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Abstract

There is a strong case for providing specialist services and structured clinics to manage bipolar
disorder and mixed affective states, particularly to reduce suicide risk. Because mood can be very
changeabile in this disorder, especially in mixed affective states and rapid cycling bipolar disorder,
the service must be responsive, implying that fixed occasional outpatient appointments might not
constitute adequate management. A flexible approach is needed with a service that is tailored to the
individual.
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The bipolar spectrum challenges the concept that it is reasonable to see patients in secondary care on
the basis of a three-monthly outpatient assessment.

There are four factors that make such an arrangement inappropriate in managing patients with
bipolar disorder.

1. Mood changes from time to time.

2.The patient with bipolar disorder needs to be assessed fully, often when he or she is euthymic or
depressed, in order to establish the diagnosis.

3. Depressed patients need to be given antidepressants only for the time that they are depressed (1-3).

4. Because mixed states and rapid cycling cause an increase in suicide risk, patients with mixed states
(or who are rapid cycling) need to be monitored closely and very frequently while medication is
administered to treat the mixed affective state, so that the patient comes out of this state (4).

The assessment of a new patient will include an at least an hour-long consultation, in which the whole
longitudinal history of the patient is elicited. Essential parts of the history will be establishing whether
the patient has had hypomanic/manic episodes and recording when they occurred.

The Mood disorder Questionnaire is used to validate that the patient is subject to hypomanic
episodes, and the PHQ9 and GAD?7 are used to assess depression.

This assessment is carried out in our service as part of a new assessment service which has been
specifically set up for the purpose. In our NHS Trust, this assessment service is carried out once weekly,
on a specific morning, when only new patients are seen.

Management issues that imply that it is not adequate for patients to be seen‘routinely’ at three-
monthly intervals include the following.

When depressed, patients need to be given antidepressants only for the time that they are depressed.
Patients with mixed states (or who are rapid cycling) need to be monitored closely and very frequently,

while medication is administered to treat the mixed affective state so that the medication can be
adjusted promptly when the patient comes out of this state.

If patients are acutely suicidal, then they should be referred to the crisis or home treatment team;
admission to hospital should be considered in the most serious cases. However, many patients with




bipolar disorder are not acutely suicidal, even if they may be seriously depressed, and therefore

the crisis team may not consider that they should be involved. However, leaving patients on
antidepressants when they are no longer depressed can increase the risk of switching to mania. Hence
we have developed a special clinic, which we call “the emergency clinic”in which patients with bipolar
depression who have been given antidepressants are seen every two weeks by the doctor, and the
depression is monitored using the PHQ9 rating scale.

Also attending the emergency clinic are patients in mixed affective states who have had their
antidepressants stopped, a mood stabiliser dose increased, and an atypical antipsychotic started, and
who are not considered sufficiently high risk by the crisis team for the patient to be taken on by that
team (5). These patients are seen every week, because of the risk of suicide developing.

The need for attendance at the emergency clinic is on the decision of the treating doctor alone. When
the issue has passed, the patients return to attending the normal outpatient clinic.

By having an assessment clinic and an ‘emergency clinic’as described above, the special medical
needs of bipolar patients, including bipolar Il patients, can be catered for, and the risk of suicide can
be reduced. However there are also other needs that an outpatient service for bipolar disorder should
fulfil.

It is important that patients should be offered care co-ordinators who will be able to offer
psychoeducation, family support and cognitive interventions in order to help reduce stress.

Psychoeducation can also be offered to patients in groups.

In addition to controlling the general symptoms of bipolar disorder, the objectives of the service
should include reducing suicide risk and controlling mixed affective states. There is a strong argument
for arranging specially-structured clinics in order to respond adequately to these difficult-to-manage
conditions. In our experience, the measures we have described go a long way towards fulfilling the
needs of patients with bipolar disorder in secondary care (6).

GP Comment
What have | learned from this paper?

Treating bipolar affective disorder is a very complex task and patients would benefit from specialist
services allowing frequent and easy access to a psychiatrist. It is hoped that changes in the structure
of psychiatry clinics, as detailed above, could lead to a reduction in suicide risk. This should be an
important consideration of commissioners when designing services to best meet the needs of
patients.

Dr J Hopwood, GP Trainee.
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