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Learning Objectives:

1. Review the natural life history of bipolar disorder, including the importance of 
mixed states and rapid cycling to the Late Course of the disorder.

Is it just simple ups and downs forever, with no change over time?
We'll discuss how the patterns of bipolar disorder symptoms change over the 
lifespan of the illness. In general, the illness becomes more complex over time.

2. Discuss the importance of hierarchic diagnosis to case finding and 
conceptualization.

Missing these top diagnoses blows up everything else. We'll talk over how some 
psychiatric disorders (including bipolar disorder) are more more serious than 
others (including other simple depressions, melancholia).  We'll discuss how 
these more important ones can mimic the less important ones.   For instance: 
patient-reported depression being just part of an underlying bipolar pattern]

3. Review the central role of activation and hours of sleep per 24 hours.

Why tracking mood symptoms is not as effective as finding out levels of energy 
and sleep. We'll review why asking mood symptoms is not nearly as helpful as 
finding out the number of hours of sleep per 24 hours, and the state of 
activation (level of energy and activity).

4. Contrast the polarity approach with the cycling and recurrence approach.

Are the patient’s mood symptoms always only up or down?  Does this view lead 
to a reasonable approach to treatment?

One view of bipolar disorder simply asks whether the patient is currently manic 
or depressed, and then treats the patient accordingly. The second view looks 
instead at patterns of cycling over time, and more strongly considers that the 
patient may be manic (over-activated) and depressed (under-activated) within 
short periods of time. That is, the second view is looking for both/and (mixed 
episodes and rapid cycling), rather than either/or (simply manic or depressed).  
Which view do you suspect works better with real patients?
 
Source book for the above topics is Sparhawk R.  Calm Seas, Keys to Success in
the Treatment of Bipolar Disorder.  June 2013; Create Space, available on 
Amazon, Kindle, and barnesandnoble.com <http://barnesandnoble.com>.

http://barnesandnoble.com/


C A L M   S E A S:
An easy way to remember 
the main bipolar treatment issues 
[edited for this event from Chapter 7]

This chapter starts with the letters and core treatment issues from a 

memory device (to help remember key bipolar disorder treatment issues) 

first described in a 2008 letter to the editor I co-authored with S. Nassir 

Ghaemi, M.D., M.P.H. (CALM33), and which we then expanded in 2011 

(CALM SEA43). I recently added the final S to remind us of the serious risks 

of stimulants and stress.  The current chapter then goes on to describe 

these treatment issues in the web of the broader topics discussed 

throughout the book.

C:  Control the manic and mixed symptoms first as a way to start to control the cycling. 

Patients often suffer with insomnia, irritability, edginess, high anxiety, racing

thoughts, impulsivity, inability to concentrate, inability to function, and/or 

high- risk behaviors.  These high-risk behaviors are generally out of 

character for the patient, and may include excessive spending, driving 

recklessly and too fast, alcohol and drug abuse, and excessive and ill-

advised sexual behavior. These untreated or under-treated manic symptoms

often lead to tension in the patients’ relationships and fairly often, to 

outright loss of their relationships. They also lead to job tensions, and fairly 

commonly to job loss, major financial pressures, legal problems, etc.

That is, due to the untreated or under-treated manic symptoms, the 

patients are burning their bridges and making their overall life 

situations that much more difficult. This is part of the reason it is so 

crucial to look more actively for manic symptoms from the very 

beginning, and to treat them rapidly and successfully.

As you’ll see on reading the rest of the book, if you don’t discover 

and control the manic and mixed symptoms early on, you won’t be 

able to calm the cycling. And if you don’t calm the cycling, you have 

no chance whatsoever to reduce the depressive symptoms over the 

long term anyway.



A:  Antidepressant medicines:  Use sparingly, and only as part of 

evidence-based (scientifically proven) strategies.6

The conventional antidepressant medications (unipolar antidepressants) are 
pretty good at treating major depressive disorder11,24 (“regular depression” or 
“unipolar” depression, with no history of manias ever), but they don’t work very 
often in bipolar disorder.

L:  Long-term view:

This is a lifelong disorder, which changes significantly over the natural 
life history of the disorder. In order to treat the disorder successfully, 
one must be very familiar with its natural history, which is described 
in Chapters 4 and 5.

M: Mood stabilizers:

The most important medicines in the treatment of bipolar disorder are the “Big 
Three” traditional mood stabilizers; lithium (Eskalith, LithoBID, and others), 
divalproex (Depakote and others), and carbamazepine (Equetro, Tegretol, and 
others).20,41   The overall next most useful medicine is the newer traditional
mood stabilizer lamotrigine (Lamictal), which has a very different range of 
effectiveness.61   You will see that these medicines are heavily emphasized in 
Chapter 8, on where the individual mood stabilizers work, and in Chapter 9, on 
building effective bipolar disorder medicine regimens.

Unfortunately, a significant number of patients either do not tolerate the 
traditional mood stabilizers, even when properly administered, or they do not 
respond well to mood stabilizers.  For this significant subgroup of patients, the 
newer antipsychotics, also known as atypical antipsychotics (such as Seroquel 
(quetiapine), Zyprexa (olanzapine)….. ), are often the best option.  Also some 
patients may get a partial but incomplete response to either the mood stabilizers
or the atypical antipsychotics, and some may do better on medicines from both 
classes taken together.  Surprisingly enough, augmentation with thyroid 
medication may also prove to be an effective treatment option in bipolar 
disorder.
 

Timing and symptom severity may determine medication choices.  
Atypical antipsychotics may control manic, mixed, or psychotic symptoms 
more rapidly, and thus may be started first during crises, including in 
hospital.  With the possible exceptions of divalproex (Depakote) and 
lithium, mood stabilizers generally take a bit longer to become effective 
but may have some important advantages for long-term treatment.  
Some doctors deal with these issues by starting both a mood stabilizer 
and an antipsychotic during the acute phase.  With subsequent re-
evaluations in the medium term, the emphasis in some patients may shift
from the antipsychotic to the mood stabilizer.  

http://www.webmd.com/drugs/2/drug-89043/olanzapine+intramuscular/details
http://www.webmd.com/drugs/2/drug-1699/zyprexa+oral/details
http://www.webmd.com/drugs/mono-8274-QUETIAPINE+-+ORAL.aspx?drugid=4689&drugname=quetiapine+fumarate+oral
http://www.webmd.com/drugs/2/drug-4718/seroquel+oral/details


S:   Sleep:

Restoring normal sleep and the normal sleep-wake cycle is one of the biggest

keys to success. Consistent full-duration (6 to 10 hours per night), 

uninterrupted, refreshing sleep at the right time in the 24-hour cycle is one 

of the key elements of successful recovery in bipolar disorder.  In contrast, 

sleep deprivation is both a cause of new bipolar mood episodes, as well as a 

result of, and a marker for, mania.137

E:  Endocrine/Metabolic

Endocrine and metabolic factors are very important, and are easily 

remembered as “TSH” (which just happens to be the same letters as the 

single most useful thyroid screening test, Thyroid Stimulating Hormone):

T:   T hyroid state plays a major role in bipolar disorder and in its 

successful treatment.5,20,49,139,149

S:  Too much or too little S  teroid (from internal or external sources, 

including anabolic steroids used by body builders or prescribed steroids 

for medical conditions90) may trigger bipolar mood episodes, most 

commonly manic or mixed episodes, and sometimes with psychosis, 

confusion, depression, panic, and/or suicidal behaviors.90

H:   H  ormonal shifts, such as onset of menstrual periods, puberty, 

pregnancy, delivery, menopause, and even monthly premenstrual 
changes142 may be associated with the start of bipolar mood episodes, or 
with greater frequency of bipolar mood episodes.

A:  Activity:

Consistently getting a full day’s vigorous physical, mental, and social Activity

at the right time of day helps stabilize the crucial sleep-wake cycle, and also 

adds meaning and purpose to one’s life.

S:   2 more Ss:

Stress (including life crises or medical events, see case example 

below), and Stimulants (including cocaine, crack, methamphetamine, 

diet pills, high-dose ADHD medications, or even high-dose caffeine) 

may also trigger bipolar mood episodes, most commonly manic or 

mixed episodes, sometimes with psychosis.

From Dr Roger Sparhawk’s book Calm Seas, Keys to Success in the Treatment
of Bipolar Disorder.  June 2013; available on: Amazon ($22),

barnesandnoble.com,  Kindle version ($10),
 and at Movie Monday and Victoria Mental Health ($10) as available.


