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Lithium Efficacy and Safety in Bipolar Disorder

ithium, the world’s first effective treatment for bi-
polar disorder, effectively revolutionized the ap-
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Key Treatment Studies of Lithium
in Manic-Depressive Illness:

Efficacy and Side Effects

Charles L. Bowden, M.D.

Lithium is the most extensively studied single psychopharmacologic agent. This review summa-
rizes efficacy results of key studies in manic-depressive illness, the increasingly practical findings re-
garding predictors of response, and the implications of the increasingly better understood adverse ef-
fect profile of lithium. A recent well-designed study confirms earlier studies regarding the marked
effectiveness of lithium in alleviation of acute mania. Early maintenance studies of marked superior-
ity of lithium over placebo have been countered by recent open reports of lesser effectiveness. A re-
cent randomized study provides support for the efficacy of lithium in maintenance therapy, but a satis-
factory assessment of the effectiveness of lithium for maintenance and its optimal role requires further
study. Many of the adverse effects of lithium can be addressed by dosage reduction, use of sustained-
release lithium, or combination therapy. (J Clin Psychiatry 1998;59[suppl 6]:13–19)

L
proach to treatment, and indirectly improved the diagno-
sis of this major, relatively common chronic disease. In
part because of the remarkably positive initial studies of
lithium both in acute mania and in the prevention of new
episodes of bipolar disorder, subsequent systematic stud-
ies were largely neglected for over 20 years. Several
naturalistic studies during the last decade have reported
less favorable results, as well as greater problems with
treatment adherence and adverse effects, than had earlier
been suggested. Two randomized, comparative trials of
lithium have recently been published; they deal with
acute mania and maintenance therapy, respectively. The
purpose of this article is to review the fundamental design
features of both the early and recent studies and their re-
sults and to endeavor to place the results in the context of
modern diagnosis of bipolar disorder and the current un-
derstanding of the spectrum and course of this recurrent,
severe disorder.

STUDIES IN ACUTE MANIA

Comparisons With Placebo or Valproate
Commencing with the study of Schou et al. in 1954,

four placebo-controlled studies of lithium were published
by 1971, leading to the approval by the FDA of lithium for
the treatment of acute mania in 1970.1–4 Each of these
studies was of relatively small numbers of patients, who
were all treated in crossover designs, wherein patients at
some point in treatment receive lithium and at some other
point receive placebo. Each of the studies as well as the
Bowden et al.5 study in 1994 reported marked superiority
for the response to lithium treatment to that on placebo
(Table 1). The percentage of patients with moderate or
greater improvement after 2 to 3 weeks of treatment
ranged from 40%1 to 80%.2 The current DSM system was
not conceived at the time of these studies. Similarly, con-
cepts such as bipolar II disorder, secondary bipolar disor-
der, and rapid cycling were yet to be introduced. The con-
cept of mixed mania had been well developed by
Kraepelin, but its reintroduction into usual psychiatric
practice was not to occur until the current decade.6 Al-
though these studies were uniformly positive, extrapola-
tion to the psychiatric practice of the current decade has
been increasingly difficult. Descriptions of patients in the
publications suggest that most of these patients would
meet criteria for bipolar I disorder in DSM-IV terms, and
that most had classical, or elated, forms of manic episodes.

The 1994 study of Bowden et al.5 is the only placebo-
controlled, parallel-group study of lithium for patients
with acute mania and the largest placebo-controlled trial
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conducted. Patients were diagnosed according to the Re-
search Diagnostic Criteria by structured rating instru-
ments, and the efficacy assessment was the Mania Rating
Scale derived from the Schedule for Affective Disorders
and Schizophrenia. These explicit psychometric tools were
not available to the investigators who had conducted the
initial placebo-controlled studies of lithium. Patients with
substance abuse, drug-induced mania, and mania second-
ary to medical disorders were excluded. Otherwise, the pa-
tients were characteristic of the spectrum of patients
hospitalized for manic episodes by practicing psychiatrists
today. The results are therefore particularly important
in light of changes in the presentation of patients with bi-
polar disorder over the past several decades and as an up-
dated comparison with the results of studies a quarter
century ago.

Marked improvement, defined as 50% improvement in
the manic syndrome subscale score, occurred in 49% of the
lithium-treated patients and 48% of the divalproex-treated
patients, compared with only 25% of the placebo-treated
patients. No significant differences in overall response oc-
curred between lithium-treated and divalproex-treated pa-
tients. The effect size for the improvement in the lithium-
treated patients was 0.79,7 essentially a large effect size,
which is defined by Cohen as 0.8 or greater.8 The results
are particularly noteworthy in that the patients were se-
verely ill, over one third had psychotic symptoms, no
neuroleptics were allowed, and the only adjunctive medi-
cation was low-dose lorazepam or chloral hydrate during
the first 10 days of the 21-day study. The results provide
conclusive evidence of the marked efficacy of lithium in
acute mania.

One other randomized, blinded comparison of lithium
versus the valproic acid form of valproate has been pub-
lished.9 Both drugs were effective, with the percentage of
patients at least moderately improved nonsignificantly
greater among the lithium-treated than the divalproex-
treated patients (92% vs. 63%). The large majority of pa-

tients were women, which yielded a somewhat atypical
sample.

Comparisons With Carbamazepine
Four randomized comparisons with carbamazepine

have been published; lithium was superior in one and equal
in two (Table 2).10–13 In the larger study that reported
equivalent results,13 only 33% of patients were assessed as
improved with each treatment, suggestive of the atypical-
ity of the patients enrolled.

Lithium Versus Neuroleptics
Studies of lithium versus neuroleptics have consistently

reported lithium superior to the neuroleptic (Table 3).14–17

Some studies report neuroleptics equivalent or superior for
nonspecific components of manic syndromes, particularly
motor hyperactivity and agitation.18 No systematic com-
parisons of lithium versus atypical neuroleptics have been
published. Clozapine, risperidone, and olanzapine have
been reported as effective in some acutely manic pa-
tients.19–22 These studies are limited to case reports and
small, open series, principally of schizoaffective patients.

The troublesome adverse effect profile for neuroleptic
medications, particularly in the dosages used for bipolar
disorder further limits their potential effectiveness in bi-
polar disorder.23,24 Although lithium and valproate are not
broadly effective antipsychotic medications, patients with
psychotic symptoms do show some alleviation of the psy-
chotic symptoms with monotherapy with both lithium and
valproate.5

Lithium Versus Other Putative Antimanic Drugs
Verapamil has been reported as effective in control of

mania in a small number of patients in methodologically
compromised reports.25,26 Lithium was reported superior to

Table 1. Placebo-Controlled Studies of Lithium in Acute
Mania
Study Year N Procedure Response

Schou et al1 1954 30 Variable 40% definite,
duration 50% probable, not

double-blind
Maggs2 1963 18 14-14-14 d 9 of 28 dropped out on

lithium
Goodwin et al3 1969 12 3 wk 4 unequivocally,

complete
4 probably, complete
1 unequivocally, partial
3 worse

Stokes et al4 1971 38 10–14 d 75% any improvement
7% no change
18% worse

Bowden et al5 1994 36 21-d, 49% markedly
randomized improved

Table 2. Randomized Studies of Lithium Vs. Carbamazepine
in Bipolar Disorder*

Duration Response (%)

Study Year N (wk) Lithium Carbamazepine

Lerer et al10 1987 28 4 61 24
Lusznat et al11 1988 44 6 Not Not

calculable calculable
Okuma et al12 1990 101 4 59 61
Small et al13 1991 48 8 33 33
*All studies are parallel group vs. lithium.

Table 3. Randomized Studies of Lithium Vs. Neuroleptics in
Bipolar Disorder

Response (%)

Study Year Lithium Neuroleptic

Johnson et al15 1971 78 36
Takahaski et al17 1975 32 12
Shopsin et al16 1975 70 15
Spring and Frankel14 1981 88 50
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verapamil in a recent randomized, but open trial.27 A ran-
domized, double-blind parallel group comparison of vera-
pamil has recently been completed and showed negligible
evidence of superiority of verapamil over placebo.28

Predictors of Response to Lithium
Previous response to lithium is a practical indicator of

likelihood of response in an acute manic episode. Patients
whose last episode was effectively treated with lithium
had very good responses when in a new manic episode,
whereas those patients who had failed to respond well pre-
viously had minimal improvement, despite comparable
dosing in a blinded, randomized study.5

The quality of response to lithium may differ somewhat
from the pattern of quality present with divalproex and
other drugs. Inferential data in the recent lithium, dival-
proex, and placebo study of acutely manic patients indi-
cate that when lithium was beneficial, the magnitude of
improvement was generally marked. Among those pa-
tients who did not respond, the effect of lithium was negli-
gible for many, or associated with some actual worsening
of symptomatology. This pattern stands in contrast to di-
valproex, which tended to achieve a spectrum of response,
ranging from mild to marked.5 This observation from one
study warrants further investigation, since the difference
among bipolar disordered patients treated with lithium
may serve to characterize fundamentally different sub-
groups of the disorder.

One important source of estimating the overall effec-
tiveness of lithium is the reported previous response to
lithium in descriptions of samples enrolled in systematic
prospective studies. The reported response rate is remark-
ably consistent at 46% to 52%.29,30 The effects of lithium
are almost certainly greater on manic episodes than on de-
pressive episodes. Randomized maintenance studies
whose results enable answers to this question reported a
greater degree of protection against new manic episodes
compared with that against new depressive episodes.30–33

For example, Denicoff et al.30 recently reported that pa-
tients spent significantly less time manic during a year’s
trial with lithium or carbamazepine compared with the
year prior to entry (9.6% vs. 18.1%), but actually tended to
spend more time in depression during the year of random-
ized treatment than the comparison year before entry

(27.4% vs. 23.2%). A report of results for the lithium-
treated and carbamazepine-treated patients separately has
not been published.

EFFECTIVENESS IN MAINTENANCE THERAPY

Lithium Versus Placebo
Early randomized parallel-group studies consistently

showed lithium superior to placebo in various dimensions
of efficacy (Table 4).32–37 However, the design features of
these studies result in limited applicability to current prac-
tice decisions. Both bipolar and recurrent unipolar de-
pressed patients were included in most studies. As with
studies in acute mania, diagnostic criteria were generally
unspecified, and patients with schizoaffective features
were often included. A particular difficulty is that patients
stabilized on lithium treatment had their lithium dosage
abruptly discontinued if they were randomly assigned to
placebo. This increased the short-term relapse rate into ma-
nia, thus artifactually widening the apparent advantage of
lithium over placebo. In fact, these early trials constitute a
major component of the evidence that abrupt discontinua-
tion of lithium is undesirable.38,39 Additionally, these early
studies generally reported patients who completed the tri-
als, without reporting results for patients who dropped out
prematurely for reasons of intolerance, treatment failure, or
other factors.40 Also, these early maintenance trials were
relatively short, and extensive use of adjunctive treatments
was allowed. For example, Coppen et al.41 allowed unre-
stricted use of neuroleptics, antidepressants, and electro-
convulsive therapy (ECT).

These problems, largely unrecognized until recently,
have contributed to an unduly pessimistic interpretation
of several more recent naturalistic reports of lithium’s
effectiveness in maintenance treatment. Aagaard and
Vestergaard42 reported that only 40% of patients did well,
i.e., had no, or only one hospital admission during a 2-year
follow-up period. Tohen et al.43 reported that 4 years fol-
lowing a first manic episode, only 40% of patients were
stable. Harrow et al.44 reported that 40% of patients had
manic recurrences over a 1.7 year follow-up period; there
were no significant differences between patients taking
lithium and those not taking lithium. No placebo-controlled
maintenance studies of lithium have been published since
1973. A recently completed study that includes a dival-
proex comparison should soon be available.45

Lithium Versus Other Putative Mood Stabilizers
Neuroleptics have been little studied in maintenance

phase treatment. Unlike the case with valproate and carba-
mazepine, there are few case reports of patients that show
long-term benefit when neuroleptics are used as primary
mood stabilizers.46 Neuroleptics have been compared with
lithium in two reports; both indicate that lithium is superior
on some measures and the neuroleptic superior on none.47,48

Table 4. Placebo-Controlled Studies of the Prophylactic
Effectiveness of Lithium in Bipolar Disorder

Duration Relapse Rates (%)

Study Year (mo) Lithium Placebo

Baastrup34 1970 5 0 55
Melia35 1970 24 57 78
Cundall33 1972 12 33 83
Coppen32 1971 4–26 18 95
Stallone36 1973 8–22 44 93
Prien37 1973 24 43 80
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Carbamazepine was comparable with lithium in two small
maintenance studies, neither of which utilized a placebo
group.12,49 The one maintenance study of carbamazepine
versus placebo did not find superiority of carbamazepine
over placebo.12 Additionally, the advantage of lithium over
carbamazepine in reducing suicidal behavior (see below)
further argues against routine employment of carbamaze-
pine for maintenance therapy.49

A large randomized, open, parallel-group comparison
of lithium with the valpromide form of valproate was
published in 1992, although the results of the study,50 pub-
lished in French, have not been widely available in the
U.S. Both drugs were generally effective over the 18-
month trial. A slight superiority in terms of new episodes
occurring over the course of the trial favored valpromide
(0.51 vs. 0.61 episodes per patient). A greater number of
patients were changed from lithium to valpromide for rea-
sons of intolerability or poor clinical improvement than
were changed from valpromide to lithium. Fewer than 5%
of patients had moderate or worse adverse effects with ei-
ther treatment, and there were somewhat fewer side effects
in the valpromide group.

An additional source of evidence for the prophylactic
efficacy of lithium is evidence that lithium reduces the
likelihood of suicidal behavior.41 These data were recently
strengthened by evidence that suicidal behavior was lower
in patients randomly assigned to lithium in a blinded, 2.5-
year prospective trial than in patients randomly assigned
to carbamazepine.51

Lithium Combined With Other Mood Stabilizers
Controlled psychopharmacologic studies have, with

few exceptions, been of single drug therapy. The rationale
for this is generally sound, but has proved to be a limiting
factor in analyzing the relative efficacy of different treat-
ment strategies. Several studies indicate that from one
third to over half of patients with bipolar disorder are
treated with more than one drug.46,52 Two treatment needs
drive such practices. A medication may benefit one or
more aspect of bipolar disorder, but not adequately allevi-
ate an additional dimension, i.e., depression continuing in
the context of optimal lithium therapy. A second circum-
stance is partial response to a mood stabilizer; a second, or
in some instances a third medication is added in an effort
to further improve the quality of the response. Lithium has
been reported successfully combined with valproate, car-
bamazepine, and neuroleptics.53–55 None of these publica-
tions presents controlled data; therefore, both the indica-
tions for such combined drug therapy and the efficacy and
safety remain open but important questions. Although
combined drug therapy with lithium and carbamazepine,
neuroleptics, and valproate is apparently well tolerated
and has been reported, lithium-valproate combinations
have some inherent advantages. No drug interactions
occur between the two, since metabolism is not overlap-

ping, and neither thyroid nor renal function is affected by
valproate. The two are the only approved antimanic
drugs for bipolar disorder. Carbamazepine may have ad-
ditional effects on thyroid function when combined with
lithium.56 Several recently presented reports indicate ad-
ditional benefit when valproate is added to lithium that
had been ineffective or partially effective when taken
alone.55 The recent expert consensus derived guidelines
for treatments of bipolar disorder are supportive of such
strategies.57

Reports of efficacious combination therapy have gen-
erally been of patients who have been ill for some time,
rather than of those treated during an acute manic epi-
sode. Nevertheless, the rationale for combination therapy
seems sound and may apply to some patients who are
acutely manic. For acute mania, the combination strategy
should generally be limited to patients who have been tol-
erating lithium, who have shown a partial response, and
in whom the upper range of the tolerated dose has been
tested. Combinations of lithium and carbamazepine may
be more problematic due to concurrent thyroid function
impairing effects of both drugs.

Efficacy in Subtypes of Bipolar Disorder
There is increasing emphasis on identification of pre-

treatment variables that can be used clinically to aid in
prediction of response, or nonresponse to a specific treat-
ment. Most of the reported findings for lithium are based
on open, uncontrolled data obtained in post-hoc analyses
that have substantial risk for capturing unintentional bias.
Nevertheless, several factors, reviewed extensively else-
where,58,59 are reasonably well established. Relatively
good antimanic response to lithium is associated with
each of the illness course or symptomatic characteristics
listed in Table 5. The data are firmly established for
elated, or euphoric, mania, also called pure or classical
mania.60–62 Only for elated mania and mixed mania does
the evidence come from a randomized, double-blind
placebo-controlled study that effectively rules out alter-
native explanations.59 However, there is not substantial
evidence in either direction in regard to the effectiveness
of lithium in the prophylaxis of elated manic episodes.

Patients with fewer lifetime episodes respond better to
lithium than patients with more lifetime episodes.63 It is
plausible, but untested, that strategies that achieve earlier
illness identification and treatment could yield better
long-term outcomes.

Table 5. Factors Associated With Beneficial Lithium Response
Elated mania
Previous response to lithium
No neurologic impairment
No psychotic symptoms
No substance abuse
Relatively few episodes of illness
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Probably linked to lifetime number of episodes is rapid
cycling. Rapid-cycling patients appear to constitute the
most difficult-to-treat cohort of bipolar disorder patients.64

Rapid-cycling patients have been established as less re-
sponsive to lithium in both acute manic episodes and
maintenance treatment.65,66 It is possible that some rapid
cycling is contributed to by lithium-induced hypothyroid-
ism. It is therefore important to regularly assess thyroid
function and add thyroid hormone if the thyroid levels are
suboptimal.

Patients with substance abuse, late-onset mania, and
secondary mania appear to have relatively poor response
to lithium, but complex factors make it difficult to deter-
mine whether secondary factors or the subtype per se is
associated with poor response. For example, mixed mania
and rapid cycling are relatively common in these subtypes.
It is therefore possible that patients with, for example, sub-
stance abuse who do not have mixed mania have more fa-
vorable outcomes to lithium.

Psychiatrists have tended to dichotomize certain of the
good prognosis–bad prognosis dimensions. Mixed mania
is often presented as the opposite of elated mania. How-
ever, experts do not agree fully on the criteria for either
variant of the disorder, and the currently applied criteria
for one are not the obverse of the other.

Adverse Effects and Their Management
The first investigators of lithium’s effectiveness in bi-

polar disorder recognized the importance of its adverse ef-
fects. Lithium is distributed throughout the body; there-
fore, a large number of organ systems—including skin,
thyroid, kidneys, heart, gastrointestinal tract, and central
nervous system—may be adversely affected. Cognitive
impairment, expressed largely as impaired information
processing and short-term memory deficits, contributes
most to patients’ discontinuing lithium or taking less than
the prescribed dose. Only weight gain is a major noncog-
nitive factor in poor compliance.67 Authorities once tended
to view noncompliance as largely driven by a patient’s im-
paired insight and a wish to regain some of the pleasurable
aspects of manic states. Indeed, these factors are operative
and need to be addressed when present. However, many of
the compliance difficulties with lithium reflect a partially
realistic effort by patients to reduce the subjective adverse
effect burden. Additionally, the availability of alternatives
to lithium, such as divalproex, has heightened interest in
strategies to reduce side effect burden when it is present.
Three strategies have general utility, and may sometimes
be fruitfully combined. For almost all adverse effects,
lowered doses can be advantageous, particularly during
maintenance therapy, on the basis of evidence that ad-
equate maintenance serum lithium levels are generally
lower than serum levels needed for acute episode treat-
ment, and that serum levels rise after recovery from an
acute episode unless dosage is reduced by approximately

one third.68 Studies of serum level relationships to mainte-
nance therapy effectiveness are somewhat in conflict.32,63

However, evidence that some patients do well at serum
levels in the 0.4 to 0.8 mEq/L range has encouraged psy-
chiatrists to adopt this strategy as an important component
of optimizing lithium tolerability.

A second strategy is use of sustained-release lithium
preparations rather than immediate-release lithium. The
prevalence and severity of some lithium-related adverse
effects is a function of the rate of increase of serum lithium
levels.69,70 Since this increase is much diminished with
sustained-release preparations, an advantage is gained in
regard to side effects such as tremor. Less trough-to-peak-
level lithium level variation can also make once daily dos-
ing regimens more feasible. Lithium administered once
daily has the advantages that accrue generally with once
daily dosage regimens. Compliance rates are better and
many side effects become relatively innocuous when they
occur only or largely during sleep. Use of the Lithobid
sustained-release preparation was associated with better
retained urinary concentrating ability than was use of
immediate-release lithium.71 Furthermore, only in patients
dosed with immediate-release lithium was there evidence
of a positive correlation between serum lithium level and
impairment of maximum urinary concentrating ability.
These advantages have resulted in near uniform use of
sustained-release lithium preparations in Europe, but, per-
haps as a function of minimal publicity about these advan-
tages, relatively lower use of sustained-release lithium has
occurred in the United States. The range of adverse effects
that may be expected to benefit from this strategy includes
tremor, upper gastrointestinal cramping and nausea,
rashes, cognitive dulling, urinary frequency, and neuro-
muscular slowing. The only adverse effect that is some-
times worse with sustained-release lithium preparations is
lower gastrointestinal effects, such as diarrhea.

The strategy of combining lithium with other mood sta-
bilizers or neuroleptics may also have advantages in terms
of adverse effects. Dosage of lithium, and thus serum lith-
ium levels, can often be lower when the drug is utilized as
a component of combined drug therapy.

One complication of lithium therapy that has received
attention for years is the consequence of discontinuation
of lithium. Abrupt discontinuation of lithium is associated
with a short-term increase in the number of manic epi-
sodes. By contrast, abrupt discontinuation is not associ-
ated with a rebound increase in depression.39,63 Therefore,
patients should be educated on the importance of not sim-
ply stopping lithium, even for inadvertent reasons such as
running out of a prescription. An additional undesirable
consequence of stopping lithium is treatment refractori-
ness induced by lithium withdrawal. A small number of
patients have been observed to have loss of control of
symptoms after discontinuation of lithium that had effec-
tively controlled the illness, but subsequent restarting of
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lithium did not yield control of the episode. Recent larger
scale studies have not found evidence of this refractori-
ness.51,72,73 Therefore, although some small percentage of
patients may be at risk for this phenomenon, at most it rep-
resents a rare occurrence.

CONCLUSION

Lithium has a somewhat different role in the manage-
ment of bipolar disorder currently than it did 10 to 20
years ago. When few alternative treatments were available
or had been systematically assessed, lithium was used not
only as the best but the only treatment option for the many
components of illness expression in this complex disorder.
Present data provide useful guidelines in regard to which
patients are most likely to be effectively treated with lithi-
um, thereby increasing likelihood of treatment success and
minimizing exposure to adverse effects from the drug in
patients with substantially lower likelihoods of efficacious
response. For some components of bipolar episodes, lithi-
um either alone or in combination therapy provides greater
efficacy than other available therapies. Finally, strategies
that improve the therapeutic index of lithium further ex-
pand the range of patients who may achieve its benefits
without experiencing troublesome side effects.

Drug names: carbamazepine (Tegretol and others), clozapine (Clozaril),
divalproex (Depakote), olanzapine (Zyprexa), risperidone (Risperdal),
verapamil (Calan and others).

REFERENCES

  1. Schou M, Juel-Nielsen N, Stromgren E, et al. The treatment of manic psy-
choses by the administration of lithium salts. J Neurol Neurosurg Psychia-
try 1954;17:250–260

  2. Maggs R. Treatment of manic illness with lithium carbonate. Br J Psychia-
try 1963;109:56–65

  3. Goodwin FK, Murphy DL, Bunney WE Jr. Lithium carbonate treatment in
depression and mania: a longitudinal double-blind study. Arch Gen Psychi-
atry 1969;21:486–496

  4. Stokes PE, Shamoian CA, Stoll PM, et al. Efficacy of lithium as acute treat-
ment of manic-depressive illness. Lancet 1971;1:1319–1325

  5. Bowden CL, Brugger AM, Swann AC, et al. Efficacy of divalproex vs lith-
ium and placebo in the treatment of mania. JAMA 1994;271:918–924

  6. McElroy SL, Keck PE Jr, Pope HG, et al. Clinical and research implica-
tions of the diagnosis of dysphoric or mixed mania or hypomania. Am J
Psychiatry 1992;149:1633–1644

  7. Bowden CL, Davis J, Morris D, et al. Effect size of efficacy measures com-
paring divalproex, lithium, and placebo in acute mania. Depression and
Anxiety. In press

  8. Cohen J. Statistical Power Analysis for the Behavioral Sciences. 2nd ed.
Hillsdale, NJ: Lawrence Erlbaum Associates; 1988

  9. Freeman TW, Clothier JL, Pazzaglia P, et al. A double-blind comparison of
valproate and lithium in the treatment of acute mania. Am J Psychiatry
1992;149:108–111

10. Lerer B, Moore N, Meyendorff E, et al. Carbamazepine versus lithium in
mania: a double-blind study. J Clin Psychiatry 1987;48:89–93

11. Lusznat R, Murphy DP, Nunn CMH. Carbamazepine vs lithium in the
treatment and prophylaxis of mania. Br J Psychiatry 1988;153:198–204

12. Okuma T, Yamashita I, Takahashi R, et al. Comparison of the antimanic ef-
ficacy of carbamazepine and lithium carbonate by double-blind controlled
study. Pharmacopsychiatry 1990;23:143–150

13. Small JG, Klapper MH, Milstein V, et al. Carbamazepine compared with
lithium in the treatment of mania. Arch Gen Psychiatry 1991;48:915–921

14. Spring G, Frankel M. New data on lithium and haloperidol incompatibility.
Am J Psychiatry 1981;138:818–821

15. Johnson G, Gershon S, Burdock EI, et al. Comparative effects of lithium
and chlorpromazine in the treatment of acute manic states. Br J Psychiatry
1971;119:267–276

16. Shopsin B, Gershon S, Thompson H, et al. Psychoactive drugs in mania: a
controlled comparison of lithium carbonate, chlorpromazine, and haloperi-
dol. Arch Gen Psychiatry 1975;32:34–42

17. Takahashi R, Sakuma A, Itoh K, et al. Comparison of efficacy of lithium
carbonate and chlorpromazine in mania. Arch Gen Psychiatry 1975;32:
1310–1318

18. Prien RF, Caffey EM, Klett C. Comparison of lithium carbonate and chlor-
promazine in the treatment of mania: report of the Veterans Administration
and National Institute of Mental Health Collaborative Study Group. Arch
Gen Psychiatry 1972;26:146–153

19. McElroy SL, Dessain EC, Pope HG Jr, et al. Clozapine in the treatment of
psychotic mood disorders, schizoaffective disorder, and schizophrenia. J
Clin Psychiatry 1991;52:411–414

20. Suppes T, McElroy SL, Gilbert J, et al. Clozapine in the treatment of dys-
phoric mania. Biol Psychiatry 1992;32:270–280

21. Tohen M, Zarate CA Jr, Centorrino F, et al. Risperidone in the treatment of
mania. J Clin Psychiatry 1996;57:249–253

22. Tollefson GD, Beasley CM Jr, Tran PV, et al. Olanzapine versus haloperi-
dol in the treatment of schizophrenia, schizoaffective, and schizophreni-
form disorders: results of an international collaborative trial. Am J Psychia-
try 1997;154:457–465

23. Baldessarini RJ, Cohen BM, Teicher MH. Significance of neuroleptic dose
and plasma level in the pharmacological treatment of psychoses. Arch Gen
Psychiatry 1988;45:79–91

24. Rifkin A, Karajgi B, Doddi S, et al. Dose and blood levels of haloperidol in
treatment of mania. Psychopharmacol Bull 1990;26:144–146

25. Giannini AJ, Houser WL, Loiselle RH, et al. Antimanic effects of verapa-
mil. Am J Psychiatry 1984;141:1602–1603

26. Dubovsky SI, Franks RD, Allen S, et al. Calcium antagonists in mania: a
double blind study of verapamil. Psychiatry Res 1986;18:309–320

27. Walton SA, Berk M, Brook S. Superiority of lithium over verapamil in
mania: a randomized, controlled, single-blind trial. J Clin Psychiatry 1996;
57:543–546

28. Janicak PG, Sharma RP, Peterson J, et al. A double-blind, placebo-controlled
trial of verapamil for acute mania: preliminary results. In: Abstracts of Pan-
els and Posters of the 32nd Annual Meeting of the American College of Neu-
ropsychopharmacology; 1993: Abstract 245; Honolulu, Hawaii

29. Bowden CL, Calabrese JR, Wallin BA, et al. Who enters therapeutic trials?
Illness characteristics of patients in clinical drug studies of mania. Psycho-
pharmacol Bull 1995;31:103–109

30. Denicoff KD, Blake KD, Smith-Jackson EE, et al. Morbidity in treated bi-
polar disorder: a one-year prospective study using daily life chart ratings.
Depression 1994;2:95–104

31. Dunner DL, Fieve RR. Clinical factors in lithium carbonate prophylaxis
failure. Arch Gen Psychiatry 1974;30:229–233

32. Coppen A, Noguera R, Bailey J, et al. Prophylactic lithium in affective dis-
orders. Lancet 1971;2:275–279

33. Cundall RL, Brooks PW, Murray LG. A controlled evaluation of lithium
prophylaxis in affective disorders. Psychol Med 1972;2:308–311

34. Baastrup PC, Poulsen JC, Schou M, et al. Prophylactic lithium: double-
blind discontinuation in manic-depressive and recurrent depressive disor-
ders. Lancet 1970;2:326–330

35. Melia PI. Prophylactic lithium: a double-blind trial in recurrent affective
disorders. Br J Psychiatry 1970;116:621–624

36. Stallone F, Shelley E, Mendlewicz J, et al. The use of lithium in affective
disorders, III: a double-blind study of prophylaxis in bipolar disorder. Am J
Psychiatry 1973;130:1006–1010

37. Prien RF, Caffey EM, Klett CJ. Prophylactic efficacy of lithium carbonate
in manic-depressive illness. Arch Gen Psychiatry 1973;28:337–341

38. Faedda GL, Tondo L, Baldessarini RJ, et al. Outcome after rapid vs gradual
discontinuation of lithium treatment in bipolar disorders. Arch Gen Psychi-
atry 1991;50:448–456

39. Suppes T, Baldessarini RJ, Faedda GL, et al. Risk of recurrence following
discontinuation of lithium treatment in bipolar disorder. Arch Gen Psychia-
try 1991;48:1082–1088

40. Vestergaard P, Aagaard J. Five-year mortality in lithium-treated manic-de-
pressive patients. J Affect Disord 1991;21:33–38

41. Coppen A, Noguera R, Bailey J, et al. Prophylactic lithium in affective dis-



© Copyright 1998 Physicians Postgraduate Press, Inc.

One personal copy may be printed

19J Clin Psychiatry 1998;59 (suppl 6)

Lithium Efficacy and Safety in Bipolar Disorder

orders. Lancet 1971;26:275–279
42 Aagaard J, Vestergaard P. Predictors of outcome in prophylactic lithium

treatment: a 2-year prospective study. J Affect Disord 1990;18:259–266
43. Tohen M, Watenaux CM, Tsuang MT. Outcome in mania: a 4-year prospec-

tive follow-up of 75 patients utilizing survival analysis. Arch Gen Psychia-
try 1990;47:1106–1111

44. Harrow M, Goldberg JF, Grossman LS, et al. Outcome in manic disorders:
a naturalistic follow-up study. Arch Gen Psychiatry 1990;47:665–671

45. Bowden CL. Maintenance Strategies for Bipolar Disorder. In: Syllabus &
Proceeding Summary of the 1996 Annual Meeting of the American Psychi-
atric Association; May 4–9, 1996; New York, NY. No. 17E:301

46. Goodwin FK, Jamison KR. Manic-Depressive Illness. New York, NY: Ox-
ford University Press; 1990

47. Esparon J, Kolloori J, Naylor GJ, et al. Comparison of the prophylactic ac-
tion of flupenthixol with placebo in lithium treated manic-depressive pa-
tients. Br J Psychiatry 1986;148:723–725

48. Ahlfors UG, Baastrup PC, Dencker SJ. Flupenthixol decanoate in recurrent
manic-depressive illness: a comparison with lithium. Acta Psychiatr Scand
1981;64:226–237

49. Greil W, Scholderle M. Rezidivprophylaxe affektiver Psychosen mit Lithi-
um. In: Muller-Oerlinghausen B, Greil W, eds. Die Lithiumtherapie:
Nutzen, Risiken, Alternativen. Berlin, Germany: Springer-Verlag; 1986:
138–163

50. Lambert PA, Venaud D. Etude comparative du valpromide versus lithium
dans la prophylaxie des troubles thymiques. Nervure 1992:1–9

51. Muller-Oerlinghausen B, Ahrens G, Grof E, et al. The effect of long-term
lithium treatment on the mortality of patients with manic-depressive and
schizoaffective illness. Acta Psychiatr Scand 1992;86:218–222

52. Sachs GS, Lafer B, Truman CJ, et al. Lithium monotherapy: miracle, myth
and misunderstanding. Psychiatric Annals 1994;24:299–305

53. Citrome L. The use of lithium, carbamazepine, and valproic acid in a state
operated psychiatric hospital. Journal of Pharmacology Technology 1995;
11:(2)55–59

54. Kramlinger KG, Post RM. The addition of lithium carbonate to carbamaze-
pine: antidepressant efficacy in treatment-resistant depression. Arch Gen
Psychiatry 1989;46:794–800

55. Verimili A, Oral ET, Karadaq F, et al. Valproate in the prevention of bipolar
mood disorder: two year follow-up. Presented at the 2nd International Con-
ference on New Directions in Affective Disorders; September 8, 1995;
Jerusalem, Israel

56. Bocchetta A, Bernardi F, Burrai C, et al. The course of thyroid abnormali-
ties during lithium treatment: a two-year follow-up study. Acta Psychiatr
Scand 1992;86:38–41

57. The Expert Consensus Guideline Series: Treatment of Bipolar Disorder. J
Clin Psychiatry 1996;57(suppl 12A)

58. Calabrese JR, Woyshville MJ, Kimmel SE, et al. Predictors of valproate re-
sponse in bipolar rapid cycling. J Clin Psychopharmacol 1993;13:280–283

59. Bowden CL. Predictors of response to divalproex and lithium. J Clin Psy-
chiatry 1995;56:(suppl 3)25–30

60. Swann AC, Bowden CL, Morris D, et al. Depression during mania: treat-
ment response to lithium or divalproex. Arch Gen Psychiatry 1997;54:
37–42

61. Prien RF, Himmelhoch JM, Kupfer DJ. Treatment of mixed mania. J Affect
Disord 1988;15:9–15

62. Himmelhoch JM, Garfinkel ME. Sources of lithium resistance in mixed
mania. Psychopharmacol Bull 1986;22:613–620

63. Gelenberg AJ, Kane JM, Keller MB, et al. Comparison of standard and low
serum levels of lithium for maintenance treatment of bipolar disorder. N
Engl J Med 1989;321:1489–1493

64. Cole AJ, Scott J, Ferrier IN, et al. Patterns of treatment resistance in bipolar
affective disorder. Acta Psychiatr Scand 1993;88:121–123

65. Maj M, Pirozzi R, Starace F. Previous pattern of course of the illness as a
predictor of response to lithium prophylaxis in bipolar patients. J Affect
Disord 1989;17:237–241

66. Kukopulos A, Caliari B, Tundo A, et al. Rapid cyclers, temperament, and
antidepressants. Compr Psychiatry 1983;24:249–258

67. Gitlin MJ, Cochran SD, Jamison KR. Maintenance lithium treatment: side
effects and compliance. J Clin Psychiatry 1989;50:127–131

68. Vahip S, Ozkan B, Ayan A, et al. Elevation of plasma lithium at the end of
mania and some biochemical correlates. Presented at the 2nd International
Conference on New Directions in Affective Disorders; September 8, 1995;
Jerusalem, Israel

69. Stokes PE, Kocsis JH, Arcuni OJ. Relationship of lithium chloride dose
to treatment response in acute mania. Arch Gen Psychiatry 1976;33:
1080–1084

70. Lyskowski J, Nasrallah HA, Dunner FJ, et al. A longitudinal survey of side
effects in a lithium clinic. J Clin Psychiatry 1982;43:284–286

71. Miller AL, Bowden CL, Plewes J. Lithium and impairment of renal con-
centrating ability. J Affect Disord 1985;9:115–119

72. Berghofer A, Kossmann B, Muller-Oerlinghausen B. Course of illness and
pattern of recurrences in patients with affective disorders during long-term
lithium prophylaxis: a retrospective analysis over 15 years. Acta Psychiatr
Scand 1996;93:349–354

73. Tondo L, Baldessarini RJ, Floris G, et al. Effectiveness of restarting lithium
treatment after its discontinuation in bipolar I and bipolar II disorders. Am J
Psychiatry 1997;154:548–550


