these problems are caused in part by problems with
the traffic signals. But in this case the “traffic signals” are really the
parts of your brain cells that help the neurons communicate with
other neurons. Scientists call this a problem with cell signaling. The
problems with cell signaling affect the growth and functioning of
different parts of the brain. And in turn, these difficulties contribute
to problems in communication between parts of the brain—com-
munication that is essential to mood stability and many kinds of
information processing.
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How does this communication work? New research can give us
some initial answers to these questions. The next two sections give
you a summary of the research in this area. The first section includes
an overview of the areas of the brain in general and then a more
detailed discussion of the areas particularly relevant to BSD. Next,
we are going to talk about how brain cells (called neurons) commu-
nicate and see how problems with this communication might lead
to the problems in mood regulation and information processing.

The Overall Structure of the Nervous System

First, it helps to understand a little about the overall structure of
the nervous system. The central nervous system (CNS) consists of
the brain and the spinal cord. The peripheral nervous system (PNS)
includes all the other nerves throughout our organs and the rest
of our body. Both the CNS and the PNS play a role in the experi-
ence and expression of emotion. For example, our brain is involved
when we think about something that makes us nervous (like taking
a test). These thoughts can trigger an upset stomach, because our
brain (part of the CNS) sends messages to the nerves in our gut,
which are part of the PNS. Different parts of the CNS and PNS can
be organized into systems. These systems are responsible for differ-
ent functions, like making the coordinated movements necessary to
play a game or run from danger.

A System of Emotions

To understand the biology of bipolar disorder, a mood disorder, we
are interested in the systems that are responsible for emotions. It is
a little problematic to think about a system for emotions (especially
when it is hard to decide exactly what an emotion is!). But first lets
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think more generally about what an emotion system has to do to
achieve mood stability.

A number of different processes are involved in mood stability.
We need to be able to recognize emotional cues (for example, the
expression of anger or fear on another person’s face). We also need
to be able to generate appropriate emotional responses to emotional
cues, which means that we have to be able to feel certain things
in response to environmental cues, including other people’s emo-
tions. And we have to be able to regulate our emotional responses.
Some aspects of regulation include being able to suppress the expres-
sion of emotions when appropriate, to take different perspectives
on emotional situations, and to be able to shift attention flexibly
from emotional to nonemotional tasks (to be able to get your mind
off your feelings). And other aspects of regulation include control-
ling the response of your PNS as your body experiences the physical
changes that go along with different emotions. The goal is to be
able to use emotional cues (other people’s feelings and your own) to
help you more accurately and efficiently process what is going on in
your environment and to help you respond more effectively to meet
whatever challenges face you.

The ability to achieve mood stability and to regulate your emo-
tions requires several different parts of your brain to coordinate
effectively. Scientists still don’t understand all the parts involved or
how they interact, but the evidence suggests that two major areas—
the limbic system and the frontal lobe (including your prefrontal
cortex)—are involved.

One way to investigate the underlying difhiculties in the ways
people with BSD regulate their emotions is to study patterns of brain
activation when people are feeling different emotions or responding
to different tests that evoke emotions. For example, in some studies
scientists ask people to look at pictures of other people feeling dif-
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ferent emotions. Or scientists ask volunteers to perform tests that
require attention (like math tests) as they experience different kinds
of feelings. At the same time, the scientists use brain scans to iden-
tify the parts of the brain that should (or should not) be activated
during these tasks. These studies, which often use fMRI (functional
magnetic resonance imaging) technology, suggest that the connec-
tions between the frontal lobe and the limbic system are important
to help people stay focused and effectively regulate their emotional
response—that is, to recognize what they are feeling and then to use
their attention effectively to be able to process the emotion and keep
thinking about the tasks they are trying to accomplish.

The research is still new and all the findings do not agree, but
much of the evidence suggests that part of the problems in mood
regulation in BSD reflects problems in the integration of information
from areas of the brain that control attention and higher-level infor-
mation processing (i.e., parts of your frontal lobes and related areas)
with input from the areas responsible for detecting and responding
to emotional stimuli (i.e., parts of your limbic system).

Let’s now look in a little more detail at how the limbic system
and the frontal lobe contribute to difficulties in bipolar disorder.
(See “Strategies for Studying the Brain” for a brief description of the
types of studies scientists use to learn about the brain.)

Strategies for Studying the Brain
Scientists now use many strategies to try to understand the biological
basis for bipolar disorder. It is amazing to realize the many different
ways we can study brain structure and function.

They study the brains of individuals with bipolar versus other disor-
ders or no disorders. Or they study people with BSD who are manic ver-
sus depressed or in a “normal” mood. They can examine brain structure
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and functioning using fMRI (functional magnetic resonance imaging) or
PET (positron emission tomography) scans. These scans are used to
get pictures of the areas of your brain that are active when you are
doing different kinds of tasks that require different kinds of information-
processing skills. Scientists use fMRI or PET scans to examine differ-
ences in the areas of the brain that get activated or “turn on” as the
people do different tasks, especially tasks that involve memory or emo-
tion. They can use these scans to see, for example, if certain areas of
the brain are more or less active (or differ in size) in people with BSD
versus “normal” controls (i.e., people without BSD or other psychiatric
illnesses). Using the previous analogy, this enables scientists to more
fully understand the traffic patterns in the brain. However, at this point,
these tests are not used to diagnose BSD, because we just don't know
what a brain with bipolar disorder looks like. But these tests are used to
help us understand how the brain works in different conditions.

Researchers can also examine the postmortem (after death) brains
of individuals with BSD to see if there are physical changes in the struc-
ture. They can study the brains of people who had strokes or other
forms of brain damage to see how damage to a particular area of the
brain affects behavior.

A new development, magnetic resonance spectroscopy (MRS), lets
scientists see changes in brain chemistry. They can also use electro-
physiology studies in which they put tiny little sensors into neurons
(nerve cells) to measure changes in the electrical activity of the cell
under different circumstances. Some of these studies are used to
determine how different kinds of medications work.

Researchers can give different medications that block the actions
of certain neurotransmitters or hormones (like cortisol) and see how this
affects everything from cell-to-cell communication to human behavior.
Many of these studies are done in animals. All these different methods
have helped scientists to understand more about the functions of differ-

65
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ent parts of the brain and to determine how these parts communicate
with each other to regulate functioning.

However, it is important to note that studies of the neurobiology of
bipolar are still in their infancy. This is a new area of research, using new
technology. The studies on people often include very small numbers of
participants, and the findings are not always consistent. Many of the
studies of brain activation can only tell us how one thing is associated
with another. They can't yet tell us if changes in a particular brain area
cause bipolar disorder. But all these studies help scientists develop
better models of the neurobiology of bipolar.

The Limbic System

The limbic system is located deep in the brain and is made up of
several different structures. (You might have heard of the hypothala-
mus, the hippocampus, and the amygdala—all parts of the lim-
bic system.) The different parts of the limbic system communicate
quickly and efhiciently with each other and then relay information
to and from the rest of the body and the other parts of the brain.
Information flow between the limbic system and the rest of your
brain and body is a two-way street.

A key part of the limbic system is the amygdala. This area is
thought to act as an emotion evaluator and is sometimes referred to
as a danger detector. It lets us quickly detect and respond to situ-
ations that might be dangerous. When the amygdala gets stimu-
lated by an input signaling a threat, it sends out signals to other
areas of the brain and your body indicating that it may be time for
action. You may feel fear or anger as these signals are sent. (Think
about what is happening when you are in a dangerous situation,
such as if you are in traffic and a big truck swerves in front of you.
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Your body reacts quickly. The amygdala starts a cascade of reactions
throughout your body, with different hormones triggering a series
of changes. The result is that your heart pounds and your hands get
sweaty, among other physical changes, and you “feel” terrified.)

The Frontal Lobe

The frontal lobe has many areas within it, but the area most relevant
to bipolar disorder seems to be the prefrontal cortex (PFC). As far
as scientists know, this area has two major roles. One involves regu-
lating mood. The PFC regulates emotional responses through its
connections with the limbic system, particularly the amygdala. The
PFC acts to slow down the action of the amygdala by sending mes-
sages to limit the signals the amygdala sends to other brain areas.
This prevents the body from becoming overstressed. One theory is
that in some psychiatric disorders, including anxiety disorders and
possibly BSD, the PFC does not adequately slow down or regulate
the actions of the amygdala. Consequently, the experience of emo-
tion and the physical changes associated with emotion do not get
regulated well.

The other job of the PFC involves information processing,
including working memory and aspects of organizational thinking,
sometimes called executive functioning. Working memory is the
memory we use to process information right at the moment to help
us solve problems. Executive functioning includes the information-
processing skills we use to develop goals and make plans.

Our working memory holds information “online” to enable us to
evaluate it and make appropriate decisions. Working memory isn’t
one process; rather, it is actually made up of several components:
mental manipulation, rehearsal, short-term storage, and retrieval.
For example, when you are reading this book, you may use ver-
bal rehearsal (repeating new vocabulary words to yourself) to help
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you understand the concepts. Retrieval allows you to relate this new
information to older information, to put it into context.

The type of thinking called executive functioning involves sev-
eral different interrelated processes. Executive functioning allows
you to predict outcomes or anticipate the consequences of a set of
actions and to organize information or choices. These abilities are
necessary to help you set goals and to figure out a reasonable course
of action. Executive functioning is also involved in social behavior,
helping you make social decisions and control impulses.

What does this mean for you? PFC difficulties may leave you with
problems in declarative memory (difficulties learning new informa-
tion). They may also lead to problems in working memory (prob-
lems working with new information and storing it effectively so you
can use it to solve problems) or in initiating and planning actions.
These information-processing skills are known to be impaired in
BSD, and they can be among the most disabling symptoms.

The Effects of Stress

When emotion is not well regulated, you are more likely to feel
stressed. Even if you don't really believe anything catastrophic has
happened, poorly regulated emotions can leave you feeling as if
something serious has occurred. And your body may be reacting as
if it has to respond to a stressor. In addition, BSD can create more
stressful life circumstances, if it interferes with your relationships or
your ability to work. And because BSD tends to run in families, a
more stressful environment in your childhood may also affect your
ability to manage stress.

When something is identified as stressful, the hypothalamus (a
part of your limbic system) triggers a cascade of hormones, which
eventually results in the release of the stress hormone cortisol. Cor-
tisol has effects throughout the body, increasing metabolism and
changing immune function.
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When your body is responding to an acute threat, this is very
helpful. You are getting ready to meet the increased demands. But
when your body is under long-term stress and during depression,
there are prolonged changes in the release of cortisol. This can lead
to harmful consequences.

Cortisol can cause short-term and long-term changes in processes
that are involved in neuron to neuron communication. The changes
associated with too much cortisol can destroy cells in the parts of
the brain that are associated with memory and other information-
processing tasks. This is important to understand, because some of
the symptoms associated with bipolar disorder, including depres-
sion as well as difficulties in concentration and attention and
memory, may be associated with problems in the regulation of bio-
logical responses to stress, including the release of cortisol and other
neurohormones.

How Cells in the Brain Communicate

What causes the difficulties in the communication between brain
areas? To understand this, we need to know more about how the
cells of the brain themselves communicate and how they regulate
the cell-to-cell connections. These connections are essential for the
proper functioning of the areas we just discussed.

You can think about the millions of nerve cells (or neurons) in
your brain as communication devices. Neurons communicate with
electrochemical signals. Chemicals called neurotransmitters regulate
neuron-to-neuron communication. You probably have heard of many
of the major neurotransmitters (for example, glutamate, norepineph-
rine, acetylcholine, GABA, glycine, serotonin, and dopamine).

Neurotransmitters are sent out from one neuron to another neu-
ron. The neurotransmitters from the sending cell trigger changes in
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the receiving cell. These changes determine if the receiving cell will
send out a message of its own and continue the chain of commu-
nication. Some neurotransmitters, like acetylcholine, are excitatory
and make it more likely that the receiving cell will send on another
message. Others, like GABA, are inhibitory and make it less likely
the cell will send a message.

Neurotransmitters operate throughout the brain, but some also
have specific areas in which they are concentrated. Each neurotrans-
mitter has a variety of functions, and many are associated with sev-
eral different pathways in the brain. For example, one of the things
dopamine affects is the perception of pleasure and reward; one of the
things serotonin is involved in is the regulation of sleep. Serotonin is
also involved in risk-taking behavior. Changes in the way these neu-
rotransmitters are modulated in your brain will affect the growth,
development, and functioning of different areas of the brain.

How Neurons Work

A neuron, or nerve cell, is like a battery. It has extra negative (—)
charges on the inside of the cell and extra positive (+) charges on the
outside. Consequently, there is a difference in the electrical charge
across the cell membrane. The charge difference is maintained by
pumps that lie on the membrane; they keep pumping the positive
charges out and keeping the negative charges in.

When a neurotransmitter is sent from one neuron to the next,
it attaches to one of many little doors on the cell membrane. If the
neurotransmitter is excitatory, meaning it should promote cell-to-
cell communication, the neurotransmitter will make the door on
the membrane open.

Neurotransmitters can “open a door” in two different ways.
When the neurotransmitter attaches or binds to the membrane,
it can directly open the door, letting charged particles flow back
and forth. Or the neurotransmitter can bind with a receptor on the
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membrane and trigger a cascade of events, called a second messenger
cascade, and that cascade then opens the door and lets the charged
particles flow in and out. The way the door opens depends on the
kind of neurotransmitter.

Once the door is open, the negative (—) charges in the cell flow
out and positive (+) charges from outside the cell flow into it. This
causes an electrical surge in the cell, called an action potential (AP).
The AP causes the cell to release its own neurotransmitter. Cell-to-
cell communication has occurred.

Studying cell signaling is a very hot new area in research on the
neurobiology of bipolar disorder. What we’ve described here sounds
pretty complex, but it’s really only the tip of the iceberg. This cas-
cade of events involves many steps along the way.

For example, some of the changes from second messenger cas-
cades can last for seconds or up to months. The second messengers
may cause immediate differences in the cell membrane that tell it,
“Send a new message” or “Don’t send it now.” There can also be
longer-lasting changes in the cell’s readiness to receive messages or
in the way it releases its own neurotransmitters. These second mes-
sengers can even produce changes in the way the genetic instruc-
tions located in the DNA of the cell’s nucleus are carried out.

But the bottom line is that the outcome of the cascade of events
influences the development of new connections among cells. One
outcome of some of the second messenger cascades is to affect differ-
ent chemicals, including brain-derived neurotrophic factor (BDNF)
or bcl-2, that affect the development of new connections. In fact,
lithium and valproic acid, two mood-stabilizing drugs, may work in
part by increasing bcl-2 and promoting cell connections in certain
areas of the brain.

Neurons and Memory. New research suggests that problems in cer-
tain aspects of cell signaling are specifically associated with prob-
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lems in memory. When you are busy learning something or using a
particular skill, for example, your brain sends nutrients to the part
of your brain that is busy and facilitates cell-to-cell communication.
This communication helps form new connections between cells and
ensures that memory is stored properly.

You can actually see these connections in the forms of little
processes or growths, referred to as dendritic spines, that grow out
from the dendrites of the cell body. Depending on the type of neu-
ron, a brain area that is responsible for something you do a lot—a
busy brain area—will have lots of connections with many dendritic
spines.

For example, studies in people and animals show that when they
are raised in an enriched environment (with lots of social interac-
tions and exercises and toys to play with), their brains develop many
more dendritic spines connecting cells to each other. Their new and
interesting experiences then create more cell-to-cell communication
that further promotes the development of these spines. More con-
nections from cell-to-cell communication probably lead to better
problem-solving abilities.

When there are interruptions in cell communication, the expe-
riences you have can’t be stored in the same way, because the con-
nections from cell to cell cannot form properly. Similarly, during
periods of high stress, stress hormones (like cortisol and norepineph-
rine) bind or attach to the cell membrane and influence the second
messenger cascades, so they either can’t send the proper message
to the next cell or don’t send a message at all. In fact, studies have
shown that stress hormones inhibit the growth of these connections,
and severe chronic stress contributes to the destruction of cells in
the hippocampus (an area involved in memory) and possibly the
PFC. This is a direct way that stress has an effect on the symptoms
of BSD. (By the way, this doesn’t mean you should avoid all stress,
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only that you need to learn how to recognize and manage it well.
More on this in Chapter 11.)

Some of the results of these biological changes affect the parts
of the brain that are involved in mood and behavior. When com-
munication is not working as it should, it may be harder for the
brain areas that regulate emotional states to function. And when
there are changes in the excitability of the cells, this can influence
the communication of information about emotions or the regula-
tion of emotional experiences—making us more depressed or more
impulsive.

Much more research is needed to understand the processes
involved in cell signaling and to examine the ways cell signaling
affects the development and functioning of different brain areas.
And scientists still need to understand how these biological pro-
cesses affect behavior and mood. But they are on their way to devel-
oping reasonable models that will help us understand the biological

basis of BSD.

Your Brain and Other Symptoms of BSD

Let’s talk about your other symptoms and how they fit into an
understanding of the way your brain works.

Cycles of Energy, Appetite, and Sleep

BSD is also associated with problems related to circadian rhythms.
Circadian rhythms are daily rhythms that coordinate our periods of
waking and sleeping, eating, daily changes in our body temperature
and energy, and other cycling changes. The hypothalamus regulates
rhythms of eating and sleeping and energy. This can have a big effect
on whether you feel good. For example, if the timing of circadian



74

The Big Questions

rthythms is off, some clocks (like the internal temperature clock)
may be out of sync with our night and day clock. These disruptions
in circadian rhythms can interfere with sleep and with waking com-
fort. You can end up feeling jet-lagged, even if you have never been
on a plane.

Circadian rhythms also influence the second messenger cas-
cades, affecting cell signaling. Some treatments for BSD, like Social
Rhythm Therapy, try to control the symptoms of BSD by strictly
regulating the timing of different activities in an attempt to readjust
circadian rhythms. The mood-stabilizing medication lithium also
seems to help regulate circadian cycles.

Light and Mood

Problems in the underlying biology of circadian rhythms may explain
part of the reason there are often seasonal changes in your mood
and other symptoms. Different seasons are associated with different
amounts of sunlight during the day, and the sunlight shines on the
earth at different angles at different times of the year.

Cells from the retina in the eye go directly to the part of the
brain—the suprachiasmatic nucleus of the hypothalamus, to be
exact—that directs at least part of our circadian rhythms. So changes
in the way sunlight hits the retina can produce changes in mood
and arousal. Although this occurs in everybody, these changes in
mood or arousal caused by changes of light and changes in the circa-

dian rhythms can be particularly difficult or pronounced for people
with BSD.

Sex Hormones and the Brain

Many women notice that their mood problems get worse around
certain times of the month, particularly just before they get their
period. One reason may be that some sex hormones, especially cer-
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tain kinds of progesterone, affect cell communication. More spe-
cifically, sex hormones can affect the way the membrane responds
to neurotransmitters or can affect the release of neurotransmitters,
thereby influencing cell-to-cell communication.

Sex hormones can also cause longer-term changes in the ways
genes in the cell are expressed (that is, change the way the genes pro-
vide instructions to create new proteins). In turn, this can change
the excitability of the cell over the longer run.

Neurobiology and Your Medications

Understanding these cell-signaling pathways also helps us under-
stand the medications for bipolar disorder. It is important to
recognize that bipolar is probably not a function of a single neu-
rotransmitter system. For example, it’s not just a serotonin problem.
Instead, it may be a problem in the systems that regulate the release
of these neurotransmitters, including the second messenger systems.
It may be the case that these problems occur more often in cells that
are involved in serotonin and dopamine pathways in the brain, but
other pathways also seem to be involved.

The Effect of Medications on Your Brain

The medications we take for BSD work on different aspects of BSD,
but on some level they all work on the cell signaling just described.
For example, there is good evidence now that lithium and some of
the new mood-stabilizing medications affect these second messenger
cascades, which are the biochemical pathways in the cell that can
move the chemical and electrical messages through the cell. Chang-
ing these cascades affects the way the cell communicates with other
cells and the growth of new connections among cells. These medica-
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tions may also affect the actions of different neurotransmitters, like
serotonin and dopamine.

Many antianxiety medications attach to the cell membranes and
help inhibit cell communication. Antidepressants work by increas-
ing the amount of neurotransmitters, like dopamine or serotonin,
available for cell-to-cell communication. The different antidepres-
sants do this in different ways, changing the sending cell to prevent
it from reabsorbing the neurotransmitters and changing the recep-
tors on the receiving cell to influence the way the neurotransmitters
affect communication. And they seem to change the growth factors
in the brain as well.

In contrast, most of the antipsychotic medications, like Haldol,
Abilify, or Seroquel, block dopamine receptors, inhibiting certain
kinds of cell-to-cell communication. This is a very simplified version
of the story. More details are available from the resource materials
we have listed at the end of the book.



Do I Have to Take My Meds?

The Role of Medications in Managing BSD

KEY POINTS

BSD has many symptoms.
The symptoms can look like one problem but really be another.

There are a variety of different medications to help manage many of
these symptoms.
Medications for one problem can make other symptoms worse.

Close medical supervision is the key. It is important to keep in close
touch with your doctor and to work closely to evaluate the benefits and
consequences of medication.

There is no perfect solution.

SD is a medical disorder, and medicines are generally

required for effective treatment. Many people with BSD are

treated very effectively with a single mood-stabilizing medi-

cation, like lithium. They have significant symptom reduction and

few side effects. But for many others, finding the right medications
is not always easy.

As we have seen, the most serious difficulty is getting the right

diagnosis. It can be difhicult for both clinicians and patients to rec-
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ognize symptoms of bipolar disorder and to identify the underly-
ing disorder contributing to the development of the symptoms.
Sometimes changes in mood and behavior are just part of life—a
transitory reaction to the stresses and strains of everyday experi-
ences. Other times new symptoms can be a reflection of underly-
ing changes in mood. The symptoms of BSD change over time and
with different circumstances. Consequently, some people may need
medication changes, sometimes several times a year.

“Can’t I Just Pop a Few Pills?”

So you can’t just get a diagnosis and a few pills and forget about
BSD. BSD is a complex and fluctuating disorder. And therefore the
treatment of BSD is complex and requires persistent and careful
monitoring. You will need to take an active part in your own treat-
ment team. You will learn to think like a clinician, like a doctor.

Getting the right kind of treatment can be extremely frustrat-
ing, but it is necessary to keep trying. Remember that bipolar dis-
order is a life-threatening condition. About half of all patients with
BSD will make a suicide attempt, and somewhere between 11 and 15
percent will succeed. You can’t just get over it. And most of the time,
you will require medications to control your symptoms.

In the early days of psychopharmacology (the 1950s and ’60s), the
treatments for BSD were generally pretty limited. Very few medica-
tions were available: some sedating antipsychotics (remember Thora-
zine?) and lithium. These medications helped with some symptoms,
but they didn’t treat others. Because they had so few options, when
their patients’ symptoms persisted, doctors tried higher doses of the
existing medications. And patients spent a lot more time in the hos-
pital; some even spent most of their lives in psychiatric wards.
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Especially at high doses, these early medications had substantial
side effects. They flattened out patients” emotions, put them at risk
for gaining a lot of weight, and made them feel and look tired and
lethargic, or zombielike. But most important, they just didn’t do the
full job. BSDs can require more complex medical treatment, and
the few medications available in the early stages of treatment just
couldn’t treat the wide range of symptoms that patients have. So
although many patients got somewhat better, most still had pretty
severe limitations in functioning.

For many patients, the side effects (or the worries about the side
effects) outweighed the benefits. And many people who were sick (but
not yet treated) felt pretty scared. They were scared to be diagnosed,
because they were scared that someone would put them in the hos-
pital or force them to take high doses of these medications. Because
the medications can make a pretty big difference in some aspects
of human suffering (even when they are not used efficiently), other
people (for example, doctors or family members) would sometimes
try to force patients to try these medications. These other people
weren’t necessarily being cruel, but there were so few options avail-
able that even a bad choice might have seemed better than nothing,.

With stories about these kinds of experiences and the visible side
effects of the early psychiatric medication regimens, a tough dis-
order got scarier and more stigmatizing to some people. And the
medications seemed even more mysterious and dangerous.

But the situation has changed. We know enough about the
kinds of medications needed and how they work that you don’t have
to succumb to fear. You can learn about BSD and the treatments
and side effects, and you can talk things over with your doctor. The
medications are still scary, but you can really learn a lot about your
condition and your treatment options, which will help you make
informed decisions about the best course of action for you.
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The Role of Medications in BSD

Studies have shown that patients with BSD are taking an average of
four and a half different medications, which means some are taking
fewer but many are taking more medication.

Why so many medications? Bipolar disorder has a number of
different symptoms, reflecting difficulties in several different areas
or systems of the brain (as we outlined in the last chapter). You may
need medicines to help stabilize your mood, curb your manic or
hypomanic symptoms, relieve your depressive symptoms, manage
your anxiety, control psychoses, improve your information process-
ing, and compensate for side effects produced by other medications.
Wow.

Ideally, you would like to have one medication that treats a broad
range of existing symptoms. Some mood stabilizers, including lith-
ium, can address many of these symptoms, with the beneficial effects
actually increasing over time. But sometimes you need more than
one medication to stabilize mood or control the other symptoms,
because the different medications may help by working through
slightly different pharmacological pathways. And sometimes you
have persistent symptoms that just don’t resolve with a mood sta-
bilizer alone. Despite the huge increase in research, researchers and
doctors just don’t have perfect solutions or even a perfect under-
standing of what is wrong. But progress is being made every day.

The Big Picture on Medications

Whats the bottom line? The medications can make a tremendous
difference in your ability to function, to feel OK, and to want to stay
alive. They can move bipolar disorder from being a life-threatening
illness to being a chronic condition. A tough condition but manage-

able. This is the kind of progress that has been made for diabetes
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and other serious illnesses. It is starting to happen for bipolar disor-
der, too.

But it is still very much a work in progress. You, your doctor,
and the people close to you are collaborators—observing symptoms,
stressors, supports, and side effects. It’s an ongoing conversation.
With knowledge about your condition, you can help improve the
quality of your medical care.

You may have to make many different medication changes to get
a reasonable set of medicines that work for you. (And then you may
have to change the medicines again as your symptoms change.) It
can be exhausting and dispiriting to go through the effort of trying
different medications and then switching if they don’t work or if
they cause too many side effects. But unless you are very lucky and
your doctor gets it right on the first try, this is the only way to make
progress. That’s why it’s necessary that you have a close relationship
with a therapist or doctor or friend—to help you keep perspective
during the ups and downs of the process of recovery.

Going It Alone

Many people, at some point, decide to go off medication and try to
fight the disorder using their willpower alone. Sometimes dealing
with the side effects of some of the medications becomes too over-
whelming. Sometimes it’s hard to believe that you can’t make these
symptoms go away if you just try harder. And sometimes people feel
so much better that they want a chance to see if they can keep up the
improvements without the medications. Some people go through
this “on meds, off meds” cycle several times. This seems to be part
of the process of accepting what needs to be done. If you need to try
this path, it is safer and wiser to work closely with your doctor and
your family to make sure you have support and monitoring during

this period.
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One issue worth considering is that if you do go off your medi-
cations or don’t want to start medications, you increase the risk of
relapse (having new episodes of illness). New episodes make further
episodes somewhat more likely. And it can get harder to treat each
new episode. It can feel like taking the medications is a big risk, but
not taking them is risky as well.

“Which Medication Is for Me?”

How does your doctor know what medications to give you? Your
doctor will make a judgment based on a systematic (but also intui-
tive) evaluation of your condition. Your doctor thinks about your
symptom reports and history as well as his or her observations,
knowledge of the disorder, and past experience with patients. The
doctor may consult with other professionals to see if they have had
patients with similar problems. But the judgment is still an educated
guess, because there are no tests at present to determine what the
symptoms mean or which medication is right for you. (At some
point in the not-too-distant future, doctors will be able to use your
DNA or other information to make better predictions about what
medications will work.)

When we say “guess,” we mean no disrespect to the prescribing
physicians. We use the word guess to highlight the need for you to
be a systematic and effective partner in the process of arriving at
that judgment and to remind you that treatment is an interactive
process. Your doctor makes a decision, and you give feedback to
help figure out if you are on the right track or not. There is no way
to guarantee beforehand that the decision is correct.

This doesn’t mean you are a guinea pig or that the doctor doesn’t
know what he or she is doing. It means that the situation is compli-
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cated, because similar symptoms can emerge from different under-
lying conditions. It can be hard to figure out whether a particular
set of symptoms really is depression (and therefore should be treated
with antidepressants) or if it is a mixed state. Co-occurring disor-
ders, like anxiety or attentional disorders, can confuse the picture
and make prescribing more difhicult.

Keep in mind that the prescribing doctor needs all the pieces
of the puzzle. Remember Frank from Chapter 3? He wouldn’t
have thought to complain about having those songs in his head.
He thought of it as an annoying experience, not as a symptom. I
kept asking questions, because not all the symptoms seemed to fit
together. And the information Frank provided helped guide his
psychiatrist.

But doctors won't always keep probing. It can help if you try
to describe the quality of your thoughts. Are they fast or slow? Are
you making connections between ideas quickly or slowly? Do your
thoughts and feelings seem to bounce around or follow a straight
path? Do your ideas seem to glisten and fill you with feelings? Do
you feel as if you have no thoughts, as if your mind is blank or
empty? Descriptions like this can really help your doctor figure out
what is going on.

How do you decide what medication is right for you? Ultimately
you and your doctor take an empirical approach. That means you
start with observations about your symptoms, and you try a medi-
cation strategy. You and your doctor will carefully monitor your
symptoms and track your side effects. Together you weigh the costs
and benefits, both before and after you start the course of treat-
ment. No medicine is perfect. But together with your doctor, you
can evaluate the risk-benefit ratio.

In the next sections, we will review the different classes of medi-
cations you may be prescribed and explain some of the reasons why
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you might be given a certain medication. We can give you some tips
on what to look out for and how to talk to your doctor and family
about these issues.

It is important to note that we are not physicians. We are psy-
chologists, and we work very closely with psychopharmacologists.
In this chapter, we mean to provide a general overview of some of
the medications you might be on. At the end of this book, we have
included more resources in the reference section. We don't list every
possible side effect. Instead, we just highlight the most common
kinds of side effects. The goal is to help give you a general guideline
for evaluating the trade-offs—the decisions each person must make
about the costs and benefits of each medication. Your best bet is to
discuss the pros and cons of each medication with your doctor.

A general note about side effects: it is important to remember
that some medications have rare, but potentially serious or fatal, side
effects (for example, neuroleptic malignant syndrome with antipsy-
chotics, serotonergic syndrome with antidepressants, and Stevens-
Johnson syndrome with Lamictal and some other medications).
These rare but serious side effects don’t mean that you shouldn’t take
the medications. They mean that you should be aware of the warn-
ing signs, so you can get immediate treatment if you show symp-
toms of these disorders.

Let’s look now at the issues involved with each category of
medication.

Mood-Stabilizing Medications

Mood-regulation problems are a core feature of BSD. Most people
with BSD will be taking one or more mood-stabilizing medica-
tions. These can include lithium (Eskalith, or lithium carbonate) or
some of the newer medications, such as Depakote (sodium valpro-
ate or divalproex sodium), Lamictal (lamotrigine), Neurontin (gaba-
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pentin), Keppra (levetiracetam), Zonegran (zonisamide), Gabatril
(tiagabine), Tegretol (carbamazepine), and Topamax (topiramate).
These medications are usually the frontline treatment for bipolar.

The Trade-Offs. Mood-stabilizing medications can be very effec-
tive for mood stabilization, and lithium is still often the best choice.
A good response to lithium is actually a good sign for the course of
the disorder. But not every mood stabilizer helps every patient. That
is why it is important to take an empirical approach. If one doesn’t
work, after an adequate trial at the proper dose, don’t give up. Keep
a record and try another one because chances are very good that one
or more of these medications will help. Some, like Neurontin and
Topamax, can help with anxiety. Lamictal can help lift your mood,
because it has some antidepressant properties. As we discussed in
Chapter 4, there is new evidence that some of these medications can
also help underlying brain functioning. Usually, if you can’t tolerate
the side effects of one of these medications, you can try another.

On the other hand, all these medications can make you feel
tired. You may feel as if it takes you too long to find words (although
that can also be an information-processing symptom of bipolar dis-
order itself). Most but not all of the medications in this class are
associated with weight gain, and several cause tremors. With lith-
ium and Depakote (and sometimes Lamictal) doctors will ask you
to get blood tests to check your blood levels of the medication. At
higher doses, people can feel too flat or not like themselves. Some-
times doctors will try two or more mood-stabilizing medications at
the same time so they can use lower doses of each one.

Sometimes people can be very scared to take lithium, because
they associate it with “being crazy” or they remember people talking
about being a zombie on lithium. If your doctor thinks you should
try lithium, talk about your fears. You can ask if it is safe to go
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slowly, starting with small doses and working your way up. This will
help you understand the costs and benefits. It is worth remember-
ing that the benefits can be substantial. Because lithium is an older
medication, doctors have a lot more experience with and knowledge
about it.

Antipsychotic Medications

These medications are called antipsychotics or atypical antipsychot-
ics, but they really have many other functions. In fact, there are pro-
posals to change the category name of antipsychotics because they
work on so many different kinds of symptoms. Many patients take
medications in this category to help curb manic symptoms, to treat
pervasive anxiety, and to control psychotic symptoms, like halluci-
nations. Examples of some of the older (but often still very effective)
medications include Trilafon (perphenazine), Orap (pimozide), and
Haldol (haloperidol). The newer medications, called atypical anti-
psychotics, include Zyprexa (olanzapine), Risperdal (risperidone),
Abilify (aripiprazole), Seroquel (quetiapine), and Geodon (ziprasi-
done). Another relatively new medication is Clozaril (clozapine).
Some of these medications, like Seroquel, are also indicated to treat
depression in bipolar disorder.

You may wonder why you are asked to try a medication that was
originally developed for treating other mental illnesses, including
schizophrenia. You may wonder if your doctor suddenly thinks you
have some other illness or that other people will wonder if they find
out you are taking these medications. But, in fact, many of these
medications are approved for treating symptoms of BSD, and they
are used more commonly than you might suspect.

The Trade-Offs. Antipsychotic medications can be tremendously
effective in stabilizing your mood. They can significantly reduce the
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very disabling anxiety that accompanies BSD. In fact, even though
they are known for being sedating, if you are exhausted by anxiety,
these medications can actually give you more energy as they treat
the anxiety. It is important to emphasize the powerful and positive
symptom-reducing effects of these medications, when they are used
correctly under close supervision.

All these antipsychotic medications can certainly make you
more tired and put you at risk for muscle stiffness, and most can
cause weight gain and make you feel slowed down. They can give
you muscle or movement side effects called Parkinsonism or extra-
pyramidal symptoms, including tremors or muscle stiffness. If you
are having problems with this type of side effect, you can get another
medication to treat the side effects or you can switch to another anti-
psychotic medication or another class of medications.

One of the side effects is called akisthesia—feelings of restless-
ness and agitation where you want to jump out of your skin. (This
is a rare but extremely unpleasant side effect.) When you complain
about akisthesia, you can sound like you are complaining about feel-
ings of anxiety or agitation. And this can make your doctor increase
the medication rather than stop it. When you talk to your doctor,
i's important to raise the possibility that you might be suffering
from akisthesia and to really try to accurately describe your symp-
toms as best you can.

Here is the primary difficulty: as is the case with all the catego-
ries of medication prescribed for bipolar disorder, these medications
require close medical supervision. For these antipsychotic medica-
tions in particular, you must monitor your weight. Your doctor will
check your blood glucose levels to check for diabetes and will moni-
tor your liver enzymes and other functions.

The bad side effects that are sometimes reported in the newspaper
(such as tremendous weight gain) may be avoidable to some degree,
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if you and your doctor are carefully monitoring your response to
the medication. To get effective symptom control, you may end up
having to tolerate some weight gain. But major weight gain doesn’t
happen overnight, although it can happen over a period of weeks
to months. If you are gaining too much weight, you may need help
monitoring your diet. Or you may need to try another medication.

Recent evidence suggests that part of the reason you gain weight
on some of these medications is because of the effects of the drugs
on chemicals like leptin, a hormone that signals that you are full.
Research on the effects of these medications on hormones and
metabolism will help scientists develop new treatments in the future
that have fewer side effects (or at least medications to help control

the side effects).

Antidepressants

As we have seen in previous chapters, depression or depression-like
symptoms are a common and debilitating feature in BSD. This
depression needs to be treated carefully. There are twenty-three dif-
ferent antidepressants currently available, including tricyclic antide-
pressants such as Norpramin (desipramine), Elavil (amitriptyline),
or Tofranil (imipramine); monoamine oxidase inhibitors (MAOIs)
such as Parnate (tranylcypromine) or Nardil (phenelzine) or the
new Deprenyl (selegline); and selective serotonin reuptake inhibi-
tors (SSRIs) such as Prozac (Huoxetine), Zoloft (sertraline), Paxil
(paroxetine), Celexa (citalopram), Luvox (fluvoxamine), or Lexapro
(escitalopram). There are also “double-action drugs” such as Effexor
(venlafaxine HLC) that work through several pathways. And there
are medications like Wellbutrin (bupropion) that fall into their own
category.

The Trade-Offs. Antidepressants can lift your mood, improve your
concentration, decrease your obsessions, and reduce your anxiety.
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They are commonly prescribed medications, but they can sometimes
make things worse for people with BSD. And the evidence for using
antidepressants in bipolar depression is mixed. Antidepressants can
sometimes trigger hypomania or mixed state. In fact, one form of
BSD, bipolar III, is diagnosed when individuals show symptoms
of BSD only after they were treated with antidepressants or other
stimulating medicines. Antidepressants can increase the excitability
of the nerve cells and increase cell-to-cell communication. In some
cases, this makes the symptoms worse. But other times that’s just
what does the trick and lifts the negative mood.

How can you know if you should try antidepressants for your
depressive symptoms? You won’t know for sure, but you can begin
to make an educated decision after you consider issues such as those
discussed in the following.

Were you originally treated with antidepressants? Many
patients (as many as 50 or 60 percent) were originally diagnosed
with major depressive disorder (MDD). They were often pre-
scribed antidepressants, sometimes for years, before they were
correctly diagnosed. In some cases, it is possible that antidepres-
sant use precipitated the manic episode.

If you were treated with antidepressants before, did your
symptoms get better or worse or did the effectiveness change
over time? You might have felt better initially and then six to
twelve weeks later thought, “The antidepressant stopped work-
ing.” It might not be that the antidepressant stopped “work-
ing.” Instead, it might be wise to consider if you were starting to
develop symptoms of a mixed or hypomanic state and that the
antidepressant was either not helping or actually making matters
worse.

How can you tell if you are “switching” to a hypomanic
state? When you took the antidepressant, did you get a lift in
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energy that helped you function or did you get electric high-
intensity energy? Did you feel more intensely sad? Have more
vivid nightmares? Feel your thoughts race a little more, get more
irritable or impatient, have too many ideas, or feel too close to or
too passionate about other people? Did other people think you
sounded intense, as if your voice was vibrating with energy? Did
you have an increase in suicidal thoughts? Did you feel as if you
were rotting or rotten? Did you feel as if you were “tripping,”
or hallucinating, even after a short trial? If you think you got
more intense on the antidepressants, then maybe you had moved
into a mixed or hypomanic state. Again, here is where accurately
defining and describing your symptoms to a loved one or health-
care professional can be so very important.

However, it is important to note that your friends and fam-
ily may be more accurate than you are in describing the changes
you undergo. The positive or intense mood you feel during hypo-
mania can make it really difficult for you to be objective about
your symptoms. In our group for BSD, patients have made it
clear that they don’t necessarily experience the same symptoms
on the inside as are apparent to everyone else on the outside. For
example, as one group member said, “What looks like racing
thoughts and grandiosity to other people feels like extra creativ-
ity and confidence to me.” You also might have had the same
experience of being “unaware” of your own behavior.

If you became hypomanic or edgy on antidepressants before,
you may have these symptoms more quickly if you try them
again. (On the other hand, sometimes you won’t have problems
on a new antidepressant.) So if you got into a hypomanic or
mixed state after six weeks on the antidepressant the last time,
you may move into that state in a much shorter time now. If you
are having these symptoms, then you should call your doctor.
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Did other people in your family do better or worse on anti-
depressants? New evidence suggests that there are some under-
lying biological or genetic factors that may make some people
more susceptible to “Hipping” or “switching” mood states with
antidepressants. However, doctors don’t know what these genes
are, and they don’t yet have a test for the genes. But you can still
get an idea if you ask questions. If other people in your family
have taken antidepressants, you can ask them how the medica-
tions worked for them. Did they do better or worse? Did they
have nightmares once they started, or did their sleep improve?
Did they feel as if they had more intense symptoms after a while
or less intense? Did they start drinking alcohol more? Did they
get very restless? Did they get more suicidal?

The possibility that antidepressants may trigger a mixed or
hypomanic episode doesn’t mean they can never be used in BSD
depression. In fact, they can be very helpful, and some (but not
all) of our patients use antidepressants regularly. The psychia-
trists we work with generally consider antidepressants primarily
when patients are also being treated with mood-stabilizing or
antipsychotic medication, and good trials of these medications
have failed to relieve distress. They are thoughtful in their use
of antidepressants, because they can increase symptoms. So you
and your doctor need to monitor your response carefully. It just
won’t be enough to get a prescription and a visit in a month’s
time. It is important to track your progress and maybe ask some-
one close to you to help as well, and then you must make sure
you can check in with your doctor regularly.

You will be better able to evaluate your progress and the
effects of the medication if you are reasonably systematic about
evaluating your symptoms. It can be very hard to think about
your symptoms when you are in a low or distressed mood. Your
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mood at the time you are thinking about your situation often
will overwhelm your ability to recall a more detailed history.
You may think, “T feel terrible now—I always felt terrible, just
overwhelmed.” It probably isn’t true that you have always felt
terrible, even if you feel very bad right now. Exercise 6 (at the
end of the chapter) will help you keep track of changes in symp-

toms when you take medication to treat depression.

Other Possibilities. Antidepressants are not the only solution
for symptoms that look like depression. You can feel as if you are
depressed, but you may really be in a mixed state. Your symptoms
might include more changeable (or labile) moods and a hypersen-
sitivity to other people or bad news. You might be having more
nightmares.

Sometimes mood-stabilizing medications (including lithium) or
antiepilepsy medications (such as Depakote, Neurontin, Lamictal,
or Zonegran) can be helpful. These medications can change the level
of your mood and also stabilize it. The effects might not occur right
away, but they will often be seen over a relatively short period.

Sometimes people get depressed because they are so sick of being
very anxious. As we have discussed, anxiety disorders and an anxious
personality are common in people with BSD. There is also some new
evidence that increases in hypomania or mania can increase anxiety,
which in turn can lead to depression, adding fuel to the fire.

Often people can be very anxious without necessarily identify-
ing it as anxiety. But they may be aware that they are worrying a
lot or are internally preoccupied with concerns or feel as if they
just cannot tolerate any more stress. They may just feel very tense
and unwilling to take any action. In these cases, what looks like
depression may really be intense paralyzing anxiety. This anxiety
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can sometimes be helped by other types of medications, including
the antipsychotic medications. These medications can sometimes
relieve symptoms that look like this kind of depression, because they
are very effective in treating major anxiety.

However, just to make it more complicated, there are also times
when these medications worsen depression and can make you feel
more tired. No wonder you have to keep careful track of your symp-
toms and the side effects!

Antianxiety Medications

Anxiety is a major problem in BSD. Many patients report having
micropanics (that is, mini panic attacks). Others report feeling over-
whelmed with a destabilizing anxiety all the time, so much so that
they don’t really recognize it as anxiety—it is just a sense of not feel-
ing right in their chest or gut. There are many different medication
strategies to use. Sometimes the antipsychotic medications described
earlier are the right answer.

Antidepressants are a frontline medication for anxiety, but as we
have discussed, they have special problems in BSD. Very commonly,
doctors use benzodiazepines—for example, Valium (diazepam), Lib-
rium (chlordiazepoxide), Xanax (alprazolam), Ativan (lorazepam),
and Klonipin (clonazepam)—to treat anxiety in patients with BSD.
Buspar (buspirone) is an atypical antianxiety medication.

The Trade-Offs. Antianxiety medications can be very helpful in
reducing acute symptoms of anxiety. The side effects depend on the
medication you are prescribed. For example, benzodiazepines are
very effective, but they can have some long-term effects on cognitive
functioning, they can be addictive, and they are sedating. (That’s
why you often take these medications at night to help you sleep.)



94

The Big Questions

These medications require monitoring to make sure that you are not
inappropriately increasing your dose or getting too sedated.

Medications to Facilitate Information Processing
Information-processing problems are a major issue for people with
BSD. Some physicians will prescribe medications used to treat atten-
tion deficit disorder, including stimulants like Ritalin, Focalin, or
Concerta (formulations of methylphenidate) or Adderal or Dexedrine
(formulations of dextroamphetamine). They may also use medica-
tions like Provigil (modafinil) or Strattera (atomoxetine) to help.

Sometimes patients are offered medications that were devel-
oped for Alzheimer’s disease, like Namenda (memantine) or Aricept
(donepezil). These medications help prevent the breakdown of ace-
tylcholine in the brain. Acetylcholine is a neurotransmitter that is
important for learning and memory.

The Trade-Offs. Stimulant medications work very quickly, and
they can improve cognitive function, including the ability to pay
attention and concentrate for longer periods. Most decrease fatigue
and can help offset sedation.

But stimulant medications may make you feel jittery or anxious.
More important, these medications can increase the risk of switch-
ing to hypomania or even precipitate psychosis. That doesn’t mean
you shouldn’t try these medications—it means that if you try them,
do so with supervision and be aware that if your mood shifts, you
may need to stop the medication and take another medication to
help restore your mood regulation.

Medications developed for Alzheimer’s disease take longer to
work, but some people find them helpful (though very expensive).
There are a variety of generally mild side effects, like tiredness or
anxiety, dizziness or stomach distress. You may need to monitor
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your concentration and functioning over a few months to decide if
these medications are making a difference and make sense for you.

Thyroid Hormones

Many patients with BSD take thyroid hormones, usually Synthroid
or Cytomel. These medications compensate for changes in thyroid
functioning that are probably caused by lithium, and they are also
used to facilitate antidepressant effects. There is some evidence that
people with BSD may be more at risk for thyroid abnormalities.

The Trade-Offs. These drugs can be both necessary and helpful,
though too much can cause jitteriness and agitation and too little
can be associated with fatigue and body aches. You will need to
work closely with your doctor to monitor these medications, usually
by getting regular blood tests.

Describing Your Symptoms

At the risk of repeating ourselves: the more you know about how
to think about and organize your symptoms, the better you can
communicate with your doctor. The better the communication, the
more likely you will find the right treatment.

Your reports are essential for making the treatment work. Over
time, you will learn to more quickly recognize symptoms and put
together your constellation of symptoms and different diagnoses.

Following is an example that illustrates how you and your doc-
tors can collaborate, even when it isn’t clear what the best course of
action should be. And after that is a story that illustrates what hap-
pens when you get really good at recognizing your symptoms and
communicating with your treatment team.
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Samantha’s Story

Samantha has a long history of bipolar disorder II. She has had
episodes of mixed state with symptoms including intense irrita-
bility, accompanied by longer and more pronounced episodes of
depression.

Last year Samantha was taking a combination of two mood
stabilizers. She was making good progress in recognizing and con-
trolling her symptoms, particularly her hypersensitivity to interper-
sonal slights. Toward the middle of the summer, her last freelance
job ended. Although she was worried about money, she decided the
time was right to have a surgical procedure (completely unrelated to
BSD) that she had been postponing.

The surgery went well, but it left her very sore. She had some
postsurgical difficulties, which made her anxious. A few days after
the operation was over (but when she still felc unwell), she started
to feel very panicked, confused, and unhappy. Her psychiatrist pre-
scribed a benzodiazepine as an antianxiety medicine. The medica-
tion helped a little, but the symptoms persisted. Samantha began
to have bad dreams. She felt as if she were losing control. She cried
frequently and didn’t feel like she could resume her normal life.

Was she in a state of agitated depression? That was a possibility.
She had been depressed before, and the surgery could have served
as a stressor triggering a depression. She had tried antidepressants
before with some positive benefits. Hoping to relieve some of her
distress following surgery, Samantha’s psychiatrist gave her a low
dose of an antidepressant she had been treated with before.

Within a few days she was clearly worse. The intensity of her
negative mood increased, and she felt completely disorganized. She
couldn’t write clearly and felt very, very anxious. Her nightmares
intensified and felt like they were “breaking through” into her wak-
ing hours.
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We decided that Samantha’s symptoms probably indicated a
mixed state, not an agitated depression. Her psychiatrist stopped
the antidepressant and started Samantha on a low dose of an anti-
psychotic instead. In two days Samantha was feeling much better
and was able to function at a much higher level, participating in her

own care.

Samantha’s Solution. Finding the right combination of drugs
after her surgery was a very difficult process for both Samantha and
her doctors, and at times Samantha felt frantic and miserable. She
was very frightened by how strange, unpredictable, and intense her
symptoms seemed. But the trial-and-error process worked for her,
and she recognized this. She remembers this time in her life as one
of the most scary times she has ever been through. And yet she says
she thinks she is doing better now than she would have been if it had
never happened.

Samantha knew how to make her concerns known to us, and
she knew that we would change the course of treatment until we
found a solution. Now she feels much, much better on the current
medication program. (And she is back at work.)

How We Worked Together to Stabilize Samantha’s Mood. Let’s
look at the process in a little more detail. First, and most important,
Samantha called when she didn’t feel well. Her treatment team (the
psychologist and psychiatrist) talked on the phone and discussed her
symptoms. She certainly was anxious (and who wouldn’t be after
the surgery?), but it wasn’t the only problem. She had other symp-
toms that made it difficult to know whether she was depressed or in
a mixed state. We made an educated guess but let her know that the
treatment might not work. We instructed her to keep tabs on her
symptoms (for example, her sleep, thinking, energy, and anxiety).
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And when the first medication choices made the situation worse,
Samantha knew to call back.

We scheduled appointments soon after the surgery and the first
medication changes. Each time we made a medication change, we
gave Samantha instructions to call us in one or two days, depend-
ing on her condition. Samantha knew she might feel worse from
the treatment, but she was prepared, and she did not feel alone.
Because we kept in close contact, we didn’t have to be magicians and
“guess” right the first time. In fact, we made a total of four medica-
tion changes over about a month. It would have been better to get it
right the first time, but that isn’t always possible. At every step of the
way, Samantha was part of the decision-making process.

Henry’s Story

Henry is a sixty-five-year-old man who had a major manic episode
five years ago. Over the past year, his mood has generally been more
stable, with a lingering mild depression. Recently, Henry came to an
appointment and reported that he was worried he might be getting a
little hypomanic. He looked about the same as usual, maybe a little
more alert. But he told me he felt like his speech was pressured (and
it was). He was emphasizing his words, speaking more rapidly, and
sounding rushed (even though we were really not in a hurry). He
was feeling a little hypersexual, having a lot of intrusive thoughts
about sex.

He wondered if he should try stopping the small dose of antide-
pressant he had been taking for his lingering depressive symptoms.
The psychiatrist and I agreed that this might be the most conserva-
tive and easiest approach. We asked him to keep us posted on any
changes. Henry stopped the antidepressant, and within about five
days, he called back to say that this strategy didn’t work. His hyper-
sexuality decreased slightly, but he was now so depressed he could
not get out of bed or go to work. He had more thoughts about kill-
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ing himself, but fortunately he didn’t have a plan or an intent. The
psychiatrist decided she would treat the hypomania more directly
and added back the antidepressant and increased his dosage of lith-
ium by a third. Within a few days, his mood was stable again, and
he was back at work. He barely had time to sink into the hopeless
thinking (for example, “I will never get better. This condition will
ruin my life.”) that had been characteristic of his early years with
BSD.

As in the case with Samantha, Henry was a proactive part of the
treatment process. He knows he wants to have the fewest days pos-
sible in an unstable state. Because he has been so active in learning
about BSD and in understanding his symptoms, he can communi-
cate very efficiently to help us help him regain mood stability. The
total time of the follow-up calls (Henry to one of us, our conversa-
tions with each other, and then two follow-up calls) was probably
under ten minutes. And because he was so resourceful about getting
and adjusting his treatment, he missed very few days of work.

Wha’c About Your Treatment?

How do you make a decision that the medication you are taking
now is working? Think about these questions:

Do you feel less depressed? Less revved?

Do you get more restless or feel calmer after a few days on or
off the medication? Do you have fewer anxious thoughts?
Are there changes in the tone of your voice, in the energy of
your thoughts, or in the degree to which you can’t get off

a topic?

Do you sleep more soundly, or are you having trouble falling
asleep or staying asleep?
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Do you feel more irritable or better able to take things in
stride?

Can you think in a more flexible way, or do you feel as if
every thought is emotional?

In Exercise 6 you can track your changing symptoms to help
you sort out the benefits and costs of each change in medication.
You will notice that the “patient” who filled out the sample sheet
reports that he feels a little depressed and tired and has trouble con-
centrating. He is sometimes sleeping and eating too much. Are the
problems with sleeping and eating really side effects from the medi-
cations? Or are they symptoms of continued depression?

He says he is feeling a little motivation. Is this an improvement
or a decline? You can’t know unless you track your symptoms—
and see if you experience these symptoms before and/or after the
medication.

Different Viewpoints on Your Health

Using this tracking sheet can help you communicate with your doc-
tor and integrate different perspectives on the way you are progress-
ing. To evaluate a particular trial of medication, doctors compare
the state the patient is in once he or she has started on the new
medication with the way they were before the medication. On the
other hand, people with BSD tend to look to see the elimination
of symptoms—they compare their current state with the state they
were in before they got sick. These are different types of compari-
sons involving different time frames. So you may look better to your
doctor but not feel better enough to yourself. Both points of view are
important to consider. After all, in most cases, your doctor didn’t
meet you until after you got sick. So your doctor doesn’t necessarily
realize what has changed.
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In addition, your doctor may be focused on one particular symp-
tom—say, depression. You may be aware of remaining symptoms
that still have not remitted or, in fact, have gotten worse because of
the treatment. The tracking sheet can help keep the whole story in
focus.

Your doctor is paying attention to a whole different set of symp-
toms—sort of the observable characteristics of BSD. This can
include changes in your posture, your tone of voice, the pacing of
your speech, your ability to make eye contact, the ways you express
yourself, your irritability, and your sadness. It can be helpful to ask
your doctor to pinpoint how he or she knows the medication is
working (or is not).

You may be paying attention to the way you feel and to the
personal goals you have (or have not) achieved. This point of view
matters, too. And your treatment will benefit when your doctor
understands your point of view.

Learning from Medication-Related Problems

Effective communication is the key. You and your doctor choose a
course of action for the moment, and together you can articulate
changes in symptoms that will let you know if you have made the
right choice. For example, if you look depressed but are really in
a mixed state, then antidepressants may make you more jumpy or
cause you to have trouble sleeping. Your thoughts may feel more
brittle or edgy.

Although it may be very uncomfortable, an increase in symp-
toms is a valuable piece of information. These symptoms provide
you and your doctor with guidance about the nature of your diag-
nosis. With this information you and your doctor can make a course
correction and develop more effective medication regimens over the
long run.
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Practical Considerations

It takes a lot of time and effort and close monitoring to learn to rec-
ognize the symptoms and develop strategies to control them. A sin-
gle short (fifteen- to thirty-minute) visit every three months does not
constitute effective monitoring. When our team (psychologists and
psychiatrists) starts a new medication, we often talk to the patient
within a few days (sometimes even the next day, depending on the
medication). We make sure they are seen within a week. We teach
them what to look out for, and we remain available as they increase
the dose. It’'s worth doing this right. If you can’t get to the doctor,
then call. Or have a family member or therapist call for you, if you
don’t feel up to it.

A difficulty with this approach is that medication monitoring is
not well reimbursed by insurance companies. You will have to work
with your doctor to figure out the most cost-effective and safe way
to stay closely monitored. The more you know about your symptoms
and the side effects, the more efficiently (and cost effectively) you
can communicate with the doctor.

The Most Important Message

Don’t let the side effects slide. It doesn’t make sense to call your doc-
tor only when things have become dangerous or miserable. These
medications can make tremendous improvements in your ability to
function, but they require monitoring. If you see problems, don’t
hesitate to call your doctor.

Don't let the symptoms slide either. If you are not getting better
or don’t feel well, call. You are entitled to help.

One final note: many of our patients have very severe and
uncomfortable symptoms, such as disabling anxiety, uncontrolla-
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ble moods, and persistent suicidal thoughts. They cannot function
without symptom control. Although there are many medication
choices, sometimes the only medication that works for a particu-
lar person is one that causes significant weight gain or dampens
sex drive. Sometimes it is necessary to accept some significant side
effects in order to preserve life. No one likes it. But sometimes you
face tough situations.

This is the way it is now. The pressure to develop better medica-
tions is very high, so we are confident that there are medications that
will do better in the future.
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EXERCISE 6
Medication Tracking Sheet

Werite in 0 for not at all, 1 for a little, and 2 for a lot. (Note: you may
feel more comfortable writing in your own words for the symptoms,
as you practiced in Chapter 3.)

Here’s an example:

Date Date Date Date Date
3/2/07
Medications Z2oloft
SOwmg
wn the
MovUing.
Sevoquel
200 mg at
night-
Symptoms
Depressed mood |
Loss of interest or pleasure in |
activities
Sleep
Insomnia (difficulty sleeping) 0
Hypersomnia (too much sleeping) |
Appetite
Loss of appetite 0
Increase in appetite |
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Energy and movement

Very low energy, fatigued |

Very slow movements |

Restlessness 0

Worthlessness, guilt |

Poor concentration or 2
indecisiveness

Thoughts about harming or killing 0
yourself

Plans to kill yourself

Inflated self-esteem or grandiosity

Decreased need for sleep

S | © | O | O

More talkative or pressure to keep
talking

Racing thoughts, flight of ideas 0

Distractibility |

Increased activity

Too much energy 0

Lots of activity 0

Too much involvement in 0
pleasurable but potentially harmful
activities (overspending, drug use,
and gambling)

Desire to be around other people to 0
talk all the time




106

The Big Questions

Mood lability (mood changes very
frequently or is very sensitive)

Interpersonal hypersensitivity

Can't stand being around people

Very critical of yourself when you
are with other people

Keep worrying or thinking about
your interactions with other people

Feeling very anxious or very self-
conscious around other people

Additional symptoms you notice
or improvement you experience

More hopeful

More comfortable

Motivation to get things done




Do I Have to Take My Meds?

Now it’s your turn:

107

Date

Date

Date

Date

Date

Medications

Symptoms

Depressed mood

Loss of interest or pleasure in
activities

Sleep

Insomnia (difficulty sleeping)

Hypersomnia (too much sleeping)

Appetite

Loss of appetite

Increase in appetite

Energy and movement

Very low energy, fatigued

Very slow movements

Restlessness

Worthlessness, guilt

Poor concentration or
indecisiveness

Thoughts about harming or killing
yourself

Plans to kill yourself
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Inflated self-esteem or grandiosity

Decreased need for sleep

More talkative or pressure to keep
talking

Racing thoughts, flight of ideas

Distractibility

Increased activity

Too much energy

Lots of activity

Too much involvement in
pleasurable but potentially harmful
activities (overspending, drug use,
gambling, etc.)

Desire to be around other people to
talk all the time

Mood lability (mood changes very
frequently or is very sensitive)

Interpersonal hypersensitivity

Can't stand being around people

Very critical of yourself when you
are with other people

Keep worrying or thinking about
your interactions with other people

Feeling very anxious or very self-
conscious around other people
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Additional symptoms you notice
or improvement you experience

More hopeful

More comfortable

Motivation to get things done

Notes for the Family

Medication management is the key to recovery. But it is also the part
of the treatment that feels most fraught with anxiety for the patient and
the family. Family members often know that the patient must have some
medical treatment, and yet they do not wish their loved one to experi-
ence side effects. They may be afraid the patient will get fat or dulled
or zombielike. Family members can find themselves in the awkward
and difficult position of having to side with the doctor or the patient, of
having to voice their opinions about whether they believe medication
and/or therapy is necessary for the patient. It can help to know that oth-
ers are up against the same challenges. It is hard to accept that difficult
treatment choices have to be made. But it is crucial to get everyone on
the same side—believing in and working toward recovery.

Every psychiatrist and psychologist we have worked with has been
torn about the costs and benefits of prescribing medications. On the
one hand, the symptoms of BSD are dangerous and potentially deadly.
We know that despite the patient’s heartfelt wish that the symptoms
would all go away with insight (or maybe a little Valium), symptoms
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are only likely to get worse unless they are treated with the proper
medication.

And vyet it is difficult to prescribe medications that are likely to
cause weight gain, tremors, or slow thinking or that may deprive people
of sexual pleasure. It is painful to have to explain to someone that he or
she has a serious illness and may have to take serious medicines.

And for the physicians, this has to be done in an extremely tight
time frame—usually fifteen- to thirty-minute visits, spaced over long
time periods. But if people do not fully understand the nature of their
disorder and its impact on their life, as well as the trade-offs involved
in taking the medications, then it is hard to get good adherence to the
medication regimens.

In most centers that treat cancer or diabetes or other serious ill-
nesses, it would now be unacceptable to simply prescribe medications,
hand out a pamphlet, and send the patient on his or her way. A program
of symptom monitoring and psychoeducation and support is almost
always offered. These programs help people and their families accept
that something difficult has happened. Someone has gotten sick. The
sickness causes certain symptoms and has certain treatments. People
know that if they get cancer, they may have to take drugs that will
make them nauseous, that will cause their hair to fall out, and so on.
They work with their treatment team to understand and manage the
trade-offs.

We try to create the same intensive treatment approach in our prac-
tice when working with a person who has BSD. We, the psychologists,
work closely with the patient and psychopharmacologist to provide
effective care. The communication between psychologist and psychia-
trist helps ensure that we are addressing most symptoms and hearing
about most of the side effects. We can each check our judgment about
the course of treatment and make sure we are alert for signs of suicidal-
ity, for more serious side effects, and for oncoming stressors.
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This communication is important, because things look different to
each member of the team: the patient, the family, and each of the pro-
viders. From the psychiatrist’s perspective, the situation is going well if
the symptoms are reduced. From the patient’s perspective, the situa-
tion is going well if his or her functioning has returned. From the family’s
perspective, the patient’s happiness and safety are the most important
goals—they have to take everything into consideration.

However, in many parts of the country, this kind of dual service
(psychiatrist/psychologist) may be impossible to create. If this kind of
intensive case management is not available, you can use educational
materials to help you along. In fact, the reason that we wrote this book
was because we were responding to the questions of families we met at
National Alliance on Mental lliness (NAMI) meetings. Many people with
BSD or who have family members with BSD just do not have access to
the kind of care that is needed to manage a complex illness. A book or
other educational materials can't really help you with the feelings you
may have, but they can make you a more efficient and effective commu-
nicator. You can learn to think about the symptoms and learn the vocab-
ulary you need to communicate with the doctor. And this knowledge can
also make it a little easier to talk to other families and patients, to see
similarities and get more support. You may be able to use chat rooms
and local NAMI meetings to help you gain the kind of support and confi-
dence that is necessary to keep moving forward. We know this kind of
intensive support works for other kinds of chronic illness. Now we need
to establish these standards of care for BSD as well.

1
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[ Just Don’t Feel Like It

The Effects of BSD on Motivation

KEY POINTS
People with BSD often have difficulty starting and completing tasks.

They need much greater motivation to perform certain tasks, because
the barriers to completion are higher.

The barriers are created by a combination of mood-regulation and
information-processing problems.

our ability to take effective action—to do things as simple

as taking care of the laundry or planning a vacation—is

affected by your mental status (your mood, level of anxiety,
and ability to process information). When your mood is very low or
you are very distracted by anxious thoughts, you will have trouble
acting effectively.

When this happens, you just don’t feel like doing anything. This
is one of the most frustrating things about bipolar disorder. People
are surprised and upset by how hard it is to get themselves to do the
things that need to be done. DeShawn can’t make himself clean the
house. Solange can’t get herself to open the mail and pay the bills

until it is a real emergency. Lin can’t seem to get to work on time, no

e

C T

matter how hard she tries.

-
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Their symptoms are not uncommon. Some studies indicate that
more than half of patients with BSD are unable to work or are able
to work only in a sheltered setting. Persistent symptoms of depres-
sion, anxiety, or psychosis or a history of alcohol abuse make the
risk for disability worse. However, clinically, it is our experience that
with effective treatment, a systematic approach to symptom control,
and a graded approach to work, it is possible to recover and to do
what you set out to do.

Lacla of Motivation

Like many other people with BSD, you may wonder what happened
to your motivation. If you have been hypomanic or manic, you may
remember a time when you were endlessly and effortlessly energized
and motivated to succeed. Now, as you have trouble getting things
done, you may be wondering if you are just not motivated. You may
think, “If only I were really interested, I'd be motivated and then
I could do something.” Or, “If only I werent so worried about my
problems, then I could get my mind on my work and feel motivated
to do something.”

Depression and Motivation

Why do you seem to have so much trouble with motivation? Some
of the difficulty getting started is a function of the particular symp-
toms of depression in BSD. For some people, depression may be
accompanied by a leaden paralysis. Leaden paralysis is a way that
psychiatrists describe the depression many BSD patients have: they
can’t move, they don’t feel like they can do anything, they are stuck.
This is one of the most difficult symptoms for patients and their
families to understand. It can seem as if people are refusing to try
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or refusing to take action, that they simply aren’t willing to help
themselves. But really, they may be depressed—even if they don’t
feel very sad.

These symptoms of depression are a particular problem for people
with BSD. Studies have shown that the more symptoms of depres-
sion people with BSD have, the less able they are to do what they are
trying to do—for example, function as a wife or mother, husband
or father, student or worker or friend. Almost all of our patients talk
about times they just couldn’t return a call, do the laundry, or get
up to go eat breakfast. They just can’t. And much of this difficulty
doing things is a function of the depression part of their BSD.

Anxiety and Motivation

Sometimes anxiety can impair us as well. We all have had the expe-
rience of being so worried that we were too distracted to think
straight or get anything done; our worries seem to get in the way
of us doing anything. Maybe it was a time we were waiting for test
results or worrying over someone we love. The problems arise when
this bad mood or state of anxiety lasts a long time. In fact, people
meet diagnostic criteria for a mental disorder when their internal
state (mood or anxiety level) affects their motivation and behavior
to the extent that they are no longer able to function effectively. In
BSD the effects of anxiety can be debilitating. And as we will dis-
cuss in Chapter 9, information-processing problems can also make
it more difficult for you to just get started.

The Desire to Try

But despite all these obstacles, most people with BSD keep trying.
They keep pushing themselves to keep functioning—to take care of
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themselves, their families, and their work. They believe they will be
able to achieve their goals if they have enough motivation to over-
come the obstacles.

They know they need more motivation if there are more barri-
ers to success. So when they have trouble getting themselves to do
something, they may try to increase their motivation. They may try
to make it more important to succeed or more scary to fail. They
may tell themselves that their motivation reflects their values and
character. Or they may try to find something that ignites a passion-
ate interest, so they can use the emotion to motivate themselves to
push past any difficulties. All in all, they try to get themselves to
try harder—to get supermotivated to succeed. It just seems strange
when you have to be supermotivated to take on even small tasks.

But the amount of motivation you need isn’t the same as it
was—the equation has changed. With BSD you are facing more
obstacles to achieving your goals, even if you do not immediately
recognize those obstacles.

Why do you need so much motivation? With BSD, the obsta-
cles or barriers have increased. The underlying problems in mood
regulation and information processing make even small tasks more
difficult. These barriers can change the equation. They change the
amount of motivation and the kinds of resources you need to start
and complete tasks.

It can be painful to recognize that something that once was easy
can now be hard to do, to recognize that your motivation is some-
times just not enough to overcome the obstacles. And this realiza-
tion can make the situation worse if you become burdened with
feelings of shame. But once you know how BSD affects motivation,
you can systematically identify the resources you need to overcome
these barriers.
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Angela’s Story

An example may help to clarify. Recently, Angela told me a story
that helped me understand the way this struggle with motivation
feels. Angela said that she had gone upstairs to remind her daughter,
Gina, to do her math homework. She came back an hour later, only
to find her daughter lying on her bed daydreaming. Angela asked
Gina why she hadn’t done her work, and Gina said, “I didn’t feel
like it.”

At that moment, Angela realized that she had felt that way for
a long time. She just didn’t feel like doing her whole life. She didn’t
feel like getting up or doing her paperwork or cleaning the house or
talking to other people.

And yet, what did she mean? Was it the same as what Gina
meant? What Gina was really saying (although not out loud of
course) is, “Mom, get out of here. I want to do other fun things
more than [ want to do math. In a little while, I'll get nervous about
not finishing my homework in time, and I’ll get to work.”

Gina is procrastinating because what she wants to do is more
interesting to her than what she has to do. If we ask her to rate her
feelings about how hard it will be for her to do the math, she might
say, “Well, on a scale of 1 to 10, I think the math is a little boring and
a little hard, so it’s about a 4.”

As a mom, Angela thinks it is a sign of good character to be
able to get your work done before you play. Because she feels like
it is important to know how to get past your own human laziness,
Angela pushes Gina to get started. She feels confident in her deci-
sion, because she knows that Gina can do her homework without a
tremendous amount of difficulty. Put another way, Angela knows
Gina can get going on the math if she pushes herself a moderate
amount (about a 4 or 5).
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Angela intuitively understands the relationship between mood,
anxiety, and motivation, so she wonders if it works the same way for
her. When she can’t get her work done, when she doesn’t feel like
it—maybe she is just being lazy. Maybe if she just kicked herself; she
could get started. Maybe she just has bad habits or bad character.
Maybe if she had a passion for something, she could make herself
function more effectively.

But it sure doesn’t feel that way. Why not? Because her moods
are more intense, she has more things to worry about, her thinking
is not as clear or creative, and she is more tired. The amount of effort
required to complete each task is much greater. Things that used to
be a 4 are now a 9. Put another way, her underlying problems with
mood regulation and information processing change the equation,
so things are just harder to do. In Table 6.1 you can see the way these
barriers affect the amount of motivation and effort you need to get
things done.

Understanding Angela’s Lack of Motivation. Lets examine each
of Angela’s chores to understand the relationship between motiva-
tion, symptoms, and behavior. We asked Angela to list the different
things she had to do each day and to rate these activities on a scale
from 1 (not at all hard to do) to 10 (very, very hard to do). Then we
asked her to tell us if she got those tasks accomplished and if not,
why not.

Here is what she said: “I can wake up and get my daughter off to
school, even though it is very hard for me, because I am supermoti-
vated to make sure she gets to school. Taking care of Gina is really
the most important thing in my life. No matter how exhausted I am
(and these medicines really make me tired), I make sure I get up and
get her off to school.”

She makes Gina’s lunch and dinner for the same reason. She may
make a very simple meal when she feels really bad, but she wants to
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Table 6.1 How BSD Changes the Motivation Equation

N WA 1N O © 5

Mood-regulation problems

= Working memory
limitations

B Depressive symptoms

B Anxiety

B Boredom

Angela Gina

make sure food is on the table for her family. This is central to her
identity and the meaning of her life.

Angela told me she is able to go to the grocery store now, because
she has gotten used to it. She goes frequently so she doesn’t have to
do a lot of planning in advance; planning a once-a-week shopping
excursion would be too overwhelming for her. She can just pick up
what she needs for a day or two. She has problems with working
memory and planning, but by breaking the shopping task into little
pieces, she can get around those difficulties.

On the other hand, paying the bills and taking care of the insur-
ance forms seems really overwhelming to her. Most people hate

doing this kind of paperwork, and lots of people get frustrated and
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Angela’s Activity Ratings

Problems and Solutions

How Hard Is It to Do?

Activity (scale from 1 to 10) Did It Get Done?
Get up and get her daughter to school 6 Yes

Go to the grocery store 4dorb Yes

Pay the bills 9or10 No
Organize insurance forms 9or10 No

Call the insurance company 8or9 Callgeedt :nrt;zsﬂtigindn't
Help her daughter with homework 5 Yes

Make dinner 4 Yes

upset submitting their insurance forms. But for Angela the job is
especially difficult. She finds she just can’t get herself to go into her
study and take out the forms. She feels as if she must go to sleep as
soon as she thinks she should get going on her paperwork.

Why are some things so difficult? Let’s look at it from Angela’s
perspective. Just like anyone else, Angela thinks to herself, “Paper-
work is boring. How many insurance forms can I fill out? Even if
I finish this stack of papers, there are so many others that I have to
do.” But Angela is not just annoyed about being bored.

She knows that she is having some information-processing dif-
ficulties, specifically difficulties with her memory and thinking,
common to many people with bipolar disorder (see Chapter 4).
She worries about not having the concentration to complete a task.
(“What if I start and can’t finish? What if I get interrupted? Will
I remember what I have done and be able to pick up where I left

off?”)
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She is also worried that she will not be able to manage a tele-
phone conversation with the insurance company if she has to resolve
a dispute. She does not have confidence in her ability to remember
what is being said to her and to be able to figure out on the spot
what to do next. These are two tasks that are undermined by prob-
lems in working memory.

Negative Emotions. Angela has a whole range of negative emotions
that further undermine her ability to concentrate. She is very wor-
ried about the outcome of filing the insurance paperwork. (“What
if it doesn’t work out? What if I don’t get money back?”) Her anxi-
ety and mood-regulation problems make her emotional responses
more intense and more prolonged than they would be for most other
people. And she also feels sad and humiliated. Before she got so sick,
handling these tasks would not have been a big deal for her. She
wouldn’t have given it much thought. Now these tasks seem over-
whelming, and this makes her upset about the kind of person she is,
the illness she has, her self~-worth, and her future.

Because memories and thoughts are often stored along mood-
related lines, thinking about one upsetting situation can trigger
memories of other upsetting experiences. This roller coaster of nega-
tive ideas is more problematic for people with mood disorders. The
chain of memories happens more quickly, and there are fewer posi-
tive memories easily available to serve as a kind of brake for the roller
coaster of negative feelings. These feelings overwhelm the person’s
motivation.

Emotional and Physica] Pain

It is important to remember that emotional pain is physical. When
we feel negative emotions, we release cortisol and norepinephrine,
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among other neurohormones. These changes may physically mani-
fest themselves as a racing heart, sweaty palms, or a dry mouth. But
BSD may be accompanied by changes in the nervous system that
make it difficult to recover or stabilize your emotional experience. In
fact, laboratory studies show that individuals who tend to be anxious
and depressed take a longer time to return to baseline—to recover
physiological stability once they get activated.

It can be uncomfortable and distracting to have your body get
so activated. For example, right after a good workout at the gym,
your brain probably feels clearer. But it would be hard to settle down
immediately to solve math problems or balance your checkbook.
You might want some time for your body to quiet down, so you
can concentrate on something outside yourself. In fact, that’s why
people like to listen to music while exercising. We need to distract
ourselves from our internal state (our beating hearts, our panting
breath, and so on). Therefore, to think clearly, it is important to be
reasonably comfortable. And it is hard to be physically comfortable
when you are very distressed. You just don’t feel well.

Why You ReaHy Don’t Feel Like Tt

When you consider all these factors, you can see that the barriers to
getting the job done have suddenly increased. And you can under-
stand why Angela just doesn’t feel like she can do the paperwork. If
you look back at Table 6.1, you can see that Angela needs a lot more
motivation to get over the hump of the barriers (or she needs some
resources to help her manage the barriers more effectively).

When Angela says, “I don’t feel like it,” it has a new meaning.
It means, “The feelings that could be there to motivate me—the
pride in getting something done and the possibility of getting some
money back—these positive feelings are not very strong. And they
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are drowned by the feelings of anger, anxiety, sadness, humiliation,

and fear that come up when I try to do these simple tasks in my
disabled state.”

You and Your Motivation

Why can’t you get motivated? You may be asking yourself, “Why
don’t I feel like doing it? Why can’t I just go do it?” You might want
to think about the different kinds of feelings you are having. You
can try asking yourself, “What am I feeling when I am avoiding
something?” It can be helpful to think about and break down the
different kinds of feelings you are having.

Just knowing specifically how you feel can make it seem less
unpredictable and less uncontrollable. It may be too hard to do this
when you are actually having the feelings, but you can analyze the
situation another time, when you feel a little better—or maybe when
you are talking it over with someone.

It can also be helpful to remember that when you are doing
something difficult (even if it is a small thing), you have the negative
feelings at the time and the good feelings come later. So you have to
be able to imagine and remember what it is like to feel satisfied and
happy after completing a task. And that memory can be very weak
if you are sick.

Try it yourself. Work on Exercise 7. You can use this analysis as a
guide to help you decide what help you need. Think about what you
have to do and how it feels for you to do it. Most of the time, people,
unless they are supermotivated, will not do things that cost them
more than a 4 on their own effort scale. You can use this under-
standing to help you when you get overwhelmed. Try to figure out
what you really mean—and how high or low your motivation level
is on the effort scale—when you say, “I dont feel like it.”
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In the next set of chapters, we will examine how problems with
information processing and mood regulation can raise the barriers,
and how you can work to get the resources you need to shrink them
back down to size.

But first you have to recognize that sometimes you just don’t feel
like dealing with BSD. It’s a tough problem, and it is hard to accept
that you have gotten sick. BSD itself can make the problem harder
by influencing the way you think about yourself.
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EXERCISE 7

Your Activities: Charting the Effort Required
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Write in the tasks you need to do on a daily basis and also some
other harder things you have been avoiding. See if you can figure
out why some tasks get accomplished and others don’t.

Tasks You Need to Do

How Hard Does It
Seem to Do the Task?
(on a scale of 1 to 10)

Does the Task Get
Done? (no, a little,
mostly, yes)

If Not, What Makes
It So Hard? (Does
it require a lot of

concentration? Does
it make you anxious?

Does it remind you
of being sick? Do

you need to talk with
other people? Is it too
big a job to do all
at once?)
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I Just Want Things to Go Back to
the Way They Were

The Effects of BSD on Your Motivation to Recover

KEY POINTS

It can be hard to accept that you have a difficult medical disorder.

Everyday reminders of the difficulties you face can undermine your
courage.

Depression can make your ideas about BSD inaccurate and
catastrophic. These faulty beliefs can reinforce the depression.

Challenging these beliefs can help you succeed.

t can be very hard to accept having BSD. People who have BSD
:[(just as is true for anyone who faces any significant medical

diagnosis) have to face a change in the way they think about
themselves and their future. They have to find a path toward
recovery, setting new goals and appreciating different kinds of
accomplishments.

It can be hard to accept the difficulties that come with any seri-
ous illness. You might feel overwhelmed as you think about the

problems you face as a consequence of BSD. But the symptoms of
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BSD can make it worse. Depression can color your thinking and
make negative or catastrophic thoughts seem true.

In this chapter, we will use some of the techniques from
cognitive-behavior therapy to help us evaluate our expectations and
challenge inaccurate or catastrophic beliefs about BSD. You can use
these strategies to help you gain the strength you need to cope with
BSD.

Let’s start by examining different kinds of thoughts and feelings
people have about BSD. Two tables, appearing a little later in this
chapter, list the specific thoughts people might have. In the left side
of the tables are some of the extreme or worst-case versions of these
thoughts, while the right side of the tables presents more reasonable
alternatives.

“How Could This Happen to Me?”

The condition may make you so overwhelmed that you feel as if
you will never recover. You may be so angry about the unfairness
of it all that you want to refuse to participate in the work of recov-
ery. And sometimes these feelings of anger, frustration, and sadness
can get so strong that they can undermine your will to do the hard
work necessary to recover. You may feel there is no point in trying,
because things are so different from what you imagined. You may
feel irreparably damaged when you compare the way you are now
with the way you imagine “normal” people to be.

Worst of all, you can be so ashamed about getting sick that you
start to feel unlovable. You may believe you somehow deserve this
condition. You can start to view this illness as a product of spiritual
or character failure and as a sign of weakness.

But it isn’t. You didn’t ask to get sick, and you don’t deserve it. It
happens, and you can recover. But it is easier if you see the situation
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for what it is, a situation in which you have a medical illness that
affects many aspects of your life.

Let’s look at the worst-case scenario thoughts in Table 7.1. Do
you ever have these thoughts? You don’t have to accept the worst-
case scenario. If you put your catastrophic thoughts into words, you
can see that they reflect feelings more than facts. These ideas are
really examples of emotional reasoning, and they don’t reflect an
accurate picture of BSD.

See if you can think in a little less catastrophic way. Table 7.1
offers some examples. In Exercise 8, at the end of this chapter, you
can write in your own worst-case scenario thoughts along with more
reasonable alternatives. You can use this exercise to improve the situ-
ation by recognizing emotional reasoning and catastrophic thinking
and then considering more reasonable alternative ideas.

Table 7.1 Catastrophic Beliefs About BSD and More
Reasonable Alternatives

Worst-Case Scenario Thoughts More Reasonable Ideas
“I don't believe | can recover, | just can't “| can recover. Other people have recovered. It
see it happening. | am so afraid of feeling is hard, but it is very possible.”

devastated, | just can't think about it.”

“It is so unfair that | am sick. | am not going to  “Itis unfair. It is very frustrating. | am very

do anything because it is so unfair.” angry and upset. | just don’'t want these
feelings to stop me every time | try to make
my life better.”

“l am not normal. | can’t stand the fact that | “It is true that | am sick, but | am still me,
am not normal.” even if | can't always appreciate that. | am still
important to the people who love me.”

“I am so damaged, no one will want me.” “Actually, | know for a fact that people with
BSD do develop meaningful relationships and
they are still wanted and needed. It will get
easier and more possible as | get better.”
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Triggers in Everyday Life

Everyday life can be filled with triggers or reminders of the difhicul-
ties you may face with BSD (that is, the ways your symptoms of
BSD and the side effects of treatment affect your functioning and
your quality of life). Sometimes these reminders will make it very
hard to get started on the process of recovery, on the tasks you set
for yourself.

Steve’s Story

Let’s look at an example. Steve wants to do the household cleaning
chores. Because he is not working now, he wants to try to pull his
weight in some way. He wants to get going, but he gets stuck—stuck
pacing or reading novels or sleeping.

Steve was pretty mystified by his own behavior. He had always
been a caring and responsible guy, but despite his best intentions, he
just couldn’t get himself started.

So we began to think about breaking the house cleaning into
smaller pieces to make it easier for him to get started (for exam-
ple, he could leave the vacuum out the night before or put the pail
with the cleaning supplies right by the bathroom door). We broke
the harder chores down into even smaller pieces (he could dust the
shelves in the small bookcase and then dust the shelves one by one
in the big bookcase). And this helped a little.

But it didn’t quite get to the heart of the matter. So we talked
some more and began to better understand the problem. When Steve
wakes up and begins to think about his day, he realizes his primary
responsibility right now is to clean the house. This is a depressing
thought. Thinking about cleaning the house reminds him of how
much he has lost since he got sick. When he was able to work, he
had responsibilities that seemed much more meaningful to him. He
had a cleaning lady who cleaned the house. This is clearly more than
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a lack of motivation (which we addressed in Chapter 6). His inabil-
ity to clean the house was a symptom of a real blow he had suffered
to his sense of self.

Ego Injuries

The losses of meaning and of pride are ego injuries, wounds to our
sense of self. Steve knows that it is just housekeeping and not really
the end of the world, but his unspoken thoughts have the power to
make him feel very bad and stop him in his tracks. Steve does not
yet have the mood stability and sense of accomplishment necessary
to fight off the sadness or numbness he feels when these daily or

routine ego injuries occur.

Table 7.2 lists some of the thoughts Steve had about his situa-

tion. He didn’t realize these thoughts were even in his head until

Table 7.2 Steve’s Thoughts

Worst-Case Scenario Thoughts

More Reasonable Ideas

“l used to have a cleaning lady, and now | can’t
afford one. | am a failure.”

“I am not working now, but | think | will be
able to work in the future. Even if | can't work
now, it doesn't take away all the things | have
accomplished in my life.”

“I can really notice the tremors that | have
when | do the cleaning. These medications and
this illness make me an old man.”

“I have to take the medications, but if | am
having tremors, | can talk to my doctor. Maybe
she can fix this problem.”

“I can't take care of my wife—I am not really a
man anymore.”

“At our wedding, we said that we would take
care of each other through sickness and
health. | need some attention now. | hope it
never happens, but | will take care of her if she
ever needs it."

“l'am a bad and selfish person because | can't
make myself do these things.”

“No, | am just having some trouble with
depression. | couldn't be bad and selfish,
because | am working so hard to get this
problem fixed.”
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he started to talk about them. And then he was able to think them
through in a less frightening and more practical way. (By the way,
now that he knows he gets overwhelmed by these thoughts, he turns
up some Irish music and gets going on the chores.)

Every day most people suffer some of these losses: you get criti-
cized by your boss, your wife yells at you, you burn the dinner. Most
of the time, you get over it and bounce back. But when you have
a mood disorder, these ego losses can be much harder to take. The
losses can pierce your heart.

Sometimes it may not even be clear that it is an ego injury you
are experiencing. You may not be fully aware that you feel sad or
angry or afraid. If you haven’t thought things through, you may be
catastrophizing—feeling worse or thinking things are worse than
they are. But you can’t even reevaluate your thinking if you don’t
realize you are thinking these things.

BSDs and the medicines prescribed for BSDs can cause some
physical and psychological changes that may make you feel less
powerful, less competent, less sexy, and less physically strong. The
changes that actually occur may be much less significant than your
emotional responses to these changes. And you may get overwhelmed
by the emotional responses to these changes without even realizing
that this has happened and without having the opportunity to chal-
lenge your own ideas. A little preparation can help.

When you find yourself feeling unable to do something, you can
ask yourself if the situation is in some way reminding you of the loss
of any of the following:

your masculinity (or femininity)
power (being the provider or the “chief” at home or work)
physical strength or coordination
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It is often extremely helpful to make a list of some of the thoughts
you might have. Exercise 8, at the end of the chapter, provides you
with some space to write down your own thoughts and to write
down more reasonable alternatives.

Depression and the Desire to Recover

Depression can make you feel as if the negative thoughts about liv-
ing with BSD are true, and the thoughts can reinforce your depres-
sion. It can be critical to talk these issues over with your doctors to
make sure you are challenging any inaccurate beliefs.

But it isn’t as simple as changing the sentences. Talking through
these thoughts can help you realize what you are saying to yourself
(maybe not consciously, but somewhere in the back of your mind).
But much of what is happening is still painful.

It takes a stable mood to be able to tolerate the daily triggers of
distress and to develop new sets of life goals. When your mood is
not well regulated, it can be too painful to accept these difficulties
and very hard to develop more reasonable plans. As your mood sta-
bilizes, it will be easier for you to figure out how you want to handle
the BSD.

Most important, it takes a high level of support to tolerate the
change in your life. It can be helpful to share your worries with
your doctor. Your doctor won't be surprised. Most people with BSD
have these thoughts and feelings. We have a group for BSD, and the
group members support each other in setting and tolerating new
goals. It can take the edge off some of the pain to know that other
people (other likable, intelligent, and motivated people) are in the
same position.
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EXERCISE 8
Reconsidering Your Thoughts About BSD

Write in your own worst-case scenario thoughts. Try to include some
daily triggers (thoughts you might have while going about your daily
routine). These are thoughts that come up when you see the way
BSD affects you in your daily life. Then write in some more reason-
able alternatives. If you can’t think of a more reasonable approach
or are having trouble putting your worst fears into words, do this
exercise with someone you care about and trust.

Your Worst-Case Scenario Thoughts More Reasonable Approaches
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Setting Goals with BSD

KEY POINTS
Making progress requires setting realistic goals.

Setting realistic goals requires that you evaluate your condition
accurately.

Symptoms of BSD can affect your ability to see yourself and your
situation clearly.

Getting feedback from others you trust can help you set achievable
goals.

t takes real success and real achievement to feel better. But one

of the most difficult challenges is setting reasonable goals. The

mood-regulation and information-processing problems associ-
ated with BSD can make it necessary for you to work toward your
personal and professional goals at a slower pace. If you are a student,
you may need to take fewer courses as you recover. If you are work-
ing, you may have to reduce your workload or adjust your respon-
sibilities so you have less stress. As is the case with most chronic
illnesses, recovery from BSD depends on slow and steady accom-
plishment, combined with careful stress management. You want to

fa
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build on real success.
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Accepting this slower pace can feel demeaning and dispiriting,
It can feel like accepting defeat at the hands of an unknown and
mysterious enemy—an enemy that seems to be undermining your
drive to succeed and your joy in life. A realistic evaluation of your
condition can help you cut this enemy down to size.

Setting Realistic Goals

At times it’s hard to know how to be realistic. It’s hard to know what
expectations make sense. You know things have changed. You have
a sense of what you can’t do, but you don’t know what you will be
able to do. You can’t count on doing the things that made you feel
proud before (or maybe you never got a chance to accomplish things
you hoped would make you proud). And you don’t yet know what
accomplishments are ahead of you. You need information to help
you develop new dreams and new expectations.

Achieving real success requires setting achievable goals. This can
be the most difficult part. You have to develop a new way to think
about your goals and accomplishments. And you have to challenge
your catastrophic or inaccurate beliefs about setting new goals.

A number of beliefs can undermine your ability to set reasonable
goals. You may believe that if you acknowledge your limitations,
you are committing yourself to disability. You may believe that if
you accept the limitations, you can’t agree to fight them. You may
be afraid that you will never push yourself.

But you don’t have to deny the problems to succeed. You can
look the problems straight on and find new ways to rise to the chal-
lenge of facing them.

Ruby’s Story
Let’s look at an example. Ruby used to be an executive. Once she
got sick, she just couldn’t get started building a new life. She only
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wanted to return to her high-powered, fast-paced job. When I rec-
ommended she start out with simpler, less-stressful tasks, like vol-
unteering or working part-time, she felt angry and insulted. She
thought I was treating her like she is “damaged goods.”

Even though she knows she won’t be able to tolerate working full
time in a high-level position, she feels she must say that she can do
it. Saying that she can’t is akin, in her mind, to completely giving
up to BSD. And yet, if she doesn’t accept some limitations and start
somewhere, she won’t get started at all. She is having trouble tolerat-
ing the comparison between her current condition and the way she
remembers herself when she wasn’t so sick.

Like Ruby, you can be so distressed and frightened about hav-
ing BSD that you aren’t able to realistically evaluate your situation.
Look at Table 8.1 to see some of the underlying thoughts that Ruby
might have had and see if we can challenge them with more reason-
able alternatives.

Why is Ruby giving herself such a hard time? She is experiencing
the pain associated with social comparison; she is comparing who
she is now to her idea of a more perfect person or perfect situation.

When you ask yourself “Am I as good as other people?” or
“Am I as good as I was before I got sick?” you are engaged in social
comparison.

Social Comparisons

When you ask these questions, you are engaged in social compari-
son. Sometimes social comparisons can be motivating, such as when
you find yourself doing something that someone else in your posi-
tion can’t do or something that you yourself couldn’t do the week
before. However, sometimes when you see the difference between
what you do and what you can imagine you do, you experience
what we call an ego injury. As we have discussed, an ego injury is an
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Table 8.1 Reasonable Thoughts About Setting Goals When You Have BSD

Worst-Case Scenario Thoughts

More Reasonable Ideas

“If I accept that | am sick, | will never get
better.”

“If I accept that | am sick, | can get the
treatments | need to get better.”

“If | take a part-time job, | will never work full
time again.”

“I might have to take a part-time job now. But
if it goes OK, | can move toward full time in the
future.”

“If I accept a lower position, I'll never do
anything at work. | am so exhausted that if
| am not supermotivated by the money or
prestige, | will never do anything.”

“I may be exhausted, but if | take one step
at a time and pace myself, | can accomplish
something.”

“If I try a simpler task and can't perform it, |
won't be able to handle the humiliation.”

“| have to take a risk sometime. | will ask for
help if | need it.”

“If | set lower goals, | won't seem attractive to
other people.”

“I will still be important to the people | love,
even if | stop being so ambitious. It is probably
better to actually get something done than to
just talk about it.”

“If I go slow, | will be a loser.”

“If I succeed, even if it takes me longer and
even if | don’t accomplish everything | set out
to do (and who does?), | will be a winner.”

injury to the way you think about yourself, to the idea of yourself

that you keep in your mind and your heart.

The Best Self You Can Be

We all have an internalized image of ourselves as the best self we can

be. And we use those internal images (some psychological theories

call them internal objects, because they are so real) to guide our own

behavior. We want to be a certain way, and the awareness of the gap

between what we are doing and that ideal self makes us uncom-

fortable, so we have the motivation to take action. For example, I

want to be a good mother, and I have a vision of what me as a good
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mother would look like (calm and patient), and so that vision (some-
times) stops me from screaming at the kids when they do something
wrong. My daughter wants to be a really good musician, and that
picture of herself as a really good singer makes her stay in the prac-
tice rooms, even when she would really like to chat on the phone
with her friends. And when she sloughs off on her practicing, she
feels guilty because she knows that she is not living up to being the
person she wants to be.

So when we see the gap between what we have done and what
we wish we did—for example, when I find myself yelling at my
daughter, or when she finds herself wasting away an afternoon on
the telephone instead of practicing her scales—we feel uncomfort-
able, maybe a little nervous, guilty, ashamed, or embarrassed. And
these are feelings most people want to avoid. For most people, trying
to avoid these ego injuries helps keep them on track. For people with
BSD, these injuries can push you off track.

Depression and Social Comparison

Depression, including bipolar depression, makes you more likely to
engage in negative social comparisons—to compare yourself to oth-
ers, to the way you were before BSD, or to an idealized version of
yourself. And in turn these comparisons make you more likely to
feel upset and depressed. Sometimes the ego injuries can be devas-
tating, too devastating for you to keep moving. Some individuals
with BSD will avoid taking any risks or engaging in any activities
that present a threat of an ego injury.

Social comparison can lead to damaging ego injuries when you
have an unrealistic vision of what you are able to do. Your capacity
may be temporarily changed by BSD. It is important to adjust your
expectations according to the reality. You will recover functioning
and gain new abilities and skills. But be aware that you may some-
times have unrealistic expectations about the pace of recovery.
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Sometimes just acknowledging and understanding those feelings
can help them shrink in size and become less overwhelming. Shar-
ing these feelings with others can sometimes help as well. Research
shows that for many people (but not all) social support reduces dis-
tress and reduces the physiological arousal that accompanies dis-
tress, making the intensity lower.

Sometimes people are more willing to take risks when they feel
supported by other people, even if they are not right in the room.
When we discuss these issues in our BSD support group, our patients
say that simply seeing that other people face the same challenges is
helpful. Sometimes the members call each other for support; this
reduces the size of the barriers to setting achievable goals.

Not-So-Realistic Goals

But there’s one more issue, particular to BSD, that makes setting
goals a little more complicated.

It can be hard to accept that your goals and expectations may
not have been realistic to begin with. You may need to understand
the ways that BSD has shaped your ideas about yourself. The symp-
toms of BSD can create some of the difhiculties in setting reasonable
goals.

How? Your sense of self is connected to your feelings—your feel-
ings about your goals, accomplishments, and failures. BSD pretty
dramatically affects the way you feel about yourself. In turn, the way
you feel about yourself influences your expectations for success and
your evaluation of progress—the way you compare yourself to your
ideal self or to other people.

How do these moods affect your ability to set reasonable goals?
Like many people with BSD, you may have become very focused on
the self-image you developed during a hypomanic or manic period.
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You may have seen yourself as powerful, competent, and confident.
And you may have been more productive than usual. Unfortunately,
if you were manic, this could have been an illusion.

But you may still long for that positive self-image to be restored.
The glossy images of yourself that may have developed during a
hypomanic period are more like advertising copy than real life.
These images are naturally more attractive than a depressed ver-
sion of yourself and are more attractive than an everyday view of
yourself. (In fact, many people with BSD say they never want to be
ordinary or mediocre. Thinking of themselves as ordinary feels so
different from the self-image they have when they are hypomanic.)

Kwame’s Story

Let’s look at an example. Kwame is in danger of losing his job as a
graphic artist in an advertising agency. When he first came to ther-
apy, he would say, “If I could just get my confidence back, I could
do anything.” But that “confidence” he missed so much was really
just part of being manic.

Kwame believed his current problems were really a kind of
depression or low self-esteem. He wanted to take antidepressants
and learn to think better things about himself. But his confident
self-image was not completely realistic.

When he was hypomanic, he felt like he could do anything,
but he wasn’t really able to do all the things he believed he could
do. He kept overreaching and taking on jobs that were beyond his
training. He had not really acquired the technical and management
skills he needed before he got sick. When he did not have the skills
he needed to do the job, he would get overwhelmed and sleep and
end up missing important meetings or failing to complete impor-
tant assignments. This is why he got put on probation at work. Now
he has some information-processing difficulties and mood-stability
problems that make it more difficult for him to learn the skills he
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needs. He is certainly bright enough to learn these skills, although
he will have to go slower.

Kwame is right that depression is making him feel less compe-
tent. But he is not just missing a feeling of realistic achievement.
He is also missing the distorted feelings of competence and confi-
dence he had when he was hypomanic. He is struggling with the
need to accept that he will have to go slower—to accept this dif-
ference between the way he thought of himself and a more realistic

self-appraisal.

Kate’s Story

Let’s look at one more example. Kate headed off to business school
filled with great expectations and high ambitions. She wanted to
graduate with straight As, go to work at an investment bank, earn
tons of money for a few years, and then retire to become a full-time
mom.

During the first semester, she had a very hard time and experi-
enced a relapse of her symptoms. I asked her if she would be allowed
to take a reduced course load and if she would consider trying that
approach. She said she had permission to take a reduced load but
that she would never do it.

Why not? Kate said she knew some other people who were going
to school part time. But, she said, “They can go slow, they had rea-
sons. The students going part time were young mothers, and they
needed to go slower so they could take care of their kids.” I pointed
out that she had a reason, too. She has a BSD, and that can make it
necessary to take things more slowly.

Kate rejected BSD as a reason to go to school part time. She told
me she could not stand to have other people know she needed help
or to see that she needed to go more slowly. She felt like she would be
branded as a loser and would not be on the fast track. She wouldn’t
be able to keep to her plans for her future.
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How did Kate get so stuck that she was unable to accept tak-
ing a reduced course load? Like everyone, Kate’s ideas about herself
and her capabilities blossomed out of her emotions and desires. But
hypomanic feelings of confidence created a shiny, artificial, unreal-
istic self-image. Her elevated mood prevented her ambitions from
being modified by experience, tempered by real-life successes and
failures. Instead, her emotions created an image of success, and her
feelings ensured that she inadvertently got more committed to this
image.

The images she had of her successful future left out the actual
details—what it feels like to work very hard at an intense pace for
that long, especially while dealing with a difficult disorder. These
images reminded us of the movies—you may see something bad,
but you don’t really feel it or smell it. In a way, the mood separated
the ideas and images from real thinking.

Kate feels intense shame and humiliation about her failure to
achieve these goals. She would rather drop out than try again at a
reduced load. Her sense of pride prevents her from being willing to
take steps along the way to achieving her long-term goals. She is not
yet able to accept that she has certain limitations, some of which
are related to her BSD. She swings back and forth between opti-
mistically believing she could do it (if she could only get motivated)
and feeling abject despair because she cannot work up the motiva-
tion. This is a miserable place to be. For Kate, pride is the enemy of
progress.

But it’s easy to understand Kate’s perspective. She is smart and
ambitious, and as soon as she started her career, she got sick. It is
pretty devastating to get seriously ill. You probably have a tremen-
dous desire to just “get back to normal.” You may find it very painful
to see people who don’t have BSD or to see people who knew you
before you got sick. You may feel too angry and frustrated to slow
down enough to plan for recovery.
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So to battle your pride, it may be worth thinking through both
your goals and the sentences you say to yourself as you hit road-
blocks. When you think through your goals in Exercise 9, you are
using diagnostic skills to check out the quality of your thinking.
You may have a feeling about success or an image of yourself as a
successful person. These images may feel very right and true. You
may not realize that you haven’t fully fleshed out what you want to
accomplish.

We will say it again. The best antidote to this problem is a close
relationship. It can be very hard to accept that we may be less than
we wished to be. Everyone has to face this at some point in life. But
a close and loving relationship—with a therapist, a family member,
a friend, a coworker, a doctor, or a clergyman or anyone else who is
important to us can remind us that we count. We all need someone
who can remind us that it is worth it, that we still matter, even if we
don’t achieve all our ambitions. A close relationship can help you to
be able to accept limitations without losing hope. Love and care can
provide the motivation to keep working day-to-day and step-by-step
to achieve your goals.

Choosing Goals

Understanding how your self-reflection can vary with your mood
can help you understand the fundamental nature of bipolar disor-
der. You may not be able to change the way you think about your
goals right away, but you can track it. You should see changes both
in the detailed nature of your goals and in the underlying thoughts
you have about achieving these goals.

Following are some questions you can answer to help you evalu-
ate your goals. Think about your ambitions.
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Do you dream very grand and very small (for example, run-
ning the company and staying at home)?

Do you dream of taking on major responsibilities at the
same time you are dreaming about letting it all go, having a
life with very limited responsibilities?

Are you afraid of being exhausted but also afraid of being a
failure?

If you have very glossy goals and can’t think through the details,
hypomania may be influencing your judgment. If you are simulta-
neously ambitious and very worried about being exhausted, then it
is worth considering the possibility that you have some underlying
depression. Share these thoughts with your doctor.
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Identifying Goal-Setting Thoughts

Problems and Solutions

See if you can identify the thoughts you are having as you try to

set goals for yourself. Think about your ultimate goals. Then think

about possible intermediate steps. If you can’t reach your ideal goal

now, what would be an intermediate goal, an alternative short-term

goal? What are your thoughts and feelings about reaching for a mid-

point, a less ambitious or glamorous goal? Or taking a longer time

to reach your goals?

Here’s an example:

Hme.
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Your Dream An Case Scenario
Your Long- Short-Term Alternative Thoughts About A More Reasonable Way of
Term Goal Goal Short-Term Setting This Thinking
Goal Alternative Short-
Term Goal
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Now it’s your turn:
Your Worst-
Case Scenario A More
Your Long-Term Your Dream An Alternative Thoughts About Reasonable Wa
Goal Short-Term Goal | Short-Term Goal Setting This o y
. of Thinking
Alternative Short-

Term Goal
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Here’s an important point. If you have a lot of trouble breaking
down the goals into steps and just want to get to the finish line, you
may be having racing thoughts. This “speediness” may make it hard
to think things through carefully. Or you may just end up feeling
overwhelmed or very anxious or angry. Your mood may not be stable
enough to tolerate the ego injuries that are part of completing this
task. And that may be why you can see a goal but can’t get started
down the path toward achievement. If you have these symptoms, it’s
a good idea to talk to your doctor.

In the next two chapters, you will learn in a little more detail
about how mood-regulation and information-processing problems
contribute to your difficulties setting and achieving your goals.

Notes for the Family

One of the most difficult issues for many families is working through the
pain and rage that people have about getting sick. Lots of times these
feelings get expressed as anger at the family or other loved ones. If you
advocate a slower pace, the person with BSD may feel that you have
given up on him. If you don't accept his pace, he may feel you don’t
understand or accept him.

Understanding BSD takes time for everyone: the patient, the doc-
tor, and the family. It can be really confusing to understand what is
happening. When you are talking to your family member with BSD about
goals or activities, it can be helpful to get in the habit of “speaking the
subtext,” as one patient said to me. It can be useful to say what's on
your mind.

For example, the father of a young woman with BSD keeps yelling
at her to shape up, to clean up her room, to get busy, and so on. He is
yelling because he is so frightened. He doesn't really understand why
she is having so much trouble moving forward. He can't tell if she has
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bad character or if she is sick. He is afraid that he will let her down if he
doesn’t push her. And at the same time, he is afraid of destroying her
with his temper.

If you are nagging or yelling, it may be helpful to put your under-
lying thoughts and feeling into words. Speak the subtext. Ask about
the goals and intentions of the person with BSD. Ask her why she is
having trouble. Work together to try to figure out how to support each
other—to figure out when you should push, when you should help her
break down the task, and when you should just accept that some things
might be too hard right now. Just listening to the experience may be the
most important thing to do.
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My Mood Affects Everything I Do

How Mood Regulation Affects Your Functioning

KEY POINTS

BSD involves problems with the quality, intensity, and stability of your
mood.

BSD can affect the ability to shift your attention away from negative or
high-intensity thoughts and feelings.

These mood problems can affect your information processing.

Mood problems can make it difficult to tolerate being around other
people.

Mood problems can make it hard to self-reflect and regulate your own
behavior.

he core symptoms of BSD involve problems with mood
regulation. As we have been discussing, with BSD you are
likely to have problems with the quality of your mood, even
when you are not in a manic or depressed episode. You may not feel
well, you may feel somewhat off kilter, and more specifically, you
may often feel depressed. You may have problems with the intensity
of your moods—you may feel too much elation or too much depres-
sion or anger. And you may have problems with the stability of your
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moods. Your feelings may seem erratic, too responsive to different
situations, either real or anticipated. Once an intense feeling occurs,
it tends to take over, making it difficult to shift attention away from
the distressing (or too exciting) thoughts.

These mood problems can sometimes be the hardest symptoms
to recognize. They can seem like features of your personality or a
function of the circumstances of your life at the moment. You may
think any of these things: “I am not having racing thoughts. I am
just excited and creative and confident.” “I am not irritable. This
situation is just ridiculous—anyone would be annoyed by this per-
son.” “I am not stuck. There is just no acceptable way to solve this
problem. I have to keep thinking about it to find a way to solve it.”

After all, just like everyone else, people with BSD get sad or
happy or angry or worried depending on what’s happening. But
there may be BSD symptoms at work that make a tough situation
worse. Recognizing mood-regulation symptoms is the key to suc-
cessful recovery.

Moocl—Regulation Problems

Mood-regulation problems affect most aspects of your life, because
thoughts and emotions are intertwined. Each of our thoughts is
“attached” to some emotional experience. Think about almost any-
thing, and you will realize that you have an emotional response to
it. Think about lemons or a scary movie you enjoyed, and you feel
things in your body (maybe your mouth starts to pucker when you
think about lemons or your heart rate increases a bit when you think
of the movie).
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And it goes the other way as well. Our mood influences the con-
tent of our thoughts. If we are in pain, we are more likely to focus
on negative thoughts. If we are in a manic state and elated, we are
more likely to pay attention to thoughts about the benefits of our
actions and less likely to pay attention to thoughts about the nega-
tive consequences.

In BSD, problems with mood regulation can affect thoughts
about each aspect of our life—the way you think about yourself,
your work, and your interactions with others. Moods can influence
your insight, your ability to think about yourself in an accurate way
or regulate your own behavior. They can affect your ability to get
started and keep going on important tasks. And they can make it
very difficult to tolerate being with other people. Let’s examine each
issue in turn and see what we can do about it.

Mood Regulation and Your Sense of Self

Our mood affects our thoughts about ourselves, not only what we
think but also our willingness to self-reflect. When you are hypo-
manic or manic, you may feel supremely confident and highly com-
petent. You may have these good feelings about yourself, even when
they aren’t necessarily accurate.

In a hypomanic or manic state, you may not be able to self-reflect
accurately. You may not even be aware that your self-perception is
colored by your emotions. The elated mood may turn your atten-
tion away from warning signs, and racing thoughts will distract you
from serious self-reflection. In Chapter 7, we talked about the ways
hypomania can also influence your concepts about yourself and
your memories about your past accomplishments. You may be most
likely to remember those ideas and events that are consistent with
your elevated mood at the time you were hypomanic.
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When you are depressed, the situation changes. As we have dis-
cussed, you may start to feel very bad about yourself and lose con-
fidence. You are more likely to start comparing yourself to other
people or to an ideal self. When you see a gap between the way you
are and the way you think things should be, you experience an ego
injury. When you are depressed, the pain from those ego injuries
doesn’t motivate you. Instead, it can derail you.

The underlying mood disorder makes it hard to recover well
from these ego injuries. So it may not work to push yourself to try
harder by being self-critical. (“Come on, don’t be so lazy.”) In fact, as
you've seen in the last two chapters, these self-criticisms often don’t
just fail to motivate you, they can hurt you.

The irritability of a mixed state and the pain of depression can
make it intolerable to self-reflect (that is, to think about yourself and
your work). Accepting criticism can be very difficult for you, because
it triggers unpleasant thoughts and feelings. It can unleash a river
of self-hatred or self-doubt. To avoid this pain, you may become
very defensive in your interactions with other people or even in the
ways you review situations in your own mind. The difficulty is that
it is almost impossible to learn and grow without being able to self-
reflect and to correct your course when things are not going well.

Lauren’s Story. Let’s look at an example of the ways in which
your mood can make certain kinds of self-evaluations too painful
and ineffective. Lauren is a high-level executive who has bipolar
II. When she gets depressed, the first set of symptoms she has is a
series of negative thoughts about herself. She will come into the ses-
sion repeating old ideas she has about her competence, her ability
to negotiate the world, and her ability to tolerate the stresses and
strains of a competitive corporate environment. The content of her
thoughts is similar to the kinds of concerns many executives must
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have: “Am I getting the recognition I deserve?” “What does it take
to get noticed by the boss?”

When her mood is reasonably stable, she can discuss these issues
in a reasonable way—coming up with strategies for handling cer-
tain problems, recognizing her own strengths, and dispassionately
evaluating the strengths and benefits of working for her company.
But when Lauren is starting to move into a more depressed or mixed
state, these thoughts take on a life of their own. She can’t step back
from the ideas and repeats her self-hating and self-defeating thoughts
with absolute conviction. She hears the thoughts in her head as, “I
never get the recognition I deserve. Other people who act badly get
all the credit. There is nothing I can do to change my situation.” She
ruminates about these issues and is unable to take action or to feel
anything but desperate and frustrated.

Now she recognizes that when she feels committed to these
beliefs, it is time to call the doctor. She is starting the descent into
an unstable mood state. And this recognition has helped her break
the bipolar cycle. She doesn’t spend so much time sinking into a
depressed or mixed state. She works with her psychopharmacologist
until she is able to stabilize her mood. Then she can develop more
practical methods for facing the battles at work.

Outside Opinions. It can be very hard to realize you are not
seeing yourself clearly. It takes a long time to understand how
your mood regulates your sense of self. It can be important to
work closely with your therapist or with friends and family to
check in about the way you are thinking.

But we won’t pretend this goes smoothly. The thoughts you
have in these mood states have the ring or feeling of truth. You
are unlikely to believe anyone else’s version of who you are. So
you may go through some trial and error until you find someone
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you can trust to give you accurate feedback about the way you
are thinking about yourself.

Mood Regulation and Setting Goals

Mania, mixed state, and depression can all influence your ability
to get started on important tasks or to continue working when you
hit a snag of some sort. In addition, the effects of mood on your
self-awareness can influence your productivity, because it is hard to
start and finish your work without spending some time thinking
about how you are doing. If you are hypomanic and your mood is
too elated and you feel superconfident, you may feel bursts of cre-
ativity or excitement. Racing thoughts and flights of ideas are two
of the symptoms of hypomania that can make you feel very creative
(and actually be very creative). But these same racing thoughts can
move too quickly to allow you to concentrate on working out the
details.

Racing thoughts will make it hard to do the kind of task analysis
that is needed to make plans to accomplish your goals. When your
thoughts are moving too fast, it can be hard to slow down enough
to finish meaningful sentences. You might find it difficult to think
logically or practically about different issues. You may feel that you
don’t have the concentration to work out the details even when you
know you have the start of a good idea. Your thoughts will move
rapidly from idea to idea instead of concentrating on a sustained
theme.

It’s hard to notice when your thoughts are racing. You may feel
as if ideas are moving rapidly through your mind. You can feel the
hint of brilliance in your ideas, even if they are not fully formed.
You may chain together ideas that feel right or feel like they make
sense even when they might not. This may not be an unpleasant
experience, but it still may interfere with your productivity and abil-
ity to function in a meaningful, practical way. To others you may
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seem as if you are talking quickly or dramatically or changing topics
frequently.

Let’s look at an example. Gene is writing a novel. He is full of
feeling and ideas about the adventures his main character will take.
But once he has a rush of ideas, he gets so excited that he cannot
work in a sustained way. He feels like a kid in a candy store when
he starts to imagine new characters and chapters. This excitement
overwhelms his ability to stay focused and actually write down the
ideas that have overtaken him.

Sonja’s Story. You can have similar problems when you are in a
mixed state, but the experience will feel more difficult. For example,
Sonja is a college student with bipolar disorder who has been able to
function very well with her medications. She is a very smart young
woman who has just discovered how much she loves to study poetry.
The excitement she feels about her classes, combined with the anxi-
ety produced by the deadlines, is causing her to have a mild relapse.
When she came home from school to see me, she was in a mixed
state. Her symptoms included racing thoughts, combined with a
very negative mood and a lot of anxiety.

She had a term paper to write, and as she talked about her paper,
I could practically see the thoughts flashing across her mind. She
talked all about the topic, making new connections between ideas
even as she sat in my office. She felt capable of writing a brilliant
paper, but she was frustrated and stymied because she could barely
finish a sentence. She started the conversation with a great idea, but
then her thoughts traveled elsewhere, and the great idea took off
without her. Because she was so anxious, she felt like she was run-
ning at full speed on the inside but was paralyzed on the outside.

Behavioral Activation System and BSD. These symptoms
may reflect problems in the behavioral activation system. Some
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researchers think this is a core deficit of bipolar. Both good
events and bad trigger symptoms because the person cannot
appropriately regulate the feelings they have in response to ideas
or activities. So instead of getting just excited enough to feel
motivated to sit down and work, you get so excited that you feel
disoriented and exhausted—a little like a kid at a birthday party.
The problem is that once you get too excited, you can’t slow
down your thinking enough to put one sentence after another.

If you are filled with great ideas but can’t seem to get any-
thing down on paper or can’t work out any systematic plans,
then you might consider the possibility that you are slightly
hypomanic, even if it doesn’t feel that way. It might be a good
idea to bring these issues to your doctor’s attention.

Mood Regulation and Being with Other People

If you have been hypomanic or manic, you may remember being
very gregarious and charismatic. You may have been the center of
attention, and you may have loved it. But often outside that time,
most of our patients feel very uncomfortable being around people.

This discomfort can be a very limiting part of the disorder. It is
hard to work effectively when you are uncomfortable with others. It
can limit your family’s ability to socialize when you can’t interact.
You can feel very lonely and isolated when you can’t tolerate being
with others. This is especially problematic because being around
other people is precisely what people with BSD often need to help
monitor and regulate their symptoms.

The difhiculties being with other people can come from many
sources. Bipolar II is associated with heightened interpersonal sen-
sitivity. With bipolar II you may want to keep away from people to
avoid the electric heat of embarrassment or the vibrating anxiety and
edgy anger that you can feel when you have a conflict with someone



My Mood Affects Everything I Do 161

else. Sometimes just thinking about conflict can make these feelings
rush through your body. These thoughts can take on a quality of
obsessionality, and it can be hard to focus your thoughts elsewhere.

Lucia’s Story. Let’s look at some examples of the ways that a mixed
state can increase your interpersonal hypersensitivity. Lucia once
came to my office after having a work dinner with colleagues and
friends. She had been responsible for making the reservations at
the restaurant, and when she and her guests arrived, the table they
expected wasn’t available. Lucia felt very disappointed and nervous
about the way things were turning out. She had been so anxious and
disappointed that she was preoccupied during the dinner. And then
she was anxious after the dinner, worried that she had not handled
the situation graciously.

Lucia had an ideal image—being a flawless and charming host
in a glamorous restaurant with no hitches in the service or food.
When she realized that she wasn’t living up to this idea, her thoughts
became obsessional. She thought again and again about what she
could say that would make things right. The energy behind her wor-
ries was so distressing and distracting to her that Lucia couldn’t stop
thinking about how she would have to control every future event in
intense detail so that something like this would never happen again.
If she wasn’t able to control these details, she thought to herself, then
there was no point in attending any social event at all.

It’s easy to see how dealing with other people can be affected by
a change in your mood. As your mood stabilizes, however, this pre-
occupation with yourself and your image will fade. It will become
much easier to accept “the slings and arrows of outrageous fortune”
and of your contact with other people.

Mixed state can also make you much more irritable. Irritability
in an interpersonal setting can be damaging to relationships. You
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may not even be aware of how much anger you are communicating,.
Other people are likely to notice and want to avoid encountering
your razor tongue or angry tone. If you can tolerate it, you may want
people to let you know when you are getting irritable. It can serve as
a warning signal that helps you get the help you might need.

Depression and Interpersonal Relationships. Depression can also
make it hard to be around others. You can feel completely internally
preoccupied and overfocused on managing the BSD. You may not
have any energy left for other people. You may wish to avoid shame
or discomfort if you feel sick when others seem well. Information-
processing problems can make conversations difficult, particularly if
they are about sharing information.

So all in all, when you are in a depressed or mixed state, you may
feel like you should avoid situations that will cause you to feel so
self-aware or so instantly distressed. Many times this makes sense.
When you are not well, reducing stress helps. But there may also be
times when it is good to interact with others and to figure out how
to gradually get back into the social swing. Thinking through some
examples may help you decide how much risk to take and how hard
to push yourself.

You can use the exercise at the end of the chapter to help you
recognize the changes in your moods and how they affect your sense
of self and your ability to interact with other people.

Getting Stuck in Your Though’cs and Moods

When you have BSD, you not only are more prone to intense emo-
tions (either positive or negative), but you may also be less flexible in
your emotional responses. You may have a more difhicult time shift-



My Mood Affects Everything I Do 163

ing attention away from thoughts that are accompanied by strong
feelings.

Part of the problem is that BSD undermines your ability to reg-
ulate the physical responses you have when experiencing emotions.
When you have a strong negative emotion, you can sometimes feel
your heart race or your muscles tense. You see the signs that your
body is ready for action. You hyperfocus your attention, locking it
on whatever the danger is. A branch of the nervous system called the
sympathetic branch is responsible for getting us ready for “fight or
flight.” This activation is helpful in times of crisis.

But people with BSD can find it difficult to shift their atten-
tion and slow down when they get too activated. The branch of the
nervous system called the parasympathetic branch has the role of
slowing us down when our thoughts race too much. New research
is showing that our ability to flexibly shift our attention is related to
the activity of our parasympathetic nervous system. When we are
physically more relaxed, we can get our mind off of difficult topics.

What Is the Bottom Line?

The most important thing is to recognize that the difhiculties you
have getting started on your work or being with other people may
really be symptoms of mood-regulation problems. At first you may
think you have a problem with procrastination, intelligence, or pas-
sion. Sometimes Sonja thinks she is just lazy or not smart enough to
handle her schoolwork. Gene thinks he is mysteriously self-defeating,
probably because of some problems in his childhood. Lucia thinks
she is just too sensitive. But it may be more accurate and helpful to
recognize that at least part of these problems reflect difficulties in
mood regulation.
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If you suspect that your difficulties are really mood-regulation
symptoms, it’s time to talk to your doctor. It may be important to
get your medication adjusted so that these mood symptoms are at
a minimum. Often doctors will use mood-stabilizing medications
to help you tolerate your moods. Other times the addition of anti-
psychotics (such as Risperdal or Seroquel) can slow down racing
thoughts and make you a little more thick skinned. Occasionally,
it can be helpful to carefully consider antidepressants or antianxiety
medications.

For example, adding a small dose of a mood stabilizer (lithium)
did the trick for both Gene and Sonja. The medication stabilized
Sonja’s mood, so her thinking could proceed without so many
mood-related interruptions. She could finish her thoughts and ideas.
As her mood stabilized, Sonja made an outline of her assignments,
and she was better able to organize her paper. For Gene, decreas-
ing his antidepressant and increasing his mood stabilizer helped
him contain his excitement and slow the racing thoughts. Gene was
more effective in his creativity now. He could take his ideas and
work them all the way through, instead of just experiencing them
dancing around in his brain. For Lucia, adding a small dose of an
antipsychotic to her current regimen of mood-stabilizing medica-
tions made a world of difference. She could be around other people
with much greater ease.

It may take some time to achieve a medication regimen that
slows down your thoughts without slowing them down too much.
You don’t want to feel too flat and constricted. It can be necessary
to readjust the medications or dosages several times, because these
symptoms can change as your life changes.
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Behavioral Strategies

You can also use behavioral strategies that reduce your agitation.
This can include whatever strategies help you slow down, including
exercise, meditation, yoga, prayer, and social support to help you
become more flexible in your thinking. These techniques can sup-
port your independence.

For example, we taught Aviva, a patient with bipolar disorder
and OCD, some relaxation exercises. One technique called auto-
genic training, developed by Johannes Schultz and Wolfgang Luthe,
essentially provides instruction in relaxing or regulating your physi-
cal state. This involves repeating the self-hypnosis sentences in a
chant. Aviva would chant, “My arms and legs are heavy and warm,
my breathing is deep and slow, my heartbeat is slow and steady, and
[ am calm and peaceful.”

Sometimes when Aviva is in a mixed state, she will get stuck in
an obsessive loop, thinking repetitive thoughts about physical ill-
ness. At these times I encourage her to start chanting to calm herself
down. I will chant with her on the phone (or her grandmother will
chant with her at home) until she is calm enough to turn her atten-
tion away from these scary thoughts.

For other people, having someone nearby—a friend or family
member—can calm their agitation and help stabilize their mood, at
least for a short while.
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EXERCISE 10
Mood Lability Chart

One of the most difhcult aspects of BSD is that your memories
of the way you feel and the way you feel about yourself change as
your mood changes. So mood lability can change your sense of your
own personal history. It can be helpful to keep track of your moods
and the ways they affect your feelings about yourself. When you
feel bad, it can be useful to know that you have had periods when
you felt well. And when you feel upset and angry with someone, it
can be helpful to know that things didn’t always feel that way. In
this chart you can keep track of the ways your moods change and
how they affect your thoughts about yourself and your ability to be
with others. If you are already tracking your symptoms on the table
for Exercise 6, you can just add a column there for your thoughts.
You might want to pick a regularly scheduled day a week when you
spend a few minutes tracking the way you feel—for example, every
Thursday evening before you watch a particular show on TV. Then
you take a minute to note your mood and your thoughts about
yourself and your feelings about one person who is close to you.
You don’t need to tell them what you are thinking; you are just
keeping track of your feelings. You will see changes in the way you
think as your mood changes. You can add more entries if you see a
big mood change, but it’s always helpful to have a regular time for
tracking. Our patients find it helpful when we point out the ways
their feelings have changed over time and how their thoughts shift
with their moods.
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Here’s an example:
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Your Mood Right Your Social Activities
Date Now (e.g., irritable, Your Thoughts About | (times you were with
sad, relaxed, happy, Yourself other people and how

anxious) you felt)

Sept. 3, 2007 Ivvitovle ‘I never get ‘Saw wy sistey,
anything Aone. felt combortable.
other pesple always | Didn't socialize with
mtevvupt wme. It anyone else.”

Avives wme cvazy.”

Sept. 10,2007 RelaxeA ‘| feel OK abvout “Wars able o go to
how things ave a volumteer activity
9omg.” at the kids’ school.

Soaw a riend fov
lumch. Saw my
sister latev.”
Now it’s your turn:
Your Mood Right Your Social Activities
Now (e.g., irritable, Your Thoughts About | (times you were with

D
ate sad, relaxed, happy,

anxious)

Yourself

other people and how
you felt)
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Date

Your Mood Right
Now (e.g., irritable,
sad, relaxed, happy,

anxious)

Your Thoughts About
Yourself

Your Social Activities
(times you were with
other people and how
you felt)
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Notes for the Family

What looks like racing thoughts to you won't necessarily feel like racing
thoughts to your family member with BSD. In fact, these thoughts may
feel particularly important or interesting. Or the person may feel confi-
dent and smart for the first time in his or her life.

It may be very difficult to tell someone that you are worried about
the way they are talking or acting or that their thinking does not really
make complete sense. If this person already has a doctor, you may be
in luck, because you can call the doctor and discuss these issues.

If this is the first time your loved one is having symptoms, and you
are just beginning to suspect that he or she has a BSD, the situation
may be more difficult. You will need patience to work this through. There
is probably no easy way to tell someone that you are worried he or she
feels too elated and is having too many ideas, no easy way to say, “We
are worried that you are actually sick, even though you have never felt
better"—especially because people in this state are often irritable. You
can sometimes get assistance from your own doctor. You can some-
times use a low-key approach. It is good to have multiple options and
multiple resources and to use each one as it is appropriate.

It can be harder to think about recovery from bipolar disorder in
the same way you think about recovery from a physical ailment—you
can actually see the recovery as someone learns to walk again. But the
same process takes place as people recover from BSD. You just have
to learn to look for it.
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| T}lought [ Was Smart, but I Just
Can't Perform

The Role of Information-Processing Problems

KEY POINTS
BSD is associated with specific information-processing problems,
including difficulties in working and declarative memory.

These information-processing problems can make small tasks feel very
difficult and can make it hard to learn new information.

Information-processing problems can also affect social relationships.

Understanding these difficulties can help you structure tasks to make
them easier.

europsychologists conduct studies to evaluate the cogni-
tive (or thinking) difficulties of people with bipolar dis-
order. As we have discussed in Chapter 4, many studies
have reported that people with BSD show significant problems with
attention, concentration, and working memory. You can also think
of working memory as a kind of “mental space” for immediate infor-
mation processing. Problems in several different brain structures can

limit the amount of space you have available for tasks such as tak-

e
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ing in new information, translating it into your own words, fitting
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it into your existing knowledge, and retrieving it when you need it.
Problems in working memory are also sometimes accompanied by
problems in planning and organization. (Some of these difficulties
are the reason that BSD can be misdiagnosed as ADD.)

“Why Don’t I Feel as Smart as I Used To?”

These problems affect your ability to master new or unfamiliar mate-
rial. They do not necessarily affect your basic intelligence or your
ability to understand ideas, to draw conclusions, or to appreciate art
or music. But because most people are not neuropsychologists, they
don’t have a good way to think about thinking. They have a ten-
dency to see all of their mental abilities as one. That’s why you can
feel you are getting “dumber and dumber,” as one patient put it, or
why you can wonder about your motivation when you don’t succeed
at certain tasks. Problems in working memory can create significant
problems in functioning, but they don’t mean people are dumb or
unmotivated.

There is some evidence that problems in working memory and
certain other cognitive functions may be present even before the
first mood symptoms of BSD emerge. Studies show that adolescents
who are at risk for BSD (because a parent has the condition) display
some of these symptoms, even when the adolescents have not shown
traditional mood-related symptoms of BSD themselves.

Most research has suggested that these problems in working
memory or other types of information processing are worse when
you are acutely ill—depressed or manic. However, recent research
suggests that there may be some problems that remain even when
you are feeling reasonably well. Clinically, it is our experience that
many, although not all, of these problems resolve when the patient
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achieves consistent mood stability. And things continue to get better
the longer the mood is stable.

People will vary in the degree to which these information-
processing problems are present. Some will have minimal problems,
while others will have more serious difficulties. There is some evi-
dence that these problems are worse for people who are depressed
or when they are depressed. But the problems can be present in
hypomania as well. Working memory problems are made worse by
stress (and that’s true for everyone). But stress-related difliculties in
information processing may be particularly problematic for people
who have BSD.

Problems with working memory affect a wide variety of activ-
ities, from studying to talking on the phone. Lets look at a few
examples to see how working memory problems can make life
more difficule—and to generate some ideas for getting around these
problems.

Kate’s Story

Let’s look at the reasons why Kate, one of our examples from Chap-
ter 8, was having so much trouble in school. She had tremendous
difficulty doing the required reading and paying attention in class.
When she should have been taking notes in lectures, she found
she couldn’t remember or process what the professor had said long
enough to commit it to paper. When she should have been studying,
she was reading the newspaper.

Kate came to see me with all kinds of questions about her moti-
vation: “Maybe I don’t really like school.” “Maybe I'm not really
smart enough.” “Maybe [ am really lazy.” “Maybe I don’t really want
to be an investment banker.” She had all sorts of psychological and
sociological explanations for her behavior. She just knew that if she
were motivated, she would have done well.
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And if you met Kate, you would see she is a very smart and
interesting person. You wouldn’t think there was anything wrong
with her thinking.

But Kate “forgot” that she has bipolar disorder. After more seri-
ous problems, she had stabilized on her medication and been doing
well for several years. She had some ups and downs, but they didn’t
interfere with her ability to go to work. She generally did better after
a day off or a change in medication.

Business school was a major change in stress and a major change
in the amount of information she had to absorb and manage at
any one time. When she was working, before she went to business
school, she could pace herself. Her job at an investment company
involved some very challenging activities as well as some pretty bor-
ing repetitive tasks.

When she felt overwhelmed or couldn’t concentrate, she focused
on the boring administrative tasks. As she put it, “There’s noth-
ing like stuffing envelopes for a few hours to help you calm down.”
When she felt better or when there was a team meeting where she
could get encouraged by the companionship of her coworkers and
supervisors, she could do more complex and challenging tasks.

When the Demand for Concentration Is High. Working hard in
business school requires a different approach. You can take quick
breaks from studying, but for the most part, you need to concentrate
for long periods. Kate needed to stay on task and independently
push herself to read very complicated material.

Just like Kate, when you are studying, you need to be able to
put the sentences from the book into your mind, translate them into
your own words, match them to your existing understanding of the
information, and adjust your understanding to respond to the new
information. If the information is very complicated and is pretty
unfamiliar, it takes up more “space” in your mind.
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For example, if you already understand a lot about a topic—say,
baseball—and you are reading about a game in the sports section
of the day’s paper, you'll find it easy to remember all the informa-
tion. You have a context for understanding the information given
in the newspaper story. You know who the teams and players are,
you understand what statistics are important to remember, and you
have an idea about game strategy. You understand what the writer is
describing when he writes about the plays that won the game. You
memorize the scores and the actions of the key players without even
thinking about it. The information just slides into place.

But if you knew nothing about the game or the teams, reading
that story would take a lot more work. The names of the teams and
the players would be unfamiliar; you would have to work to remem-
ber them. You'd probably have to come up with some kind of mental
strategy to keep all those players in mind. You might not understand
the writer’s descriptions of the game, and you would have to reread
the story several times to get the details down.

So when Kate said she couldn’t take notes in class, she was right.
It wasn’t that she was unmotivated—she just really couldn’t do it
under those conditions. She heard the words the professor spoke,
but she couldn’t retain enough of the information in her working
memory to be able to translate them into more familiar concepts and
fit them into her existing knowledge about the way finance works.

Revisiting the Effort Scale. Before she got sick, a difficult class, like
calculus, might have taken about a 5 on the effort scale that we
examined in Chapter 6. When she wasn’t sick, with a little extra
effort and big desire to get an A, she could force herself to concen-
trate. New information always requires extra effort to process (you
have to generate new contexts or stories to guide your understand-
ing of the details). After Kate got sick, a hard class demanded much

more effort than she could muster—maybe even more than a 10.
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If she did a little each day for each class, she would never catch
up. And she was afraid that by the time she had mastered one new
piece of information, she would have forgotten the old material. Her
feelings of being overwhelmed intensified the problem. And the
guilt and shame she felt as she read the newspaper knowing all her
classmates were busy studying made things even worse.

It is important to note that Kate realizes she is very intelligent.
That just makes it worse for her. Because she didn’t know about
working memory and BSD, she couldn’t understand why someone
as smart as she is couldn’t master the material. She thought, “It just
has to be a problem with motivation.”

Brealzing Down the Problem and Builcling Up
Your Supports

Problems with working memory can make it very difficult to get
things done. And because you are generally not aware of the differ-
ent ways your mind works, you don’t realize that these are problems
with working memory. You just know that you are having trouble
with new information. You see that it is difficult to develop system-
atic ways of solving problems.

How can you combat some of these difficulties? The first step
involves asking yourself some questions: “Am I having problems get-
ting started because I am having difficulty organizing my approach
to the job

?” <«

Can I break down the job into smaller parts?” This is
called task analysis.

Task Analysis

In the past, you might have been able to do task analysis automati-
cally. You might think, “Ugh, I don’t like paying the bills, but if I
just get all the envelopes together and line them up and pull out the
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checkbook, it will get done.” This automatic task analysis—break-
ing down the task into its parts—just doesn’t happen without effort
for some people with bipolar disorder.

When people with bipolar disorder try to break a task down,
they can do it, but it takes more effort than before. This task analy-
sis requires executive functioning (see Chapter 4), in that it uses
the part of your brain that is analytic and very systematic. It also
requires that you inhibit or turn off your emotional reaction to each
thought. That can be a hard thing to do when you have BSD. But it
isn’t impossible when you are less anxious.

Why is it important to break the task down? You want to break
the task down into little parts that require only a modest amount of
effort. If you can break the job down into a task that you can “just
do” without really thinking much about it, you can trick the BSD.
When it isn’t very hard to do a chore, most people will do it. When
the chores are more difficult, most people have to be much more
motivated to get them done.

Pamela’s Story. Let’s look at another example. Pamela was enrolled
in a biology class. She was just starting back at school after being
very ill, so she was taking just one course. She knew she was not yet
ready to handle the stress of a full load, but even when taking only
one course, she still felt overwhelmed by all the material. She just
couldn’t think of a strategy for studying. She wanted to understand
everything at once but felt like she couldn’t make anything stick in
her head. She called me in a frantic state, because she had a test later
that week and didn’t see how she could learn all the material. I asked
her to bring her textbooks to the session.

Pamela was having difficulty because she has some problems
with working memory and other problems with executive function.
She just wasn’t ready to organize the task on her own. So together
we broke down the task of studying into smaller pieces. I asked
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Pamela to write down a chapter’s vocabulary words on index cards.
She knew she could do that—it doesn’t take much concentration.
(In effect, her hands were doing the work.) After she finished, I
asked her to write the definitions on the back of the first five cards.
She got to work. Again this was a structured task, one she could
do. When she was done, we worked on the next five cards. Within
forty-five minutes, Pamela had created a set of cards to study from,
and she had calmed herself down.

Pamela wasn’t yet able to organize the task herself, but she could
do the studying if she was given some structure. The knowledge went
into her head without much effort as she wrote the definitions on the
cards. (It’s worth noting that Pamela is now able to organize herself.)

In Exercise 11, at the end of the chapter, you can take a difficult
task you are facing and perform a task analysis to break it into more
manageable parts. List all parts of the task. Keep breaking the parts
further down until you have activities that you rate as requiring a
level 4 effort. (Not what you think other people will rate as a level 4,
but what you really rate as a level 4.)

Most people will do things that require (for them) about a level
4 effort or less but need more motivation to try something harder.
The score assigned to any task will be different for each person. It
depends on your level of experience and your anxiety. This may
seem like a tedious process, but it can really be helpful. Once this
becomes second nature for you, you will be better able to accom-
plish your goals.

Worleing Memory and Interpersonal Relationships

Working memory problems can also affect your willingness to inter-
act with other people. Sometimes people can’t tolerate conversations
or other interactions because they may intuitively sense they won’t be
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able to process the information fast enough. This may be what drives
one of the most common symptoms of bipolar—telephone phobia.
No, people are not afraid of the telephone, but they are apprehensive
and nervous about having to talk to people on the telephone. And
they end up avoiding many activities, they avoid scheduling events,
or they avoid clarifying information because they are afraid to talk
on the phone. Again, this is a double-edged sword, because often-
times people with BSD will feel immediate relief from a particularly
bothersome symptom if they were able to pick up a phone and call
their doctor or a loved one.

Pamela’s Problems with Phone Calls

Let’s look at an example. Pamela was having problems with her
Internet service. She could not get her phone and the Internet to
work at the same time, as it was supposed to. I suggested she call the
technical support service to get a clearer idea on how to do this.

Pamela refused. She absolutely hates to talk on the phone. She
really cannot manage it. She gets too rattled and will not use the
phone to make calls to get information or change plans, unless she
really has to do it.

Why? Talking on the phone requires some of the same working
memory abilities that make studying so hard for her. But at least
when she is at home in front of a book and on her own, she does not
have to think at the pace directed by the other person. She can move
as slowly as she needs to, repeating and reviewing the information
when she gets distracted. And no one is watching her struggle.

But on the phone, she can’t escape. She really can’t avoid the
puzzlement or disapproval of the other person. And she has some
pride in herself, so it is hard to tolerate having other people think
she is stupid or dazed when she is talking on the phone. The pace of
a phone call is just too fast. (Not too fast for intellectual discussions,
but too fast for problem solving in an unfamiliar area.)
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Why Are Phone Calls So Hard?

Many people with bipolar can talk about personal things or can lis-
ten to others, but they have much more difficulty when learning new
information or resolving technical problems over the phone (techni-
cal problems can include getting directions, changing appointments,
understanding how to fix an insurance problem, and so on).

And if it is a call about an anxiety-producing topic, things can
get worse. When people feel as if they are in a dangerous situation,
their fear can make their information-processing abilities worse, not
better. Here’s one way to think about what this can feel like. If you
were in the middle of the jungle being chased by a tiger, you just
wouldn’t expect to be able to learn French from your iPod at the
same time. And you wouldn’t even expect to be able to learn French
for a while after the jungle experience. You might not even expect
to be able to use the iPod. You would know intuitively that all that
excitement makes it hard to concentrate and take in the information
you are receiving. During these calls, Pamela’s body is giving her the
same messages as if she were running through the jungle away from
a tiger.

It is humiliating to have so much difficulty talking on the phone.
There is also the fear that people can see how impaired you are—
that your brain dysfunction is suddenly on view as if your skull
were made of glass and other people could see how mixed up and
confused you feel. And people with BSD can feel angry and frus-
trated about how hard this is and make up excuses or complicated
psychological reasons why they are afraid.

Family members get frustrated and angry as well and can make
things worse when they see this problem as a simple problem of
character or anxiety. They can push too hard, and that pushing
increases the anxiety. For example, Pamela has to face some criti-
cism and frustration from her parents and friends when they inter-
pret her behavior as a character or anxiety problem: “That Pamela
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never takes care of anything.” “Pamela doesn’t really want to take
care of herself, she is lazy and dependent.”

Is she lazy or dependent or avoidant? No, it’s just that the
information-processing demands are a little overwhelming. Let’s
examine it bit by bit. A telephone call to get help involves lots of dif-
ferent sentences, one after the other.

The first sentence might be OK: “Hi, this is Pamela, and I wanted
some help getting my Internet service to work.” She can practice
that sentence and get it out. But life gets more complicated from
then on in. The technical support person may ask her to describe
the problem. She can probably do that, because she has been talking
about it with her family and friends. But the next several sentences
are much less predictable. If the technical support person asks her
questions about how things worked before and what she has done to
fix the problem, Pamela will have difficulty.

These kinds of conversations can be confusing and difficult
for many people. But the difficulty for Pamela is that she cannot
quickly integrate the new information with her existing knowledge.
She really has to concentrate. She feels as if the new sentences are
just flying by, like sticks in a river, instead of assembling and build-
ing up a sturdy structure. She sees all these sentences carried by the
current, and she feels more and more panicked as they float down-
stream away from her understanding,.

How You Can Make Talking a Little Easier

To make telephoning a little easier, you may want to try Exercise 11
to break down the conversation and try to anticipate what informa-
tion will be required. This makes the conversation more predict-
able and controllable. In Pamela’s case, she can create a context for
the new information. This helps her store the information and then
retrieve it. She is not trying to understand the facts and think about
what to do both at the same time. Instead, she has some ideas in
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advance. So, for example, we think through various options for what
the technical support person might say. We try to write down the
steps in the conversation, including her first few sentences (introduc-
tion and sentences about the problems). She can keep this in front of
her when she makes the call.

Sometimes I have Pamela make the calls from my office. The
social support and the knowledge that I will move her past any dif-
ficulties keep her calmer. And that calmness helps her stay focused
and less distracted. She is still pretty shaky, but her heart is less likely
to race. By minimizing stress, we prevent the stress hormones from
interfering with her ability to store information, and this will make
her memories of the conversation less foggy. So it is helpful to take
on these tasks when you can have some support.

Learning to Ask for Help and to Move On

Ultimately, we came to realize that the informational demands of
many, but not all, kinds of conversations are simply too hard for
Pamela at this point. So she will make the ones she can, forgive her-
self for the ones that are too hard, and explain the situation to her
family in a more straightforward way. Once they understood, they
all agreed it was simply easier and more eflicient for different family
members to make some of the calls. When her family understood
more about the nature of the burden, they were more willing and
less resentful about taking on the responsibility. And Pamela is less
ashamed and more willing to do more. She does better when she
chooses tasks that she can succeed at without exhausting herself.

Keeping Track of Successes

Many people with BSD-related information-processing problems
have difficulty learning from their positive experiences. That’s why
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Pamela often asks, “Why can’t I just realize that my experience was
OK and use that knowledge to help me the next time?” She con-
tinues to anticipate difficulty, because she can’t yet trust her mind
to think. So contrary to the way you might treat “phone phobia” if
it were just an anxiety disorder, pushing your way past the fear, it
might be better to use a different approach, a calming approach that
builds on successive accomplishments.

Because these calls are very challenging, it can be hard to see
if you are making progress. You may have difficulty with this task
for a long time. And because it is something that seems so easy for
other people (and may have been so easy for you before you got sick),
you can still feel angry and disappointed even when you are making
steady progress but are not perfectly able to handle conversations.

It is worth keeping track of gains. For example, when she first
started treatment, Pamela could not make any calls. Gradually she
began to make smaller calls, scheduling appointments or order-
ing tickets. As time went on (and it is worth understanding that
it was a lot of time), she began to be able to order things on the
phone, handling a series of questions about preferences. Now she
still hates it, but she can make brief calls to her pharmacy and insur-
ance company to try to solve problems. These kinds of calls require
that Pamela quickly process information in real time and adjust her
answers depending on what the operator says.

It may be helpful for you to realize which kinds of conversations
you can have on the phone and which kinds are hard. Exercise 12
at the end of this chapter includes a chart to help you keep track of
the kinds of calls you can make. Use the chart to score how much
stress you feel when making these different kinds of calls. Keep a
copy of this chart, and notice how you are doing six months from
now. Tell your doctor. You can use this kind of analysis to help
you understand how your treatment is affecting one aspect of your
working memory.



184 Problems and Solutions

Notes for the Family

These information-processing problems can be the most disabling part
of BSD, and they can be the most confusing. When people don't seem
to want to function, it can be confusing. You may wonder if it is illness or
a character problem (such as cowardice, laziness, or selfishness). You
wonder if you should push the person.

If your family member had an anxiety disorder without BSD, it would
be appropriate to push him or her to take risks and get going. In BSD
the issues are not so clear. You really wouldn't push someone to do
something that was beyond his or her capability. You might help your
loved one to break the task down and lend support for whatever he or
she can do independently.

Because this is such a gray area, you are in the position of deciding
if something is possible but difficult and a little push will help—or if it is
impossible and you should provide assistance instead.

It is important to talk through the information-processing demands.
You can ask your family member questions about why something is too
hard. These conversations may not go easily.

First, you can try to think about what is required to do the task—
what kinds of concentration and attention are needed. Then you can
either provide some assistance (without discussion) or you can talk it
through with your family member. As you can imagine, it is very alarm-
ing and humiliating for a person to realize that thinking things through
is so hard.

It may be that a soft and quiet discussion about the demands of the
situation will help. You can figure out what support or help the person
needs. For example, a common problem is that people with working
memory problems hate to make telephone calls to get information or
make reservations. It may be helpful to work with your family member
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to come up with ways to help make certain calls (e.g., to stay in the
room, to write down a script, etc.).

It can be helpful to keep track of the progress. Things will get better
as mood stabilizes. Most people with working memory difficulties only
focus on how much they can't do and feel they have lost. So even when
they are regaining function, they can feel as if they are still disabled.
You might want to keep track of the kinds of progress your loved one
has made—note which calls he or she can make alone, which events
he or she can plan, which chores or work responsibilities he or she can
complete. (It may help for you to fill out some of the worksheets in the
back of this chapter as well.)
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Breaking Down a Difficult Task
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Remember Angela from Chapter 62 Here is an example of a task

analysis we did to help her work through some of her paperwork—

in particular, filing her medical insurance claims.
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may be amxious finding the
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keep looking.”
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litHe afraid avout what |
wight see i the Yills, but | cam
at least open them amd lay
thew out.”
Get out the 2 ‘I think | com Ao Hhis, too. | ‘1 will put the fovms

on the tavle one

Aay amd leave them
theve to wovk on the
next Aay, so they ave
easily availavle.”
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Effort
Score
. (ona What Steps Need to Be
?
AT scale L7 B B et Taken to Get It Done?
of 1 to
10)
Write  the 4 ‘I get very amxious avout I com Ao it amd thew
mPormation on the making a wistake.” see if they sewd i+
msuvramce fovims back o we. Ov | com
hawve someone else
look it ovev.”
Put the Povms n 4 “l wonder if | have the vight “l will Ao it
the envelopes addvess.”

Now pick a task that is difficult for you to do. Break the task
down into little steps, each of which is no harder than a 4. Go back
and revisit the goals and steps each week. How did you do? Mark
the things that you accomplish. Think about the things you still
have trouble doing. Decide if you need to break any steps down into

smaller pieces.
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Effort
\?gr? rae ,V\Ivngjiéegz Did It Get Done?
Vi ? . .
Activity scale Why Is It Hard? Taken to Get (,(;c (:,;’:, é’fﬁﬁgr;t
of 1 to Done?
10)

You can also use the same strategies to make a to-do list for
the week. Don’t overload the list. Try to improve your ability to
make your actions meet your intentions. See if you can really do
the things on your urgent list. And try to figure out how long each
task will take you. This will help you break the cycle, because you
will get better able to predict what you can do and what you should
expect each week. Most important, these task lists can help you
structure your day. And this structure is key to helping you stabilize
your mood and get your symptoms under better control.
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Task list for the week of
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Urgent

Less Urgent but Still Important

If You Can Get to It
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EXERCISE 12
Keeping Track of Progress

Here is a special worksheet for keeping track of your progress mak-
ing telephone calls.

Your phone call progress for the week of

How Much Is the Will You
Do You | Effort Will Conversation Need to Do You
Kinds of Make It Take to | Likely to Involve Understand | Need to Did You
Telephone These Make This | a Conflict—to Make the
. New Make
Calls Kinds of | Call? (on a Become ) . Calls?

. Information? | Decisions?
Calls? scale of 1 Emotional or

to 10) Argumentative? bies i o)

Making an
appointment
with a
familiar
doctor

Calling a
friend to
hear about
how he or
she is doing

Ordering
take-out
food

Calling

a repair
service to
get help




1 Thought I Was Smart, but I Just Can’t Perform 191
How Much Is the :
Do You | Effort Will Conversation m’(’eﬁg Do You
Kinds of Make It Take to | Likely to Involve Understand | Need to Did You
Telephone These Make This | a Conflict—to Make the
Calls | Kindsof | Call?(ona |  Become New Make | =0 oisr
) Information? | Decisions?
Calls? | scale of 1 Emotional gr ——
to 10) Argumentative?
Calling to
correct a
billing error
Calling to
complain
about a
mistake
Calling
to make

reservations

Calling to
find out
information

Calling a
doctor to
ask for
information
or help

Calling a
store, movie
theater, or
museum

to ask a
question
about hours
or schedules
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Kinds of
Telephone
Calls

Do You
Make
These

Kinds of
Calls?

How Much
Effort Will
It Take to
Make This
Call? (on a
scale of 1
to 10)

Is the
Conversation
Likely to Involve
a Conflict—to
Become
Emotional or
Argumentative?

Will You
Need to
Understand
New
Information?
(ves or no)

Do You
Need to
Make
Decisions?

Did You
Make the
Calls?

Calling to
solve a
problem in
the house

Calling to
work things
out with a
friend or
relative after
a dispute

Calling

to ask
someone to
help you

Add your
own types of
calls:
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Just When I Felt OK, I Got
Sick Again

The Dangers of Relapse

KEY POINTS

A variety of factors can influence relapse.

You may see seasonal changes in your mood and functioning.
BSD affects your ability to tolerate stress.

Even minor stressors can cause big shifts in mood.

Daily structure can help you buffer stress and control the cycling.

Recognizing the early warning signs of stress can help you break the
bipolar cycle.

ne of the most difficult problems facing people with bipo-

lar disorder is the unpredictable nature of the condition.

Just when you feel like you might be getting better, you
get sick again. Maybe you get depressed; maybe you get manic or
hypomanic. This makes it hard to maintain your morale, to feel
confident about taking risks, to think about going back to work, or
to feel as if you will ever be well again.

fa

= ] h
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The difhiculty is that these relapses can seem unpredictable and
uncontrollable. And when events seem unpredictable or uncontrol-
lable, they can seem very dangerous and threatening. A relapse, even
a minor one, can leave you feeling hopeless and frightened and very
angry. These feelings can make the situation worse. Relapses are also
frustrating, anxiety producing, and dispiriting to those who care
about you. Sometimes if your friends and family cannot understand
what is happening, they start to feel as if you aren’t trying to get bet-
ter or as if you are hopelessly ill.

But it isn’t necessary to get so catastrophic. These relapses are
not as unpredictable or uncontrollable as they seem. You can under-
stand the factors that lead to these changes, if you are thoughtful
about keeping track of your experiences.

Some relapses may be related to seasonal changes in mood.
Other relapses may be related to increases in stress, even low levels
of stress. Finally, as we discussed in Chapter 5, changes in medica-
tion can also trigger mood changes.

Seasons ancl Weather

The evidence linking changes in seasons or weather to symptom
changes in bipolar disorder is mixed, but it is likely to be the case
that at least some people experience changes in mood as the seasons
change. Changes in the amount of daylight (or even the angle at
which the sun’s rays hit the earth) can trigger changes in our inter-
nal clock. These changes can affect the daily cycles of our neurohor-
mones and affect the way we feel (see Chapter 4, on neurobiology).

When the seasons change you won’t necessarily have a relapse;
you just may be more sensitive to stress. For example, one of our
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patients, John, often has mood-regulation difficulties in April. Two
years ago, his wife went back to work in April, leaving John on his
own most of the day. The year she went back to work, John got very
sick for several weeks. The next year, he had some symptoms during
the early spring, but he was able to make it through this time period
without losing more than a day of work. In his case, it’s likely that
the combination of the stress of his wife going back to work and the
seasonal changes was associated with more symptoms than either a
stressful event or a seasonal change alone. As people recover, in gen-
eral they seem better able to handle the seasonal changes in mood
regulation.

You can keep track of seasonal changes in symptoms yourself.
Try to remember if you always used to feel bad at any particu-
lar time of the year—perhaps during summer vacation, as school
started, or over the December holidays. Many people have difficulty
in late September or October, around the fall equinox. This is often
a time when people become more depressed. Another difficult time
is March—April, around the time of the spring equinox. This is likely
to be a time of increase in hypomanic or mixed-state symptoms.
April is the month in which people are more likely to commit sui-
cide than any other month in the year. So it is worth paying atten-
tion and getting help if you feel bad at these times.

You can make brief notes on your mood and energy throughout
the year and notice any patterns. You can use a calendar to record
your mood, energy level, and sleep patterns. This can help you get
prepared for any seasonal fluctuations in mood. You can anticipate
needing to reduce your stress level and potentially make medication
changes or increase your social support. It’s worth noting that you
may have an anniversary reaction, an increase in symptoms, during
the season you first got sick or were hospitalized.
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Bipolar disorder is a stress-related disorder. BSD isn’t caused by
stress, but the symptoms of BSD make you more sensitive to stress,
and increased levels of stress can inflame your symptoms. Problems
with mood regulation make it hard to manage your emotional reac-
tions to stressors. Problems with information processing make it
hard to develop and follow through on reasonable plans to cope
with these stressors. In turn, stress can increase your symptoms and
affect your ability to recover.

How does this work? You may remember that we talked in
Chapter 4 about how the hormones released when you are stressed
(for example, norepinephrine and cortisol) influence cell signaling
and other physical responses throughout your body. This cascade of
physical changes can undermine your stamina and make it much
harder for you to recover from small episodes of stress.

The good news is that this will get better. As you stabilize your
mood you will get much more resilient in response to stress. Effec-
tive stress management can help, and it starts with an understand-
ing of the ways events can trigger stress reactions.

We can use research from stress and coping theory to help guide
our understanding of these relapses. Let’s think about what szress
means. Every situation or event makes some demands on us—emo-
tional, intellectual, or physical. We experience these demands as
stressful when we think they exceed our capacity to cope or make us
doubt our knowledge about ourselves.

When BSD strikes, your old self-knowledge isn’t really accu-
rate. There are significant changes in the things you will perceive
as stressful. Even minor events can trigger symptoms, and every-
day chores can seem very stressful. It can seem impossible to call
the pharmacy to fix a problem with a prescription or to make din-
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ner or help with homework. Handling an interpersonal conflict at
work—even minor teasing around the watercooler—can seem like
an overwhelming battle.

Why are these little tasks so stressful? They are more stressful
because you have some changes in your ability to cope; these changes
are largely a function of difficulties with information processing and
mood regulation, and they may also be affected by changes in your
physical stamina. Situations can also be more stressful because you
are just less familiar with your ability to cope. If you don’t fully
understand the effects of BSD on your mood, thinking, and behav-
ior, your difficulties take you by surprise. And they will keep taking
you by surprise if you don’t realize how the BSD changes the percep-
tion of stress.

Your Ability to Cope with Stress

Let’s look at the initial changes in your coping capacity. Both BSD
and the medications for BSD can affect your memory. You may feel
like you are not able to think as well as you used to, so it can be a
little more difficult to maintain your concentration or work through
a complex problem. And BSD certainly makes your emotions more
intense and less controllable. Consequently, you may not know if
you will be able to think clearly or keep your mood in control. You
may be physically more tired, because the medicine may be sedating
you, managing your symptoms is exhausting, and often your sleep
is disturbed. You may feel physically weaker or less coordinated,
because some medicines interfere with your balance and fine motor
skills.

Many of these problems will improve with good treatment. But
as you are recovering, you need to learn how these difficulties (symp-
toms and side effects) might affect your coping ability. You need to
learn how you will react under different circumstances. Most events
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will seem stressful if you don’t know how you will react, how you
will handle the challenges. Think about your first job or first date (or
first root canal)—those situations were much scarier because they
were unfamiliar.

When you don’t know how you will react and can’t count on
your capacities, you are less able to predict and then control your
responses. This uncertainty can be painful and alarming. And if you
overdo it, refuse to slow down to accommodate the changes, you
will get sicker. You will have more bipolar cycles.

Let’s just do the math. If you are a weight lifter with lots of big,
strong muscles and experience bench-pressing two hundred pounds
of metal, you might not view the requirement to lift a fifty-pound
weight as very stressful. In fact, you might not need any concentra-
tion or effort at all. Fifty pounds is only a quarter of what you usu-
ally life—it’s easy. No stress at all. On the other hand, a middle-aged
woman who struggles to bench-press thirty-five pounds would view
the requirement to lift fifty pounds as pretty stressful. She might be
able to do it, but she would really have to concentrate and certainly
couldn’t keep it up for long. She just wouldn’t have the muscle power
to do it. And fifty pounds is a lot heavier than she would be used to.
In fact, it is 143 percent of her usual workload. Is she going to think
that those same fifty pounds are stressful? Yes!

If your coping capacity has changed, events that seemed like
no big deal before may seem very stressful. It takes some time to
get used to the changes in your internal state to understand that
your reactions are different. It is a significant loss to see your cop-
ing resources undermined. You need time to get the medications
straightened out to help stabilize your mood, and you need time to
learn what you can and can’t tolerate.

Marisol’s Story. Lets look at an example. Marisol was feeling much
better after a manic episode in which she became psychotic and had
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to be hospitalized. She was now out of the hospital, resuming some
regular activities, and thinking about what the next step should be.
About eight weeks after the hospitalization, however, she began feel-
ing more anxious. She couldn’t sleep through the night, and any
social contact felt overwhelming.

What happened? Marisol said nothing really happened to make
her symptoms worse. There were no big events; nothing so impor-
tant really happened to cause her to feel so stressed. In fact, people
with BSD often say, “I had a relapse, but nothing really happened to
cause it. There were no breakups, no job loss, or anything else. What
is going on?” But what they really mean is, “No event happened that
I would have considered stressful before I got sick.”

When Marisol came out of the hospital, she returned to school.
She was taking one class. The relapse after the eighth week coin-
cided with the approach of midterm exams. She knew she felt anx-
ious about the midterm, but she was surprised that she was having
so much trouble.

Before she got sick, tests and papers would make her feel about
a 5 on the stress scale. But her mood-regulation and information-
processing symptoms made the exam feel more like a 10. Her dif-
ficulties with concentration make her feel she has to spend more
time studying, and her mood-regulation problems mean that she
has to take more time to recover when she gets anxious or has a dif-
ficult day.

Once she recognized how the disorder was making the situation
more stressful, she understood that she needed to take even small
stressors a little more seriously. Now she plans to rest before and after
the final exam. It was painful, but she decided to accept that she just
needs a little extra time to recover. She realized her relapse meant
that she has to take it a little easier when there are increases in class
demands, even if those increases wouldn’t have seemed important to
her before she got sick. This gave her a greater sense of control.
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As Marisol has been pacing herself, she has gotten much bet-
ter. She recognizes the signs of stress at an earlier stage and adjusts
her activity level to compensate. Consequently, she is not experienc-
ing very big ups and downs. Her concentration has substantially
improved. She is taking more courses and is applying to graduate
school. She feels as if she can better predict how to live to accom-
modate the BSD and still move forward with her life.

Marisol had been sick with a very painful medical problem about
five years earlier. When she got sick, she learned she absolutely had
to take it easy or she would really be in pain and incapacitated. And
she decided that she would take the medicines the doctors offered
her, even though they gave her some troubling side effects. Marisol
told me that she thought that the experience she had adjusting to her
first illness helped her adjust more rapidly to the BSD.

Awa’s Story. But it can be really difficult to face the fact that you
have to adjust your expectations to accommodate your current dif-
ficulties. Ava, who has bipolar 11, is about to return to work. After
being out of full-time work for more than a year as she recovered,
Ava is going to take a new full-time job. During the course of her
initial recovery, she took on some part-time work to help her get
back on her feet and get used to her condition, to help her understand
and predict how she would react under different circumstances. She
was very upset at having to work part time and felt humiliated and
angered by her limitations. But these jobs helped her develop new
coping and stress-management skills. Now that she is going to full-
time work, we talk about what the first few weeks will be like.

Ava said that she wanted to take some classes after work. I told
Ava that it had been my experience that starting a new job (or really
almost any new activity) was often very stressful for people with
BSD—stressful in ways they just couldn’t always anticipate. It
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might be better for her to plan that, in the beginning, she would
just come home and rest after work.

She got really angry and upset. “The medications make me sleep
so long—ten to twelve hours. My whole life will be work and sleep.
Why do I have to do that? Why can’t I have a life? I used to be able
to go to work, take classes, go out in the evenings, and run around
as much as I wanted. Why do I have to act like an invalid? If 1
have to rest, then I am accepting that I am damaged and sick. Why
should I accept that?”

There are no easy answers to these questions. We have never had
a patient who didn’t express these same feelings at some point (or at
many points). The problem is that if you don’t accept that you have
had changes in your ability to tolerate stress, you are more likely to
overwhelm yourself and get sick again.

Being on the Lookout for Warning Signs

In some ways, BSD is like high blood pressure. For most people,
high blood pressure doesn’t have really noticeable symptoms. You
may have a general sense when your blood pressure goes up, but
generally there are no specific markers, like a rash or a crippling
headache. And yet if you don’t take care of it, high blood pressure
will make you very sick. It is the leading risk factor for stroke and
heart disease.

If you have high blood pressure, you know the best strategy is
to take your blood pressure pretty often so you can tell if the treat-
ments are working. You know you should use your knowledge about
your blood pressure to adjust your stress load until your blood pres-
sure is under control.

BSD has clear symptoms, including difficulties with your mood,
information processing, motivation, and stamina. But they are hard
to understand as warning signs of physical changes in your body.
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If you don’t pay attention to the warning signs of a stress response,
you will get sick. These warning signs can include feeling anxious,
more irritable, more confused, more elated, or more hypersensitive
to noises, people, or situations. This is how your body tells you to
slow down and pay attention to your condition. These warning signs
are giving you notice to regulate your stress.

And if you regulate your stress, you will break the bipolar
cycle—not immediately, not perfectly, but over time. Ava won’t have
to stay at home after work forever; she just needs to do it for a while
as she adapts. And if she does, she will feel in control. With careful
monitoring, she will be able to resume many of her old activities.
But she has to pace herself.

Dealing with Unavoidable Stress

How can you reduce the impact of major and minor stressors? First,
try to make the potentially stressful events and your reactions more
predictable. Think about events you are anticipating: changes in
your house, your work, your health—even a visit to the dentist. Is
there going to be an upcoming family visit? A test at school? A dead-
line at work? A visit from an annoying friend? A big bill to pay?

What will happen? How will you feel? What skills will be needed
to manage that event? How have your abilities to manage the event
changed since you got sick?

Is the event very important to you personally—Ilikely to trigger
strong feelings? Events will trigger strong feelings if they tap your
core values. Can you think about the core values you hold dear? Is
achievement very important to you? Is love or nurturing? Or auton-
omy? Is the situation likely to trigger thoughts about your ability to
achieve your core values?

Now try to make the situation a little more controllable. What
resources do you have to help you if you have difficulty? The resources
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might provide technical help or emotional support or anything else
you need.

Marie’s Story. Let’s work through Exercise 13, which is an example
of a stressful experience that one patient, Marie, described to us.
She was anticipating a holiday visit from her family. As you can
see in the chart, the situation was stressful on almost every level.
Marie anticipated having to do a lot of shopping and cooking and
activity planning, all tasks that require a lot of information process-
ing. She was worried about some of the usual family conflicts that
happen when everyone gets together, a situation that might over-
whelm her mood-regulation abilities. And it was a situation that was
very important to Marie—she couldn’t just brush it off. Being with
family is a very important part of her life, and it is worth it to her
to tolerate this stress. By breaking down the tasks, identifying the
stressors, and planning for support, Marie accomplished her goal,
without a new episode. If you plan, you will achieve your goals, take
risks, and build a meaningful life.



EXERCISE 13

Identifying Stressors

Take a look at the chart Marie completed, and then try to fill out your own version for an upcoming

experience that may be stressful for you.

Upcoming Events

How Stressed Do
You Feel Thinking
About This Event?
(rate from 1 to
10) What Are Your
Specific Feelings?
(e.g., sad, anxious,
angry, excited,

What Are the
Information-
Processing
Demands? (e.g.,
to think quickly, to
remember a lot of
information, to learn

What Difficulties Will
You Have Regulating
Your Mood? (will
there be conflict,
time pressure,
financial pressure?)

Is This Event About
Something Important
to You Personally—
About a Core Value?
(e.g., achievement,
caretaking, love,
independence,
health and safety,

Coping Strategies—
What Can You Do to
Make It Easier? (e.g.,
rest, ask for help,
take your time)

that they will be
upset whew they
see wme so sick.

to spend money
o activities amd
Lood. | oam & little
wovvied about
this.

i+ Adoesw't go well,
| will £eel like a
total Latluve.

new things) community, respect,
overwhelmed) equality, justice)
Visit from my Stvess = § [nbormation- MooA-regulation Love, achievement | It may be veally
pavents amd wmy | o owmxious that | Processing load = | dibficulties = ¢ It is veally stvesstul, but |
sistevs they wont have | Wigh My mother and | importawmt to Cown get support
Bun ov that they | Lwill have to wy sistevs cam get | have the family row wy mom and
will make too plawm activities ko fghts. Lmay | together, | wamt | Aad. [ will teel
mamy Aemands on | amd menus amd be worvied about | tobe able tove | better talking
we. | am wovvied | ovgamize weals. this. | will have a 900A host. | am Fhings over with
worvied that b | Fhewm.
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Now it’s your turn:

Upcoming Events

How Stressed Do
You Feel Thinking
About This Event?
(rate from 1 to
10) What Are Your
Specific Feelings?
(e.g., sad, anxious,
angry, excited,
overwhelmed)

What Are the
Information-
Processing
Demands? (e.g.,
to think quickly, to
remember a lot of
information, to learn
new things)

What Difficulties Will
You Have Regulating
Your Mood? (will
there be conflict,
time pressure,
financial pressure?)

Is This Event About
Something Important
to You Personally—
About a Core Value?
(e.g., achievement,
caretaking, love,
independence,
health and safety,
community, respect,
equality, justice)

Coping Strategies—
What Can You Do to
Make It Easier? (e.g.,
rest, ask for help,
take your time)

WSy 215 100 [ O 124 | waym 15[
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Creating Structure

One of the most important ways you can learn to buffer stress is to
create more structure in your life. When your daily life gets more
predictable, your responses to it get more predictable as well. And
when you can count on having to do certain things or having cer-
tain satisfying experiences, you will be better able to distract yourself
from your own distress and bounce back from difficulty. You may
be feeling bad. But if you know you have to go to your volunteer
work or to a doctor’s appointment (and you get yourself to go), the
activity may help you shift your attention away from your internal
distress.

What do we mean by structure? Structure includes activities
that you do consistently each day and (more or less) regular times
for eating and sleeping. Your activities may include daily chores,
volunteer work, a full- or part-time job, certain telephone calls—any
set activities that you use to structure your day. If you have just been
very ill, the list of activities may be short. But as you get better, you
will gradually add more to the list. And this is a definite sign of
progress.

When Angela (remember her from Chapter 6?) first came to see
me, she was not able to do much without getting very anxious or
fatigued. We could make a list of all her activities for the week in
the first few minutes of the session. Now she is so active that we still
make lists of important tasks she has to complete, but we wouldn’t
have the time to write down all the things she is doing.

You can use this last table to keep track of your waking and
sleeping times, your meals, and your daily activities. If you log your
activities for a period of time, you will see that you are doing more
as you recover. And you are getting better at matching your inten-
tions with your actions—doing the things you want to do. (And if
you are not, then it’s time to talk to your doctor and figure out what

additional help you need.)
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EXERCISE 14
Keeping Track of Your Activities

Keep track of the times you wake and sleep and eat. Write in your
scheduled activities. Indicate if you were able to do these activities.
Use one page per day. Use the lists of urgent and other activities that
you made in Chapter 10 to help you structure your daily schedule.

Date and Time Scheduled Activities Done?

7 AM.

8 A.M.

9 AM.

10 A.m.

11 am.

12 noon

1 pPm.

2 P.M.

3P

4 p.m.

5 p.m.

6 P.M.

7 P.M.

8 p.m.

9r.m.

10 p.m.

11 p.m.

12 midnight
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Date and Time

Scheduled Activities

Done?

1 A

2 AM.

3 AM.

4 am.

5 AM.

6 AM.




Conclusion

What's Next?

n this book, we have given you a lot of information and some

tools to help you manage BSD. But we don’t expect you to

memorize all the facts or use all the tools every day. Instead, we
hope you will keep the book handy to read more than once—not all
of it, but the parts you need as different issues arise.

You can think about this book in different ways. The book can
serve as an exercise manual with chapters devoted to different issues
and goals. Most exercise manuals have chapters about weight loss,
cardiovascular health, upper-body muscle building, and so on. This
book has chapters about stabilizing mood, recognizing your symp-
toms, talking to your doctor, working on your information process-
ing, and developing stress tolerance.

The exercises can help you develop a systematic approach to
recovery. Identify those areas you want to work on, and use the tools
we have given you. First, make sure you understand your diagnosis,
and more important, recognize the relevant symptoms of BSD you
have. Think about your treatments, and develop a plan for monitor-
ing their effectiveness. Identify meaningful goals and “task analyze”
them, breaking them into achievable steps that lead to success. Prac-
tice detecting stressors and finding ways to buffer their impact.

This book can help you build your support team. Find the trusted

people in your life who can help you keep track of symptoms, solve

209

Copyright © 2008 by Elizabeth Brondolo and Xavier Amador. Click here for terms of use.



210

Conclusion

problems, and support you as you (and they) become more expert at
managing and recovering from this illness. Your team will include
not only health-care providers, family, and friends, but also your
coworkers and even employers. We can’t work with you one-on-one,
but if you use the exercises, we will, in a very real sense, be right
there with you.

The book can also serve as a conversation starter. You can use it to
make it easier and more straightforward to talk to other people about
the way you feel. It can help you to introduce a difficult topic or make
it easier to ask for help. How? You can bring your exercise sheets when
you visit your doctor, or you can use them to guide conversations
with friends and family. You can share the case examples with your
family and friends to help them understand the way you feel.

The patients who worked on this book with us wanted to make
that contribution. They hoped that sharing the stories of their experi-
ences would make it easier for someone else to communicate more
effectively with their therapists, employers, friends, and family
members.

So we are not the only people reaching out from these pages. This
book is the voice of all the patients and families that have taught us
about the meaning of life as they work to recover. They have taught
us that it is a gift to ask for help, to share the struggle, and to recog-
nize our shared vulnerability and our shared responsibility to care
for each other. BSD is tough. But we can get help and help each
other. We can be proud of the struggle and proud of our willingness
to keep seeking a better life. Proud that we are interested to see what
comes next, who we can be, what we might accomplish. And proud
that we will not be ashamed—we will be ourselves.

We want to share one more story with you. The story reminds
us about what is important and what can be gained when someone
with BSD takes the time to learn about the illness and use strate-
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gies systematically to manage the illness (rather than be managed
by it). This story also reminded us that no one can, nor should, do
it alone.

Recently, Diane turned sixty-five and retired. During the course
of the year she spent preparing for her retirement, she wrote an essay
about her experiences with mental illness and a speech for her retire-
ment party. The themes she expressed in her essay and her speech
communicate so much about the history of the treatment for BSD
over the last forty years. Diane’s story illustrates how much has
changed and how those changes have enabled individuals with BSD
to expect to lead meaningful lives.

In her essay, Diane wrote about the history of her experiences
with mental illness treatment. She needed to get some of the injus-
tices associated with her early treatment experiences off her chest.
Diane got sick with severe bipolar disorder about midway through
her college career. Suddenly, she could not tolerate being around the
other gitls in her sorority house. She isolated herself in the basement.
Her thoughts were racing; she had intense and disconnected moods.
Her actions were putting her safety at risk. Eventually, she had to
leave school. After a series of traumatic personal events brought on by
the untreated BSD, she was hospitalized for the first of six times.

In those days (this was the 1960s), the treatments for BSD were
generally pretty tough and not very effective. The medication choices
were very limited, and many physicians did not know how to use
these drugs to control symptoms without crippling side effects. Psy-
chotherapeutic treatments were really still in their infancy. Many
patients and their families were blamed for their symptoms and tor-
tured themselves trying to determine how their behavior or thoughts
or feelings (conscious or unconscious) could make someone so sick.
Fathers and mothers fought over tough love versus spoiling their
mentally ill kids.
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People spent very long periods in the hospital, hoping that things
would get better. Diane spent sixteen months in the hospital the first
time she was sent there, much of that time in a locked ward. Here
is part of her description of the experience of living in the hospital
dormitory in 1963:

Regarding that dormitory—we could go in there for two
hours after lunch to take naps (naps were very desired
because of the medications we were on) and otherwise only
at night. I guess this is traditional for psychiatric facilities,
just like the bathroom behavior, where you had to go with
a nurse who observed everything (no doors on the stalls).
Your toothbrush and any other articles were kept in the cub-
byholes against the wall. You were not allowed to have, say,
a jar of hand lotion or anything else that would break. I can,
as a matter of fact, understand this, but it did add to our feel-
ing of degradation.

It isn’t perfect now, but it is much, much better. Diane and I
work together to identify her symptoms and stressors. We talk regu-
larly to her psychiatrist, who adjusts her medications as her symp-
toms change. He offers new medications as they become available,
and together we weigh the costs and benefits of changes. We work
together with her supervisors at work to make reasonable accom-
modations as needed so that Diane can earn a living and make a
contribution. We talk to her husband to check in and get a second
opinion on my judgment and to give and get support.

But still Diane sometimes cycles into hypomania and depression.
The symptoms are much milder, and the duration of the episodes is
much shorter, because we control the situation, but nonetheless, she
still has symptoms. She has some information-processing problems
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when she gets very anxious or depressed. She still feels suicidal occa-
sionally, because the disorder as a whole is stressful.

But none of that is as important as the fact that Diane really does
have a meaningful life. She has just retired from a demanding job.
She has a long-standing marriage. She is active in her church and
growing active in her community, and she has caring and mutual
relationships with other people.

Despite everything, Diane was able to flourish and grow and to
talk very openly about her disorder. She worked for an enlightened
and remarkable employer, whose supervisors were well educated
about disability law. So they were able to work with us to make the
job work for Diane as well as for them. For example, initially she had
to interact with customers and resolve their problems quickly, even
when they were furious. The emotional intensity of the customers
was very difficult for her to deal with. So we called her bosses and
discussed the situation and asked for some reasonable accommoda-
tion. Could she work in an area with a little more consistent set of
tasks and away from the high-hostility people for a while? Sure, they
responded. Diane is a very conscientious and lovely person, and they
wanted to keep her on board. So they reassigned her.

Over the years, we requested (and had approved) three accom-
modations to her work responsibilities. Each time, Diane and I spoke
with her supervisors openly and clearly about her specific symptoms
and how they were affecting her and how the specific job demands
were making things difficult. Each time, with the appropriate docu-
mentation, we were able to work out some other types of arrange-
ments. And each time, Diane was able to maintain her employment
and grew in her loyalty and commitment to the workplace.

And she made it all the way to retirement. Now she can sit on
her porch in the country and watch the birds. She has time to vol-
unteer in church and join the local chapter of National Alliance on
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Mental Illness. And she has time to renew relationships with old
friends and make new ones.

She is leading this life because she is up front and straightfor-
ward about her condition, and she is graceful and open about her
occasional need for help. She works as hard as she can when she is
well. And she gets help right away to get back on track when she
starts to get sick.

Because she has been open about her situation, other people
don’t feel powerless or frustrated. They don’t feel perplexed by what
is happening when she gets sick, they don’t feel shy about offering
help, and they don’t wonder whether she is just goofing off when she
takes a sick day. They don’t have to waste any time speculating on
what’s wrong with her, and they don’t spend a lot of time making up
dumb theories about why she does what she does. They know what
to do to have the best possible outcome—for the workplace and for
Diane.

Her colleagues recognize that it is an honor to be trusted with
the information about her condition. Everyone can feel useful (a
good feeling). And the bottom line is that the work at her job got
done, Diane earned a living (and a pension), and those involved felt
respected, trusted, and safe.

When she retired, her friends at work threw her a huge party.
Many people came, even those who worked with her back when she
first started. And they ate and celebrated. Diane took the opportu-
nity to thank her supervisors but also to tell her story to everyone so
that others who come to the workplace with serious mental illness
will be even more accepted and the strategies for making all this
work will be clear.

And here is what she said:

It’s been wonderful to work with all of you as we faced hun-
dreds of customers each day. This has been more than just a
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job to me. So I'd like to take just a moment to tell you about
myself, so you can appreciate how remarkably kind and sup-
portive you have been and how much I appreciate you. I
have suffered with schizoaffective and bipolar disorders since
I was around ten, but nobody knew anything about such
things then—it was 1951. But I still did well in school and
in college until 1962, when the mental illness began to take
its toll on me. I ended up in a hospital—the first of at least
five—and that ended my college career exactly one year from
graduation.

From then on I had my ups and downs for thirty years.
This included jumping around from job to job, marriage,
two kids, divorce, and remarriage. This second marriage has
lasted twenty-eight years come July. My husband is here with
me and is certainly one of the major members in my hall of
fame. Then in 1993 I came here.

And then Diane went on to thank and nominate for her hall of
fame each of the many supervisors who worked with us to make rea-
sonable accommodations—changing assignments or work stations
or hours to accommodate her shifting symptoms.

She continued:

Without the help and cooperation of all you kind people, 1
could not have continued to work. I would have had to spend
more time hospitalized. I would surely not be standing here
today, surrounded by people who care about me. Today I
look around and see friends and supervisors and coworkers,
all people with whom I enjoyed working, and who are spe-
cial to me in many ways. Every one of you treated me like a
regular, mentally healthy person and, in fact, thus enabled
me to actually be one. This is a priceless gift.
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Not every workplace or every supervisor will respond with the
human kindness and straightforwardness that Diane’s workplace
showed. You will have to figure out what your rights and responsi-
bilities are in your particular situation. But the bottom line is that
things are changing: the treatments, the law, and public attitudes
and knowledge. And this means that Diane, despite having a very
severe illness, has been able to build a meaningful life. And you can,
too. You will have to figure out how open you want to be and how
you want to talk about your condition and your needs.

Its worth remembering that you didn’t ask for this, and you
have no reason to be ashamed. Getting sick is, unfortunately, part of
life. It happens to many of us—and it could happen to any of us. We
all benefit when we all care for each other. We get to see the person,
not just the symptoms. We share their hopes and dreams and talents
and ideas and hard work and courage. The courage shown by our
patients gives us courage and hope. It really is inspirational.

Wha’c’s Next?

Now that you have come this far, it’s time to think about where you
are going next. We have tried to give you some hopeful visions of
what you can achieve. But right now, we would like you to think
about how you want your life to look one, five, or even twenty years
from now.

With that image in mind, you can become more proactive.
Rather than only reacting to symptoms and difficulties, you can
also plan and choose goals. You can think about how you would like
to see yourself managing the BSD in the future. You can envision
what you want your life and relationships to look like. And you can
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keep your focus on achieving meaningful goals, not only on trying
to eliminate symptoms.

Your life won’t be perfect if you just “cure” BSD. No one’s life
is perfect. But you can make your life beautiful and meaningful.
You can recognize and manage the symptoms so you can shine
through—so you can be you.
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Exercises

ere, in one place, are all the exercises provided throughout
the book. You can make photocopies of these pages so you
can take these exercises with you whenever you need them.
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EXERCISE 1
Clarifying Your Diagnosis (Chapter 1)

Werite down your diagnosis. It will be easier to manage this disorder
if you are straightforward and clear about what the difficulties are.
If you own your condition, you can begin to manage it.

Your bipolar spectrum diagnosis:

Exercises

Other diagnoses:

Additional medical conditions:

Ask your doctor what the specific symptoms were that led to the
diagnosis of bipolar disorder. Write them here.

Symptoms:
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EXERCISE 2
Keeping Track of Your Medical History (Chapter 2)
Fill in your diagnostic history and medication history.
Effects of
Uit Side Effects
(e.g., mood
Treatments (e.g.,
oL changes,
(medications thinkin tremors,
Month and ; ) and doses). & weight gain,
Doctor Diagnosis . cleared, ;
Year List dose .. sleeping
ability to
changes on a . problems,
) ; function at .
different line. . sedation,
work, ability L
agitation)
to get along

with others)
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EXERCISE 3

Exercises

Recognizing Depressive Symptoms (Chapter 3)

Symptoms Associated with Depression (from
the DSM-IV-TR, p. 356) and the Way People
Commonly Describe These Experiences

The Way You Experience These Symptoms

“Depressed mood:” feeling sad, blue, numb;
feeling as if you have no energy, no life,
no juice

“Markedly diminished interest or pleasure in
activities:” feeling as if you have no motivation,
nothing interests you, you can't get anything
done because you don't feel like it

“Significant weight loss when not dieting:”
no appetite, food doesn't taste right (or
significant weight gain)

“Insomnia or hypersomnia almost every day:”
unable to fall asleep or stay asleep; unable to
wake up

“Fatigue or loss of energy:” feeling exhausted
all the time

“Visible psychomotor retardation or agitation:”
feeling as if you can’t move or it takes so
much effort to move; leaden paralysis; or
needing to move, feeling as if you can't

keep still

“Feelings of worthlessness or excessive guilt:”
all your memories focus on bad things; feeling
as if you are bad or a loser; feeling guilty,
responsible for too much; feeling as if there

is no point to your life, as if you are always
missing out
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Symptoms Associated with Depression (from
the DSM-IV-TR, p. 356) and the Way People
Commonly Describe These Experiences

The Way You Experience These Symptoms

“Diminished concentration or indecisiveness:”
feeling as if your thoughts are very slow

or your mind is blank; having difficulty
concentrating, focusing, paying attention,
keeping your mind on your work; having
difficulty remembering important things or
even small events during the day

“Recurrent thoughts of death or suicide:”
thinking about death, wanting to die, planning
to die
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Exercises

Recognizing Manic Symptoms (Chapter 3)

Symptoms Associated with Mania (from
the DSM-IV-TR, p. 362) and the Way People
Commonly Describe These Experiences

The Way You Experience These Symptoms

“Elevated, expansive, or irritated mood:”
feeling too good, an abrupt change in your
mood; full of optimism; or feeling very angry,
irritable, impatient, can't wait for people, think
they are taking too long to do things

“Inflated self-esteem or grandiosity:” having
too much confidence, not caring what others
think even when you should; having really big
ideas—about being able to save the world,
attract anyone, do anything; wanting much
more attention, being more charismatic

“Decreased need for sleep:” staying up later
or waking earlier without feeling tired

“More talkative than usual or pressure to keep
talking:” talking more quickly than usual or
talking or thinking repetitively about the same
thing, unable to control the pace or content

“Flight of ideas or subjective experience that
thoughts are racing:” words or ideas jumping
around in your head, chaining lots of words
together because they sound interesting;
sounds or jingles running through your mind

“Increase in goal-directed activity or psycho-
motor agitation:” too much energy—a feeling
of restlessness, electric excitement; working
too much, collecting too many things, traveling
too much, going to too many activities
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Symptoms Associated with Mania (from
the DSM-IV-TR, p. 362) and the Way People
Commonly Describe These Experiences

The Way You Experience These Symptoms

“Distractibility:” changing the topic all the
time; unable to concentrate; feeling as if you
have to write everything down to remember

“Excessive involvement in pleasurable
activities that have a high potential for painful
consequences:” doing things you know you
should not do but feeling like you can get
away with it; too much eating, drinking, drug
use, spending, partying—uwithout a sense that
you can or should stop; sexual attraction to
everyone or too much intense attraction to
certain people; lots of sexual thoughts in your
head

Other Related Symptoms

Mood lability: feeling as if you cannot control
your mood, as if you cry one minute and are
happy the next; being very sensitive; being
very angry and irritable, always snapping at
other people

Heightened interpersonal sensitivity: being
hyperaware of yourself; feeling as if your
skin is too thin; continually focused on
interpersonal contacts
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EXERCISE 5
Going to the Doctor: Using Symptom
Descriptions to Communicate with Your Doctor (Chapter 3)

Doctor’s name:

Date of visit:

Current medications:

Scheduled: Yes No  Emergency: Yes No

Who came with you?

How Have You Felt in General

i ?
Signs and Symptoms How Do You Feel Today? P ————

Sleeping (difficulty falling
asleep, difficulty staying
asleep, waking too early,
sleeping too much)

Appetite (OK, too much, too
little, cravings), weight gain

Fatigue (rate from 1 to 10;
note problems in the morning)

Concentration (rate from

1 to 10; make notes about
activities you can/can’t
do, like reading, paying
bills, talking on the phone,
performing tasks at work,
planning activities)
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Signs and Symptoms

How Do You Feel Today?

How Have You Felt in General
Since the Last Appointment?

Anxiety (rate the intensity
from 1 to 10; rate the
frequency: never, sometimes,
often, always; note any
specific circumstances)

Symptoms of depression
(write yours in—e.g.,
sadness, numbness, guilt,
hopelessness, repetitive
thoughts—and rate them
from 1 to 10)

Symptoms of mania (write
yours in—e.g., grandiosity,
excess energy, racing
thoughts, too much energy,
hypersexuality, irritability,
risky behavior—and rate them
from 1 to 10)

Other symptoms (e.g.,
mood changeability/lability,
hypersensitivity to other
people)

Thinking about suicide?

Thinking about hurting others?

Side effects (e.g., sedation,
weight gain/loss, sexual
difficulties, mood feels
funny, difficulty thinking or
concentrating, rash, other)
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Signs and Symptoms

How Do You Feel Today?

How Have You Felt in General
Since the Last Appointment?

Minor stressors (things
that happened that were
moderately difficult to deal
with)

Major stressors (things that
happened that were very
difficult to deal with)

Other questions or concerns:

New instructions (medication changes or other advice):
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EXERCISE 6
Medication Tracking Sheet (Chapter 5)

Werite in 0 for not at all, 1 for a little, and 2 for a lot. (Note: you may
feel more comfortable writing in your own words for the symptoms,
as you practiced in Chapter 3.)

Date Date Date Date Date

Medications

Symptoms

Depressed mood

Loss of interest or pleasure in
activities

Sleep

Insomnia (difficulty sleeping)

Hypersomnia (too much sleeping)

Appetite

Loss of appetite

Increase in appetite

Energy and movement

Very low energy, fatigued

Very slow movements

Restlessness

Worthlessness, guilt




230 Exercises

Poor concentration or
indecisiveness

Thoughts about harming or killing
yourself

Plans to kill yourself

Inflated self-esteem or grandiosity

Decreased need for sleep

More talkative or pressure to keep
talking

Racing thoughts, flight of ideas

Distractibility

Increased activity

Too much energy

Lots of activity

Too much involvement in
pleasurable but potentially harmful
activities (overspending, drug use,
gambling, etc.)

Desire to be around other people to
talk all the time

Mood lability (mood changes very
frequently or is very sensitive)

Interpersonal hypersensitivity

Can't stand being around people

Very critical of yourself when you
are with other people
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Keep worrying or thinking about
your interactions with other people

Feeling very anxious or very self-
conscious around other people

Additional symptoms you notice
or improvement you experience

More hopeful

More comfortable

Motivation to get things done
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EXERCISE 7
Your Activities: Charting the Effort Required (Chapter 6)

Write in the tasks you need to do on a daily basis and also some
other harder things you have been avoiding. See if you can figure
out why some tasks get accomplished and others don’t.

If Not, What Makes It So
Hard? (Does it require a lot

- )
How Hard Does It Does the Task n?; ;:ngzn;;itifgéfgj;'i +
Tasks You Need to Do | Seem to Do the Task? | Get Done? (no, a y )

) remind you of being sick?
(on a scale of 1 to 10) | little, mostly, yes) Byt e i

other people? Is it too big
a job to do all at once?)
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EXERCISE 8
Reconsidering Your Thoughts About BSD (Chapter 7)

Write in your worst-case scenario thoughts. Try to include some daily
triggers (thoughts you might have while going about your daily rou-
tine). These are thoughts that come up when you see the way BSD
affects you in your daily life. Then write in some more reasonable
alternatives. If you can’t think of a more reasonable approach or are
having trouble putting your worst fears into words, do this exercise
with someone you care about and trust.
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Your Worst-Case Scenario Thoughts More Reasonable Approaches
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EXERCISE 9

Identifying Goal-Setting Thoughts (Chapter 8)

Exercises

See if you can identify the thoughts you are having as you try to

set goals for yourself. Think about your ultimate goals. Then think

about possible intermediate steps. If you can’t reach your ideal goal

now, what would be an intermediate goal, an alternative short-term

goal? What are your thoughts and feelings about reaching for a mid-

point, a less ambitious or glamorous goal? Or taking a longer time

to get there?

Your Long-Term
Goal

Your Dream
Short-Term Goal

An Alternative
Short-Term Goal

Your Worst-
Case Scenario
Thoughts About

Setting This

Alternative Short-

Term Goal

A More
Reasonable Way
of Thinking
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Use the chart to list as many goals as you can. Then talk the

goals over with someone else. Think about whether a specific goal is

for right now or a goal for a little later.

Your Goals

Is This a Goal for Right Now or for Later (a Short-Term
Goal or a Long-Term Goal)?
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EXERCISE 10
Mood Lability Chart (Chapter 9)

One of the most difhicult aspects of BSD is that your memories of
the way you feel and the way you feel about yourself change as your
mood changes. So mood lability can change your sense of your own
personal history. It can be helpful to keep track of your moods and
the ways they affect your feelings about yourself. In this chart you
can keep track of the ways your moods change and how they affect
your thoughts about yourself and your ability to be with others. If
you are already tracking your symptoms on the table for Exercise
6, you can just add a column there for your thoughts. You might
want to pick a regularly scheduled day a week when you spend a few
minutes tracking the way you feel—for example, every Thursday
evening before you watch a particular show on TV. Then you take
a minute to note your mood and your thoughts about yourself and
your feelings about one person who is close to you.

Exercises

anxious)

Your Mood Right
Now (e.g., irritable, Your Thoughts About
Date
sad, relaxed, happy, Yourself

Your Social Activities

(times you were with

other people and how
you felt)
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Date

Your Mood Right
Now (e.g., irritable,
sad, relaxed, happy,

anxious)

Your Thoughts About
Yourself

Your Social Activities

(times you were with

other people and how
you felt)
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EXERCISE 11

Breaking Down a Difficult Task (Chapter 10)

Exercises

Now pick a task that is difhicult for you to do. Break the task down
into little steps, each of which is no harder than a 4. Go back and
revisit the goals and steps each week. How did you do? Mark the
things that you accomplish. Think about the things you still have

trouble doing. Decide if you need to break any steps down into

smaller pieces.

Effort
Score
(ona
scale
of 1to
10)

Activity

Why Is It Hard?

What Steps
Need to Be
Taken to Get It
Done?

Did It Get Done?
(if not, break it
down further)
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You can also use the same strategies to make a to-do list for
the week. Don’t overload the list. Try to improve your ability to
make your actions meet your intentions. See if you can really do
the things on your urgent list. And try to figure out how long each
task will take you. This will help you break the cycle, because you
will get better able to predict what you can do and what you should
expect each week.

Task list for the week of
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Urgent Less Urgent but Still Important If You Can Get to It
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EXERCISE 12
Keeping Track of Progress (Chapter 10)
Here is a special worksheet for keeping track of progress making
telephone calls.
Your phone call progress for the week of
How Much Is the )
Do You | Effort Will Conversation I‘CI/;IL:;Z Do You
Kinds of Make It Take to | Likely to Involve Understand | Need to Did You
Telephone These Make This | a Conflict—to Make the
. New Make
Calls Kinds of | Call? (on a Become ) . Calls?
. Information? | Decisions?
Calls? scale of 1 Emotional or (ves or o)
to 10) Argumentative? i
Making an

appointment
with a
familiar
doctor

Calling a
friend to
hear about
how he or
she is doing

Ordering
take-out
food

Calling

a repair
service to
get help

Calling to
correct a
billing error
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How Much Is the .
Do You | Effort Will Conversation m’(’eﬁg Do You
Kinds of Make It Take to | Likely to Involve Understand | Need to Did You
Telephone These Make This | a Conflict—to Make the
. New Make
Calls Kinds of | Call? (on a Become ) .. Calls?
. Information? | Decisions?
Calls? scale of 1 Emotional or (ves or o)
to 10) Argumentative? v
Calling to
complain
about a
mistake
Calling
to make

reservations

Calling to
find out
information

Calling a
doctor to
ask for
information
or help

Calling a
store, movie
theater, or
museum

to ask a
question
about hours
or schedules

Calling to
solve a
problem in
the house
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How Much Is the :
Do You | Effort Will Conversation I‘C/;Itla;otg Do You
Kinds of Make It Take to | Likely to Involve Understand | Need to Did You
Telephone These Make This | a Conflict—to Make the
Calls | Kindsof | Call’(ona |  Become New Make | =0 ois2
) Information? | Decisions?
Calls? | scale of 1 Emotional gr -
to 10) Argumentative?
Calling to
work things
out with a
friend or
relative after
a dispute
Calling
to ask
someone to
help you
Add your

own types of
calls:
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Identifying Stressors (Chapter 11)

Fill in the chart for an upcoming experience that you think may be stressful for you.

Upcoming Events

How Stressed Do
You Feel Thinking
About This Event?
(rate from 1 to
10) What Are Your
Specific Feelings?
(e.g., sad, anxious,
angry, excited,
overwhelmed)

What Are the
Information-
Processing
Demands? (e.g.,
to think quickly, to
remember a lot of
information, to learn
new things)

What Difficulties Will
You Have Regulating
Your Mood? (will
there be conflict,
time pressure,
financial pressure?)

Is This Event About
Something Important
to You Personally—
About a Core Value?
(e.g., achievement,
caretaking, love,
independence,
health and safety,
community, respect,
equality, justice)

Coping Strat-
egies—What
Can You Do to
Make It Easier?
(e.g., rest, ask
for help, take
your time)

$ISLILIXTT
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Upcoming Events

How Stressed Do
You Feel Thinking
About This Event?
(rate from 1 to
10) What Are Your
Specific Feelings?
(e.g., sad, anxious,
angry, excited,
overwhelmed)

What Are the
Information-
Processing
Demands? (e.g.,
to think quickly, to
remember a lot of
information, to learn
new things)

What Difficulties Will
You Have Regulating
Your Mood? (will
there be conflict,
time pressure,
financial pressure?)

Is This Event About
Something Important
to You Personally—
About a Core Value?
(e.g., achievement,
caretaking, love,
independence,
health and safety,
community, respect,
equality, justice)

Coping Strat-
egies—What
Can You Do to
Make It Easier?
(e.g., rest, ask
for help, take
your time)

444
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EXERCISE 14

Keeping Track of Your Activities (Chapter 11)

Keep track of the times you wake and sleep and eat. Write in your

scheduled activities. Indicate if you were able to do these activities.

Use the lists of urgent and other activities that you made in Chapter

10 to help you structure your daily schedule.
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Date and Time

Scheduled Activities

Done?

7 AM.

8 A.M.

9 AM.

10 A.m.

11 am.

12 noon

1 pPm.

2 P.M.

3P

4 p.m.

5 p.m.

6 P.M.

7 P.M.

8 p.m.

9r.m.

10 p.m.

11 p.m.
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Date and Time

Scheduled Activities

Done?

12 midnight

1A

2 AM.

3 AM.

4 am.

5 AM.

6 AM.
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Amador, Xavier (2007). I am not sick, I don’t need help: How to help

someone with mental illness accept treatment (2nd ed.). New York:

Vida Press.

This book is an excellent guide to the issues involved in gain-
ing insight into your diagnosis and learning to accept the need for
comprehensive care.

Phelps, Jim (2006). Why am I still depressed? Recognizing and man-
aging the ups and downs of bipolar II and soft bipolar disorder.
New York: McGraw-Hill.

A very readable presentation of the issues involved in diagnosing
BSD is presented in this book for patients and families. Dr. Phelps
also has an informative website that offers detailed information on
the neurobiology of bipolar disorder, psycheducation.org.
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Websites

National Institutes of Health (nimh.nih.gov)

Up-to-date information on bipolar disorder and links to other
websites with reliable information can be found through the
National Institutes of Health’s website, specifically at nimh.nih
.gov/healthinformation/bipolarmenu.cfm. Another helpful web-
site. with good downloadable publications on the benefits and
side effects associated with medications used to treat BSD and
other psychiatric illness can be found at nimh.nih.gov/publicat/

NIMHmedicate.pdf.

National Alliance on Mental Illness (nami.org)

The National Alliance on Mental Illness website has a wide range
of information on psychiatric disorders as well as information about
advocacy for people with mental illnesses.
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