Introduction to the following section concerning my predisposition to hypomania (uni-polar) a form of Mental Illness falling under the umbrella of manic depression (bi-polar)
As described on the following pages I went down with hypomania at university and suffered episodes of such illness every nine months or so until six years ago. Hypomania is the up side of manic-depression otherwise described as bi-polar. Some say Hypomania is really manic-depression without the depressive side, but others say it is a separate illness itself. It has also been described as like schizophrenia in bursts accompanied by a mood change since the symptoms can be similar (a full proper diagnosis is difficult after just one episode), but more likely these illnesses have different roots. There are various styles of hypomania depending on the nature of the focus and religious hypomania might, it is said, be different in some way from such as celebrity/media/power/nature styles of hypomania. Full recovery is always possible and treatment is now available so that if you are going to have mental illness, serious though it is with many hard consequences, manic-depression is one of the best illnesses to have with much specifically known about it. In 60-70% of cases life-goals need to be downgraded significantly, in around 25% of cases 'normal' life is possible and in around 10% of cases life expectations could be said to have increased as a result of coming to terms with the illness. Initially it was associated with high IQ and nicknamed ‘the genius disease' as such people who think intensely may be particularly prone, but overall there is no discrimination by any social or economic factor and the illness can happen to anyone afflicting around 1% of the population. It is mostly genetic and somewhat hereditary with the children of a manic-depressive around 15% likely to inherit the disease, (a brother/sister 25%, a twin 60-70%) depending on circumstances. The cause of the illness in an individual is around 80% genetic and 20% down to social and environmental factors, but there are no particular lifestyle choices that provide protection from the latter cause. At present, it is not known where to look amongst all the genes for those that cause a disposition to the illness, but such research continues to go on.
The disease involves mood change, lack of concentration, and lack of sleep together with association of ideas within the mind often relating to past experience, the world, and the future that are distorted or hugely exaggerated compared to normal and with a particular style of focus. It is suggested that the brain has synapses, gaps between nerves containing fluid, and during the process of thinking a message reaches the nerve ending attached to the wall of the cell (synapse), whereupon a particle is emitted which travels across the fluid in the gap hitting the nerve ending on the far wall of the cell. This process then repeats itself as the message travels along connecting nerves. During hypomania many particles are apparently emitted from the same thought particle impulse, which then cross the synaptic gap causing confusion when they hit the far cell wall and the process continues as ‘thought particles’ multiply through the brain. Lithium usually works on the cell wall aiming to prevent extra particles being emitted from it, and tranquilisers work in the fluid in the gap to try to prevent the extra particles getting across. Some drugs combine to be synergistic in that they are more effective together than in the sum of their individual benefits.

Psychiatry and the perception of it have moved on a pace in the last 100 years. At the beginning of the last century families would lock up and disown their own members because of the stigma of mental illness. Patients, for whom there was little appropriate medication available, would be strapped to their beds as the only way of controlling them. (Perhaps hell might not be as bad as the experience of these people.) But, in the last generation, the average duration of a stay in psychiatric hospital has gone down from around nine months to around nine weeks. In the late fifties Lithium was discovered, and it has had a great longer-term therapeutic effect on most though not all sufferers, reducing the frequency, duration and extent of episodes, but nothing better of its type has been discovered since. Many new and different tranquilisers have been developed and they now target more effectively on the neuroleptic receivers (on the cell wall of the synapse) without a 'blanket' effect that may cause the patient to be less alert, or withdrawn. But a major and serious side-effect of most psychiatric drugs is to cause weight gain which in turn can have a negative effect on a patient’s mood. Among other side effects are increased fluid intake and consequent urination, lack of sex drive and sensitivity to sunlight. Lithium can also affect thyroid, kidney, and other functions, and anyone taking the drug needs to keep monitoring various blood levels through regular testing.
I offer myself vulnerably in the following pages so that you might gain an insight into the condition, though nothing can adequately describe the experience of an episode, and it is difficult even for me to empathise properly with the state of being afflicted by the illness when I am well. I hope you will respect my willingness to share my thoughts on such a personal and sensitive subject, and will not use the information that follows inappropriately.

I hope that in some way through this writing and in the future I may give something back to those who suffer such a terrible, but manageable, disease as well as their carers and society in general. I would be most pleased if people gain insights and encouragement that help sufferers to cope with the illness, overcome living with it, and then as appropriate fulfil their potential to make a valuable difference to society.
