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Editorial:
Recent research has suggested that manic depression (bipolar disorder)
(bipolar) may not be as infrequent amongst the population as was previously
believed. Bipolar represents a serious clinical disorder and can bring about
life changing circumstances for the sufferer.
In its more extreme manifestation, psychosis, paranoia, profound depression
and even suicide may result. People with bipolar are often sectioned and
hospitalised for their own protection and for the protection of others.
Treatment invariably involves being prescribed long term ‘mood stabilising’
medication.
In this ‘special issue’ of the Bridge Collective C I C newsletter, a small
population of some of those who have received a diagnosis of ‘bipolar
disorder’ and some of those who work with people with bipolar disorder write
about the ‘condition’ from their own experience. The sample was not intended
to be representative of all or most of the issues in the area of bipolar. Rather,
by allowing the contributors free expression, it is hoped that areas of interest
will emerge. The reader will find personal accounts of illness, self
management and recovery. Also included are useful suggestions for living
with and coming to terms with being bipolar. There are also perspectives from
the consultant psychiatrist in the general and forensic context. A social work
perspective is represented. Different clinical psychologists comment
according to their own clinical orientation. Research is also represented.
The editor hopes that these different ‘stories’ will provide the reader with
some insight into what it is like to experience ‘bipolar’ and what it is like to
‘treat’ bipolar.
Peter J C Lightfoot

Acknowledgements:
I would like to express my thanks to those who have been given the diagnosis
of bipolar who wrote articles about their experiences for this ‘special issue’,
and to the ‘professionals’ who wrote on the topic of their expertise. I do hope
that the effort and time in bringing these contributions together will prove of
some benefit both to sufferers and ‘service providers’ of the future as well as
the present. I am especially grateful to Dr Joe Miller, Dr Glen Roberts and Dr
Andrew Blewett for providing me with ‘professional’ contacts working in the
field of bipolar disorder.

A Journey into Madness *
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The 9th May 1968 was just like any other day, or so I thought. At lunchtime I
visited a well known pub in Kingswood, Bristol. As I made my way into to the
public bar, I had this overpowering feeling that wherever I looked, everyone
was talking about me. After my second pint, the feeling grew stronger. My
conversations with the landlord and customers were also strange. There
seemed to be a hidden meaning in their every word. The sense of alienation
was so overpowering that I felt obliged to leave. However, rather than going to
my parked car, I found myself enjoying the freedom of walking. As I moved
along the crowded streets, I became completely oblivious to everyone around
me. I entered a silent world, but there was no silence in my head. It was racing
with a hundred thoughts. I visited some familiar places, which held much
sentimentality for me. Yet the visits to these places of sadness were not
depressing but strangely uplifting to me. I felt happy, strong and confident in a
way that I had never felt before. I felt afraid of no one.
The night air was exhilarating. My pace began to quicken as I walked on. I
began to notice the cars as they shot past me but it was not the cars
themselves that caught my attention - it was their number plates. Each
seemed to be sending me a different message, which I felt compelled to obey.
They were instructions on the route I should take. I turned left and right, left
and right, until I eventually found myself at a multi-storey block of flats. This is
where I live, I thought. I approached the entrance to the flats, then entered. It
was 1.00 a.m. there was total silence.
I pressed the lift button; the floor indicator showed the lift descending. I sent it
up to the 13th floor then down again just to make sure that all of the lift access
points were empty. I then took the lift to the 12th floor and wedged the lift door
open.
Turning right, I walked slowly along the corridor; the thoughts in my head
though were moving at relentless speed. I felt like a human bomb primed to
explode at the slightest provocation. I stopped at the door of the flat where I
lived – number 76. I turned the key - nothing happened. I realised that this
was flat number 79. Obviously, the number 6 had been turned around to read
9 to convince me that this was not my flat. But I was not to be fooled. I
hammered on the door and shouted through the letterbox threatening to break
down the door and eject the occupants over the balcony. All day I had been
programmed to act without question or fear of the consequences. So I acted I charged at the door, aiming with my right foot. The door exploded, splinters
of wood flying everywhere. Within seconds a light came on and two terrified
people stood before me. Who were these people and what were they doing in
my flat? Why had the furniture and carpets all been changed? Why had so
much effort been taken to convince me that this was not my flat? It was then I
noticed two large, slightly apprehensive and cautious policemen standing in
the doorway. But I no longer felt rage but tranquility and so I went along with
them to the Police Station where my belt and shoelaces were taken from me
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and I was interviewed by a senior officer of the CID. After 30 minutes of
questions leading nowhere I was informed that I would be charged with
criminal damage of flat number 79. It suddenly dawned on me that I had been
at the right door on the correct floor but the wrong block of flats!
I was released on bail and driven home to an anxious wife by the police. After
the stresses of the night, I took a bath and looked in the mirror. The mirror
seemed to be following my every move so I began talking to it. I found that I
couldn’t stop - I was like a supercharged, restless soul. In the morning, the
newspapers arrived. Every front page I looked at had coded references about
me. In the bathroom, the mirror was again following me. As I lay on the bed I
could hear sounds coming from the heater vents. Obviously, they were
recording my conversations with the mirror. I looked up at the ceiling, which
was made of glass - cameras were pointing down at me, recording my every
move. The walls of the bedroom looked like the flight deck of an aircraft, row
upon row of coloured lights flashing on and off. There were knocks at the front
door and people were speaking in whispers.
Looking out of my twelfth floor window, a crowd was gathering and staring in
my direction. A police car pulled up near the entrance to the flats, followed by
an ambulance. My wife and two strangers came into the room, one with a
blanket. My wife said ‘not to worry’ - I was ‘going away on a holiday’.
Exhausted, I made my way to the ambulance parked close by. People were all
around. As I entered I was told to lie down, a blanket was pulled over me and
the ambulance took off, gliding smoothly along the streets. Eventually, we
entered some large grounds with even larger buildings. A strange place to
start a holiday, I thought.
Once inside the building, I was escorted through numerous corridors, then into
a strange room with a large number of people, all in chairs, half of them
asleep. The rest had vacant looks on their faces. Where was I? Then I was led
to a small office where a stern, middle-aged man sat. He asked me to sit
opposite him and asked me a string of questions. But his questions made no
sense to me, and my answers certainly did not impress him. After only about
five minutes of the interview he picked up the phone, gave a short message
and almost immediately, two men in white coats appeared. One tried to grab
my arms, the other, holding a hypodermic, tried to assist. I lashed out, feet
flying everywhere. Then there were more powerfully built men joining in.
Suddenly, the room went black.
I awoke in a darkened room – no windows, the door was locked. My journey
into madness had ended – or had it just begun? I was in Glenside, a major
psychiatric hospital in Bristol.

Phil Cracknell (Co-ordinator of the Bi-Polar Organisation, Somerset)
• Article originally appeared in Pendulum 1997

The Highs and Lows of Seasonal Bipolar Disorder
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I crave those days where I feel energized, thoughts free flowing and brain
working fast and furiously. And so predictable: I will feel great around the time
the clocks change. As regular as clockwork. Well, not really so accurate; but
summers are good for me, until things get out of hand. I have seasonal
bipolar disorder. Surprisingly common, so I’m told. Summers are good, even
great, but the winter, that’s another story. Blackness beyond reason. A state
so morbid I wouldn’t wish it on my worst enemy.
Highs and depression have characterized my life since my late teens. But it’s
only in the last 18 months that I’ve had a name for the cycle of highs and
lows. What a relief to at last understand the nature of my ‘madness’ and the
cause of my depression. A diagnosis. I’d known there was something wrong
for a long time; dozens of broken relationships weigh heavy in my chequered
life history. The werewolf-like changes in my personality being too much for
anyone to live with – especially with no understanding as to the cause.
So what are the highs and what are the lows? Highs first, then. Well,
everyone’s different. And things have changed for me from the highs I had
when I was younger. A high starts as a great feeling of well being. Loads of
energy and a flow of ideas and self confidence which has me starting new
projects and often new business ventures. I buy everything you’d ever need;
everything from headed stationary to websites, if it’s a business I’m starting.
All without a hint of concern for the cost. But this state of euphoria and over
exuberance doesn’t always stop there. I get angry with everyone that gets in
my way; everything happens too slowly for my racing mind, meaning that
everyone does get in the way of my progress! Hence I get angry with
everyone close to me, and those who cross my path. I get paranoid; I believe
that people are getting in my way deliberately, that they’re out to get me.
Once, I believed that someone had hacked into my computer and was
reading my e-mail to get back for something I had said or done. This is
psychosis – the less than pretty side of high. My psychosis is minor, but still
destructive. And, by the time I get psychotic, I no longer feel great. I feel
agitated and distressed. If only I could stop things at the early stages and
hold on to that state, but I don’t have that privilege!
And the lows, the lows, which some believe follow a high as a sort of reaction
to them, are desperate times. Sometimes I can’t stop crying. I feel a terrible
pain; an anguish of guilt, fear, emptiness and sadness beyond description.
The feelings are similar intense grief, but without the rationale of grief to
explain the torture.
And time feels like it runs so slowly, There feels like there’ll be no end to the
pain and blackness. Days feel like weeks, hours like full days. Time drags,
the pain is unbearable, and friends struggle to understand. Along with the
pain comes immense tiredness. I suffer from sleeping too much when I’m
depressed. But there’s no respite from the pain; the sleep is broken and not
restful.
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But would I change this condition? If I could eliminate the lows, I would say
no. But the lows are so awful for me that I’d trade anything to be rid of them.
Even losing the nice portions of the highs. So I take my mood stabilizers that
are supposed to level out my moods. And last winter, the depression was
bearable.
So I’ll keep on taking my tablets, and keep my fingers crossed, and remain
one patient who chooses to turn to pharmaceuticals to treat my fickle mind.

Susan Chapman
(Exeter Bipolar Self Help Group)

My Bipolar Experience
Definition: Bipolar can be defined as a condition that leads one to experience
extreme mood swings, from being ecstatic (high) mania to depression and
despondency (lows). These can be daily, weekly, monthly or seasonally and
may or may not have triggers to bring them about. Suicide rates are high in
either state. In ‘highs‘, you have lost touch with reality and may feel ‘super
human’ and in ‘lows’ you just want the gloom and negativity to go.
Looking at this brief definition, people with ‘bipolar’ have throughout the ages,
sought practical ‘western’ medical assistance and by and large, this works
fairly well. My story begins with my parents. Both were diagnosed with ‘manic
depression‘, the old name for bipolar, in around the 1950's and 1960's. I grew
up seeing the occasional highs and lows of each of them in the home
environment and in hospital. There are two schools of thought on whether
bipolar is hereditary. Some doctors say it is, others say it isn’t.
Around the age of 16, my A level studies are interrupted by an episode and
again at 19 when I'm admitted to hospital over Christmas. At this stage, a
‘mood stabiliser’ tablet is suggested and I comply. So there I am, a young
man being given medication to take each day for the rest of my life with biannual blood tests to make sure I'm not taking too much or making my body/
kidneys too toxic. And how does it feel? After a few months I see I'm putting
on weight, I'm losing a sense of spontaneity / sense of humor and I feel
‘stale‘. It is at this time, I meet a ‘registered homoeopath’ who explains a
different way / approach to good health. She tells me how homoeopathy
treats the whole of the body with reference to your mind, body and spirit as
well as your lifestyle, your environment and your work and relationships. I did
a little research on the Internet:
Homoeopathy is a system for the treatment of illness, which is based both on
the recognition of patterns within the symptoms of the illness and a wider
consideration of how the individual is as a person. Thus, the homoeopathic
approach integrates personality type, previous experience, emotional state,
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the influence of the environment and other factors to a greater degree than is
usual with ‘standard’ medical practice. In brief, homoeopathic treatments are
believed to stimulate the self healing response. It is claimed that although
remedial substances may be diluted many times, they retain (even increase)
their ability to alleviate symptoms. Homoeopathy is not ‘a pill for every ill’ but
it can offer a safe alternative to conventional medical treatments, and can
usually be given alongside ordinary medicines without causing problems (visit
www.netdoctor.co.uk).
Medication is prescribed individually. Thus, 2 people with similar complaints
would be given different remedies. I like the approach and the knowledge that
there are no side effects. This gives me food for thought.
I do some travelling, begin a Japanese massage course and move house.
I eventually meet a GP willing to assist me in my goal. His advice is to have 3
constants operating:
• a steady job
• a steady relationship
• a steady home
With the assistance of his colleague, he would then consider reducing and
then taking me off the mood stabiliser. So this is what happened and with
other support, I was off the medication in 6 months.
My main health professional is the registered homoeopath. I have learned a
new way of looking at my health and trust that each remedy will work. There
have been times when I've wavered and thought it was not working.
However, a telephone call later always puts me at ease. At one point my
practitioner said - ‘The fruits of your labour will come through’ (i.e. allow for
the remedy to work) and with much patience I see myself well and at ease
with a small ‘wobble’ passed by.
The next part of the journey begins now. It has only been a few years since I
came off the orthodox medicine. With seeing a registered homoeopath I live
my life more fully than I did, maintaining a full time job, a steady relationship
and steady home. This way is working for me.
I acknowledge it may not be for everyone. As a supplement to orthodox
medication I've always found it helpful to me.

Chris Williams
(Co-ordinator of the Bi-Polar Self Help Group Exeter)

Bi-polar Affective Disorder: Highs and Lows
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Last month, I gave a talk along with a lady called Linda; we were representing
‘Experts-by Experience - a group of service users / ex-patients with varying
experiences of illnesses / conditions and treatments. We talked to two small
groups of junior doctors / psychiatrists at the Peninsula Medical School, at
The Royal Devon & Exeter (Heavitree) Hospital about the above subject.
I have given some talks like this before, and usually I do some preparation
and then rely on expressing myself from memories and feelings but it can
bring them back. When you recall getting ‘high’ and the scrapes you can get
into, so you try to keep grounded with the help of the accompanying facilitator
(Charlotte in this case). Psychotic states, delusions of grandeur (totally
illogical but seemingly very possible in this state), then there’s the overspending, loss of inhibitions, irritability and impatience that others aren’t
keeping up or trying to curtail your activities.
They say that going into a manic / euphoric / elated state is a situation that
arises when being depressed cannot be tolerated anymore so that the bipolar person flips into mania for a while, until exhausted with all its activities,
falls back or reverts into depression once more before usually a period of
remission. This comes along with the sad realisation that nothing really
changed and that the bi-polar patient is back to square one once again - a bit
like trying to clamber out of a hole, getting to the edge and dropping back
down again (as in ‘Story of A Life in Five Chapters’ - see next).
One of the group of doctors asked a very good question: “How much warning
do you have when you get a trigger?” I explained to him that once I start to go
high then it all used to happen very quickly indeed. Prevention is definitely
more favorable than cure - especially as there isn’t one! The optimism is that
it may burn itself out as you get older, or so I’m told.
When the condition is initially triggered, it is usually the result of significant
stress on a person with a pre-disposition to getting the illness. Getting high in
the early stages can be a very good feeling, even though not grounded and
eventually for most sufferers, after several episode disasters, you learn to
dread getting high and being depressed doesn’t seem quite so bad after all.
Less chance of getting into problems with employment, relationships or with
figures of authority. These are just a few of the areas that go hand in hand
with getting high, when the medication hasn’t been taken and / or doesn’t
work and before self management has been practiced and learned.
Obviously, being neither depressed nor manic but rather somewhere in the
middle is preferable where mood is concerned. Which seems to be really
difficult for people like myself. Quite a bit of my tendency is to be all or
nothing and also a bit of a free spirit, which adds to the problems of coping
with this particular condition.

Mike Parker (member of Exeter and Torbay Bipolar Groups)
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Story of Life in Five Chapters
Chapter 1
I walk down the street
There is a deep hole in the sidewalk
I fall in, I am lost
I am helpless
It isn’t my fault
It takes forever to find a way out
Chapter 2
I walk down the same street
There is a deep hole in the sidewalk
I pretend I don’t see it
I fall in again
I can’t believe I am in the same place
But it isn’t my fault
It still takes a long time to get out
Chapter 3
I walk down the same street
There is a deep hole in the sidewalk
I see it there
I still fall in
It’s a habit
My eyes are open
I know where I am
I get out immediately
Chapter 4
I walk down the same street
There is a deep hole in the sidewalk
I walk around it
Chapter 5
I walk down another street

Portia Nelson
There’s a Hole in my sidewalk: The Romance of Self Discovery. Beyond Words
Publishing Company (1994) ISBN: 0941831876
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Bipolar, Time, Experience and Self Knowledge
Having left school to join the staff of the central lending library, I had enjoyed
a wonderful first year of working life. It was a time of making new friends,
socialising and travelling in Europe. However, at the age of seventeen and a
half, I was struck down with serious depression. It appeared out of the blue,
so to speak. I was confused and debilitated - it took over and swallowed me
up. My boss became concerned and did her best to help. I recall visiting my
G.P. who prescribed anti-depressants. I battled on, trying to manage working.
It was very hard. I remember feeling totally lost within myself. I became
reclusive when at home in the evenings and weekends.
This first episode of depression lifted after about five months but it returned
fairly regularly. I just battled on through these phases - it wasn’t easy - it was
a great struggle to which I never gave in. Often, it was like turning a light on
and off. The depression would descend from nowhere very quickly and would
last up to six months. Then, I would wake up one morning and it would be
gone.
I came to accept that these periods of depression were part of my life. There
was never any mention of the word ’recovery’ by the doctors, etc.
When I was twenty one, the year after I split up with my fiancé, my mother
died from cancer. Although these two events in my life were difficult, they did
not seem to have a detrimental effect on me at the time. However, aged
twenty six, I fell into a very deep and long period of depression lasting
eighteen months. I had time off work and I was admitted into hospital. I found
this very traumatic and I signed myself out after one week. I still have vivid
memories of this week - it impacted so much on me. I felt trapped by this long
period of illness. However, I did return to work and fought my way through the
blackness.
In my mid to late twenties, I experienced two episodes of mania. Luckily, they
were short lived and little harm was done. However, they remain very
memorable periods. Aged thirty-nine, I became severely depressed - it was
my most severe episode. I was forced to give in to it and I was off work for six
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months. I was forced to be cared for by my sister and her family who lived
100 miles away. It was here finally, after many years of suffering, that I was
diagnosed as bipolar and prescribed lithium. With much regret, I had to resign
from Sheffield Libraries for reasons of ill health. They had always recognised
my inner struggle and treated me well. Lithium suited me - it removed my
deep depression and I could live with inner peace. I began a new period of
my life, meeting new people, including my husband.
Although I still experience both depression and high mood, I am able to ‘nip
them in the bud’ and stop them taking hold. I guess that I’ve always practiced
self management. Previously, I lived with bipolar but now I ‘lift and shift’ it.
This all comes with time, experience and self knowledge. I now enjoy a good
quality of life, managing bipolar. Here in Torquay, where I have lived for four
years, I help to run the Torquay Bipolar Group where I inspire others to live
successfully with bipolar. With positive thinking, hope and self belief, bipolar
can be beaten. We all deserve a good quality of life and we owe it to
ourselves, our family and friends to make sure that this is possible. It can be
achieved.

Janet Pattenden
(Member of Torquay Bipolar Group)

The Management of Bipolar: a Recovery Journey
The only way I can describe the effect of Manic Depression (Bipolar Affective
Disorder) in the first few years after diagnosis was a slow and painful process
of loss and disintegration. However, coming to terms with bipolar and
developing self management techniques has set me on the road to recovery
and led to feelings of personal acceptance. I now enjoy being comparatively
time rich and on a good day, think that this condition is not my enemy but has
presented me with an opportunity to understand myself a little better, to
revaluate my priorities and to lead my life at a slower pace which makes me
appreciate what I didn’t have time to notice before.
In July 1994 a couple of us set up The Torbay Manic Depression Self Help
Group (now The Torbay Bipolar Group). The group has grown and developed
in a way we couldn’t have imagined at the beginning. We tried to be inclusive,
transparent in our management, and responsive to member’s requests. To
keep us dynamic, and sharing the responsibility from the inception of the
group we wanted to encourage a team approach, which wobbled to start with
when people became ill, moved on or away from the area. Now and for at
least the last five years such a team has been established. Usually a group of
five or six people meet weekly and roll out the core service of information,
resources and support.
A further team of six to seven trained facilitators deliver a hybrid of a course
on Recovery, Self Management and Life Skills. We all have bipolar bar one
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carer, so between us we have experienced most versions of the condition.
However, though we never forget that we might experience similar
manifestations, the individual is all important in the management of the
condition.
I have learnt that successful self management for me depends on identifying
and utilising strengths, personal experience and personal stumbling blocks. I
also believe that our frailties are often the key to more successful
management of the condition. We need to know what needs nurturing, what
to change and when to ask for help. There is no prescribed formula that
works for all but I want to describe what has worked for me and why.
Firstly, I had to wrestle the beast (manic depression) to the front of me. In
other words I needed to know what I was suffering from and to overcome my
fears and come to terms with the consequences of the illness. I spent years
just hoping that this cruel condition of depression and mania would dissolve if
I worked hard and just kept running. All signs of denial: so acceptance of the
condition for me was essential. I still wish I hadn’t got it but I have and I did
not want bipolar to haunt and stalk me, ready to pounce when I wasn’t paying
attention. All the clues are in the preceding sentence. Overcoming the fear
and the consequences of a severe and enduring mental health condition was
going to be a tough job. So I had to slow down and stop driving myself with
such high expectations and take a steady look at what was going wrong.
We all know that knowledge is power and personal knowledge is, in my
opinion, the most powerful. So with skilful help I had to unpack my thinking.
This took at least five years of psychodynamic therapy, I found this very
helpful in terms of my spotting triggers and understanding coping strategies
some of which needed changing to function more effectively and just having
the opportunity to tell my story particularly expressing my sadness regarding
loss and trauma as a result of the condition was one of the most helpful
aspects of the talking therapy. I also learnt about the concepts on which
Cognitive Behavioural Therapy (CBT) was formulated and with the help of an
insightful CPN I used the techniques for myself. I am a big fan of reframing
experience and looking for evidence to clarify thinking.
I needed to learn to relax, something that was not natural to me I was always
so busy thinking and doing, hardly ever being. I had to develop activity that
wasn’t high energy and intellectual but was grounding. I went back to my
roots literally. I came from a line of gardeners and saw this as a way of
expressing creativity as well as grounding myself in at times slow and
physical activity. I’ve been an allotment holder for at least 12 years and love
tending my own garden. I now spend some time meditating every day and
trying to stay in the moment. I walk my dog daily, staying close to nature,
paying attention to my surroundings by methods of careful observation and
breathing exercises. The 8 week Mindfulness and Stress Reduction course I
attended in Torquay, under the guidance of two excellent facilitators, was
invaluable to me.
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Although one of the most painful losses was my job as a teacher, I realised I
could use my skills to work in teams and co-ordinate the services we were
developing at the Torbay Bipolar group. The service user involvement
movement in planning our mental health service also offered a chance to be
occupied and utilise skills but there in lay a trap for me and the danger of over
occupation, the true enemy of my self management. I cut back on many of
the ’compensatory’ activities to rest easy with myself and not feel driven.
I needed to work on my own personal life cocktail to give my life meaning and
balance. My priority was to be a consistent, supportive parent to my daughter.
I needed the combination of sufficient intellectual stimulation with some
creative projects in my mental back pocket without pressure. I built in daily
rest and relaxation and a careful bedtime preparation because sleep is the
guiding gage for me to monitor my mental health. I’ve become somewhat of
an expert at sensitive self medication with the help of a psychiatrist I trust. I
have learnt to resist the urge to gravitate towards people. I enjoy my own
company and that of special friends but I never have enough time alone. I
have come to accept myself, warts and all and with a much kinder alter ego;
the concept of the compassionate mind made sense to me because
relentless self criticism is such hard graft for the mind and in my opinion
destroys creativity.
I haven’t suffered a depression in over a decade and no longer crave the
highs of mania and gave up mind altering drugs years ago. Key elements that
were crucial to my recovery came when I gave up full time work because
managing bipolar in the early days was a demanding, full time job for me. I
also needed to understand and manage my stress levels, this meant being
aware of my triggers, observing my own early signs of stress, deploying
stress busting strategies early to prevent relapse and gradually (over a
decade) building up my stress tolerance.
This process of acceptance and adjustment has taken years. It’s a delicate
business to achieve balance in life when you have bipolar; I prefer to keep a
watchful eye for early signs of change and nip them in the bud but at the
same time I want to get on with my life, avoid over analysis and excessive
introspection because it prevents me from being myself. Something I had to
reclaim as part of my recovery process. Is it possible to achieve balance in
one’s life if you have bipolar? In my experience, yes, most of the time, if you
practise self management a lot and don’t give yourself a hard time when you
struggle and stumble.
For more information about the Torbay Bipolar Group’s 5 day Recovery, Self
Management and Life Skills courses ring 01803 292295.

Jay Hesmondhalgh
(Torbay Bipolar Group

I am Jesus’ Elder Brother - Good or B.A.D. News?
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Manic depression (MD) or bipolar disorder is
a serious mental health illness characterised
by mood fluctuations that include mania,
hypo-mania, depression, and mixed episodes
with or without psychosis. In mania, inflated
self-esteem and grandiose ideas may
develop into delusions, irritability and
suspiciousness. In severe cases, grandiose
or religious delusions of identity or role may
be prominent. Hallucinations can be
accompanied with visions or voices speaking
to the individual … Severe depressive
episodes may also be accompanied with psychotic symptoms, delusions of
persecution, visual or auditory (defamatory or accusatory) hallucinations,
depressive stupor and psychomotor retardation. Psychotic delusions may
also (be religious in nature and) involve ideas of sin, poverty, or imminent
disasters, responsibility for which may be assumed by the patient (ICD-10
1992).
I have had many episodes of psychosis. They did not feel like psychosis at
the time - in fact, they felt very, very real. They have lasted up to 12 months
and many were triggered with very little prior notice. For me, MD results in
extreme spiritual pleasure or pain experiences. In hindsight, I now know that
many of my symptoms are described above but at the time(s), I could not
attribute my experiences to psychosis.
On the ‘manic’ side, I believe that I am Jesus’ Elder Brother and that ‘God’
Truly Loves me alone - it feels as if I am very special. Being Jesus’ Elder
Brother implies that God Had (at least) TWO Sons - the youngest of whom
(Jesus Christ) was sent to Earth and was ‘sacrificed’ about 2000 years ago.
The Elder Brother (God’s First Son whom He Loved more than any other)
has only recently been sent in order to make it known that Mankind’s iniquity,
wickedness and disrespect to God Has Been Recognised and Rebuked and
will be Judged. I see the world, its population and all of its behaviours as they
really are - a very long way removed from God’s Perfection. God is the Sun
(Number One) and I am the Moon (Number Two). God’s Qualities include
Love, Friendship, Youth, Beauty, Power, Understanding, Intelligence, Joy,
Fun, Humility, Style, Savoir-Faire, Grace, Warmth, Rhythm, Balance,
Sacrifice, Respect, Perfection and Mystery (to name but a few). God is much
more than Justice and Forgiveness. All God Wanted was nothing more than
for Mankind to have fun, enjoy His Gift and to show Respect to Him (viz. ‘Be
Free’) - but for Mankind this was not enough.
Paradoxically, God’s Presence is so powerful that it can be very painful to
bear, yet all I ever crave is for Him to be ‘on’ me. Often, tears of pathos (for
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God) and laughter (at Mankind) roll down my cheeks but the ‘Joke’ is only
seen by God and myself. At times, understanding the Mind of God is very
hard (‘mind-blowing’) and yet always from within all of the chaos and pain
that I endure, there is always His Comfort and His Love. God’s Faith in me is
reciprocated by my Faith (understanding), Love and Respect for Him.
On the ‘depressive’ side, it seems as if God Has chosen me alone to be
denied His Love whilst the whole of the rest of Creation is to be Blessed (for
God will Live on Earth). This sensation can descend literally within seconds. I
feel total despair, panic, paranoia and detachment - an overwhelming sense
of loneliness and dread. God’s Voice communicates with me from the very
centre of my mind. The Voice is insistent, logical and rational; mocking and
commanding; author-itative and dismissive. The ‘process’ always seems to
be ‘driven’ by an intelli-gence far, far greater than mine. I am never quite sure
why He is punishing me thus. The possibility of another painful such ‘episode’
worries me a lot.
I have gone into some detail in order to try to convey the experience of
psychosis and how it defines and structures the meaning of the world to the
sufferer by dictating his / her cognitions, affect and behaviour. It is ‘Faith’ and
‘Fear’ that motivates my behaviour and it is because of faith and fear that I
have been ‘punished’ (by ‘carers’).
In my interactions with ‘professionals’ (consultant, psychiatrists, consultant
clinical psychologists, registrars, social workers, CPNs, GPs, nurses, etc.),
rarely have I been given any impressions that they were sensitive to the fact
that these experiences were either valid or meaningful. To me, many
clinicians seem merely to judge that ‘meaning’ represents ‘illness’ and that it
must be ‘treated’ and ‘cured’. They seem to consider this or that ‘experience’
as symptomatic of this or that psychiatric or psychological ‘disorder’. Perhaps
that is their business?
I suspect that most clinicians will ‘miss the point’. They seem to be over
eager to find some objective ‘explanation’ for a certain behaviour whilst
denying the profound subjective ‘motivation’ that led to the behaviour in the
first place. They do not seem to be interested in the fact that a mental /
spiritual (subjective) event did occur (and may happen again) and that it
probably will have a (profound) impact on how the sufferer will perceive
themselves and their world from then on. Furthermore, they seem to dismiss
the possibility that the behaviour / faith manifested in ‘psychosis’ may well
have a validity outside conventional ‘belief systems’ - which may per se
represent discovery or ‘enlightenment’. And even though many clinicians may
claim to know of the ‘symptoms’ of psychosis, they seem unable or unwilling
(or afraid?) to share the benefit of their ‘knowledge’ with the sufferer
themselves. Is not that knowledge therefore compromised?
In my case, although I cannot bring about the ‘manic’ or ‘depressed’ states
voluntarily, they do (in my opinion) exist whether as a cortical ‘event’ or a
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spiritual ‘state’. Perhaps, they may shed some light on the way things could
be - things that are so closely related to the potential of our minds and the
potential we allow our minds to understand. My ‘psychosis’ seemed to impart
me with the receipt and / or withdrawal of God’s Absolute Love. Both have, in
their different ways, been painful experiences but I can conceive of no
greater pleasure than being uniquely Loved by God nor can I conceive of any
pain worse than being uniquely denied God’s Love. Am I alone?
There is no doubt that bipolar disorders represent a major cause of disabilityadjusted life years among people aged 15 - 44 years. As many as 25 - 50%
of patients with bipolar disorder attempt suicide during their lifetime. Some
research suggests that up to 30% of patients presenting with depression in
primary care may have a primary diagnosis of bipolar disorder (Br J Gen
Pract, 2005). Whilst many patients will be referred, it seems unlikely that their
subjective symptoms and experiences will be examined. Self help groups
may be a more valid and satisfactory source of help. There is an old adage ‘it is better to believe in God and He doesn’t Exist than to not believe in Him
and He Does’. Perhaps this is God’s Condition but I will continue taking my
medication - just to be on the safe side?

And I knew thou hearest me always: but because of the people
which stand by I said it, that they may believe that thou hast sent
me.
(John 11:42).

Anon

Manic Depression and Me
I am the ASW Professional Lead for Exeter. Approved Social Workers (ASW)
have specialist training and experience in identifying disorders of mental
health and are familiar with the problems experienced by users of mental
health services and their families. They are employed by Local Authority
Social Services and work in hospitals and in the community as part of the
community mental health teams. They will organise social care support for
people in contact with mental health services, such as helping with housing
and getting welfare benefits. They work closely with health professionals and,
under the current Mental Health Act, they work with two doctors to assess a
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person who may need admitting to hospital. Social workers can also act as
care coordinators for people on care programmes.
This article is for anyone who has been given a diagnosis of bipolar disorder,
and for their family and friends. It describes the possible causes and
discusses the consequences of the diagnosis and where they can get help. It
also looks at what people can do for themselves.
Someone diagnosed with bipolar disorder may swing from moods of deep
depression to periods of overactive, excited behaviour known as mania.
Between these severe highs and lows can be stable times. Some people also
see or hear things that others around them do not. Everybody has their ups
and downs in daily life, but with bipolar disorder these changes are extreme.
During the manic phase, people may feel euphoric, full of a sense of their
own importance and brimming with ambitious schemes and ideas. They may
spend money extravagantly, and build up debts. They may eat and sleep very
little, and talk so quickly that it's difficult to understand them. They may be
easily irritable and angry. Their libido can go into overdrive. A person may be
quite unaware of these changes in their attitude or behaviour. After a manic
phase is over, they may be quite shocked at what they've done and the effect
that it has had. People can be very creative during mania, and may feel that
it's a very valuable experience. Mania may flare up periodically, but
depression is the most consistent symptom. People may feel overwhelming
despair, guilt and worthlessness. They may feel chronic fatigue and gain
weight, or have difficulty sleeping. They lose interest in everything. Problems
concentrating and remembering things can make life very difficult and
undermine the simplest tasks. The experience of bipolar disorder may
provoke suicidal feelings.
The current diagnoses in the UK in 2008 are likely to be:
 Bipolar I or II, depending on the severity and the duration of the
episodes of mania and/or depression.
 Cyclothymic disorder - with short periods of mild depression and
short periods of hypomania.
 Rapid cycling - four or more episodes a year.
 Mixed states - periods of depression and elation at the same time.
Some people have very few bipolar disorder episodes, with years of stability
in between them. They may experience a couple of cycles (episodes) in their
whole lifetime. Others have more frequent cycles. About 1 - 2% of the general
population is diagnosed with bipolar disorder (a roughly equal number of men
and women) usually in their 20s or 30s, although some teenagers are
affected.
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There is no known cause of bipolar disorder, or a predisposition, but it is likely
that a complex set of physical, environmental and social factors are
implicated. Stress is likely to play a large part, and the role of cortisol on the
developing brain is being researched. Prenatal stresses on the developing
foetus are seen as important, both environmentally and nutritionally, as well
as the impact of the mother’s mental and physical health on the foetus.
Some people can link the start of their bipolar disorder to a period of great
stress, such as childbirth, a relationship breakdown, money problems or a
career change. Some believe bipolar disorder can result from severe
emotional damage caused in early life, such as physical, sexual or emotional
abuse. Grief, loss, trauma and neglect can all be contributing factors – they
all shock the developing mind and produce unbearable stress.
It is possible that bipolar disorder could be a reaction to overwhelming
problems in everyday life. Mania could be a way of escaping unbearable
depression. Constantly blaming other people and being highly irritable puts
barriers up and could be the means of avoiding emotional dependence on
friends and relatives. Again, talking treatments are thought to be helpful once
the condition has stabilised. A GP may refer a patient to a psychiatrist, who
will be able to discuss the various treatments available. There may be
alternative treatments available. Although drugs may control bipolar disorder,
they do not provide a cure, and should be seen as part of a much wider
treatment that takes account of individual need.
Lithium is often prescribed for bipolar disorder and comes in two forms:
lithium carbonate (Camcolit, Liskonum, Priadel) and lithium citrate (Li-liquid,
Priadel). If you are taking lithium, you will have to have regular blood tests to
make sure that the level of lithium in your blood is safe and effective. It is also
important to maintain steady salt and water levels as far as possible.
Common side effects of lithium include weight gain, thirst, and tremor. Longterm use is potentially toxic to the thyroid gland and the kidneys, and their
function should be checked regularly during treatment.
Alternative drugs to lithium are some of the anticonvulsants. Anticonvulsants
are found to be particularly effective in people who have rapid cycling
between mania and depression, and who have no family history of bipolar
disorder. In the UK, carbamazepine (Tegretol) and semisodium valproate
(Depakote) are licensed for use with bipolar disorder. Lamotrigine is also
increasingly used, although it is not yet licensed for manic depression in the
UK. Lamotrigine has the advantage of having antidepressant effects as well
as being effective as a mood stabiliser for some people. There are adverse
effects associated with all of these drugs, which should be made clear before
beginning treatment.
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The drugs above are mood stabilisers, and are usually taken longterm. Some
antipsychotic drugs – specifically olanzapine (Zyprexa), quetiapine (Seroquel)
and risperidone (Risperdal) – are also licensed for the treatment of manic
episodes and may be taken at the same time as mood stabilisers; usually for
short periods. In addition, psychotic episodes may be treated with older
antipsychotics, such as haloperidol or chlorpromazine (Largactil). All of these
drugs are associated with potentially serious side effects and should be used
at the lowest possible effective dose for the shortest possible time.
Hopefully, the use of talking treatments will increase. They reduce the relapse
rate considerably and do not turn the disorder into a chronic condition as drug
treatments tend to. Counselling, psychotherapy or sessions with a
psychologist can help people understand why they feel as they do, and
change both the way they think and feel. It may help people to overcome
relationship difficulties often associated with the condition. It offers an
opportunity to talk about the very stressful experience of manic depression
and so to cope better with it. Unfortunately, psychotherapy for people
diagnosed with manic depression is rare under the NHS outside a hospital
setting, but it may be possible to find an organisation offering a low-fee
scheme. Cognitive behaviour therapy aims to help people to identify problems
and overcome emotional difficulties. It's a practical talking treatment with the
focus on changing the negative thought patterns that are often associated
with depression. There are new initiatives (2008) to make CBT much more
widely available in the community, including self-help computerised CBT
programmes. Group therapy can help too - either in or out of hospital or
provided by a voluntary organisation.
If particularly distressed, one may benefit from an environment that is not too
demanding. At the moment, hospital is often the only place that provides this.
It will give staff the opportunity to assess your needs and try to find the best
way to help. And, for those close to you, it may provide some relief. Admittal
can be voluntary, in which case you are called an ‘informal patient’. Most
admissions are informal but, if you are unwilling to go into hospital, you may
be admitted compulsorily under the Mental Health Act 1983. A law centre or a
solicitor can advise you.
Unfortunately, being in a psychiatric hospital or unit is often a distressing
experience. The hospital may be drab with little privacy. People miss their
own possessions and surroundings, and it can be frightening to be with other
people who are acting in a way that is difficult to understand and is
sometimes threatening. Some wards are still mixed sex, although this should
change. There may be little opportunity to talk to staff. People who stay in
hospital for a long time may become so used to the institutional routine that
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they find it hard to readjust to the outside world again. Crisis services have
been developed in some areas as alternatives to hospital. They can offer
support 24 hours a day in your own home, with the idea of avoiding
admission to hospital. Crisis services rely less on drug treatments and more
on talking treatments and informal support.
Everyone referred to psychiatric services in England should have their needs
assessed and care planned within the Care Programme Approach (CPA).
This should provide you with a thorough assessment of your social and health
care needs, a care plan, a care co-ordinator who is in charge of your care,
and ongoing reviews. You are entitled to say what your needs are, and have
the right to have an advocate present. (an advocate is someone that can
speak for you, if necessary). The assessment might also include carers and
relatives.
As part of the CPA, or separately, you can request social services to make an
assessment of your needs for community care services. This covers
everything from daycare services to your housing needs, with the aim of
providing services in your own home or appropriate accommodation. You
might need careworkers, and the cost may need to be included in the needs
assessment. It's important to find out as much as you can about local
services you can make use of, whether they are run by the NHS, social
services departments or voluntary organisations.
Often community care assessments are made by Community Mental Health
Teams. Their aim is to enable you to live independently. They can help with
practical issues, such as sorting out welfare benefits and housing, and
services, such as day centres, back-to-work schemes or drop-in centres.
They can also arrange for a community psychiatric nurse (CPN) to visit you at
home.
There are hostels where people in need of support can live for a limited
length of time and be helped by staff to gain the confidence to live
independently again. Sheltered housing schemes offer less intensive support
to a group of residents who can live there as long as they want. Day centres,
day hospitals and drop-in centres can vary widely. Services may include
therapy groups, counselling, information or advice. Some offer a chance to
learn new skills, such as music, cooking or crafts; some organise day trips, or
simply provide the opportunity for a cup of tea, a good lunch and a chat. You
may need to be referred by a social worker or psychiatrist.
During a manic phase you may be quite unaware that your actions are
distressing or damaging to other people. Later, you may feel guilty and
ashamed. It can be especially difficult if those around you seem afraid or
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hostile. It helps if you provide people with information about bipolar disorder.
After going through a manic depressive episode you may find it difficult to
trust others, and may want to cut yourself off. These feelings are to be
expected after experiencing such difficulties, but it may be far more helpful to
talk through your emotions and experiences with friends, family, carers or a
counsellor.
There are now many support groups, where people who have gone through
similar problems can come together to support each other. Self-management
involves finding out about bipolar disorder and developing the skills to
recognise and control mood swings early, before they become full blown.
It can be very difficult at first to tell whether a 'high' is really the beginning of a
manic episode or whether you are just feeling more confident, creative and
socially at ease. It can be a strain watching out for symptoms all the time,
particularly when you are first learning about the effect bipolar disorder might
have on your life. There are various guides to self-managing bipolar disorder.
They may feature checklists and exercises to help you recognise and control
mood swings, like mood diaries, tips on self-medication, and practical tips for
dealing with depression and mania. Self management is by no means instant,
and can take some time to use effectively. However, you may find you need
to rely less on professionals, and have more control over mood swings. This
can lead to greater self-confidence and lessens relapse.
Routine is important, as well as good diet, enough sleep, exercise and
enough vitamins, minerals and fatty acids. Gentle stress free activities also
help, like yoga or swimming. You could also try complementary therapies,
such as reflexology and massage. It is important to take things slowly and
avoid stressful situations. If you already have a job, you might want to find out
if you can return on a part-time basis to start with. If you are a student, most
colleges and universities will offer good support and advice. Bipolar disorder
need not be chronic and it can be possible to recover. There is a growing
recovery movement among survivors. Developing countries have a far higher
non-relapse rate than industrialised countries. Great recovery tools are hope,
love, support and work. Seeing someone you care for going through the
symptoms of manic depression can be very distressing. It's painful enough to
be with someone who is in a deep depression, but during a manic phase they
may not accept that there is anything unusual about their behaviour, and they
may become hostile towards you. This can leave one feeling frightened and
helpless. However, it is vital to provide support and help to give them practical
assistance. Try to make sure you have support in coping with your own
feelings. Give yourself time away from the person you are caring for, and ask
friends and relatives for help. You may find counselling is helpful. Learning as
much as possible about bipolar disorder can help you to cope better with your
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caring role. It's also worth remembering that, under the Carers (Recognition
and Services) Act 1995, you may be entitled to ask for an assessment of your
own needs from your local social services.
Sometimes, people with manic depression experience suicidal feelings. If the
person you are caring for feels like this, you might find it useful to contact a
support organisation. If someone is hearing or seeing things that you do not,
there is no point trying to argue them out of it. Nor is it helpful to pretend you
see or hear them too. It is much better to say something like,'I accept that this
is how you see things, but I don't share that way of looking at it.' Try to focus
on how the person is feeling at the time, to empathise with their emotions and
encourage them to talk about them. Being organised can be a problem for
people with this diagnosis. They may need help with practical matters (like
ensuring they get enough to eat and sleep) and with their finances,
particularly if they have built up debts during a manic phase.
Try to work together with your friend or relative, rather than taking over
completely. Ask them what support they want and then help them establish
what is available. Encourage them to manage their own condition safely.
Respect their wishes regarding care as far as possible. If they are in
agreement, you can go ahead and approach agencies for help. Help them try
to combat the stigma they may face from work colleagues or friends. If all
else fails, particularly if the person is a risk to themselves or to other people, it
may be necessary to seek admission to hospital. The 'nearest relative', as
defined under the Mental Health Act 1983, has the legal right to request a
mental health assessment from an approved social worker (ASW) to look at
possible options and to decide whether a person should be detained or not.

Adrian Gaunt
(Approved Social Worker Professional Lead for Exeter)
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Bipolar Poem

Being born, one has strife
in giving meaning to the life
of rational, subtle, wilful, fated
in being liked, loving, hating, hated.
How to be certain we understand or know
the precariousness and fragility of the flow
of the energy that constitutes the mind
do we of necessity treat it cruelly or kind
if we stem or ebb the tide of thought
then where might consciousness be brought?
To fly where angels follow is heaven indeed
to have universal insight, a given creed
no better state than a share in God’s love
bliss, perfection, ecstasy from above.
But suppose God takes back his glorious affect
putting into question one’s belief system direct
from heaven to hell in one foul swoop
to sink as low as it is possible to stoop
if God hates a man, what can that man avow
self becomes a meaningless concept to allow?
How can the trap of intelligence make sense
so destructive and dreadful the evidence
a tautological struggle against brute force
upon every strand and nuance of being endorse.
The pain is unfair but has to be endured
the punishment for the sin will be assured
the only recourse to settle this confusion
must be a strong grasp of reality not illusion
so does the power of faith lie within self knowing
being that psychosis is checked or else self growing?

Anon

A Medical Perspective on Bipolar Disorder
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From a psychiatrist’s point of view, about 1 in 100 of the population will have
enough symptoms to be considered to have Bipolar Disorder (BD). The
profile of the condition varies a great deal. Mostly, people have recurrent
depression with typically extended periods of low mood, loss of pleasure,
reduced drive, negative thoughts; impaired sleep, appetite and concentration;
and some-times psychosis. In addition, it is distinguished from other types of
mood problem by the periodic presence of features of mania. Mania might
comprise increased drive, decreased sleep requirement, a particular kind of
subjectively heightened sense of talent, and other overstated powers which
sometimes become delusional. Mania, or milder versions - so called
‘hypomania‘, can be very exciting and satisfying for the person experiencing
it. This may make it difficult for people to see themselves as having a problem
at all, at the time, and occasionally at any point at all. On the other hand, what
turn out to be misjudgements in personal relationships and spending money,
giving gifts etc frequently causes regret later. A lot will depend on the values
and personality style of the individual, and the reactions of others whose
views are held in regard by the person with BP disorder.
From the point of view of making a diagnosis, more or less any kind of
psychiatric symptom can arise including a mixture of mania and depression at
the same time. Sometimes the pattern is more persistent, but generally
intermittent through life and for some, very infrequent. It is equally common
amongst men and women. Generally there is a high likelihood of recovering a
state of ‘normality’ in between episodes.
Unfortunately, it has been found necessary to sub divide Bipolar Disorder into
numerous different types which are of theoretical and occasionally practical
importance. Where the episodes are frequent, e.g. several times in a year,
the term ‘rapid cycling Bipolar Disorder’ gets used. Some people with BD also
have features of Schizophrenia to the extent that they may end up being
informed that they have a condition called Schizoaffective Disorder.
Rates of suicide are raised compared to the general population, possibly by a
factor of ten. This figure certainly implies a lot of personal suffering, both by
those experiencing the condition and those who come to share their lives.
BD can be extremely disruptive and people may consequently experience
high rates of financial crisis, divorce, derailed career plans, and social
exclusion.
The basis of BD remains obscure. The condition tends to cluster amongst
genetically related people irrespective of shared environment, which points to
a role for genes: the structures inside our cells which direct our normal
anatomy and physiology including various personal characteristics. For most
people there are probably several important genes linked to BD scattered
around different chromosomes, of varying significance. We acquire our
genes rather like a deal of cards at conception, and whether or not the
condition appears later in life may depend on the interplay of physiological,
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psychological and social factors only appearing later. An important example
for women is the experience of childbirth: most cases of so called ‘puerperal
psychosis’ are in fact BD. Many episodes especially early on in the Bipolar
‘career’ appear to be triggered by personally traumatic loss events involving
relationships and self-esteem. On the other hand, some people may develop
the problem after a head injury or together with epilepsy for example. The role
of alcohol and street drugs is complex. They may worsen rather than cause
the condition. Some people may first demonstrate features of mania after
taking antidepressants for a depressive condition. Probably they have a
vulnerability which is revealed in this way.
Most people think that whereas mania is more likely to be obvious to others
and more likely to finish up in hospital, the depressive experience can be
more distressing and cause greater long term disability. Depression can
become persistent and be under estimated. People may end up suffering
unaided for very long periods of time. This is especially true if people get
locked into patterns of alcohol and drug misuse. In all kinds of subtle ways
chronically high levels of life stress have a negative impact on everything
including Bipolar illnesses. The condition will of course create its own
stresses thus provoking a vicious circle of difficulty.
An interesting aspect of BD is the question of creativity. It seems that for
many people with the condition some amount of manic energy can produce
constructive results expressed artistically or in other fields of endeavour. The
actual quality of what is produced varies – another subject – but this may be
of immense personal importance.
The question of how to help people with BD is central: most people think that
being accepted, esteemed, and having a place in the scheme of things is of
greatest importance. Because mania in particular can be a bit trying for other
folk, such experience may be harder to find but that much more valued when
it is. Having an employer, family and friends who stick with someone is a
great asset. The same applies to the relationship someone may have with
volunteer workers, mental health workers and specialist professionals
including the GP for example. Such people may gain credibility with the
person experiencing BP by having attitudes, which centre on the person’s
struggle to achieve the things in life, which are important to all of us.
From a medical point of view drug treatment is worth considering. Mania can
improve with antipsychotic drugs and some have a licence for this purpose.
So called mood stabilisers (this term may yet turn out to include one or more
of the antipsychotic drugs confusingly) can ‘bring down’ mania as well as lift
depression. Sometimes both are needed together when somebody is in real
trouble. The most commonly used mood stabiliser is Lithium Carbonate, the
most frequent preparation of which is called Priadel. Semi-sodium valproate,
available as “Depakote” might be equally useful but this is yet to be
convincingly demonstrated, although there are some people who find that it
suits them better. There are a number of other drugs which like Valproate
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were originally used for treating epilepsy, which may be beneficial. In reality
the evidence is weaker for these alternatives but individuals with BD might
benefit where some form of medication is advised and needed and more
mainstream better known drugs are not possible for one reason or another.
A very important point about mood stabilisers is the fact that they are not
generally short term treatments, and stopping them inadvisably or missing
doses may worsen the wider picture, so a careful open approach to using
medication with personal motivation and support is important. My advice to
someone wondering whether or not to take his or her mood stabilisers is to
discuss the issue with as many well informed people as possible, including
those prescribing the drug. Anyone taking mood stabilisers is likely to need
blood tests at intervals either to monitor the concentration of the drug or its
impact on other body systems.
There are some very good books about Bipolar Disorder. My all time favourite
is Kay Redfield Jamison’s ‘An Unquiet Mind‘. She describes her own
experience of the condition in scary detail and comes out with a strong view
about Lithium. I won’t spoil the read by saying what this is for those who
don’t know, but the love and support of relatives and friends seems to make
the rest possible. Finally, the concept of Bipolar Disorder and its treatments
have undoubtedly added a little spice to life for everyone else. Jimi Hendrix
singing ‘Manic Depression’ is good for putting the hairs on the back of your
neck on end. It is only worth listening to at the highest volume that your
equipment will support, followed by a nice cup of tea with the neighbours who
will come to remonstrate.

Dr Andrew Blewett
Consultant Psychiatrist
Wonford House Hospital

Bi-Polar Disorder and Forensic Psychiatry
Bipolar Disorder is a serious mental illness affecting approximately 1 in 100
people at some time in their life. Moods can swing between depression and
feeling high or manic and it can often have features of both. With treatment,
individuals with Bipolar Disorder can often have long spells where their mood
is stable and they can get on with their lives. Different types of Bipolar
Disorder have been described and as with all other illnesses personal factors
will determine the impact of the illness on the individual. The cause of Bipolar
Disorder is still not known but there is a genetic or inherited component but
this is clearly not the whole answer.
There are many effective medical treatments for Bipolar Disorder and Lithium
is probably still the most effective, reducing relapses by up to 40%. Acute
episodes of depression are normally treated with antidepressants. Episodes
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of mania can be treated with Lithium or other mood stabiliser, such as
Sodium Valproate or Carbamazepine, or by antipsychotic drugs, such as
Olanzapine. In between episodes, drugs such as Lithium, Olanzapine or
Sodium Valproate can help to prevent relapse. Medication is not the whole
story. A variety of psychological treatments can be effective in conjunction
with medication. These can include cognitive behaviour therapy and
developing strategies to manage mood swings and to generally help with
coping with the illness. It is important that any medical approaches are seen
within a holistic, person centred recovery approach.
Unfortunately, medical treatment for Bipolar Disorder can cause side effects.
It is particularly important with medication such as Lithium to have regular
physical health checks including blood pressure, to monitor Lithium levels to
ensure that they are within an agreed range and to take blood tests for kidney
and thyroid function tests as Lithium can affect both the kidneys and thyroid
glands.
The 2006 National Institute for Heath & Clinical Excellence Guidelines drew
particular attention to the following issues :
·
·
·

·
·
·

Sodium Valproate should not be prescribed routinely for women of
childbearing potential.
Lithium, Olanzapine or Sodium Valproate should be considered for longer
term treatment of Bipolar Disorder
Two drugs can be used in collaboration with each other if a patient has
frequent relapses or severe symptoms, eg. Lithium with Sodium Valproate.
Lamotrigine or Carbamazepine (generally used in treating epilepsy) can
also be effective
Antidepressants should be stopped at the onset of an acute manic episode
After the successful treatment of an acute depressive episode patients
should not routinely continue on antidepressant treatment longer term
People with Bipolar Disorder should have an annual physical health
review, normally in primary care, to check lipid levels, plasma glucose
levels, weight, smoking and alcohol use and blood pressure

I work as a Consultant within the Forensic Service at Langdon Hospital.
Forensic means “to do with the Courts” and we assess, admit and treat
patients who have mental health problems and have generally got
themselves in trouble with Criminal Justice Agencies. Some patients come
directly from General Psychiatric Services.
Within our service we do not often see patients with Bipolar Disorder.
Overall, patients with Bipolar Disorder are not more likely to commit offences
than other members of the community. Sometimes, when depressed,
individuals may commit minor offences to draw attention to their plight or out
of forgetfulness. Sometimes depression can have a disinhibiting affect and
undermine an individual’s self-control. Very rarely, individuals commit

30
extremely serious offences out of a state of hopelessness for themselves and
others.
Manic states are also rarely associated with offending. Because of the
occasional grandiose ideas and irritability, some individuals commit offences
if they feel that others do not see the world in the same way as they do and
are trying to frustrate them in some way. Sometimes, if an individual is
experiencing grandiosity or disinhibition, they may feel there is a sense of
entitlement in relation to belongings, or even relationships with others, which
can bring them into conflict.
If patients with Bipolar Disorder are admitted to our service they are not
treated in any significantly different way to the way they would be treated
within the community or within General Psychiatry. For a small number of
individuals there will be a greater concentration on the risk they pose to
themselves or others to ensure that they and the teams helping them develop
coping strategies so that they can manage any risks posed by acute relapses
in their illness.
Ultimately, the treatment and management of Bipolar Disorder needs a
collaborative approach between users, carers and professional staff and
needs a strongly multi-disciplinary, multi-agency approach.

Dr Adrian J B James
Consultant Forensic Psychiatrist
Langdon Hospital

Bipolar Disorder: A Guide for Patients and Families
(2006) 2nd Ed.Francis Mark Mondimore MD. John Hopkins University Press,
304 pages
How I wish I had been given a copy of this book in 2003 when I was
diagnosed with Bipolar Spectrum Disorder (with hypomania, depressive
emphasis and rapid cycling) over 20 years after first being symptomatic. Dr
Mondimore's book is kind, compassionate and well written. It is full of advice,
research and theories that I was not familiar with beforehand. If I and the
psychiatrists who endeavoured to treat me had been aware of this book, then
I think that the last five years would have been easier for me to deal with and
far less traumatic and painful.
Part 1: Symptoms, Syndromes and Diagnosis
The first chapters cover Normal and Abnormal Mood including descriptions of
both good and low mood. When discussing good mood, Dr Mondimore
reminds us that "People in a good mood usually feel energetic and have a
sense of physical well being; they sleep soundly and eat heartily. It's easy for
them to be sociable and affectionate. The future looks bright ...." Am I the
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only one to feel pain and grief on reading these words, which were so alien to
my experience for much of my life? He continues "....In mood disorder, the
mood becomes disconnected from the individual's environment and feelings
of ‘happy’ and ‘sad‘ take on rhythms and fluctuations of their own.
Sometimes, the fluctuations are mild, the affected person only seems to have
more ups and downs than other people have and to have mood fluctuations
that are more difficult to understand. But because they don't get profoundly
depressed or irrationally ‘high’ their problems are dismissed as being due to a
‘difficult personality’ or ‘immaturity.‘” Dr Mondimore goes on to describe the
far reaches of bipolar disorder when "… a person's ability to judge reality is
shattered; behaviour can be bizarre and frightening”. He concludes though
that “ … if the mood disorder patient and his or her situation are examined
with enough care however, the basic underlying problem will be found … a
problem with regulation of mood".
After years of behaving and feeling different, of being told I was, and feeling
immature and difficult despite my best efforts to control my mood and
behaviour, this explanation was a revelation and a relief. Also given are clear
descriptions of the manic syndrome, the hypomanic syndrome, the syndrome
of depression and mixed states. These are accompanied with ‘example
patient’ interviews which relate to the different syndromes and clearly
describe the fears, moods and behaviour of the patient’s experience. This is
a clever addition which allows one to recognise one’s own behaviour and
experience and realise that you are not alone. Another new insight for me
was that "ruminations on themes of guilt, shame and regret are common in
the depressed states of the mood disorders and they are uncommon in
‘normal‘ depression.” Why didn't any of the GP's who offered me antidepressants over the years ever make a special point of asking me about
feelings of guilt?
Following chapters cover The Diagnosis of Bipolar Disorder, The Summary of
the Diagnostic Categories of Bipolar Disorder (the Multiaxial Diagnostic
System is a revelation!), and The Mood Disease.
Part 2: Treatment
Chapters on The Brain, Mood Stabilizing Medications, Anti depressant
Medications, Antipsychotic Medications, More Medication, Hormones and
Diet Supplements, Electroconvulsive Therapy and Related Treatments,
Counselling and Psychotherapy Treatment Approaches in Bipolar Disorder.
In these chapters I found the medical information and advice given on the
various treatments and the possible complications clear and comprehensive.
Having worked as a HIV counsellor at several London Hospitals in the 1990's,
I decided on diagnosis to become an informed patient and take an active role
in my treatment as was / is common medical practice in the field of HIV and
AIDS treatment and care. What a shock for me to deal with locum consultant
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psychiatrists who were not going to allow this or despite my requests give me
my drugs of choice. Eventually, over two years after diagnosis I was
prescribed Lamotrigine after becoming non-compliant with sodium valproate
which locked me into permanent depression (I refused to take it in
combination with anti-depressants because the first psychiatrist I saw warned
me not to for fear of my hypomania lifting to mania as I have witnessed in
others since). Since then, I have been on Lamotrigine at a low dose
(because of fear of side effects). Even at a lower dosage, it has reduced my
symptoms considerably. Why was I refused this drug on so many occasions?
I was told that it was not safe, was not effective, had possible serious side
effects and that it was not licensed to treat bipolar in the UK.
The section in the book about Lamotrigine (aka Lamactal) therefore, was
nothing less than a revelation. Apparently, none of the locum psychiatrists
(eight in five years) who treated me had ever read the important work of
Calabrese, Bowden, Sachs et al. published in 2003. Their research compared
“…. the efficacy of Lamotrigine with lithium in keeping patients with bipolar
disorder from having another mood episode over a period of eighteen
months. In one study, patients were recovering from a manic or mixed
episode as they entered the study, the other patients were recovering from
depression." These trials which were double-blind and placebo controlled,
covered hundreds of people for eighteen months. When the results were
analysed it was reported " that Lamotrigine was just as effective as lithium in
keeping patients well …. the exciting finding from these studies is that
Lamotrigine is especially effective against depression in bipolar disorder."
This has led to Lamotrigine becoming one of the foundations of the treatment
of bipolar disorder in the United States. The other great news is that, unlike
lithium, patients on Lamotrigine do not require blood tests to monitor its effect
on the liver. Fears about Stevens-Johnson syndrome as a possible reaction
to Lamotrigine including skin rashes, organ damage and possibly death have
been proved by the trials as unfounded; as long as the advice of slowly
building up the dose over up to 5 weeks is followed as well as the Stanford
University protocol.
Part 3: Variations, Causes and Connections
Chapters include Bipolar Disorder in children and adolescents, Women with
Bipolar Disorder : Special Considerations, Alcoholism and Drug Abuse,
Seasonal Affective Disorder and Chronobiology, The Genetics of Bipolar
Disorder, Bipolar Biology.
Part 4: Getting Better and Staying Well
Chapters include Living with Bipolar Disorder - a particularly helpful chapter
covering: Confronting and Accepting the Illness, Practice Mood Hygiene,
Build your Support System and Don't Be a Bipolar Victim! Lots of practical
advice, with a strong emphasis on Self Management and Peer Support.
A further mind blowing revelation: "The Kindling Phenomenon" which no
one had ever discussed with me and I do not believe it to be common
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knowledge in the UK. To me, it makes absolute sense. The basic premise is
the more mood episodes one experiences, the more one is likely to
experience. Initially, triggered by the stress of life events e.g. bereavement,
rejection, exam pressure etc., but later occurring for little or no apparent
reason. Mood episodes make patients more sensitive to stress and so more
likely to relapse. Sadly, various animal experiments are quoted which appear
to support the theory. “This work with animals, showing that electrical and
chemical stimulation as well as stress can bring about changes in behaviour
... is thought by many to be highly relevant to the study of Bipolar Disorder.
One piece of evidence cited in support of this line of thinking is the
observation that anti convulsant medications (mood stabilizers like
Lamotrigine) which have ‘anti kindling’ effects, are highly effective in treating
bipolar disorder."
Another huge revelation for me - it is not my fault. The effects of my
extremely stressful childhood and teens are still affecting me now possibly
through a change in gene function, something ‘switched on’ which is now
hyper sensitive to stress and now cannot easily be ‘switched off‘. I do not
need more psycho-therapy, supplements etc, etc, etc. Appallingly out of
control in one way and yet within my control, knowledge is power. I
understand the process now. I am not continuing to make mistakes and so
triggering illness. I am living with neurological changes to my brain embedded
in my past, not because of present mistakes. I can continue with my limited
medication, self management, fish oils, and not blame myself when I falter
and or relapse, for me it is a huge relief.
Further chapters include Planning for Emergencies, The Role of the Family,
Looking Ahead, Resources Bibliography, etc.
I cannot recommend this book too highly, it is packed full of so much distilled
knowledge and wisdom with great clarity. I am thankful to Francis Mondimore
for writing this book; it has certainly changed my life for the better. I would
suggest that it is a book to take slowly, I certainly could not have read it cover
to cover in twenty four hours. Although it can be a disturbing read at times, it
is on reflection, richly rewarding - a classic in the library of bipolar literature.
This book is an invaluable resource for anyone wanting to update their
knowledge and understanding of bipolar spectrum disorder and could, if
wished, be used as a useful guide for reviewing lifestyle and medication
choices.
In my opinion, it is also excellent for anyone who has no prior knowledge of
bipolar spectrum disorder and wishes to gain a comprehensive view through
reading only one book.

Helen Bennett

Manic Depressive Illness or Bipolar Disorder
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So, you’ve finally been diagnosed as having manic depression, or in the paler
modern jargon, bipolar disorder. This time, no one could doubt it because you
spent £20,000 pounds you haven’t got on that fantastic Hi-Fi system. Up until
now you’ve raised a few eyebrows with some behaviour that was near the
edge but mostly it was judged through a moral framework. You’ve got a better
chance than most of being a great poet, a one in five chance of killing
yourself, and each of your children has a one in ten chance of joining you in
the diagnosis. What is this condition?
The modern literature seems strangely weighted towards intervening and
much less about understanding this enigmatic mix of passion, dread and
biology. Lithium remains the prophylactic with the best track record, and the
only drug with a proven capacity to reduce suicidal risk. Psychological
methods have traditionally taken a back seat but recently the value of family
interventions and cognitive behaviour therapy has been demonstrated.
However, this looks to me like sensible management of an intrusion into life the adroit management of warning signs and consequences, rather than a full
frontal approach to the intrusion itself. This management process can be vital.
Recovery from an episode can be like surfacing to find that the ship that you
were sailing on is scattered in fragments on the surface of an empty ocean.
Cognitive behavioural approaches did seem to be making a bigger claim on
the basis that there seemed to be a similarity between people with bipolar
disorder and non-bipolar depression. However it now appears that this may
not be so. People with bipolar disorder who are not depressed between
episodes do not share the typical vulnerable thinking patterns of depressives.
Earlier work may not have factored out the high proportion of people with
bipolar disorder who are in a depressed state between episodes.
Both mania and depression are difficult to appreciate because they are
dimensional. The only substantial difference between mania and hypomania
is the degree of havoc caused. Bipolar depression and other depressions are
difficult to distinguish, so until the person metaphorically begins to look like a
duck, quack like a duck, and is a duck, misdiagnosis is a good bet. The
muddy waters are represented in the academic world by the minority view
(incorrect I believe) that bipolar disorder and borderline personality are the
same.
Personality disorder may be a potential confusion, but personality, along with
social context, plays a part in behaviour that occurs in an episode, and the
resilience in using warning signs and recovering with minimal damage. In
common with the schizophrenia type psychoses manic depression emerges
in late adolescence. It’s my hunch that the former, predominantly but not
exclusively a male problem, is a developmental difficulty in forming the
personality (sticking the neck out further borderline personality disorder is a
developmental difficulty in forming, particularly, the attachment related, parts
of the personality), whereas, out further still, manic depressive illness is
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something for the developing personality to deal with. In other words it’s more
like an illness.
Mania is one clear defining characteristic of manic depressive illness.
Repeated episodes and I would speculate a cognitive bias towards
amplification and construct loosening, are others. Prior to the use of lithium
the typical pattern was described as one of decreasing cycle length for the
first half dozen or so episodes after which cycle length tended to hold steady.
Trigger events seemed to be more important in the first two or three episodes
and then seemed less so. Historical data is difficult to interpret, but seemingly
natural patterns have generated speculative theories from genetic switches,
to a dysregulation of circadian rhythms. I like this last idea because I have
long speculated that it is vulnerability that varies in manic depressive illness.
The key problem that remains is establishing the nature of that vulnerability.
There appears to be a problem in a system that regulates other systems. The
brain works on a series of inhibitory and excitatory systems (e.g. Jeffrey
Gray’s behavioural stop and approach systems) and apparently the system
that regulates circadian function might interact with them. This is heavy duty
stuff. As far as I know there is no convincing biological or psychological
explanation of human mania, bipolar depression, or their recurrence.
An old friend of mine told me that the secret lay in the fact that the hydrated
lithium ion was a lot bigger than the sodium equivalent so it didn’t go through
the holes in the nerve cell membrane so quickly. Isn’t biological psychiatry
great? It’s certainly sorted out the dread of the day for me. We might not
know why we are doing what we are doing but lithium and CBT is as good as
we’ve got and if you are worried about being constrained by the natural salt
remember all the manic-depressive poets did their best work when they were
well.

Marc Binns
Head of the Psychology and Psychological Therapies Business Unit,
North Devon.

Book Review Essay: An Exploration of Manic Depression.
By Emily Martin, Princeton University Press, 2007.
Reviewer: SanderL Gilman: The Lancet 2008; 371:293-294
Emily Martin is ‘mad’ - she uses this term in the preface of her book to
provide a context for her account of bipolar disorder / manic depression in the
USA today. Clinically diagnosed as bipolar, in this serious and engaging book
she repeatedly documents the symptoms of her illness. Martin has
hallucinations, including that of the 'sinister figure, a cold gray gargoyle,
perched tenaciously on my shoulder, looking at what I was writing...and
muttering a devastatingly negative commentary', which haunted the very act
of her writing. What that 'cold gray gargoyle’ is reading over her shoulder is
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her study of ‘mania...a new continent with a distant frontier, whose receding
horizon invites exploration and development'.
As well as having bipolar disorder, Martin is a noted cultural anthropologist.
Her book is as much an ethnographical study as it is an autobiographical
account. But is this a paradox? Can you be simultaneously 'mad' and
'rational', a 'sufferer' and an 'observer'? Martin sets this dichotomy at the core
of her understanding of bipolar disorder. Is mental illness really incompatible
with rational or (perhaps better) productive behaviour? She is certainly not the
first “mad' person to ask this question.
At the very beginning of the 20th century, Daniel Paul Schreber (1842-1911),
lawyer, jurist, failed parliamentary candidate, and later the prized subject of
studies by Sigmund Freud and Elias Canetti, wrote and then published, in
1903, a book-length account of his mental illness. He did so to prove to the
director of the Dresden asylum in which he was hospitalised that he was not
'mad', for 'mad' people, even crazy lawyers, simply can't write books. He
wrote his book, won his case, and was released (only to relapse and be
admitted to hospital decades later).
Martin reads the paradox between the rational and the insane as the key to
understanding the nature of bipolar disorder and its new function in society.
The commonplace that Schreber successfully countered was that the mind of
the mentally ill is inherently fragmented and incoherent. Mental health meant
the unity of all parts of the psyche; mental illness was the disruption of such
unity. In the 19th century, the insane could regain their coherence and their
reason through orderly living-moral treatment-and thus recover their sense of
full personhood. Living with mental illness meant being insane.
Today we have perhaps not moved much further from this 19th-century
notion of reconstituting the wholeness and, therefore, the mental health of the
self. Take a pill and regain your sanity and stability. Yet it is clear that the
individuals whom Martin meets in bipolar support groups live with illness even
when they manage it with drugs. Her account shows that bipolar patients are
quite aware of the course of their illness, moving from highs to lows as well as
a drug-provided alternative. The patients she observes successfully, or
unsuccessfully, manage their lives knowing that their chronic mental illness is
part of who they are and will always be.
Yet Martin's argument goes beyond just seeing how medicated bipolar
patients deal with their illness: she argues that at least one aspect of bipolar
disorder is today seen as a model for a certain type of productive behavior in
society. This positive reading of mania comes, Martin argues, to be part of the
way that bipolar patients internalise their illness. The 'manic' aspect of their
illness has come to be praised in the modern world as being a positive
character quality rather than a sign of illness. According to Martin's insightful
tabulation, corporate leaders such as Steve Jobs (of Apple) or Richard
Branson (of Virgin) are seen as 'manic' because they are risk-takers. Being
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'manic' is one of our definitions of success. Taking risks, acting beyond the
limits of social boundaries, and demanding the right to alter the world are all
signs of the successful entrepreneur as well as the manic patient.
Indeed, Martin shows how self-labelled manic depressives, such as the
1990s poster girl for bipolar disorder, the Johns Hopkins psychiatrist Kay
Redfield Jamison, create genealogies of successful bipolar people-from
Edgar Allan Poe to Vincent van Gogh to Virginia Woolf and Jackson Pollack
and Theodore Roosevelt-to show that true creativity is in no way pathological,
and that being bipolar is another form of being creative. This claim, of course,
more often than not collides with the lived experience of bipolar patients
whose mania can be as destructive to their lives as is their depression. And
yet contemporary culture claims the manic state as a truly productive one.
Now this too is a paradox that Martin avoids: she understands very well that
the label 'manic' is not the same as the lived experience of people with bipolar
disorder, that creativity can be destroyed by the illness as well as furthered by
it, that an individual merely being able to write that brilliant and well received
book, is not a proof of the positive nature of the experience of illness for all
those who live with it. It is not even proof of the value of mania as a wellspring
to creativity; it is quite possible to write despite, and not because of, one's
illness. Martin clearly sees that the changing categories of mental illness
reflect societal images of what 'madness' is and that many people who are
diagnosed as mentally ill shape their perception of their illness according to
these changing expectations. As she notes, when you are given a diagnosis,
that diagnosis becomes part of who you are. But Martin does not claim that
'madness' is merely an invention of society. She is quite happy to speak of
the biological, and perhaps even genetic, underpinnings of bipolar illness. Yet
Martin also recognises that the lived experience of mental illness is altered by
the changing sociocultural meanings ascribed to it.
One of Martin's claims is that evidence-based medicine creates clearly
differentiated and self-limited categories of mental illness. These categories
are often defined by the responses to drugs provided by the pharmaceutical
companies that need to identify populations of patients they can 'cure'. Such
claims not only define the very nature of the disease but also the patient's
response. 'I am bipolar' is a very different claim from 'I have debilitating
periods of depression and mania'. But Martin is not anti-pharmacology and
documents her own use of (and benefit from) psychotropic drugs. Yet she
shows how drugs are given personalities by the drug companies and patients
alike. Zoloft (sertraline) is, according to one patient, 'like a little robin's egg, it
has that blue colour and it represents hope'. The shape, colour, and form of
drugs, as Martin carefully documents in her field work in the drug companies,
are purposefully worked out: red is a 'bad' colour as it seems to evoke 'mania'
rather than counter it; blue is a calming and peaceful colour. All are part of a
culture of defining illness and its treatment, which shifts from culture to culture
and epoch to epoch. Martin's book documents our late 20th and early 21st
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century and its treatment and rehabilitation of bipolar disorder. In examining
our world she shows how we have moved from Christopher Lasch's culture of
narcissism (1979) to a world of mania. I, for one, am not sure that it is much
of an improvement.

Exercise and Bipolar Disorder: Early Steps
Every Clinical Psychology Trainee will undertake a major research project in
a clinically relevant area during their three year training course. Through a
personal and professional interest in sport and exercise and in meeting an
enthusiastic supervisor with an expertise in mood disorder, I decided to do my
research in the area of exercise and bipolar disorder. Through this short
article I’d like to describe in a nutshell what the research has already
uncovered, what the aims are and what I’ve planned for the main experiment.
Over the past decade or so, there has been strong evidence for the benefits
of exercise for people who are depressed. There is consensus amongst
psychologists and exercise researchers that exercise works physiologically,
emotionally, physically and psychologically to improve peoples’ mood and
well-being.
It is surprising however, that no-one has looked specifically at the effect of
exercise upon bipolar disorder. Bipolar disorder is a medical term for people
who may experience episodes of very high mood (manic phases) and very
low mood (depressive phases). Reading through the relevant literature and
past research it seems there is a big potential for exercise to help people with
bipolar disorder during the depressive phases, however during the manic
phases there may be risks.
In the absence of specific advice for people with bipolar disorder exercising,
there is uncertainty whether the health benefits of exercise may create
additional cardiovascular strain to a population who already have higher rates
of cardiovascular disease. Furthermore, mania can often influence people to
take on too much, ignoring the risks of injury for example. So, this gap in the
research was a chance to set up an experiment to see the effects of exercise
in relation to bipolar disorder.
Recruiting people with bipolar disorder is a problem because many people
with bipolar disorder take medication that often has effects upon their mood
and physical state. Furthermore, it may be risky to experiment on these
people if there hasn’t been adequate research regarding the cardiovascular
effects of exercise for this group of people. There is however, a questionnaire
that predicts, with 80% accuracy, those who develop the disorder as they
mature beyond their twenties. This questionnaire provides an opportunity to
use students in a study to compare their likelihood of developing bipolar
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disorder and the effects of exercise upon their mood, behaviour and thoughts.
So my research began to take shape. The plan is now to run a 15 minute
walking exercise experiment and to ask people to complete some mood
related questionnaires to see if the exercise effects people differently
according to their likelihood of developing bipolar disorder. The idea is to test
50 students over the summer, to analyse the results, and to produce a paper.
Apart from demonstrating that research in this area is possible, I hope to be
able to provide some support for the idea that people with bipolar disorder
can benefit from engaging in exercise. The experiment will not provide all the
answers needed but hopefully it will be a first step towards finding out more
about exercise and bipolar disorder.

Phil Moore

Are Bipolar sufferers more likely to get cancer?
In a paper entitled 'Enhanced cancer risk among patients with bipolar
disorder' medical researchers based in Israel led by Micha BarChana using
the National Cancer Registry held by the Ministry of Health, have reported for
the very first time the possibility that the incidence of cancer may be
significantly higher in those suffering from Bipolar Disorder. The study, which
is due to be published in the May Edition of the prestigious Journal of
Affective Disorders, is likely to shock many of those suffering from Bipolar
Disorders, but the authors caution in their introduction that their study bucks
the trend of previous research. Only a very small number of studies have
before rigorously investigated the issue of whether cancer rates are higher in
the bipolar community, and usually the results were inconclusive, or found no
evidence for significantly higher rates. This study was unusual in that it relied
on two Israeli national databases. Firstly, the Psychiatric Case Register was
used to identify Israel-born Jewish patients first admitted to hospital during
the years 1980 - 2005 with a diagnosis of bipolar disorder and these patients
were compared with the Israel National Cancer Registry, to see how many
developed cancer as well.
The cancer incidence rates found were then compared with the rates in the
Israel-born Jewish population. A total of 2121 patients were identified as
having been admitted to hospital with a diagnosis of bipolar or mania during
the study period of 1980-2005 and a comparison was made between the
incidence of cancer this group experienced with what would be expected
given rates in the general population. Amongst men the rate of cancer that
would be expected for this group given their age was 18 and yet 29 cases of
cancer were identified, while for women the expected number of cases was
35 but 61 actually developed cancer. In both cases, this difference between
the observed rate and the expected was statistically significant which means
its highly unlikely to have come about purely by chance. Another intriguing
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and worrying finding from the study was that bipolar patients were also more
likely to develop cancer than those suffering from schizophrenia. What might
account for this newly discovered link between cancer and bipolar disorder?
The authors of the paper speculate that there are several possibilities but
caution that their study was not designed to unpick the mechanism by which
cancer may be elevated in bipolar populations. We already know that bipolar
disorder is associated with obesity, diabetes, higher rates of smoking and a
general tendency not to look after health well. It is also possible that the
cancer effect could be something to do with the medication or perhaps an
interaction between medication and other factors associated with bipolar
disorder. For example it's theoretically possible that heavy smoking might
interact badly with some mood-stabilising medication to accentuate the risk of
cancer. Doctors are bound to caution that this is a study reporting a startling
finding, but one which has not been found before, and that we should be
cautious and await further research which confirms this link between cancer
and bipolar disorder before jumping to conclusions. It would for example be
extremely unwise to stop taking medication in the light of these findings as it's
not at all clear that the elevated rates of cancer have anything to do with
drugs. It might be useful to remember that this study was based on those
hospitalised with bipolar disorder, which are likely to be those at the more
severe end of the scale, and therefore it might be that this link with cancer is
in fact something to do with poorly controlled psychiatric illness.
The take home message could be for both clinicians and patients to become
extra vigilant for cancer, or early signs, and for bipolar patients to make active
use of screening services such as those for breast, cervical and prostate
cancer. The study also emphasises the key part taking care of your physical
health vigorously must play in the overall health of all of us, and perhaps
points to a long standing and endemic problem, which is that the physical
health of those suffering from psychological problems tends to be neglected
by both patients and doctors.
Enhanced cancer risk among patients with bipolar disorder: Journal of
Affective Disorders, Volume 108, Issues 1-2, May 2008, Pages 43-48, Micha BarChana,
Itzhak Levav, Irena Lipshitz, Inna Pugachova, Robert Kohn, Abraham Weizman,
Alexander Grinshpoon
Dr Raj Persaud 28 April 2008, Dr Raj is Gresham Professor for Public understanding
of Psychiatry and Consultant Psychiatrist at the Bethlem Royal
and Maudsley NHS Hospitals NHS Trust

Meaningful Mental Health Care?
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The “Depression Report” published in 2006 by Lord Richard Layard, Professor
of Economics, put a literally depressive figure on the financial burden of
mental ill health on the UK economy. The report advocated a significant
investment in evidenced based psychological therapy, which it says would pay
for itself in money saved on incapacity benefits and lost tax receipts. Although
this report has significantly contributed to bringing mental health back on the
political agenda, and has made the Government loosen its purse strings, I am
not convinced it is all good news for service users.
Seen through somewhat less rose-tinted glasses, the report may be
interpreted in a slightly different (and more cynical) light, and what emerges is
perhaps more of a politically expedient agenda than one born out of true
compassion or care; something that goes like this, perhaps . . . ?
“We, the government (informed by an economist) know what is best for you,
the client(s). What is best for you is not what you say you want (what you
have told us in numerous service user consultations and focus groups). And
what you want is something simple; a cure if you like, which, in a short period
of time will make you think differently (brief cognitive behavioural therapy), so
that you can adapt to the world in which you live (which we, the government
has helped create). Rather than viewing your surroundings critically and
negatively, you can learn to adapt to and accept the world you live in
(poverty, inequality and stigma) and live on happily, without making yourself
or us depressed, and importantly, not being a (financial) burden on anyone
(particularly the Department for Work and Pensions)”.
Making talking therapies more accessible for people who really need it, and
moving away from the reliance on traditional pharmacological intervention
can’t be anything but good news. However, I think many service users, and
indeed mental health professionals, are disappointed that yet again a public
document has seemed to partly ignore the views and opinions of the very
people it’s aiming to provide a service for. The ‘one size fits all’ approach, in
the form of Cognitive Behavioural Therapy (CBT), with its potentially
normative, prescriptive emphasis, seems at odds with what people who use
services say they want. I think it is this process that people suffering from
manic depression (bipolar), and other significant mental health problems
fear; that they are required or encouraged to tame, moderate and even
transform their personality, to become less ‘dysfunctional’, ‘destructive’ and
‘risky’, and ultimately not be a burden on their society.
For those who are prepared to see and listen, there is a wealth of information
about what service users want. Looking beyond psychotherapy research
trials, the media and literature are abundant with autobiographical narratives
of mental health problems which offer a rare insight into the lived experience
of mental health ‘illness’. Although it is very clear that manic depression is
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highly distressing and disabling, one theme that seems to emerge from
people who have been public about their battle with the ‘illness’ is that they
value aspects of it; that manic episodes bring about a level of energy, desire
and creativity that makes people feel alive and productive. Stephen Fry, the
acclaimed author and television presenter says that although he has valued
both medication and psychological support in dealing with his ‘illness’, he is
very clear that he doesn’t want to remove his ‘illness’, as it had become an
integral part of who he is.
Paul Chadwick, a Clinical Psychologist and himself a sufferer of psychosis,
says that people with manic depression often value aspects of their ‘illness’,
and that psychosis stimulates talent in creativity, social sensitivity and
awareness. Kay Redfield Jamison, an American Professor of Psychiatry is
both one of the foremost experts on manic depression and a service user. In
her autobiography, "An Unquiet Mind", she concluded: "I long ago abandoned
the notion of a life without storms, or a world without dry and killing seasons.
Life is too complicated, too constantly changing, to be anything but what it is.
And I am, by nature, too mercurial to be anything but deeply wary of the
grave unnaturalness involved in any attempt to exert too much control over
essentially uncontrollable forces. There will always be propelling, disturbing
elements, and they will be there until, as Lowell put it, the watch is taken from
the wrist. It is, at the end of the day, the individual moments of restlessness,
of bleakness, of strong persuasions and maddened enthusiasms, that inform
one's life, change the nature and direction of one's work, and give final
meaning and colour to one's loves and friendships." The literature may
broaden our understanding of how manic depression is understood and
managed, and importantly it may also aid our empathic and ethical capacity.
For us who work in mental health, the message is that we need to be humble
about our knowledge about what manic depression is, and the treatment we
offer, and be prepared to listen to the very people we are here to support.
Perhaps we need to be more tolerant of and even accepting of a degree of
risk, uncertainty and chaos, rather than railroading people into compliance
with a model in which some people feel not only aim to relieve them of their
symptoms but also their personality and individuality. I believe that CBT can
be helpful in supporting people manage their mental health problems, and
indeed I am hoping to do some further training in this approach in the near
future. However, viewing CBT as a ‘super tool’, I believe may divert our
attention away from what we know bring about positive change, namely the
therapeutic relationship. If the tool itself is viewed as more important than the
experience and personal qualities of the worker, and the unique narrative of
the service user, we risk offering not only an ineffectual service but also one
lacking in respect and compassion.

(Dr) Ståle Rygh
Chartered Clinical Psychologist
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Manic Depression

Manic depression is touching my soul
I know what I want but I just don’t know
How to, go about gettin’ it
Feeling sweet feeling,
Drops from my fingers, fingers
Manic depression is catchin’ my soul
Woman so weary, the sweet cause in
vain
You make love, you break love
It’s all the same
When it’s, when it’s over, mama
Music, sweet music
I wish I could caress, caress, caress
Manic depression is a frustrating mess
Well, I think I’ll go turn myself off,
And go on down
All the way down
Really ain’t no use in me hanging around
In your kinda scene
Music, sweet music
I wish I could caress, caress, caress
Manic depression is a frustrating mess

Lyrics by Jimi Hendrix

Psychoanalysis and Bipolar Disorder
Psychoanalysis and its ‘sister’, psychodynamic therapy will not be found in
the NICE guidelines for the treatment of bipolar disorder and yet very
frequently, I see people who live with this problem and I often see them
through therapy. Over the years, I have come to have some ideas on the
subject.
Psychoanalysis grew out of the ideas of Freud and many others who followed
after him. Probably, it is most widely known through any number of films,
mostly American, the patient lying on the couch, the analyst making cryptic
‘interpretations’. Mostly, in the NHS, it doesn’t happen like this: a therapist
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would see the person face to face, not on the couch, but the same ideas
apply. So what are they?
First, the idea that we are all governed by powerful forces within us that we
cannot see and do not know about, which drive us to repeat the same
patterns again and again even when doing so is completely irrational. Those
forces are part of what gets called ‘the unconscious’. Mostly, the patterns we
end up repeating have a lot to do with our earliest experiences when, like
sponges, we soaked up what is going on around us. We also bring our own
perception of what is happening and so carry inside us some agglomeration
of what the outside world has been like and what we have made of it inside
ourselves. So two children could have just the same experience but make two
quite different things of it.
In short, I’m not talking about blaming parents or ourselves for our problems.
The therapist’s job is to spot these repeating patterns and to arrive at an
understanding, together with their patient, of all of the emotional reasons why
it is so hard to stop repeating them. Mostly this is done through developing a
close relationship over a long period of time. So, psychodynamic therapy
does tend to be longer-term than most other therapies.
So what can be understood about bipolar disorder from this way of working?
First, delusions and hallucinations are not be seen as a non-sensical sign of
biological disturbance in the brain. They would be seen as having a meaning,
which has a bearing on the emotional reasons for the person being in such a
disturbed state. For example, if a person had an idea when they were ‘high’
(hypomanic), that they were a very powerful person who by reason of their
powers was able to communicate at once with everyone in the world, the
emotional significance of this might be that the person had come up against a
frightening feeling that they would not survive without someone’s help but
found themselves feeling completely alone. So, the symptom might relieve
the person of something they don’t know how to bear. This is not done
deliberately but happens in a way which is not under the person’s control.
The job of the therapist is to make it possible to bear more of the things which
most distress their patient so that they are less likely to develop symptoms as
a way of gaining temporary relief.
I have noticed that the depression which sufferers of bipolar disorder
experience, often (but not always) has a particular quality, a sort of communication breakdown, where it feels as though all contact has been lost with
everyone. The person becomes withdrawn, retreating indoors, slowed up,
their sleep and appetite disturbed. When ‘up’ or high they feel capable of
anything, at one with the world, full of energy and as though needing nothing
from anyone based on a feeling of having endless resources inside often
spending a lot of time outdoors or travelling.
I suppose I see this as a sort of ‘distance regulation’ problem in relationships
(always too close or too far away) although I think that puts it much too
simply. So, another of the therapist’s jobs would be to find out with the patient
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what drives them to get too close or to suddenly dash off and distance
themselves until the swings become less driven and energetic.
How can such a psychological explanation of these symptoms fit in with all
the well established research on the biochemical changes in the brains of
people with bipolar disorder?
An enormous amount of recent brain research has begun to make some of
the links between what goes on in the brain and what goes on in the mind
and it is apparent that the influences go in both directions. Brain biochemistry
effects our feelings and behaviour, but our emotional environment and
behaviour also effect our brain biochemistry. It would make a great deal of
sense if in all instances people living with these difficulties had access to both
well informed psychological help as well as medication.
Just considering the effectiveness of psychodynamic therapy for a moment.
There have been some research studies done, but not thoroughgoing enough
to reach the standards set by NICE. A few studies have shown that
psychodynamic group therapy improved ‘functioning’ and reduced hospital
admissions. Another two studies showed good outcomes with individual
dynamic psychotherapy. Psychodynamic couple therapy has also been
shown to improve long term outcomes. If you want to look at the research for
yourself there’s a very good summary in What Works for Whom? A critical
review of Psychotherapy research. (Roth and Fonagy, 2005 Guilford press)
Dr. Susan Mizen
Consultant Psychiatrist in Psychotherapy
Exeter (and psychoanalyst (Jungian)).

Bipolar Disorder and Cognitive Therapy
Bipolar disorder involves severe mood swings which are accompanied by
changes in emotions, thoughts, behaviour, physiology and functioning.
Although it is thought that genetic vulnerability is an important influence in
bipolar disorder, there are other factors which are significant in triggering
episodes and / or affecting recovery, such as stressful life events, lack of
sleep, excess alcohol and physical illness. Bipolar disorder can have many
negative consequences on people’s lives, and many people therefore seek
help with their difficulties, both through medication and talking therapies.
There are a range of psychological therapies that may help people with
bipolar disorder. The possible ways in which talking treatments can help
include:
·
·

Reducing emotional and relationship difficulties which can trigger mood
swings
Helping people develop better ways of dealing with stressful events which
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·
·
·

can lead to highs and lows
Helping to identify habitual ways of thinking which can make people more
likely to become depressed or manic
Helping people organise their lives more effectively
Providing people with the opportunity to talk about the impact that bipolar
disorder has on their lives

Cognitive therapies have been developed for many different mental health
difficulties, and research has shown that this can be an effective form of help
for people with bipolar disorder (Lam et al, 2003). Cognitive therapy is a
short-to- medium term therapy and aims to empower people by helping them
learn tools to deal with negative emotions and to prevent the risk of future
episodes of depression or mania. Although cognitive therapy focuses on the
here and now, the past is explored in order to understand the development of
current difficulties and to put these into context. Therapists and clients work
collaboratively as a team to identify and discover ways to cope with some of
the problems that the client is experiencing. As with other cognitive
therapies, therapists and clients often agree to certain tasks that clients carry
out between sessions to either enable gathering relevant information for
future sessions, or to practise things learned in therapy. As therapy
progresses, the focus of the work turns more to some of the enduring
vulnerability factors, such as ‘core beliefs’, that clients may have, in order to
achieve more long-term change.
Key Components of Cognitive Therapy for Bipolar Disorder:
Our thinking, behaviour and emotions affect each other:
For example, when we feel low we are less inclined to go out and talk to
people, but by staying in alone our mood might be more likely to further
drop. In therapy, behavioural techniques, such as ‘engaging in enjoyable
activities, taking small goal-directed steps and keeping busy’, are often used
to improve depressed mood. In contrast, clients may learn in therapy to act
against a desire to engage in stimulating activities when they are feeling
mildly high, and instead pursue more calming activities to prevent becoming
manic.
In regard to thinking, when people are depressed they have more negative
thoughts; when high, thoughts can be unrealistically optimistic. The more
extreme an emotional state someone is in, the more likely it is that thoughts
are unrealistic, yet at the same time, these thoughts seem very believable
and can have an element of uncontrollability, popping into the mind with no
conscious effort. Such thoughts typically have the effect of further increasing
a depressed or manic mood. For example, when someone is high they may
think they have special abilities and become irritated when others do not
share their view - they may get more elated because of this belief of having
special abilities and more irritated with people who may be seen as less
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‘special’ and yet who are not agreeing with them. In therapy, clients are
coached in how to identify and monitor these automatic thoughts and
behaviour, and are then taught techniques to take a step back and examine
the reality or utility of these thoughts. Later, thoughts and behaviour are used
to beneficially influence mood.

·

Early Warnings:
Although it may not always be immediately apparent to individuals, it is known
that people with bipolar disorder typically have a period before a full-blown
depression or mania where there are certain signs that indicate things are not
quite right. These early warning signs are idiosyncratic and may differ for
depression and mania. Common ones include changes in sleep, feeling
irritable and having lots of energy. People who learn to monitor their moods
and identify any early warning signs are generally at less risk of repeated
episodes of depression or mania, and are more successful at reducing the
severity and duration of any episodes. Therapists and clients examine
previous episodes in detail to identify specific earning warning signs, as well
as pinpointing any triggers and reviewing previous ways of coping. Often a
relapse prevention plan will be developed, listing early warning signs and
strategies to put into place should these be identified.

·

A Routine for Daily Living:
It is known that for many people with bipolar disorder, a disrupted sleep
pattern and chaotic lifestyle can be particularly important antecedents to
manic episodes. Therapists therefore encourage clients to develop a
structured routine to their lives, and especially to maintain a regular sleep
routine where they are getting enough sleep. Regular eating and exercise
are also important, and can help to regulate sleep patterns.

·

Coping with Underlying Vulnerabilities:
From our experiences, particularly as young children, we all develop core
beliefs or rules about the world that enable us to cope and survive.
Sometimes these core beliefs can actually hinder rather than help and be
rigid and difficult to change. As an example, someone might have the rule
that they have to be the best and succeed at everything, or they are no good
at all. Consequently, achieving and succeeding become of great importance,
and when they fail at something they might take on even more challenging
tasks in order to compensate for the failure. This spiral might continue until
the person cannot cope and experiences a manic episode. In therapy, these
core beliefs and rules are explored and clients develop more adaptive beliefs
and rules about themselves and the world around them.
As with medication, different talking treatments will suit different people. Due
to the nature of cognitive therapy, it is thought that the people who are likely
to get most benefit from cognitive therapy are those who:
·

Want to take an active and collaborative role in therapy
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·
·
·
·
·
·

Are willing to experiment with making practical changes to their daily
lives
Would like to actually see changes in their mood swings
Have the time to attend regular therapy sessions and complete therapy
tasks in-between sessions
Prefer more of a focus on here and now difficulties, rather than focusing
on experiences in childhood
Feel able to talk about their thoughts, feelings, experiences, and so on
Be willing to undertake the challenges and ‘risks’ that therapy often
involves

There are some good self-help resources on cognitive therapy for bipolar
disorder or mood swings (see below). There may also be the possibility of
receiving cognitive therapy within the NHS, and if you are interested then you
would be advised to talk to your GP, care-coordinator or other health
professional about possible referral options. One of the well-known
drawbacks to most NHS psychological therapies is the unfortunately long
waiting lists. A further option is private cognitive therapy, and if you were
interested in this, then you might want to contact the British Association of
Cognitive and Behavioural Psychotherapies (www.babcp.com or 0161
7974484) to make further enquiries.
References
·Lam, D.H., Watkins, E., Haywood, P., Bright, J., Wright, K., Kerr, N., Parr-Davis, G.
& Sham, P. (2003) A randomised controlled study of cognitive therapy for relapse
prevention for bipolar affective disorder: Outcome of the first year. Archives of General
Psychiatry, 60, 145-152.· Jones, S., Haywood, P. & Lam, D. (2002). Coping with bipolar
disorder: a guide to living with manic depression. Oneworld Publications.· Scott, J. (2001).
Overcoming mood swings. Robinson Publishing.

Dr Virginia Bell
Chartered Clinical Psychologist
Exeter Adult Mental Health Services

MDF The Bipolar Organisation
Established in 1983, The Manic Depressive Fellowship (MDF) The BiPolar
Organisation is a national user led organisation and registered charity
working to enable people affected by bipolar disorder (manic depression) to
take control of their lives. It aims to fulfil this mission by:
• Supporting and developing self-help opportunities for people affected
by bipolar
• Expanding and developing the information services about bipolar
• Promoting the social inclusion and rights of people affected by bipolar
and services to promote recovery

The services on offer include:
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Self help groups
Self management training programmes
Information and publications
Employment advice
24-hour legal advice line for employment, benefits and debt issues
Connecting to a travel insurance scheme
Campaigning for improved services and giving members a forum to
express their views and experiences
• Working to develop partnerships with other organisations concerned
with mental health
• Working to educate employers, health care professionals and local
communities about bipolar disorder
•
•
•
•
•
•
•

MDF also works to provide new services which reflect the needs of its
members seeking to combat the stigma and prejudice experienced by those
affected by bipolar.

Self Help Groups:
There are lots of ways that people can seek support from others locally or
help themselves when they have bipolar disorder. People can find a safe
space for mutual support with others in similar situations to their own. Join in
and gain more confidence, make new friends, get practical advice, get to
know yourself better or learn to manage mood swings. There are MDF Self
Help Groups in Exeter (contact Chris on: 0845 434 9805 for details) and
Torquay (contact Jay on: 0845 434 9903).
(to obtain details of other self help groups, please contact 08456 340 540).

Self Management Training Programme (SMTP):
Self management training is designed to give people diagnosed with bipolar
disorder a thorough and comprehensive understanding of the concepts, tools
and techniques involved in learning to self manage extreme mood swings.
Research has shown that learning to self manage bipolar disorder is an
invaluable part of stabilizing the condition. It can significantly improve an
individual's affective perception of areas such as self-esteem and insights into
suicidal thoughts.
The SMTP aims to teach the individual with bipolar disorder how to recognise
the triggers for, and warning signs of, an impending episode of illness.
Participants learn to take action to prevent or reduce the severity of an
episode. The programme is delivered in locations throughout the UK and is
continuously improved and updated as participants provide feedback and
details of their experiences. The programme is based on a 6-module course.
There are fourteen participants on each programme and two facilitators. Both
facilitators will themselves have the diagnosis. The Programme is broken
down into 3 stages: Recognition, Action and Maintenance. They describe the
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principles of self management, the identification of early warning signs and
triggers, coping strategies, action plans, suggestions for maintaining a healthy
lifestyle and complementary therapies. The programme is available to
everyone who is diagnosed with bipolar.

MDF Membership
Members of MDF The Bipolar Organisation will receive:
• Pendulum (the quarterly journal)
• 24-hour legal advice line
• Employment advice
• Travel insurance scheme
• Life assurance scheme
• Self management training programme (for adults)
• A number of leaflets which cover basic information on diagnosis,
medication and information for family and friends
MDF also provides general information / publications and access to national
‘Self Help Support Groups‘.
New services are developed in response to the needs of members. For
example, many people have called MDF expressing how difficult it is to find
cover for travel insurance for bipolar. The MDF Annual Travel Insurance
Facility is a response to this need. It offers affordable travel insurance to
people with a pre-existing diagnosis of bipolar and family members.
The above represents only some of the services that MDF The Bipolar
Organisation can offer. By becoming a member (adults £18.00 p.a.), you will
be able to take advantage of the wealth of information available on its
website. For example, MDF The BiPolar organisation also provides a free
‘eCommunity’ service in order to facilitate an exchange of support,
experiences, opinions and ideas of its members. The MDF The Bipolar
Organisation works - why not let it work for you?
MDF The BiPolar Organisation (National Office)
Castle Works,21 St. George's Road, London SE1 6ES
Tel: 08456 340 540
e-mail (general enquiries): mdf@mdf.org.uk Internet
(main MDF site): www.mdf.org.uk
Registered Charity no. 293340, Company Limited by Guaranteed no.
1955570
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Insects make nests of their bodies
And pupae cocoon in their souls
As hatching moths look for heat in the night time
So they to the flame must go
As burning wings turn up to see their pain
So do the hands that ripped their nerves and veins
Like savages that must own the earths crust
They burn the water and air
And butterflies turn to dust
That blow away forever
To layers of ash they are blown
Amongst the echoing day to lie
Through canyons and streams they roam
As wingless dragons fly by.
PETER KELLAND
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The Recovery Pathway
The path to recovery
Is a voyage of new discovery
To a balanced life
Rather than that of melancholy and strife
To contentment
Rather than resentment
To peace and some happiness
To calm and tranquility
Leading onwards to serenity
The inner struggle is no more
When gone is your own war
Striving for equilibrium
Then you know your battle is won.

Awakening
Slowly I awaken into a new world
From my months of misery
From great sadness
To joy and happiness
An incredible journey.
The sun now shines brightly
To my new eyes
It’s such a wonderful surprise
To be me again.
Rather than experience stress and strain.
I pinch myself, I can’t believe it’s true
As I wonder now at all I can do.
I’m now able to make a plan
For the future, living one day at a time
With the knowledge that everything will be just fine.
Being positive is the only way
To greet each brand new day.

Janet Pattenden

