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COURSE OF ILLNESS 

Bipolar disorder usually begins with depression during adolescence. The depression often waxes and wanes 

until the appearance of the first manic episode. The onset is frequently abrupt but may also occur gradually 

over the course of several weeks. The prognosis for mania is generally good, especially as treatment has im-

proved with recent medications. Unfortunately, the illness has a significant risk of recurrence, and commonly, 

after a manic episode the patient cycles into depression. On the other hand, some patients may not experience 

a full manic episode but exhibit hypomanic states that alternate with depressive episodes. 

Generally, untreated individuals have an increased frequency of cycling and longer periods of disability, 

especially as they get older. In contrast, patients who receive treatment usually do better, with less frequent and 

severe mood swings. However, there are patients who have an illness marked by rapid cycling despite treat-

ment. These patients have at least four episodes of major depressive, manic, hypomanic, or mixed state within 

12-month period, and they require closer monitoring and management of their medications. 

CAUSE OR ETIOLOGY 

The observed patterns of transmission from family studies have provided the best evidence that mood dis-

orders are hereditarily (genetically) linked. In patients with bipolar disorder, family members (particularly among 

immediate relatives) show a significantly higher rate of mood disorders, especially bipolar disorder, as com-

pared with other psychiatric patients. Approximately 50% of all bipolar disorder patients have at least one parent 

with a mood disorder, and when both parents have bipolar disorder, there is a 50%–75% chance that a child will 

have a mood disorder. 

Studies of identical and fraternal twins provide even stronger evidence that mood disorders are genetically 

linked. Data from these studies show that when one identical twin has a mood disorder, there is, on average, 

a 60% chance that the other sibling will also develop the disorder, whereas in fraternal twins, the rate is only 

about 5%–25% that the other sibling will develop the disorder. 

TREATMENT 

Medications are the principal treatment for bipolar disorder. Treatment is directed at treating acute episodes 

of mania and depression and preventing the recurrence of symptoms after an acute episode. Medications that 

are used for treating mania are referred to as mood stabilizers. This handout shall focus primarily on the treat-

ment of mania. For a discussion on the treatment of depression, refer to the handout Information About Depres-

sive Disorders for Patients and Families (Form 2–5). Also, refer to the handouts for discussion of mood 

stabilizers and antidepressants. 

Lithium carbonate is one of the first-line mood stabilizers used in the management of acute mania. It is 

effective for treatment of acute mania and for prophylaxis to prevent recurrence of mania and depression. Lithium 

must be dosed cautiously and monitored closely because of its potential for toxicity. Physicians usually prescribe 

lithium at a dosage of 1,200 to 2,400 mg/day, administered in divided doses, for acute mania. The goal is to attain 

a blood level of 0.6 to 1.4 mEq per liter. Within this range, the lithium is generally at a therapeutic level, but above 

the range, lithium toxicity becomes a concern. One of the disadvantages of lithium in treating acute mania is that 

there is a delay of 5–10 days before patients become fully responsive to the medication. 

Another frequently used first-line mood stabilizer for acute mania is valproate, which comes in two 

different forms: valproic acid and divalproex. The most widely used form is divalproex (Depakote). Valpro-

ate is also an anticonvulsant that is used for treating and preventing seizures. For mania, divalproex may 

be given as a single dose or in divided doses in the range of 1,250 to 2,500 milligrams per day. The goal is 

to achieve therapeutic blood levels in the range of 50 to 125 micrograms per milliliter. Other anticonvulsants 

used as mood stabilizers for bipolar disorder include carbamazepine (Tegretol), gabapentin (Neurontin), 
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lamotrigine (Lamictal), and oxcarbazepine (Trileptal). However, these agents are used as alternatives when 

patients do not respond to lithium or valproate. 

During an acute manic episode, the patient may be severely agitated or psychotic. An antipsychotic or benzo-

diazepine (Valium-like medications) can be administered to control psychotic symptoms and agitation. For ex-

ample, if the patient is severely psychotic, agitated, or violent and is not cooperating, haloperidol (Haldol), an anti-

psychotic, and lorazepam (Ativan), a benzodiazepine, may be administered by injections via an intramuscular route. 

As these symptoms abate, the antipsychotic and benzodiazepine may be gradually discontinued. For some patients 

with residual psychosis or manic symptoms, continuing the antipsychotic medication may be necessary. Invari-

ably, manic patients will need to be maintained on a mood stabilizer to prevent relapse. To prevent recurrence of 

depression in bipolar disorder, antidepressants may be added to the medication regimen.  

ELECTROCONVULSIVE THERAPY (ECT) 

ECT may be a life-saving treatment for severe depression, particularly in patients who at risk for suicide, 

since it tends to work more quickly than antidepressant medications. Generally, it is indicated when the pa-

tient is not responding to medications.  

SUPPORTIVE PSYCHOTHERAPY 

Supportive psychotherapy may be an invaluable adjunct to medications. A goal of psychotherapy is to iden-

tify the external, as well as the internal, issues in the patient’s daily life that can exacerbate his or her illness 

and to devise copying skills to deal with these stressors. Psychotherapy may help the patient deal with the 

shame, fear, and anxiety of his or her illness. In supportive psychotherapy, the therapist provides the patient 

with encouragement and directions to cope and overcome difficult situations.  

If you have any questions about this handout, please consult your physician. 

SUPPORT AND ADVOCACY GROUPS

Lithium Information Center 

Madison Institute of Medicine 

7617 Mineral Point Road, Suite 300 

Madison, WI 53717 

Phone: (608) 827-2470 

Web site: www.miminc.org/aboutlithinfoctr.html 

Provides information on use of lithium for treat-

ment of bipolar disorder and other medical uses. 

 

Depression and Bipolar Support Alliance 

 (DBSA) 

730 N. Franklin Street, Suite 501 

Chicago, IL 60610-3526 

(312) 642-0049 

(800) 826-3632 

www.dbsalliance.org 

A patient-directed support alliance that promotes 

education about depressive and bipolar illnesses. 

National Foundation for Depressive Illness, Inc. 

P.O. Box 2257 

New York, NY 10116 

Phone: (800) 239-1265 

Web site: www.depression.org 

Serves to educate the public about depressive ill-

ness and to provide information and referrals to 

professional help. 

 

National Mental Health Association (NMHA) 

2001 N. Beauregard Street, 12
th
 Floor 

Alexandria, VA 22311 

(703) 684-7722 

(800) 969-NMHA 

www.nmha.org 

A nonprofit organization that serves to promote 

education and research of mental health and 

mental illness. 
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