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Dear Colleague,

Bipolar disorder is a biological brain disorder that affects approximately 5.7 mil-
lion American adults. It has recently been identified as having a range of symptoms
on a spectrum from severe mania to hypomania, euthymia, mild to moderate
depression, and more severe depression. 

Psychiatric nurses are at the front lines of caring for people with this disorder,
and must have a good understanding of the nonpharmacological and pharmaco-
logical options for treatment. Indeed, a survey of 32 influential members of the
American Psychiatric Nurses Association (APNA) found that 91% were very or
somewhat interested in learning about bipolar disorder. 

We hope you find this issue of Psychiatric Nurse Counseling Points helpful in
your practice and consider joining the APNA if you are not already a member.
(You can learn more about the association by visiting our website at
www.apna.org and reviewing the box on page 13). Finally, we would like to
thank Janssen, L.P. for sponsoring this APNA publication through an educational
grant. 

Sincerely,

Barbara L. Drew, PhD, APRN, BC

President, APNA

3

Diagnosis and Pharmacologic Treatment of Bipolar Disorder
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Course of Illness
Bipolar disorder is a brain disorder that creates episodic shifts
in a person’s mood and ability to function. Increased rates of
mortality and morbidity are linked to the predominant depres-
sive symptoms, which occur three times more frequently than
do manic symptoms. There is a 90% recurrence rate and 25%
of all clients incurring the disorder attempt suicide. The life-
time prevalence rate for suicide is 15%. Comorbid diagnoses
include anxiety and substance abuse disorders, diabetes, and
cardiovascular disorders. Persons often suffer for 10-12 years
before a correct diagnosis and treatment occurs. Typically,
major depression alternates with episodes of mania. Symptoms
of mania are reported in men more often than women, but
women incur higher rates of rapid cycling. 

Bipolar disorder is a brain disorder
that creates episodic shifts in a 
person’s mood and ability to function.

Research is just beginning to examine the variables involved
in the occurrence of bipolar disorder in people from culturally
and ethnically diverse populations. This research indicates that
health care disparities, related to misdiagnosis and underdiagno-
sis, occur at a greater rate for Asian, African, native, and Spanish
populations than they do for white populations. Disparities in
access to mental health care can be attributed to the presence of
environmental stressors and financial barriers (e.g., lack of insur-
ance and inability to pay for health care). However, disparities
still occur even when people have health insurance due to cultur-
ally incompetent health care strategies, protocols, and providers. 

In general, clients with bipolar I disorder incur recurrent
episodes of mania and depression; those diagnosed with
bipolar II experience recurrent episodes of major depressive
disorder and hypomania. However, there is a range of symp-
toms across the bipolar spectrum that includes severe mania,
hypomania, euthymia (balanced mood), mild to moderate
depression, and severe depression. 

Bipolar disorder has a significant impact on clients’ relation-
ships and their ability to function at work. Impaired function-
ing may persist even after resolution of a manic or depressive
acute episode. Literature reviews indicate that quality of life is
significantly impaired, and that clients with bipolar disorder
report significantly less satisfaction with their lives than those
with schizophrenia.

Literature reviews indicate that quality
of life is significantly impaired, and
that clients with bipolar disorder report
significantly less satisfaction with their
lives than those with schizophrenia.

Diagnosis 
The diagnosis of bipolar I disorder is made based upon the
presentation of symptoms of mania lasting at least 4 days and
occurring one time in a client’s life. In contrast, the DSM-IV-
TR criteria for the diagnosis of unipolar (major) depression
require that a client experience a 2-week period of depressive
symptoms without a hypomanic or manic episode. Key symp-
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DIAGNOSIS AND PHARMACOLOGIC
TREATMENT OF BIPOLAR DISORDER
Introduction

Bipolar disorder affects approximately 5.7 million American adults, or about 2.6% of the population age 18 years and over in
a given year. Men and women are equally likely to develop the disorder, which typically has its onset in the early 20s. However,
the initial occurrence of bipolar symptoms has also been reported in children and adolescents. Conversely, it can begin later in

life. In a large study of people treated at Veterans Affairs hospitals, 25% of the more than 65,000 people with bipolar disorder treat-
ed during 1 year were age 60 years or older; in this over-60 age group, approximately 6% had new-onset disease. In a second study,
9.8% of 1,157 people between the ages of 18 and 70 years treated in an urban primary care clinic screened positive for bipolar dis-
order. Of these, 41% reported first being affected at age 40 years or older. 

Bipolar disorder appears to have a genetic component in that there is a strong incidence of occurrence within families. Current
research is examining multiple gene interactions as a component in the development of the disorder. 

Emerging from biological brain changes, bipolar disorder creates the psychological experience of chaos within the lives of people.
However, the disorder can be successfully treated and managed for persons across the lifespan. 

This issue will address the diagnosis of bipolar disorder, the consequences of misdiagnosis and mismanagement, as well as cultur-
al and lifestyle factors that may increase the risk for recurrences of mania and depression, and useful interventions that can be
employed by psychiatric nurses. 



toms that assist in developing the differential diagnosis of bipo-
lar disorder are dysfunctional changes in sleep, appetite and
weight, activity and energy, and thought and concentration. 

The objective symptoms of mania include elevated mood or
euphoria, increased activity, decreased need for sleep, restless-
ness, overspending, and a higher than normal level of risky
behavior, such as frequently engaging in sexual relations with
different partners. Subjective or internal symptoms may
include reports of irritability (in our clinical experience, the
most frequently seen symptom), inflated self-esteem, racing
thoughts, increased energy, poor concentration, inability to fin-
ish projects, and frustration with others. Symptoms should be
significant enough to cause impairment of function in social,
relationship, or occupational areas of clients’ lives. Clients may
act on thoughts of suicide as they have the energy during the
manic phase to carry out the act. 

Depressive symptoms include a depressed mood; sadness
for most of the day on most days; a lack of joy, hope, and
future plans; poor motivation; and isolative behavior. Clients
who are depressed experience significant subjective distress
and an inability to function in areas of daily living. They may
think about suicide but lack sufficient energy to carry it out.

More rarely, clients may exhibit mixed symptoms—a combi-
nation of both manic and depressed symptoms such that clear-
cut mania or depression cannot be seen. If the onset of symp-
toms is severe, the presentation may include symptoms of psy-
chosis, such as hallucinations and auditory or visual errors in
perception and/or delusions (e.g., fixed beliefs that are in error
but which the person holds to in the face of contradicting fact). 

Clients suffering from bipolar I disorder often experience a
brief manic episode followed by an alternating, often longer,
bout of depression that recurs in a cyclic pattern. The cycles may
be regular in sequence and time, and may be predicted with
tracking in a journal or calendar. Cycles of highs and lows may
vary in intensity from individual to individual, with some clients
experiencing great differences in mood swings and others expe-
riencing less dramatic shifts between euphoria and dysphoria. 

To determine if clients are experiencing manic episodes, it
is important to elicit a good history going back to school age.
Questioning clients regarding cycling of moods, episodes of
euphoria, periods of alternating depression, and patterns of
behavior and problems in interpersonal relationships provide
the clues to make an accurate diagnosis. Men are more fre-
quently diagnosed while in the manic phase while women are
more often diagnosed with depression. Clients who present
with symptoms of depression but are later found to have
experienced an episode of mania may have the diagnosis
changed to bipolar disorder. A history of attention-deficit
hyperactivity disorder (ADHD), problems in school, and
failed relationships or jobs hint at the possibility of mood
instability. Prescription of antidepressants to clients with

bipolar disorder while they are in the depressed phase may
trigger a manic crisis. This can be avoided with a careful his-
tory of symptoms over each client’s lifetime. 

To determine if clients are experiencing
manic episodes, it is important to elicit
a good history going back to school
age.

Bipolar I symptoms are detailed in Table 1. Mania may be
evaluated objectively or through the subjective reports of the
client and/or family. Symptoms may be emotional, cognitive,
or physical. The psychiatric interview should include ques-
tions to elicit the client’s experience or mood state, and
include observations by the practitioner to describe both
what the client relates and his or her actions and behavior.
Descriptions of mood are subjective, but the practitioner may
draw out internal experience through careful questioning.

Bipolar I with mixed symptoms includes both mania and
depression with no clear delineation of either group of symp-
toms. In clients with severe illness, there may be reports or
presentation with psychotic features such as hallucinations
(e.g., bizarre perceptual experiences such as seeing bugs under
the skin or tasting/smelling foul things). Delusions or fixed
false beliefs may be present such that clients believe that others
are trying to lock them up to prevent them from carrying “out
a great plan to save the world.”

Bipolar II symptoms are similar to those experienced or
reported in clients with bipolar I but have less intensity and
cause less dysfunction; clients also do not experience a true
manic episode. The subjective experience of clients may be
slightly more happy, irritable, or restless than most other peo-
ple, but not to the intensity of that seen in bipolar I. 

Diagnostic Process
The first and most important step in diagnosing bipolar disor-
der is to rule out medical causes of manic or depressive behav-
ior before considering a psychiatric diagnosis. This includes a
review of systems, sleep patterns, and appetite, as well as a
search for infection, chemical imbalances, environmental tox-
ins, and abuse of alcohol, among many other conditions and
behaviors (see Table 2). 

Emergencies of caregivers should also be evaluated as a
cause for bringing clients to a practitioner. It is well known that
clients may be “identified” as having a problem when in reali-
ty the source of the problem for the family lies elsewhere—for
instance, it may be due to caretaker fatigue or burnout,
increased financial problems, or simply a change in the rela-
tionship. Clients may be brought to the hospital as a result of
caretakers having illnesses or of not being able to, or wanting
to, take care of clients any longer. Finally, as people with bipo-
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lar disorder grow older and develop dementia, they may
become unmanageable in the home or community setting.

Diagnostic Tests 
Tests that may be ordered in attempting to make a diagnosis
are listed in Table 3. Consults may be requested of specialists

in family medical, general practice, cardiology, neurology,
psychiatry, and nutrition.

Diagnostic Instruments 
A variety of psychiatric rating scales may be employed in
diagnosing bipolar disorder, such as:
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Table 1: Bipolar I Symptoms

Mania: Objective cognitive or 
physical symptoms

Elevated or expansive mood: Clients
describe themselves as ‘high,’ euphoric, 
a 10 out of 10, on top of the world,
smarter, more handsome, more proficient
than lesser mortals

Loud, bizarre, dramatic behavior: Clients’
voices may be loud, intense, they may be
demanding of attention, intrusive, and
insistent

Pressured speech: Clients’ speech pat-
terns may be intense in volume and
focus, at a rate faster than normal, 
and almost stuttering in their efforts 
to communicate their strikingly 
brilliant ideas

Distractibility: Clients may exhibit poor
concentration or ability to attend to a
topic, may not pay attention to the ques-
tioner, or may change the topic or subject
suddenly

Tangentiality: Clients may show a
propensity to go off topic or change top-
ics erratically so that it is difficult to fol-
low their line of thinking

Flight of ideas: Clients may change topics
in a disconnected manner and go off to
topics unrelated to what was just being
discussed, like a butterfly flitting from
flower to flower

Irritability: Rather than being happy,
clients may be short-tempered, angry
overall, easily upset, or frustrated

Hyper or intensely focused: Clients may
seem obsessive about a specific idea,
which they believe will have great impact
on the suffering of the world or make
them millionaires overnight

Intrusiveness: Clients intrude into others
lives, telling others what to do or how to
manage their life/business, or “fixing”
others because they have such brilliant
ideas of how things should work

Mania: Increased activity/energy

Decreased need for sleep: Clients state
they don’t need much sleep or may not
sleep for days

Poor sleep: Sleep is broken by thoughts rac-
ing in their head or dreams that wake them

Restlessness: Even when sitting in inter-
view, clients may always be in motion,
cannot sit still, and are fidgeting 

Weight loss: Clients’ weight may fluctuate
greatly due to the constant motion and
inattention to the need to eat. Conversely,
they may gain weight during depressive
episodes due to inactivity and comfort eat-
ing or overeating

Poor appetite or poor nutrition: Clients may
eat food on the run, favor fast food, or not
spend enough time eating to finish a meal

Mania: High level of risky behavior

Hypersexual behavior: Clients may pick up
a date, have sex, then pick up another 
person and again have sex. They tend to
believe they are irresistible, beautiful, and
have higher-than-normal intelligence

Overspending/generous behavior: Clients
may give away money or gifts in excess of
what would be appropriate, or they may,
on impulse, buy things they do not need
and much more than they need

Foolish investments: Clients may buy land
in Arizona and talk of plans to build water-
front condos when California falls off into
the ocean, which to us would be an unreal-
istic idea but to them is a scathingly brilliant
plan. They tend not to do a cost/risk analysis
but jump into business deals impulsively
and without appropriate resources

Mania: Subjective or internal 
symptoms 

Inflated self-esteem: Clients have a sense

of being smarter, more beautiful, and
more adept than others

Decreased ability to concentrate: Clients
are unable to finish tasks or even pay bills
as they cannot keep on track

Racing thoughts: Clients’ thoughts jump
from idea to idea. They cannot slow them
down or focus long enough to carry out
tasks, although they may be sitting quietly
while this is going on in their mind

Hyperfocused: Clients feel stuck on an
idea or they cannot get their mind off a
topic or idea

Depression: Symptoms

Anergia: Clients experience decreased
energy and hypersomnia. They may 
sleep or stay in bed most of the day 
and be unable to carry out simple tasks
such as getting dressed. Sleep may be
interrupted by dreams or thoughts so 
that clients suffer from the opposite
extreme of insomnia  

Anhedonia: Clients feel a lack of joy or
pleasure in life, as well as a sense of
hopelessness, worthlessness, and help-
lessness to solve problems or carry out
tasks, which prevents them from function-
ing in social and occupational relation-
ships 

Avolition: Clients lack the ability to plan
for the future, and feel hopelessness and
helplessness to carry out plans, which
induces a kind of emotional catatonia  

Appetite changes: Clients may demon-
strate significant weight gain from eating
constantly in an effort to gain some satis-
faction or pleasure when in the depressed
state  

Suicidal ideation: Clients may have
thoughts of suicide as a solution to the
chaos of cycling from mania to depres-
sion and desperation at controlling their
mood



• the Global Assessment of Function
(GAF), which is an objective evaluation
of the client’s overall state; 

• the Social/Occupational Function Scale,
which measures the person’s ability in
interpersonal interactions;

• the Beck Depression Inventory, which is
a measure of symptoms of depression;

• the Short Alcohol Dependence Data
(SADD) scale, which assesses alcohol
abuse; 

• the Hamilton Depression Rating Scale
(HAM-D), which evaluates symptoms
of depression; 

• the Zung Mania Rating Scale, which
evaluates symptoms of mania;

• the Young Mania Rating Scale, which
evaluates mood; and 

• the Mood Disorder Questionnaire, a
client-rated instrument that includes
questions on symptoms of mania and
hypomania.

While testing is certainly important and
gives the practitioner a qualitative means
of evaluating a client’s disorder as well as a
scale for tracking progression, the reality is
that most clinicians use the structured psy-
chiatric interview as a primary means of making the diagnosis.
In the present world of psychotherapy, time with each client
has been reduced from an hour to 15 minutes at best. What’s
more, testing can often be expensive and requires additional
professional personnel. Community and hospital mental health
facilities often do not have funding, nor does insurance pay, for
psychological testing on a routine basis.  

Consequences of Misdiagnosis
Bipolar disorder is often misdiagnosed as major depressive
disorder; it is also misdiagnosed as a psychotic disorder or a
medical disorder. In some cases, the diagnosis may be missed
entirely. As a result, accurate diagnosis may be delayed for
many years. A survey conducted in 2000 found that 69% of
clients with bipolar disorder said that they had initially been
misdiagnosed, while more than 1/3 waited a decade or longer
for a diagnosis of bipolar disorder. A lack of effective treat-
ment as a result of missed diagnosis or misdiagnosis can lead
to a greater number of recurrences or more long-term
episodes. If the disorder is misdiagnosed as depression and
standard antidepressants are prescribed, increased morbidity

and mortality may result due to the lack of efficacy of these
agents for bipolar disorder. In some cases, as previously
noted, use of antidepressants may even induce mania or
speed up mood cycling; thus, they should never be given as
monotherapy in these clients.

Comorbidities that Accompany Bipolar Disorder
More than half of clients with bipolar disorder suffer from
comorbid conditions, such as ADHD, generalized anxiety or
panic disorder, and post-traumatic stress disorder. They may
also suffer from concurrent endocrine or neurologic disor-
ders, or pain syndromes. 

In treating clients with bipolar disorder, comorbid disor-
ders complicate the picture and often require combination
therapy—with the result that more layers of side effects are
added due to the number of drugs and/or their interactions.
Bipolar disorder often coexists with personality disorders,
especially the cluster B group. Symptoms therefore may not
be clear-cut or easily categorized. Substance abuse is also
common, as clients may attempt to relieve their symptoms by
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Table 2: Diagnosing Bipolar Disorder

•Perform a review of systems (ROS)

•Review medical history, surgeries, illnesses, and medications past and current

•Question clients about complaint or presentation of current symptoms

•Ensure psychiatric history includes hospitalizations and medications tried

•Question clients about drug and alcohol use history

•Obtain a social and legal history that includes family relationships and issues with

the law

Differential diagnosis should include evaluation of:

•Sleep patterns

•Appetite

•Infection

•Alcohol use/abuse

•Drug use/abuse

-Rx: antibiotics, steroids, benzodiazepines, methadone 

-Street: marijuana, methamphetamine, cocaine, benzodiazepines, methadone,

quetiapine (Seroquel) 

•Traumatic brain injury

•Trauma

•Vascular disease

•Electrolyte imbalance

•Environmental toxins

•Endocrine disorders  

•Oxygen deprivation

•Space-occupying lesions



whatever means are at hand and drugs are prevalent in our
present culture.   

In treating clients with bipolar 
disorder, comorbid disorders 
complicate the picture and often
require combination therapy.

Addiction to drugs or alcohol puts clients and clinicians in
the potential position of treating the psychiatric disorder as
secondary to the addiction, which is the most immediate
problem. It is not possible to make a diagnosis of mood dis-
order if clients are high on drugs or under the influence of
alcohol, both of which blur the symptomatic picture.

Medication Issues: Adherence
The nature of bipolar disorder is complicated and unpredictable;
treatment can be equally challenging. Mental health providers
must often address issues of nonadherence to medications,
clients’ lack of insight into their current symptoms, clients’ relief
of depressive symptoms during mania and their hesitation to
treat symptoms of a manic episode, as well as adverse side effects
and clients’ feelings about frequent medication monitoring.
Clients’ cultural beliefs and practices also influence adherence.

Svarstad et al found that 33% of individuals with bipolar
disorders were nonadherent with their medications. Subjective
reports and individual nurse experiences indicate that the rate
actually may be much higher than that found in this study.
Indeed, Jamison et al reported that 90% of clients diagnosed
with bipolar disorder considered stopping their medications,
and that 33% of clients with bipolar disorder fail to take more
than 70% of their prescribed medications. 

Colom et al describe seven nonadherent behaviors in bipo-
lar disorder: 

1) Full nonadherence refers to clients’ complete refusal to
take medications as prescribed by their health care provider.

2) Selective nonadherence refers to clients who, for
example, will take lithium because it is a “natural product,”
but will refuse other mood stabilizers, or to clients who will
take medications during an acute phase of their illness, but
will refuse maintenance treatment.

3) Intermittent adherence includes clients who 
participate in the recommended treatment on an 
inconsistent basis.

4) Late adherence refers to clients who start 
medications/treatments after repeated relapses.

5) Late nonadherence refers to clients who either
decrease or discontinue treatment on their own after a 
period of time of relative stability.

6) Abuse of medications describes clients who take 
more medication than prescribed, and is a common 
occurrence in clients with bipolar disorder.

7) Behavioral nonadherence refers to clients who 
continue to make high-risk lifestyle choices, such as using
drugs or alcohol, drinking caffeinated beverages to excess,
or not monitoring themselves for adequate sleep. 

It is important for nurses to understand how these differ-
ent levels of nonadherence (or client choice) can affect the
treatment of those who have bipolar disorder, and to assess
adherence at each appointment. Nursing interventions such
as teaching behavioral tailoring (e.g., putting medications
next to a toothbrush to remember taking them at night) and
education about symptoms, medications, drug side effects,
and lifestyle choices can all occur when talking with clients
about how they take their medications.

Given the need for life-long therapy, nurses also need 
to monitor clients frequently to ensure that their symptoms
are being adequately controlled and the prescribed agents 
are not adversely affecting the liver, kidneys, or thyroid
gland.
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Table 3: Diagnostic Tests That May Be Ordered in the Differential Diagnosis of Bipolar Disorder

•Urine drug screen and alcohol levels

•Complete metabolic panel (electrolytes,

liver and kidney function studies, CMP/

CHEM 12 or 20)

•Urinalysis for infection

•Complete blood count

•Specific drug levels (e.g., for

Depakote/Lithium)

•Ammonia level

•B12 and folate levels

•Rapid plasma reagin (for syphilis)

•Tuberculosis titer 

•HgbA1C (for diabetes)

•Liver function tests 

•Thyroid-stimulating hormone (T4/TSH)

•Antinuclear antibody titer

•Chest x-ray

•Skull x-ray

•Computed tomography or magnetic 

resonance imaging scan of the brain

•Electrocardiogram

•Electroencephalogram 

•Carotid studies

•Stool tests for ova, cysts, and parasites

(OCP), as well as blood if anemia is 

suspected



Medication Goals
Experts report that early intervention with appropriate treat-
ment can alter the course of bipolar disorder, stabilizing mood
and improving the quality of life. This requires an accurate
diagnosis, including a correct assessment of the directional shift
of the illness (mania vs. depression vs. mixed state). It is also
important to understand that clients spend considerably less
time in acute treatment than they do in maintenance treatment.

Experts report that early intervention
with appropriate treatment can alter the
course of bipolar disorder, stabilizing
mood and improving the quality of life.

The goal of treatment of bipolar disorder during an acute
phase is the alleviation of symptoms, while the goal of treat-
ment during the maintenance phase is tolerability of medica-
tions as well as control of symptoms of mania and/or depres-
sion. While many prescribers will continue acute treatment into
the maintenance phase, it is important to know which medica-
tions are most appropriate during the maintenance phase as
they may not demonstrate adequate control of symptoms dur-
ing the acute phase. 

Lithium
Lithium was the first mood stabilizer approved by the Food and
Drug Administration (FDA) (in 1970) for bipolar disorder.
Stahl reports that lithium is effective in treating acute episodes
of mania and hypomania, and may prevent recurrent episodes
of illness. Several studies indicate that lithium is efficacious as a
bidirectional agent, and that it helps to control symptoms of
mania and depression during remission. There have also been
studies that indicate lithium is efficacious in preventing suicide;
other research has shown that when lithium is abruptly discon-
tinued, there is a rebound increase in suicidality above baseline.
Despite these benefits, clients report many troublesome side
effects when using lithium, including nausea, vomiting, diar-
rhea, and dyspepsia. Weight gain, hair loss, acne, tremor, and
sedation are also common. Clients also frequently complain of
cognitive dulling, and there can be long-term adverse effects on
the kidneys and the thyroid gland, requiring frequent blood
monitoring. Lithium also has a very narrow therapeutic win-
dow, which again requires frequent blood work, and can be
cause for much concern in instances of overdose.

Divalproex
Divalproex has been commonly used for both acute and main-
tenance treatment of mania, although, as of this writing, it has
not been approved by the FDA for maintenance treatment. It is
often used as monotherapy in treating symptoms of mania, or
in combination with other medications when monotherapy is
not effective. Stahl states that divalproex is effective in treating
clients with rapid cycling and mixed episodes of bipolar disor-
der. Like lithium, divalproex requires ongoing blood-level mon-

itoring, and causes adverse side effects such as weight gain, hair
loss, and sedation. These symptoms appear to be lessened with
the extended-release formulation of Depakote. Divalproex has
also been known to cause menstrual disturbances and polycys-
tic ovary syndrome. Finally, it can lead to neural tube defects in
a fetus, and thus should not be used during pregnancy.

Carbamazepine
Carbamazepine has been used for the treatment of bipolar dis-
order for decades. However, it was just recently approved for
the acute treatment of mania in a controlled-release formula.
Carbamazepine also has a narrow therapeutic window, caus-
ing concern for overdose, and requires frequent blood-level
monitoring. Carbamazepine induces the P450 enzyme system,
and can lower the available blood level of several medications,
including birth control pills. It can also cause sedation and
hematological problems.

Lamotrigine
Lamotrigine has been approved by the FDA for maintenance
treatment in bipolar disorder. According to Keck, two studies
found lamotrigine to be superior to placebo in the prevention
of depressive episodes; it was not, however, found to be help-
ful in controlling or preventing manic episodes. Keck reports
that anecdotal evidence reveals that clients do not complain
about cognitive dulling with lamotrigine, and the drug may be
helpful combined with lithium in controlling both mania and
depressive relapse. Lamotrigine should be prescribed only for
clients who regularly take medications, as nonadherence for
several days may require restarting the medication at a low
dose. There is also a risk of a potentially fatal rash associated
with lamotrigine, which appears to be related to rapid titration
of the dose. If clients develop a rash with lamotrigine use, they
must discontinue the medication immediately.

Topiramate
In a study by Gao and Calabrese comparing topiramate
with bupropion as add-on therapy to lithium or Depakote,
a significant reduction in depressive symptoms was seen
with both agents. Topiramate appears to be well-tolerated
by clients, although reported side effects include appetite
changes, blurred vision, dry mouth, and headache. Gao and
Calabrese state that continued investigation is required to
confirm the results from this study.

Benzodiazepines
The use of benzodiazepines in acute mania is somewhat con-
troversial. Although benzodiazepines can decrease agitation
and cause an increase in sedation, they can be lethal when
mixed with drugs or alcohol, and should be avoided, if possi-
ble, unless clients are hospitalized and medications are well
controlled, or if clients have no history of substance abuse.
Treatment should be short term (e.g., 2 weeks).

Atypical Antipsychotics 
The advent of atypical antipsychotics has given clients addition-
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al treatment options for both bipolar depression and mania. In
addition, atypical antipsychotics are particularly helpful in
treating clients who experience mania with psychosis. Atypical
antipsychotics have been shown to be effective in large, ran-
domized, controlled trials: In comparison with first-generation
antipsychotics, they improve medication adherence, quality of
life, and subjective tolerability.

Yatham concluded, after reviewing available evidence, that
aripiprazole, olanzapine, quetiapine, risperidone, and ziprasi-
done are all effective in controlling acute mania. Olanzapine and
ziprasidone are both available in short-acting injections that may
be helpful in the most acute situations. Gao and Calabrese
reported that clients with mixed mania demonstrated significant
improvements in both manic and depressive symptoms during
treatment with atypical antipsychotics. Tohen and colleagues
found that both olanzapine and an olanzapine-fluoxetine com-
bination improved vegetative symptoms, and furthermore, that
the olanzapine-fluoxetine combination effectively alleviated such
symptoms as sadness, lack of feeling of emotions, and pes-
simistic thoughts. Risperidone studies have also shown an
improvement in mania symptoms: symptoms rated on the
Young Mania Rating Scale (YMRS) improved in the risperidone
group compared with placebo, although there was no significant
difference in YMRS scores between haloperidol and risperidone.

Other studies demonstrate rapid mood stabilization with the
initiation of an atypical antipsychotic agent: For instance, in a
study by Keck et al, manic or mixed symptoms improved within
2 days of the initiation of aripiprazole, and lasted for the duration
of the 3-week study. Keck et al also demonstrated significant
improvement in YMRS scores with aripiprazole and superiority
to placebo in delaying time to relapse; clients on the atypical
antipsychotic also experienced fewer relapses than did those on
placebo. Delbello and colleagues found that the combination 
of quetiapine and divalproex was superior in reducing YMRS
symptoms to divalproex and placebo. Finally, a study by Sachs
revealed that quetiapine combined with either divalproex or lithi-
um was superior to divalproex and lithium as monotherapy. As
of this writing, the FDA has not approved quetiapine for bipolar
depression, although this may occur in the very near future.

One difficulty in treating clients who have bipolar disorder
with atypical antipsychotics is the need to monitor for metabol-
ic syndrome. Some atypical antipsychotics can cause weight
gain, elevated blood sugar, and increased lipid levels. Therefore,
the American Psychiatric Association recommends that all
clients taking these medications be assessed at baseline and
beyond for blood pressure, waist measurements, weight and
height (to calculate body mass index), and elevations in glucose
and lipid levels. Ongoing monitoring is necessary as long as
clients remain on atypical antipsychotics.

Novel Therapies
There are several novel treatments that warrant further study
in the management of bipolar disorder, including the use of

omega-3 fatty acid supplements and repetitive transcranial
magnetic stimulation. 

Antidepressants
The use of antidepressants in the treatment of bipolar depression
is somewhat controversial. According to an analysis by Ostacher,
data suggest that clients with bipolar disorder spend more time
in depressed states than manic states over the course of their life-
time, and that depression is a more substantial problem to treat
than mania. There is limited efficacy data to support the use of
antidepressants in bipolar disorder, and there is an increased like-
lihood of a manic switch when antidepressants are prescribed as
monotherapy. Because lamotrigine, lithium, and the atypical
antipsychotics have been shown to help with depressed mood,
these medications should be initiated first line prior to the use of
an antidepressant. However, atypical antipsychotics may be pre-
scribed in combination with an antidepressant for acute
episodes—in fact, a combination of olanzapine and fluoxetine
was recently approved by the FDA for this indication.

Electroconvulsive Therapy (ECT)
Sachs reports that ECT may be helpful in acute mania and acute
mixed mood if clients fail both monotherapy and combination
therapy trials, including one or two mood stabilizers or an atyp-
ical antipsychotic with or without an additional mood stabilizer. 

Making the Choice of Medication
Choice of medication is dependent on symptoms, clients’ abil-
ity to tolerate the prescribed drugs, their individual history of
response, and their acceptance of the drug regimen. Clearly,
recovery necessitates that clients understand the medications
they are taking and why, as well as the potential side effects. 

Sachs suggests that the following treatment factors be con-
sidered in treating clients with bipolar disorder: 1) what the
intervention is, 2) how well it is likely to work (i.e., efficacy, tol-
erability, and safety), 3) how agreeable the client is to the assess-
ment and treatment plan, 4) how capable clients are of adher-
ing to the treatment plan, and 5) what environmental factors
may influence outcomes (e.g., family support or burden toler-
ance and the possible stigma associated with treatment). He
suggests that clinicians educate their clients and negotiate in a
nonadversarial, collaborative manner “to achieve concordance
over time rather than simply compliance based on persuasion.”

Psychoeducation and Functional Recovery
While medications can be a key component of treatment for
clients with bipolar disorder, drugs should not be relied on as
the only treatment for their symptoms. Because bipolar disor-
der affects all aspects of clients’ lives, recovery must encompass
social, occupational, educational, and independent living
domains. Harvey describes this process as “functional recov-
ery.” Social functioning includes the ability to maintain family
and other significant relationships. Occupational and educa-
tional functioning relate to the ability to maintain employment
or participate in course work. For those who are not able to
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work or go to school, this could also include the ability to par-
ticipate in meaningful daily activity. Independent living includes
the development of complete independent living skills, as well
as the ability to improve certain components of independent liv-
ing (such as learning how to grocery shop and keep the home
clean). Nurses can help facilitate this recovery on an outpatient
basis by referring clients to consumer-run organizations or sup-
port groups where peer-based learning occurs, or to vocational
rehabilitation programs, and by assisting clients with obtaining
services at community mental health centers, where they can
obtain case-management services should they desire them. 

Because bipolar disorder affects all
aspects of clients’ lives, recovery must
encompass social, occupational, educa-
tional, and independent living domains.

Family support groups (which unfortunately are lacking in
hospital and community settings) and relapse prevention
groups are very helpful for individual recovery. The family and
clients must be aware of symptoms, such as insomnia and rac-
ing thoughts, that signal potential relapse. 

Harvey emphasizes the importance of subjective response:
“If clients feel better about themselves and the management of
their illness, they are probably more likely to take their pre-
scribed medications. They might also be more likely to be more
personally involved overall in their treatment, and they might
also take personal responsibility for the management of the ill-
ness, which is critical to recovery.” 

Chou and Fazzio report that as many as 60% (and anecdotal-
ly we see an incidence of as high as 80-90%) of clients with bipo-
lar disorder have a concurrent substance use/abuse disorder. Dual
treatment for both the primary diagnosis of bipolar disorder and
treatment for drug and alcohol use/abuse is important for recov-
ery. Because most bipolar studies exclude those who use sub-
stances, there is limited research on the treatment of clients with
dual diagnoses. However, our personal experiences point to the
importance of treating both the mood and the substance disorder.

Chou and Fazzio report that as many 
as 60% (and anecdotally we see an 
incidence of as high as 80-90%) of
clients with bipolar disorder have a 
concurrent substance use/abuse disorder.

Finally, Vieta suggests that pharmacologic treatment com-
bined with cognitive therapy or group psychoeducation is
more effective than pharmacologic management alone.

The Role of the Psychiatric Nurse
Psychiatric mental health (PMH) nurses play a significant role
in the holistic, biopsychosocial management of clients who
incur bipolar disorder. The role and function of PMH nurses
includes development of the therapeutic nurse-client relation-
ship, as well as the identification and assessment of clients with
the disorder. Moreover, PMH nurses are often responsible for
the implementation of psychotherapeutic counseling tech-
niques and the pharmacologic monitoring and management of
the illness. Issues of education regarding the disorder for clients
and significant others within their lives are also the purview of
the PMH nurse. The development of strategies and interven-
tions that include the role of culture within the lives of clients
helps to increase adherence to treatment. Indeed, it appears
that the therapeutic alliance between providers and clients can
also increase adherence rates in this disorder.

A new model for the care of clients with bipolar disorder that
was tested for 3 years in a group of 306 veterans shows just
how important nurses can be to care of clients with the illness.
Clients were enrolled at 11 Veterans Affairs centers and
assigned to either usual care with a psychiatrist or treatment
under the new model, which entailed bringing psychiatrists and
nurses together as a team to treat clients. Physicians monitored
symptoms and medications, while nurses worked with clients
during group education sessions, discussing medication side
effects, early warning signs of symptoms, coping skills, etc.
Clients in the new model arm had a significant reduction in
symptoms (e.g., 5 fewer weeks of mania) and felt happier,
healthier, more productive, better able to get along with their
family, and more satisfied with their care than the clients in the
usual care group. The new model also cost slightly less
($61,398 vs. $64,379, respectively) per client. A previous study
of 441 clients enrolled in a Washington state HMO confirmed
that the collaborative approach works.

Summary
Research into bipolar disorder as a biologically based mental ill-
ness is on an ongoing, exciting learning curve, with the promise
that genetic and pharmacologic research will yield new treat-
ment options. The essence of PMH nursing involves a therapeu-
tic alliance between nurses and clients, with the goal of helping
clients to achieve mood stabilization, a functional recovery, and
an improved quality of life. Assisting clients, families, and the
public in gaining awareness that bipolar disorder is a brain dis-
order aids in destigmatizing and normalizing the treatment of
“mental” health disorders.
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1. Bipolar disorder affects approximately how many American
adults?

A) 1.6 million C) 3.6 million

B) 2.3 million D) 5.7 million

2. Men and women are equally likely to develop bipolar disorder.

A) True B) False

3. Which of the following statements is true in regard to bipolar
disorder?

A) Men tend to present more often with symptoms of mania than
women 

B) Women tend to present more often with symptoms of mania
than men 

C) Men and women have equal symptoms of mania

D) Men and women alternate equally between manic and depres-
sive episodes

4. Manic episodes in people with bipolar disorder are character-
ized by which of the following signs and symptoms?

A) Restlessness

B) Rapid talking 

C) Euphoria

D) All of the above

5. Depressive episodes in people with bipolar disorder are charac-
terized by which of the following signs and symptoms?

A) Loss of interest or pleasure in almost all activities

B) Tremor

C) Migraine headaches

D) All of the above

6. Bipolar disorder is often misdiagnosed as: 

A) borderline personality disorder

B) dementia

C) major depression 

D) all of the above

7. First-line agents for the treatment of bipolar disorder include
all BUT which of the following? 

A) Lithium

B) Diazepam

C) Lamotrigine

D) All of the above

8. In comparison with conventional antipsychotics, use of atypi-
cal antipsychotics in clients with bipolar disorder has been
shown to:

A) improve medication adherence

B) improve quality of life

C) improve subjective tolerability

D) all of the above

9. Antidepressants are recommended as monotherapy for treat-
ment of bipolar disorder. 

A) True B) False

10 .Which is the most effective treatment strategy for bipolar disor-
der according to Vieta?

A) Pharmacologic treatment alone

B) Pharmacologic treatment combined with cognitive therapy or
group psychoeducation

C) Cognitive therapy or group psychoeducation alone

D) All of the above are equally effective

11. Patients with bipolar disorder who are on medication need fre-
quent monitoring to ensure the prescribed agents are not
adversely affecting:

A) the liver C) the thyroid

B) the kidneys D) all of the above

12. A Veterans Affairs study shows that a team approach using
physicians and nurses to treat clients with bipolar disorder:

A) significantly reduces symptoms and improves client 
satisfaction with care

B) slightly reduces symptoms and improves client satisfaction
with care

C) has no effect on symptoms but improves client satisfaction
with care

D) reduces symptoms but has no effect on client satisfaction
with care
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with high quality educational programming. Please fax to 201-612-8282.

Excellent          Good         Satisfactory        Fair         Poor

To what extent were the following objectives satisfied?
1) Describe the prevalence of bipolar disorder.
2) Characterize the natural history of bipolar disorder.
3) Review the diagnosis of bipolar disorder.
4) Discuss pharmacological therapies for managing bipolar disorder.
5) Describe the role of the psychiatric nurse in treating patients with bipolar disorder.

To what extent was the content well-organized?
6) Describe the prevalence of bipolar disorder. (Barbara Jones Warren)
7) Characterize the natural history of bipolar disorder. (Barbara Jones Warren, Patricia Noonan)
8) Review the diagnosis of bipolar disorder. (Patricia Noonan)
9) Discuss pharmacological therapies for managing bipolar disorder. (Dena White)
10) Describe the role of the psychiatric nurse in treating patients with bipolar disorder. (Barbara Jones Warren)

Please rate the expertise of each content expert:
11) Patricia Noonan
12) Barbara Jones Warren
13) Dena White

General Comments:
14) The topic was current and relevant to your area of professional interest.
15) The program was free of commercial bias.
16) The program increased your awareness and understanding of the subject matter.
17) As a result of this continuing education activity (check only one):
q I will modify my practice.

If you checked this box, how do you plan to modify your practice?––––––––––––––––––––––––––––––––––––––––––––––––

––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––

q I will wait for more information before modifying my practice.
q I see no need to modify my practice.

Suggestions for future topics: ––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––

––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––

––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––
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There is no fee for this educational activity.
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