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ABSTRACT:
Maintenance treatment in bipolar disorder

Bipolar disorder is a serious psychiatric disorder that courses with recurrences and
remissions and that has high recurrence features. During the first year, recurrence
occurs in 1/3 of patients, while 2/3 of patients experience recurrence of the disease in
five years time. Recurrence of the disease is related to worsening of relationships with
the society, suicidal and disruptive behaviours, financial loss, work loss, relationship
problems, alcohol and drug use, and worsening course of the disease.

Because of its destructive effects, stages of the disease should be prevented through
maintenance treatment. The main aims of the maintenance treatment in bipolar
disease are prevention of relapse and recurrence, reduction of suicide risk and cycle
frequencies, removal of sub-threshold symptoms, reduction of mood instability and
improving functionality. USA guidelines recommend the maintenance treatment
following the first period of the disease while European advisors suggest it after the
second period.

In order to reduce recurrence risk, acute disease periods should aggressively be treated
until full remission is achieved. Patient and the family should be trained about the
disease and its treatment. The needs for long term protection and its format should
also be discussed and planned with patient.

Bipolar maintenance treatment should be individualized. In other words, choices
should be made by taking “the patient’s individual characteristics” Treatment that
recovered the patient in the acute period should be continued without major changes
in the protective period. Lithium, sodium valproate, carbamazepine, lamotrigine,
risperidone, olanzapine, quetiapine, aripiprazole, ziprasidone and antidepressants
can be used in protective treatment of bipolar disease. Lithium and valporat are the
first choice drugs widely accepted in the protection of moods. Lithium and valproate
monotherapy is more effective in mania as well as in prevention of mania and
depression recurrence. Lithium reduces suicide risk in bipolar patients.

First choice in protective treatment is the use of drugs that have been successful in the
last period of mania and depression. Lithium can be considered in euphoric-grandious
manias and if serious suicide risk in patient or the family, history of response to lithium
in the family, and predominant depression are exist. However, lithium should not be
considered if kidney related problems are existed. Valproate should be chosen when
dysphoric-mixed mania, additional diagnosis of alcohol drug use disorder and rapid
cycling exist. Valproate should not be considered in female patients younger than 20
years and/or when polycystic ovary history and problems related to blood or liver exist.
Lithium or valproate should be included if protection can not be sufficient. Lamotrigine
or quetiapine must be added if depressive recurrences can not be prevented. One of
lithium, aripiprazole, valproate olanzapine, risperidone and quetiapine can be added if
manic recurrences can not be prevented.

In resistance conditions, high dose of mood stabilizers can be effective. Use of three
mood stabilizer (e.g. lithium, valproate and lamotrigine) can be used primarily in rapid
cycling. Clozapine is the second choice for such resistant conditions. Clozapine can
be used alone or with valproate. The last choice is maintenance treatment with ECT.
Bipolar Il patients experience depressive symptoms during the half of their life.
Lithium, valproate, lamotrigine, atypical antipsychotics and antidepressants can be
used in the treatment of these patients. Lamotrigine and quetiapine monotherapy are
that show effectiveness in double blind Randomized Controlled Trials that patients
who have bipolar Il disorder. Lamotrigine can solely be used in the long term in bipolar
Il patients, who has recurrent depression. Use of antidepressants is safer than bipolar |
as manic shift is fewer. Use of tricyclic antidepressants in protection stage can trigger
rapid cycling. SSRIs and venlafaxine should be preferred in long term treatment.
Psychoeducation, cognitive and behavioral psychotherapies affect the course of
disease positively if they are included to the treatment. Patients should be made feel
cared for, spared enough time and reached easily whenever they need.
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OZET:
Iki uclu bozuklukta koruma tedavisi

iki uclu bozukluk niiks ve remisyonlarla giden, tekrarlama &zelligi yiiksek olan ciddi
bir ruhsal hastaliktir. Hastalarinin 1/3 tinde bir yil icinde 2/3iinde 5 yil iginde yineleme
gorulur. Hastaligin tekrarlayici olmasi toplumla iliskinin bozulmasi, intihar davranisi,
cevreye zarar verme, maddi kayiplar, is kayb, iliski sorunlari, alkol ve madde kullanimi
ve gidisin kotulesmesi ile iligkilidir.

Hastaligin yikici etkileri nedeniyle hastalik donemlerinin koruyucu tedaviler ile engel-
lenmesi gereklidir. ki uglu bozuklukta koruyucu tedavinin temel amaci relaps ve rekiir-
rensin dnlenmesi, intihar riskinin azaltiimasi, déngtilenme sikhginin azaltiimasi, esikalti
belirtilerin ortadan kaldinimasi, duygudurum instabilitesinin azaltiimasi ve islevselligin
duzeltilmesidir. Amerika kaynakli kilavuzlar genellikle ilk hastalik doneminden sonra
Avrupa kilavuzlan 2. hastalik doneminden sonra koruma tedavisi nerirler.

Tekrarlama riskinin azaltilmasi icin akut hastalik donemlerinin tam remisyon sagla-
nincaya kadar agresif olarak tedavi edilmesi gerekir. Hasta ve aile, hastalik ve tedavi
konularinda egitilmeli, uzun sureli korumanin gerekliligi ve bicimi hastayla konusarak
birlikte planlanmalidir.

iki uglu bozukluk tedavisi bireysellestirilmelidir; yani, secimler “o hastanin bireysel
ozellikleri” dikkate alinarak yapilmalidir. Koruma déneminde, hastayi akut evrede iyi-
lestirmis olan tedavide buyiik degisiklikler yapmadan devam etmek dogrudur. iki uglu |
Bozuklugun koruma tedavisinde lityum, valproat, karbamazepin, lamotrijin, risperidon,
olanzapin, ketiyapin, aripiprazol, ziprasidon ve antidepresanlar kullanilabilir. Lityum ve
valproat duygudurum donemlerini korumada gecerliligi en cok kabul edilmis ilk sece-
nek ilaglardir. Lityum ve valproat monoterapisi manide daha etkili olmakla birlikte hem
mani hem de depresyon yinelemesini engellemekte etkilidir. Lityum iki uglu hastalarda
intihar riskini azaltir.

En son manik ya da depresif donemde basarili olan ilacin koruma tedavisinde de stirdu-
rilmesi ilk tercihtir. Oforik-grandiyéz maniler, hasta veya ailede ciddi intihar riski, ailede
lityuma iyi yanit 6ykisi ve depresif agirhkl gidis gibi 6zellikler lityumun segimini;
bobrekle ilgili sorunlarin varligr ise lityumun segilmemesini diistindiriir. Disforik-karma
maniler, alkol madde kullanim bozuklugu ek tanisi, hizli déngii varliginda valproat
secilmeli, 20 yas alti kadin hasta ya da polikistik over dykusu, kan ya da karacigerle
ilgili sorunlar varliginda ise valproat secilmemelidir. Eger koruma yeterli olmazsa lit-
yum veya valproata; depresif yinelemeler énlenemiyorsa lamotrijin ve ketiyapin'den
biri eklenmelidir. Eger manik yinelemeler 6nlenemiyorsa lityum, aripiprazol, valproat,
olanzapin, risperidon ve ketiyapinden biri eklenebilir.

Direng durumlarinda kullanilan duygudurum dengeleyici (DDD) ilaglarin yiiksek dozlari
etkili olabilir. U¢li DDD kullanimi (6r: lityum, valproat ve lamotrijin) hizli déngiltilik
basta olmak (zere kullanilabilir. Klozapin bu tir direngli olgular igin bir sonraki sege-
nektir. Klozapin valproat ile birlikte ya da tek basina kullanilabilir. Son secenek EKT ile
idame tedavisidir.

iki uglu Il hastalarinin hayatlarinin yarisinda depresif belirtiler vardir. Bu hastalarin teda-
visinde lityum, valproat, lamotrijin, Atipik antipsikotikler, antidepresanlar kullanilabilir.
iki uglu Il bozuklugu olan hastalarda lamotrijin ve ketiyapin monoterapisi korumada
cift kor randomize kontrollii galisma etkinligi gosterilen ilaglardir. Tekrarlayici depres-
yonu olan iki uglu Il hastalarinda lamotrijin tek basina uzun stireli olarak kullanilabilir.
Manik kayma daha az olmasi nedeniyle AD kullanimi iki uglu I'e gore daha gtivenlidir.
Koruma déneminde trisiklik kullanimi hizli dongululigu tetikleyebilir, uzun sureli teda-
vide SSRI'lar ve venlafaksin tercih edilmelidir.

Psikoegitim, Bilissel ve Davranisci psikoterapiler tedaviye eklendiginde hastaligin gidi-
sini olumlu olarak etkilemektedir. Hastaya 6nemsendigi hissettirilmeli, yeterli zaman
ayrilmali, her zaman ulasabilecegi kanallar olusturulmalidir.
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