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HARMONY PLACE MONTEREY 
MONTEREY, CALIFORNIA 

831-747-1727 
 

•  Partial Hospitalization 6 hours, 5 Days a Week 

•  Intensive Outpatient Therapy 2 hours, 2 Days a Week 

•  Four Individual Therapy Sessions/WIC 

•  Offer Transitional Living House and Therapeutic Community 

•  Somatic based and Expressive Therapies 

•  Highly Specialized Therapists 

Specializing in Psychiatric Disorders, Eating Disorders, Additive 
Disorders, and Sexual/Relational Difficulties 2 
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PRINCIPLES 
IN THE 
TREATMENT 
OF BIPOLAR 
DISORDERS 
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•  Maintain dual treatment focus: 1) acute short term and (2) prophylaxis.  Chart illness retrospectively and 
prospectively. Mania as medical emergency: Treat first, chemistries later.  

•  Load valproate and lithium (Eskalith); titrate lamotrigine (Lamictal) slowly. 

•  Careful combination treatment can decrease adverse effects. 

•  Augment rather than substitute in treatment-resistant patient. 

•  Retain lithium in regimen for its antisuicide and neuroprotective effects. 

•  Taper lithium slowly, if at all. 

•  Educate patient and family about illness and risk to benefit ratios of acute and prophylactic treatments. 

•  Give statistics (i.e., 50 percent relapse in first 5 months off lithium). 

•  Assess compliance and suicidality regularly. 

•  Develop an early warning system for identification and treatment of emergent symptoms. 

•  Contract with patient as needed for suicide and substance use avoidance. 

•  Use regular visits; monitor course and adverse effects. 

•  Arrange for interval phone contact when needed.  

•  Develop fire drill for mania reemergence. 

•  Inquire about and address comorbid alcohol and substance abuse.  

•  Targeted psychotherapy; use medicalization of illness. 

•  Treat patient as a coinvestigator in the development of effective clinical approaches to the illness.  

•  If treatment is successful, be conservative in making changes, maintain the course, and continue full-dose 
pharmacoprophylaxis in absence of side effects. 

•  If treatment response is inadequate, be aggressive in searching for more effective alternatives.  
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CHILDREN WITH BIPOLAR 
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Often present with a 
chronic no cyclic 

course of symptoms of 
irritability and hyper 

aroused and frequent-
mood shifts, many times 
per day. Depression and 

manic symptoms are 
not distinct like an adult 

Frequently have 
psychomotor agitation, 
difficulties with sleep 
and difficulties with 

concentration 

Children have poorer 
response to 

antidepressants as 
compared to unipolar 

depression 
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NEURO DEGENERATION 

•  It is becoming clear that areas in 
the prefrontal cortex, as well as 
limbic areas, suffer 
neurodegeneration with 
prolonged bipolar illness. 

•  Thus, an intervention that 
decreases stress and improves 
cognitive control of mood could 
have a combined effect on 
preserving prefrontal function and 
neuronal integrity.  
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LITHIUM 

• Alternates Myo-inositol levels 

• Normalizes platelet Serotonergic/GABA 

• Decreases Dopamine 

•  Increases Acetylcholine 

• Reduces Norepinephrine 
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COMMON 
SYMPTOMS OF 
MANIA IN CHILDREN 
AND ADOLESCENTS 
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ADOLESCENT BIPOLAR 

•  Between 15 and 28% of adults 
with bipolar disorder experience 
illness onset before age of 13, and 
between 50 and 66% before the 
age of 19. 

•  Persons with onset of bipolar disorder in 
childhood or adolescence have a more severe, 
adverse, and continuously cycling course of illness 
than adults, often with a preponderance of mixed 
episodes, psychosis, and suicidal ideation or 
behaviors. They have high rates of comorbidity 
with attention deficit/hyperactivity disorder 
(ADHD), conduct disorder, alcoholism, drug 
abuse, and anxiety disorders. Because of these 
complicated presentations they are more 
treatment-refractory than adults. 
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ADOLESCENT MEDICATIONS 

•  Knowatch and colleagues (2000) took 42 
children and adolescents with panic, 
hypomanic, or mixed episode associated 
with either BP 1 or BP 2. These youths 
were than randomized to a 6-week 
treatment protocol to receive lithium, 
depakote sodium, or tegretol. In this 
study, all three medications were found 
to have approximately equal 
effectiveness. 

•  Based on the findings that many youths with 
bipolar illness might not fully respond to 
drug monotherapy, Findling and colleagues 
(2003) treated 90 children and adolescents 
between the ages of 5 and 17 with 
combination lithium and depakote sodium. 
Substantial symptomatic improvement that 
was larger in magnitude than what had been 
described in previously published drug 
monotherapy studies was found.  
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EARLY 
WARNING 
SIGNS: 

Sleep Disturbance 

Decreased Anxiety 

Optimism  

Increased social outlet 

Increased Libido 

Increased drivenness 

Failure to finish tasks 
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HYPOMANIC                           MANIC 

•  Agitation 

•  Euphoria 

•  Impulsivity 

•  Irritability 

•  Depression 

•  Anhedonia 
If alcohol/drugs: twice hospitalization 
•  15% suicide rate 

•  Family Environment 

•  Social Support 

 

•  Grandiosity 

•  Need little Sleep 

•  Pressured Spread 

•  Flight of Ideas 

•  Disorganization 

•  Excessive goal directed activity 

•  Pursuit of high stimulation 
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BIPOLAR 1  
VERSUS 
BIPOLAR 2 

•  Patients with bipolar disorder can spend up to half of 
their time with depressive symptoms. By definition, 
patients with bipolar 2 disorder compared with those 
with bipolar 1 disorder experience less severe mood 
elevation episodes (i.e., hypomania's rather than manias), 
which thus do not entail psychosis, psychiatric 
hospitalization, or severe consequences (such as financial 
or legal problems and divorce). However, bipolar 2 
disorder ought not to be considered “bipolar light,” as 
patients with bipolar 2 disorder compared with those 
with bipolar 1 disorder spend more time depressed and 
have comparable functional impairment and risk of 
suicide. Also, bipolar 2 disorder compared with bipolar 1 
disorder is associated with more rapid cycling and 
comorbid anxiety disorders.  
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NATURAL HISTORY 
 

MEN ARE MORE LIKELY TO BE MANIC 
  

1ST EPISODE UNTREATED 
 

 10 OR MORE EPISODES, 
  

4 YEARS BETWEEN 1ST AND  SECOND  
 

INTERPERSONAL AND OCCUPATIONAL DIFFICULTIES,  
 

AGE ONSET 21, FIRST SYMPTOMS 15-19  
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ACUTE TX BIPOLAR 

MANIC-LITHIUM PLUS 
ANTIPSYCHOTIC DEPAKOTE 

PLUS 

DEPRESSION-LITHIUM, 
LAMICTAL, WELLBUTRIN 

CLINICAL EFFECT BY 10-14TH 
DAY OF TREATMENT 
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BIPOLAR 1 
 

30 – 40%  RESPOND WITH LITHIUM 
MAJORITY DO NOT 

MORE MANIC AND DEPRESSIVE EPISODES, POOR RESPONDERS 
 

BIPOLAR DEPRESSION 
 

PARNATE   
                               NARDIL               MAO’S 

 
PROBLEM OF CONTRAINDICATED FOOD 

 
 
 
 

<
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ANTI-DEPRESSANTS 

•  Another study examined treatment-emergent switch from depression to mania 
with antidepressants versus placebo. Those with bipolar 2 depression experienced 
more manic switches with TCAs (11.2%) than with SSRIs (3.7%) or placebo (4.2%). 
Manic switch rates with these antidepressants in patients with unipolar major 
depressive disorder were substantially lower at 0.5%, 0.7% and 0.2%, respectively. 
The APA guidelines warn that TCAs have a greater risk for causing a manic switch 
and do not recommend their use. Overall, clinicians need to be aware that 
antidepressants may not be as effective for bipolar depression as other agents are, 
but their somatic safety and tolerability profiles may make them appealing to 
patients particularly concerned about side effects.  
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STIMULANTS   

• Create manic episodes in children with ADHD 

•  Predictive of earlier onset of bipolar adolescents and worsen 
course of illness 

• May be effective in adults with depression 
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PATIENTS SPEND 47% OF 
THEIR LIVES IN 
SYMPTOM STATES, 
ESPECIALLY DEPRESSION. 
 
 
ONLY 40% OF PATIENTS 
FULLY ADHERE WITH 
MEDICATION REGIMES. 
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COMPLIANCE 

Weiss et al, 1998 
21% of patients adhered to Tx 
13% took 1/3 of the time 
Also 65% have Axis 1 comorbid diagnosis  
43% have two or more  



PATIENTS WITH MIXED FEATURES (SPECTRUM) 

• Unipolar depression with hypomanic, irritability hyperactive 
(flight of ideas, euphoria) 

• May be at increased risk of developing bipolar disorder (delayed 
sleep, psychosis, suicidal) 

•  In a group of 76 patients with MDD, Benazel found an average 
of 2.8 hypomanic symptoms per patient. They had worse clinical 
course, higher comorbidly and poorer response to treatment.  26 
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STAGE 1 
 
STAGE 2 
 
 
 
STAGE 3  
 
 
STAGE 4  

Optimize Mood Stabilizer Check Compliance  Rule Out Drug/Alcohol Abuse 

Add Second Mood Stabilizer with Anti 
Depressant efficacy: (1) Quetiapine, 
Lurasidone, Lamotrigine (2)Lithium, 

Valproate 

Add or Intensify 
Psychotherapy 

 
 

Add Antidepressant: (1) SSRI or Bupropion (2)  
Second-line dual-action agents (Venlafaxine, 

Duloxetine, Desmethylvenlafaxine) 
 
 

Add:  
(3) MAO Inhibitors (4) Tricyclic Antidepressants 

Figure 5.1 Stages in the Treatment of 
patients with Bipolar Depression 

Clinicians Guide To Bipolar Disorder: David J. 
Miklowitz, Michael J. Gitlin; The Guilford Press 
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TABLE 5.3. ANTIDEPRESSANTS FOR BIPOLAR DEPRESSION: COMPETING 
ARGUMENTS 
 
                  AGAINST ANTIDEPRESSANTS                                                 FOR ANTIDEPRESSANTS    
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
CLINICIANS GUIDE TO BIPOLAR DISORDER: DAVID J. MIKLOWITZ, 
 MICHAEL J. GITLIN; THE GUILFORD PRESS 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

There is no consistent 
evidence of efficacy. 

Efficacy is seen at trend level; still 
insufficiently studied. 

 

They may cause manic/
hypomanic switches. 

There is little evidence of switch with 
modern anti depressants, especially when 

added to mood stabilizers 

 
They may cause mood 

instability  

Most data are derived from old tricyclic 
studies; little evidence with modern anti 

depressants. 

There is little evidence of 
suicide prevention 

 
The only evidence for suicide prevention 

is lithium, not all mood stabilizers; 
successfully treating the primary cause of 

suicide (depression) will inevitably 
decrease suicide. 
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ALCOHOL 
ABUSE/BIPOLAR 
 

Dehydration can 
bring lithium 

levels to toxicity 

Lithium and 
antithyroid 46% comorbidity  

33 
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PSYCHOTHERAPY FOR BIPOLAR 
 

UP TO 50% OF BIPOLAR 1 PATIENTS DO NOT RECOVER  
FROM ACUTE MANIC EPISODES WITHIN ONE YEAR, AND ONLY 25%   

ACHIEVE FULL RECOVERY FUNCTION. 
 
 
 
 
 
 
 34 © Harmony Place Monterey 



STAGES OF GRIEF 

ANGER BARGAINING DEPRESSED ACCEPTANCE 

35 
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GOOD SLEEP 
HYGIENE 

• Avoid stimulants 

• Exercise early in the day 

• Changes in routine 
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Sleep rhythms 

• Regular pattern daily activities 

•  Family recognition of symptoms 

• Markers of episodes, i.e.. Children's needs, agitation, irritability, 
impulsivity 

 

Intervention 



FOSTERING COLLABORATIVES 
IN THE DISORGANIZED 
PATIENT 

•  Careful attention to collaborative 
treatment frame 

•  Fostering nonverbal collaboratives, 
not stonewalling or pervasive 
mismatch 

•  Fostering metacognitive awareness 
of verbal noncollaboration 
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ENHANCING 
METACOGNITION 
IN THE 
DISORGANIZED 
PATIENT 

Enhancing mentalizing and reflective capacity 

Importance of fostering metacognitive awareness 
of organization/disorganization of state-of-mind 

Fostering metacognitive mastery 

Metacognitive orientation to past/present, self/
other, child/adult 

Taking a wider perspective on self to a larger 
unity than momentary shifting self-states 

39 
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INTERVENTIONS 2 
 

FAMILY FOCUSED 
PSYCHO EDUCATION 

COMMUNICATION ENHANCEMENT 
PROBLEM SOLVING 

30-40% REDUCTION IN RELAPSE RATIO 
 

41 

© Harmony Place Monterey 



BECOME OBJECTIVE OBSERVERS OF OWN FUNCTIONING: 
 

• Written by of automatic thoughts 

• Sleep Patterns 

• Environmental Triggers 

• Relapse cycle 

 
42 
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CASE HISTORY 
 

8-10 YEARS BEFORE CORRECT DIAGNOSIS 
CONTINUAL REASSESSMENT 

PSYCHOEDUCATION 
FAMILY INVOLVEMENT 

COST-BENEFIT OF SIDE EFFECTS 
HETEROGENEITY OF THE DISORDER(BIPOLAR SPECTRUM DISORDERS) 

TIME BETWEEN EPISODES 
3 TO 1 D/M(PROGRESSIVELY SHORTER BETWEEN EPISODES) 

OUTCOME AFTER 3 WEEKS OF MEDS 
50% RESPOND MANIA 
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SPOUSES OF BIPOLAR PARTNERS 

Half would not have 
married 

Concerns about having 
children Issues with infidelity Dealing with bipolar 

relatives 

Need for education: 
•  Sleep 
•  Stress 
•  Isolation 
•  Dishonesty 
•  Financial Concerns 
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Inter-Psychic Intimacy 
(between the couple) 

 
VS. 
 

Intra-Psychic Intimacy 
(within the individual) 
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SELF-OTHER RELATIONSHIPS CHANGE WHEN 
THERE IS A COGNITIVE SHIFT IN RELATIONAL 

MEMORY AS THE CLIENT BECOMES MORE 
EMPATHICALLY ATTUNED TO SELF AND 

OTHERS. 
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