CASE REPORT

A Rapid-Cycling Bipolar Patient Treated with Long
Nights, Bedrest, and Light

Anna Wirz-Justice, Carlos Quinto, Christian Cajochen, Esther Werth, and
Christoph Hock

Background: Stabilization of rapid-cycling bipolar disor- Case Report
der is extremely difficult.

Methods: A refractory bipolar | rapid-cycling patient on
valproate was treated with long “nights” (extended sleep
in darkness) and daytime light therapy.

A 70-year old female bipolar | patient had been hospital-
ized on and off for a total of 24 years for both psychotic
depression and mania, with only four relatively long stable

Results: Rapid cycling immediately stopped on initiation euthymic periods. Her case history reflectg psychiatric
of a 10 hour dark/rest period. This was extended to 14r€atments from the early 1940s—from insulin and mor-
hours (plus a self-selected 1 hour midday nap) withoutPhin€ cures, estrogen therapy and ECT, to the entire
problems. Depression gradually improved when middayPalette of antidepressants, neuroleptics, and phase prophy-
light therapy was added; near-euthymia was attained aftedactics. She was placed on lithium in 1968, complemented
light therapy was shifted to the morning. by carbamazepine in 1979. In spite of good ambulatory
Conclusions: Nonpharmacological chronobiological treat- care, she had three lithium intoxications in 1995. She was
ments may be a means to interrupt rapid cyclingiol hospitalized in September 1996 and treatment changed to
Psychiatry 1999;45:1075-1077 1®99 Society of Biolog- valproate. From mid-December, 1996 she developed a
ical Psychiatry very rapid-cycling course (2 to 3 days of severely psy-
chotic depression followed by a spontaneous sleep depri-
Key Words: Rap@d-cycling bipolar disorder, extended vation leading to 1 to 2 days of hypomania).
darkness, sleep, light therapy The patient agreed to undergo a novel chronobiologic
protocol (medication with valproate was kept constant).
Her rest—activity cycle was monitored with actimetry from
Introduction January to May, 1997 (Figure 1), psychiatric assessment
) ) ) ) ) with the Montgomery-Asberg Depression Rating Scale
Rapld—cycllng manic-depressive patients are frequentIy(MADRS; Montgomery and Asberg 1979), and clinical
clinically extremely refractory (Goodwin and Jami- 556 notes. In the baseline rapid cycling (Figure 1A),
son 1990). Circadian rhythms appear to play a role in th§ aApRS oscillated from 50 to 8. The long “night” began
etiology of rapid cycling, and sleep, or its absence, canyity 5 10-hour dark period, when she remained in bed in
exacerbate depression or trigger the switch procesger room in complete darkness (shaded area in Figure 1B).
(Leibenluft et al 1996; Wehr et al 1982). Thus, in thesernq ranid cycling stopped immediately, but she remained
patients, the timing and duration of wake and sleep, aanepressed (MADRS- 45). After 2 weeks, this dark/rest
the consequent exposure to light and dark, are intrinsicallyberiod was lengthened to 12 hours (Figure 1C), after a
related to clinical state. . ) further 2 weeks to 14 hours (Figure 1D; MADRS 44).
In a recent case study, mood state was stabilized in suoﬁqhe imposed long rest period was no problem to her, and

3 ri\pid cycl(;arb bg/ ensu:{ig?] a Ionfg—eno:J“gh E)f,po.sﬁ'rlglt%he even continued to taka 1 hour midday nap of her own
arkness and bedrest— ours ofareal “night” with little, i At the same time, we initiated 0.5 hour daily light

option but sleep (Wehr et al 1998). This faS.Cinatingtherapy (10,000 lux) after the nap (Figure 1E), a time of

nonpharmacologic chronobiologic approach inspired us t%Iay which should be stabilizing (Leibenluft et al 1995).

attgmpt replication in a patient where all other treatmentAccording to case notes, her depressive state improved
options had been exhausted.

somewhat during this month (with two brief episodes of
hypomania) but not sufficiently (MADRS= 42). The
From the Psychiatric University Clinic, CH-4025 Basel, Switzerland. tlmmg of Ilght.therapy was shifted to 9:3@m every
Address reprint requests to Prof. Anna Wirz-Justice, Chronobiology & SIeepSGCOﬂd day (Flgure 1F), and after 2 weeks, there was a
Laboratory, Psychiatric University Clinic, Wilhelm Klein-Strasse 27, CH-4025 marked mood amelioration (MADRS 30: 3 weeks later

Basel, Switzerland. . ) i i
Received May 18, 1998; revised August 6, 1998; accepted August 7, 1998. = 24), in parallel with a slow increase in mean 24 hour
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Figure 1. Actogram of a rapid cycling bipolar patient before and during the experimental pelm®dest-activity cyclés-min values)

is double plotted to enhance visualization of the pattern (day 1 and 2 plotted consecutively over 48 hours and successively beneath o
another). In section E, most data were lost due to apparatus failure. The interventions are superimposed on the left-hand side of tl
double plot (B-F). Grey areas depict the imposed dark/bedrest period for nighttime sleep and the self-selected noon nap. The vertic
and striped black bars denote the timing of light therapy, daily at midday, or in the morning every second day, respectively. To the
right is plotted thedaily mean activity/24 hoursver conditions A-F (in the rapid-cycling period A, days in black denote hypomanic
episodes)Average 24h profiles of activitgl-min values, 30-min running average) are depicted to the far right, with the imposed
dark/bedrest times designated in black, nap time as a stippled bar. These average profiles are for: (A) 5 days during rapid cycling whe
the patient was hypomanic; (B) 9 days on a 10-hour “night”; (C) 13 days on a 12-hour “night”; (D) 23 days on a 14-hour “night”; (F)
35 days on a 14-hour “night” with morning light therapy.
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activity levels. The 24 hour profile approached a normalsive patient. A previous study using morning light therapy

pattern, even though nocturnal activity also increased. Foin rapid-cycling bipolar patients worsened clinical state

the first time in years, she participated in ward activities(Leibenluft et al 1995), but was not, as here, administered

and a possible transfer to an out-patient home was disn combination with long nights and extended sleep. Our

cussed. The study ended when the patient no longer woulithdependent replication of the dark/rest treatment strategy

wear the actimeter and the treating doctor left the hospital(Wehr et al 1998) indicates that chronobiologic protocols

A daily outdoor walk (as a “natural” light therapy; may be used as valuable adjunctive treatments to psycho-

Wirz-Justice et al 1996) was recommended. Case recordsharmacology, in particular, to interrupt rapid-cycling.

over the following year recorded a longer period of

relative well-being, with periods of dysphoria and irritable

hypomania. Unfortunately, the chronobiologic therapyReferenCeS

was not further adhered to. Goodwin FK, Jamison KR (1990)Manic-Depressive lliness.
New York: Oxford University Press.

. - Leibenluft E, Albert PS, Rosenthal NE, Wehr TA (1996):
Discussion Relationship between sleep and mood in patients Wi(th ragid-
Conventional treatments in general do not stop rapid ¢ycling bipolar disorderPsychiatry Re$3:161-168.
cycling as immediately as found here with imposedLleibenluft E, Turner EH, Feldman-Naim S, Schwartz PJ, Wehr
dark/rest periods. The clinical state of this ultra-rapid- 2 Rosenthal NE (1995): Light therapy in patients with

. . id ling bipolar disorder: Prelimi IBsycho-
cycler stabilized and became near euthymic after nearly 3 ﬁgrmgccozngu”'3?10:%5_'?1)5.er reliminary restiissycho

mpnths of a Ion.g_ dark perloq W|th extended bed_rest every'(/Iontgomery SA, Asberg M (1979): A new depression scale
night ar_‘d additional morning light pulses. G'_Ven .the designed to be sensitive to chandit J Psychiatry 134:
explorative nature of these first “dark therapy” trials, itis  382-389.

clear that further experiments will be needed to find anwehr T, Goodwin F, Wirz-Justice A, Breitmaier J, Craig C
optimum duration. We titrated the duration of dark/rest (1982): 48-hour sleep—wake cycles in manic-depressive ill-
upwards from a 10-hour night, and this patient was in ness: Natural observations and sleep deprivation experiments.
bed/slept for a remarkable 15 hours/day (including a Ach Gen Psychuatr389:5§9—565.

self-selected nap) without any complaints. It would appeaNVe["_bT"*I :tué”eiggg"_ _?h'mada le;, Lowe,d CH’I_Ba”t‘)_er IC’
that such long periods of dark/rest/sleep (it remains to be LéiPeniuft E (1998): Treatment of a rapid cycling bipolar

- . . o . patient by using extended bedrest and darkness to stabilize the
clarified which aspect is the therapeutic trigger) provide a  iming and duration of sleefBiol Psychiatry43:822—828.

necessary .stabilization for the process underlying _rapi%irz-Justice A, Graw P, Kichi K, et al (1996): “Natural” light
cycling (Leibenluft et al 1996), and judicious use of light  treatment of seasonal affective disorddr.Affect Disord
therapy can improve mood even in a nonseasonal depres- 37:109-120.



