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Table 2 

Evidence-based treatment options for bipolar disorder
Treatment aim
Treatment of 
mania or mixed state
(manic and depressive 
symptoms at the same time)

Treatment of 
bipolar depression

Prevention of relapse

a history of previous mania)
• prophylaxis of mood swings in either
direction 

Specifically, antidepressant
treatments are unlikely to help manic
symptoms, at worst they can
precipitate or aggravate them.
Antimanic treatments are unlikely to
help symptoms of depression. An
exception to this rule would be a
genuine mood stabiliser such as
lithium8 which treats and prevents
mood swings in either direction. 
Table 2, above, lists the evidence-
based treatment options available. 

MONITORING
Patients with bipolar disorder usually
require long-term medication together
with regular monitoring of symptoms,
medication effects and side effects.
Supportive educational interventions
(to explain the medication plan, sleep

hygiene, self-monitoring of mental
state, identification and monitoring of
‘relapse signatures’ etc.) will also be
required.

The most intense, but by no means
most expensive, form of outpatient
monitoring involves the patient
recording their mood over the week
and transmitting the results to their
doctor by SMS. The doctor will be able
to display the current mood profiles
together with previous symptom
profiles on request (see figure 1, True
Colours Version 2, p19). The project
has been rolled out within the
Oxfordshire and Buckinghamshire
MHT (for further details see Useful
information box on p22).

The NICE guideline gives detailed
advice about initiating and 
monitoring drugs used in bipolar
disorder.3 The most important
procedures unique to bipolar disorder »

Source
BAP guidelines 20099

ECNP consensus
meeting 20074

BAP guidelines 20099

BAP guidelines 20099

NICE guideline 20063

Treatment
• Antipsychotics or valproate for severe mania (avoid valproate in women of
childbearing age)3

• Lithium or carbamazepine for milder mania
• Adjunctive benzodiazepines for insomnia
• No psychotherapy currently provides an alternative strategy for
management
• Consider atypical antipsychotics, because of fewer motor side effects
• Taper and discontinue antidepressants
• Antidepressants: early studies show efficacy comparable with unipolar
depression, newer studies do not, but this may be a confounding effect of
additional treatment with antimanic agents. Switch to mania may be more
frequent with tricyclic antidepressants and venlafaxine, less common with
SSRIs and bupropion. Induction of rapid cycling not well documented 
• Antidepressants usually in combination with antimanic prophylaxis with
lithium, valproate or atypical antipsychotic
• Antidepressants should probably be withdrawn gradually after full remission
(>3 months)
• Anticonvulsants: some indirect evidence for semisodium valproate; small
effect of lamotrigine
• Antipsychotics: small effects of olanzapine and quetiapine
• Quetiapine if early response is desirable
• Lamotrigine (but this requires gradual up-titration to avoid skin rash)
• In mild depression consider lithium, or valproate alone
• Consider interpersonal therapy, cognitive behaviour therapy (CBT) or family-
focused therapy (FFT) when available since these may shorten the acute episode
• Consider lithium as initial monotherapy, as it appears to be superior to other
presumptive mood stabilisers in preventing manic and depressive relapses10

• If lithium does not work, consider monotherapy prophylaxis, or if necessary
combination with:

Mainly antimanic: aripiprazole, olanzapine
Mainly antidepressive: lamotrigine
Probably both: carbamazepine, valproate, quetiapine

• Psychoeducation at any stage of the treatment should be considered
standard clinical practice. Withdrawal of long-term medication always carries
the risk of symptoms recurring
• Valproate should not be prescribed routinely for women of childbearing age

relate to lithium monitoring: lithium
has a plasma half-life of about 12 hours
with a narrow therapeutic window.
Serum levels should be checked one
week after any dose change or
interventions that may affect lithium
levels (e.g. starting ACE inhibitors,
NSAIDs or diuretics), and as soon as
possible after any evidence of toxicity,
such as gastrointestinal symptoms,
increased tremor and other
neurological symptoms, or conditions
that affect electrolyte and lithium
kinetics (change in sodium balance, or
symptoms suggesting abnormal renal
or thyroid function). Otherwise, and
after stabilisation at the desired serum
level, serum lithium levels should
normally be monitored every 
3 months, possibly more often in older
patients and those with renal
problems. Thyroid and renal function
tests should be done every 6 months




