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La maladie bipolaire connaît des avancées particulièrement
importantes dans deux dimensions :
• la compréhension des mécanismes physiopathologiques, avec notamment 
l’apport des données issues de l’imagerie cérébrale et de la chronobiologie ;

• une meilleure prise en charge thérapeutique, avec la diversification des mo-
lécules disponibles et le développement des thérapies individuelles et de 
groupe.

Ces nouvelles approches nosographiques et donc thérapeutiques des trou-
bles bipolaires permettent d’espérer une plus grande précision de l’évaluation 
diagnostique et une personnalisation de la prise en charge. Un traité faisant état 
des connaissances actuelles devenait donc nécessaire pour les professionnels 
de santé francophones, qu’ils soient psychiatres, psychologues, médecins ou 
étudiants. 

L’ouvrage aborde ainsi : l’évolution du concept de trouble bipolaire • la clinique 
des troubles bipolaires chez l’adulte • les diagnostics différentiels • les formes 
cliniques • les formes évolutives • les aspects médicolégaux • l’évaluation • les 
co-morbidités psychiatriques et somatiques • la physiopathologie • les traite-
ments pharmacologiques et de stimulation • les thérapies et la prise en charge 
psychosociale • les approches compréhensives.

Riche de quatre-vingt-dix tableaux et schémas explicatifs et d’un index détaillé, 
cet ouvrage offre un panorama complet sur les plans conceptuel, épidémiolo-
gique, clinique, nosographique, physiopathologique et thérapeutique.

Les auteurs, reconnus pour leur expertise et leur expérience, ont travaillé sous la direction 
de Marc-Louis Bourgeois (Professeur des Universités, Bordeaux), Christian Gay (Psy-
chiatre, clinique du Château de Garches), Chantal Henry (Professeur des Universités, 
Praticien hospitalier, service de Psychiatrie, hôpital Albert-Chenevrer, CHU, Créteil) et 
Marc Masson (Psychiatre, Secrétaire général de la Société médico-psychologique de 
Paris ; clinique du Château de Garches).
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The present volume is the first major textbook on bipolar disorder prepared for the francophone world for many years. It is 
very welcome. Its authors are among the best psychiatrists, psychologists and clinical scientists in the world ; some of them are 
still young and they have wisely co-opted national and international experts to author or co-author key chapters. The editors 
have ensured that the content and the style are as harmonized as possible for a multi-author volume. The result is a satisfying 
synthesis that I hope can transform the practice of clincians caring for bipolar patients.

This book is very timely. The last 15 years has seen massive changes in how bipolar disorder is diagnosed and treated. 
In older textbooks of psychiatry, manic depressive psychosis was seen as the neglected twin of schizophrenia, a relatively 
rare condition requiring active management of acute episodes but little attention in between. Patients were believed to 
show full recovery and to be largely well between episodes. Lithium’s unusual efficacy was acknowledged, but perhaps 
over-stated : this probably served to reduce interest in investigating other treatment. While it was part of clinical expe-
rience that depression could be the major burden for patients, the treatment was pragmatic and extrapolated from trials 
in unipolar patients. Psychosocial interventions, apart from supportive psychotherapy were practically non-existent. 

The key change in the status of bipolar disorder resulted from work in several different areas, all eloquently described 
here. First, in relation to treatment, the use of anticonvulsants to treat mania was a major innovation. Carbamazepine 
was investigated first in seminal studies from Japan, and its potential was publicised by the work of Bob Post at NIMH. 
Subsequently, valproate was also shown to be anti-manic. There then followed extensive investigation of the atypical 
antipsychotics by companies seeking to extend their product licenses from schizophrenia to mania. The pharmacological 
management of bipolar disorder is accordingly much more complicated than hitherto and requires greater expertise.

The second key development was the confirmation of Jules Angst’s seminal studies on the prevalence of bipolar disor-
der in the community. Bipolar disorder is now understood to include a range of illnesses in which there are disturbances 
of mood into both depression and elation. The forms characterized by less severe mood elevation represent a spectrum 
between bipolar I disorder and unipolar depression. Bipolarity has accordingly become seen to be a more common pro-
blem and it is now also realized often to have its onset in late adolescence. However, the challenge of earlier diagnosis 
and treatment remains immense. The lack of familiarity of both the public and clinicians means patients present late 
and bipolar disorder is slow to be recognized.

Third, we have an evolving neurobiological understanding of psychiatric disorder in general and of bipolar disorder 
in particular. The status of psychiatry has always suffered from being based on simply observing symptoms and signs. 
Moreover, it has meant that treatments were necessarily pragmatic and not based on an understanding of psychophy-
siology or pathology. That has started to change and the fascinating challenge of understanding the brain is drawing in 
great neuroscientists whose ultimate reward, whether they yet know it or not, will be to provide us with the scientific 
vocabulary and grammar to understand psychiatric disorder.

Finally, the work of Eduard Vieta and Francesc Colom on psycho-social interventions has demonstrated the need to 
refine the doctor/patient relationship to incorporate the principles of psycheducation. We now understand that because 
of the intrinsic instability of their moods, bipolar patients must accept a considerable responsibility for self-management. 
This demands a more interactive and positive relationship with psychiatrists and psychologists than is perhaps typical 
for other patient groups. It requires nothing less than a change in clinical culture for psychiatrists who may be more 
familiar with the needs of patients with schizophrenia or unipolar depression. In addition, we may need more innova-
tive approaches to the problems of impaired cognition, anxiety and other co-morbidities, which accompany the primary 
disturbance of mood regulation in bipolar disorder.

The authors have risen to the challenge of updating the reader’s knowledge in relation to all these critical areas. Knowledge is 
power. In this case, it will be the power to transform the treatment received by their patients for the better.

� Guy Goodwin (Oxford)
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