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BIPOLAR-1 DISORDER 

INTRODUCTION: 

�  
Always consult a mental health or medical professional regarding any questions 

you may have about a mental health diagnosis and treatment options. 
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Extremes of mood have been recognized since Greek antiquity. “Melancholy” was named for the 
“black (melas) bile (chole)” that Hippocrates thought was responsible for low mood. “Mania” 
may derive from mainesthai (to rage). “Depression” was coined later by Roman physicians, from 
the Latin depremire (to press down). The alternation of mania and melancholy was described in 
the 1st Century AD by Aretaeus of Cappadocia, who also described migraine. Jules Baillarger 
identified folie á double forme (dual-form insanity) in the 19th Century, and Jean-Pierre Falret 
observed the clustering in affected families of alternating mania and depression (folie circulaire). 
At the turn of the 20th Century, Emil Kraepelin distinguished this illness from schizophrenia 
(dementia praecox) and termed it “manic-depressive psychosis” (Burton, 2012).


What by the 1950s was called Manic-Depressive Illness has now been elaborated into a 
spectrum of Bipolar Disorder. The new nomenclature derives from the fundamental 
characteristic of these illnesses, that patients have periods of mania (elevated or agitated mood) 
in alternation with major depression, as well as the great variability in clinical features and 
course that has been recognized. Patients may also have hypomania (less severe mood 
elevation or agitation) and depression that is less severe than the “major” variety. Bipolar 
affective disorders are classified as Type I (one or more manic episodes, with or without 
depression or hypomania), Type II (one or more depressive episodes with at least one episode of 
hypomania), and Cyclothymic (hypomania alternating with non-major depression) disorders. 
Previous editions of the Diagnostic and Statistical Manual of Mental Disorders additionally 
recognized the catchall category of “Bipolar Disorder NOS (not otherwise specified)” for manic-
depressive illness that did not fit into the other categories (American Psychiatric Association, 
2000).


The new edition of the manual (DSM-5) has eliminated the “NOS” categories for incompletely-
characterized psychiatric disorders, and allows clinicians in such cases to either identify the 
reason(s) that criteria for a particular disorder are not met (“other specified disorder”) or forgo 
specification if information is not available (“unspecified disorder”) (American Psychiatric 
Association, 2013). DSM-5 changes for the bipolar disorders simplify the characterization of 
mood episodes in which manic and depressive features alternate (“mixed features”) and 
recognize the importance of anxiety as an aggravating factor in mania and depression 
(“anxious distress”), even though anxiety is not part of bipolar disorder diagnostic 
criteria.
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Always consult a mental health or medical professional regarding any questions 
you may have about a mental health diagnosis and treatment options. 
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The defining feature of bipolar disorder generally, and of Type I particularly, is mania. It 
represents a distinct period of elevated or irritable mood, lasting for at least a week. 
Patients may be euphoric, grandiose, anxious, or irritable and even enraged. Increased 
energy, decreased need for sleep, increased sexual drive and decreased attention span 
are frequent, along with racing thoughts and pressured speech, impaired judgement and 
risky or inappropriate behavior, substance abuse and impulsive behavior such as 
spending sprees. Severe mania may result in psychosis, with delusions and thought 
disorder as well as mood disorder, but not hallucinations. Manic episodes are preceded 
by changes in activity, appetite and sleep, and sometimes by anxiety, for up to 3 
weeks (Mansell & Pedley, 2008).


Depressive symptoms are similar to those of major depression, except that major 
depression persists for more than 2 weeks and the depressive episodes of bipolar 
disorder may not. Severe depression may progress to psychosis, and this may be 
accompanied by hallucinations as well as delusions. The initial mood episodes of bipolar 
disorders tend to be depressive in younger patients, and the onset of bipolar depression 
may be mistaken for major depression (Muzina et al., 2007). Hypomania involves mild-to-
moderate mood elevation, often with optimism rather than grandiosity, slight pressure of 
speech, increased activity level and decreased need for sleep. Hypersexuality may be 
present, but not delusions or hallucinations. Many hypomanic patients feel good, have 
increased energy and are more productive, while patients with mania are often irritable 
and less productive due to inattention (Angst & Sellaro, 2000). Mixed episodes are 
increasingly recognized, and can be problematic and even dangerous, These episodes 
combine manic and depressive features, and suicide attempts, substance abuse and 
unpredictable behavior are increased in likelihood in these periods (Goldman, 1999).


SYMPTOMS:
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Pharmacological treatment of the bipolar disorders, and particularly type I, focuses on 
mood stabilizers, which prevent the emergence of manic and depressive episodes. 
Maintenance therapy is generally required after acute episodes have resolved. It is 
important to distinguish bipolar disorders from major depression, as antidepressants 
can cause the emergence of mania in the former; this is a particular problem in bipolar I 
disorder, and the use of antidepressants is not recommended in type I disorder, 
although they have some place in the treatment of refractory type II disorder as an 
adjunct to lithium.


Mood stabilizers include lithium salts, anticonvulsants, and antipsychotics, usually the 
atypical or second-generation ones. Lithium was inadvertently used in antiquity, as 
mentally ill patients were often sent to drink from alkaline springs, the water of which 
was high in lithium salts. It has been used in modern treatment since 1949, and is 
effective for the prevention of manic episodes and reduction of suicide risk, less clearly 
so for prevention of depression. It may work by inhibiting inositol monophosphatase, a 
key enzyme in a neuronal signaling pathway that is hyperactive in bipolar disorder. There 
is a narrow therapeutic range, and adverse effects include gastrointestinal upset, 
sedation, tremor, incoordination, hair loss, excessive thirst and the development of 
hypothyroidism (Stahl, 2008).


Atypical antipsychotics affect dopamine and serotonin pathways, but may stabilize 
bipolar disorders through an effect on glutamate. Aripiperazole is FDA- approved for 
treatment of manic and mixed episodes and for maintenance therapy. Olanzapine is also 
approved for these uses, and for depressive episodes in combination with fluoxetine. 
Quetiapine is approved for manic and depressive episodes but not for maintenance 
treatment, and risperidone for prevention of manic and mixed episodes only. 
Ziprasidone is approved for mania. The typical (first-generation) antipsychotics, 
particularly haloperidol and chlorpromazine, are useful for mania, but have the concern 
of dyskinesias with long-term use. Extrapyramidal effects are much less with the 
atypical agents, but sedation, weight gain and metabolic syndrome are long-term 
concerns (Derry, 2007).


Psychotherapy of several types has been shown to be helpful. Family therapy improves 
communication, compliance with therapy and social function, apparently more in 
women than in men. Cognitive behavioral therapy finds modest support in several 
studies. Psychoeducation was shown to diminish lapses in compliance with lithium 
therapy. Interpersonal psychotherapy and social rhythm therapy were not effective for 
bipolar disorder in controlled studies (Goodnick, 2002).


TREATMENT:

Always consult a mental health or medical professional regarding any questions 
you may have about a mental health diagnosis and treatment options. 
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