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Abstract: 
Bipolar disorder is a typical mental illness that affects people all over the world. It is also referred to as a 
manic depression. Bipolar disorder is a significant public health issue, and it is generally diagnosed many 
years after symptoms first appear. Norepinephrine, dopamine, and serotonin are three neurotransmitters 
that have been involved in mood disorders. Many drugs have been used for treatment mental disorders 
such as lithium and dopaminergic medications have been used to treat manic features of bipolar illness, 
while antidepressants are indicated during depressive episodes. Managing bipolar illness is a difficult task, 
even for psychiatrists, because of the disorder's frequent episodes, concomitant conditions, and lack of 
devotion to therapy. 
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I. INTRODUCTION 

Mental disorders are extremely common 
throughout the world, particularly in low- and 
middle-income countries (LMICs) (1). The mental 
health conditions such as depression, schizophrenia, 
bipolar disorder and other psychotic disorder and 
intellectual disabilities are identified as priority 
mental and neurological disorders by the World 
Health Organization's Mental Health Gap Action 
Programme (mhGAP) (1). There is a significant 
functional impairment associated with these 
common mental disorders (CMDs), in addition to 
negative social and economic consequences (1). 
Depression and anxiety disorders, on their own, are 
estimated to cost the global economy approximately 
one trillion dollars per year on average. Despite the 
fact that CMDs are prevalent throughout the world, 
a higher proportion of people suffering from these 
health conditions live in LMICs (1, 2). In addition, 
in large population-based cohort study, depressed 
adults had a higher risk of cardiovascular diseases 
and mortality in economically varied environments 

(2, 3). A global approach to lessen the burden of 
noncommunicable illnesses should increase 
understanding and awareness of these physical 
health concerns (2, 4). Mood disorders can be 
classified into 3 types that is frequently occurring 
which are major depressive disorder, dysthymia, 
and bipolar disorder (5). Bipolar disorder, also 
known as manic depression, is a mental health 
disorder that covers from a severe (mania or 
hypomania) to a lower one (depression). Episodes 
of bipolar may occur rarely or several times during 
the years (5). Beside the serious mood swings, 
manic depression disorder also affected the change 
in activity levels, how they respond and 
behaviour(6). This paper focused on discussing 
more deeply on the symptoms, causes, etiology, and 
medical treatment (pharmacological and 
psychosocial) of bipolar disorder (BD) as it is a 
severe illness and highly prevalent in our society, 
with top rates of suicidality and functional disability. 
Moreover, the aim of this paper is to argue the 
implications of these epidemiologic information to 
mental health practice. 

RESEARCH ARTICLE         OPEN ACCESS 



International Journal of Scientific Research and Engineering Development-– Volume 4 Issue 5, Sep- Oct 2021 

Available at www.ijsred.com 

ISSN : 2581-7175                             ©IJSRED: All Rights are Reserved Page 617 

II. MOOD DISODERS 
Major depressive disorder is the type that patients 

may be experiencing the loss of interest in their 
routine activities, the feeling of sadness or 
hopelessness, and other symptoms that may indicate 
depression (7, 8). Dysthymia is a persistent, low-
grade state of depression or irritability which may 
last at least around 2 years (9, 10). In addition, the 
symptoms of dysthymia is similar to depression 
disorder (5, 11). The condition is known as bipolar 
disorder, a severe mental ailment characterised by 
alternating periods of depression, mania, and mixed 
states (6). About 1-2% of the population is affected 
by the condition. Bipolar II disorders appear to be 
more common in women than in men. Bipolar 
disorder is diagnosed according to the severity and 
frequency of episodes (6, 12).Furthermore, from 
what has been mentioned for the definition of 
bipolar, it can also be widely classified into three 
main groups. 

Bipolar I disorder, also called manic-depressive 
illness, is a form of mental disease which must at 
least have one manic episodes and may or may not 
have a major depression afterwards which stay at 
least two weeks or even both of them (13). Manic 
episodes usually shown in the form of, for example, 
feeling extremely happy (euphoria), having risky 
behaviours, having decreased need of sleep, having 
a loud speech, and excessive spending (13, 14). 

Bipolar II disorder is a type of bipolar disorder 
which is quite similar to the BD I disorder with 
mood swing up and down over time but less severe. 
This type simply referred to major depressive 
episodes and hypomanic episodes (13). During a 
hypomanic episode patient with this mental 
disorder may experience having exaggerated self-
confidence, loud and rapid speech and having a lot 
of energy and a poor sleep (13). However, it is quite 
pleasant to be around during this episodes as these 
patient are often seem very happy and may give 
their positive mood to people around them (13, 14). 

Cyclothymia or cyclothymic disorder is a mental 
disorder which may not be mild enough to realise 
any problem but actually they can affect patients’ 
daily routine. Cyclothymia  involves the episodes of 
hypomania and major symptoms which has many 
similarities to bipolar disorder but they are not 

long-lasting compared to the episodes of 
hypomanic or major depressive disorder (5). These 
symptoms usually show up by having a periods of 
feeling low followed by periods of extreme 
happiness and because the periods of low mood do 
not lasts for long to recognise, most of the patients 
with cyclothymia disorder are untreated (15). 

 

III. PATHOPHYSIOLOGY OF BIPOLAR 

DISORDER 
Bipolar disorder is hereditary and researchers 

also found out that bipolar disorder and 
schizophrenia are genetically connected as they 
both share certain symptoms, but these can be 
distinguished by the abnormality in the systems of 
dopamine and serotonin and by our brain’s 
pathology in the brain system which involved in 
controlling our emotion (13, 16). Psychosocial 
stressors, which refers to the event in your life that 
creates a huge amount of stress, this extremely 
influences the illness that relates to these 
vulnerabilities (17). In the group of psychiatric 
disorders, bipolar disorder is the most heritable and 
the most serious disorder (18). The concordance 
rates for 57% average in the identical twins 
however rates 14% for fraternal twins (19, 20). 
Approximately around 85% of the statistics used in 
the field of genetics that estimates the variation 
have been obtained (21, 22). 

The risk of children with bipolar disorder parents 
to have a bipolar disorder is higher than those 
children with parents in good health (23). On the 
other hand, a child with bipolar disorder parents 
that is evolving a non-bipolar disorder psychiatric, 
such as Attention-deficit/hyperactivity disorder 
(ADHD) which is defined as a disorder that can be 
noticed when a person usually has some inattention 
and unfocused motor activity, is greater than the 
chance in a child with healthy parents (24). Hence, 
the probability according to a hereditary risk which 
is either through genetics or family background 
cannot surely assume that it is linked to a bipolar 
disorder symptoms (25). 

Neurotransmitter which have received the most 
attention in studies of mood disorders are 
norepinephrine, dopamine, and serotonin (26-28). 
Depressive symptoms were associated with 
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norepinephrine and dopamine in a low levels, 
whereas mania was associated with norepinephrine 
and dopamine in a high level according to the 
original neurotransmitter models (29). Furthermore, 
both mania and depression have been associated 
with low serotonin levels which is a 
neurotransmitter that helps to controlling 
norepinephrine and dopamine. Initially, it was 
presumed that medical disorders could be attributed 
to abnormally high or low levels of 
neurotransmitters in the synaptic cleft (29, 30). 
However, the scientific proof does not wholly 
support these hypotheses, as the signalling cascade 
of drug responses indicates that changes in receptor 
sensitivity, rather than alterations in utter 
neurotransmitter levels, are more likely to be 
prosecuted for symptom stabilisation (31-33). 

Many other distinct dopaminergic drugs have 
been considered to obtain manic symptoms in 
patients without bipolar disorder, including 
increasing of mood, energy, and talkativeness (34, 
35). Even in the absence amount of dopamine 
binding to the receptors, amphetamine has a 
significant behavioural effect on people with 
bipolar disorder (36, 37). Additionally, 
approximately 10 per cent of people who had mania 
before will experience manic symptoms the 
following morning after a whole night lack of sleep 
(38, 39). Sleep deprivation may impair the 
dopamine receptors' ability to normalise their 
sensitivity (40, 41).  

Neuroimaging studies indicate that mental health 
disorders are frequently associated with a decreased 
number of serotonin receptor sensitivity (42-44). 
Moreover, manipulating the tryptophan precursors 
to serotonin can challenge serotonin systems (44, 
45). Consistent with the notion that decreased 
serotonin receptor sensitivity contributes to BD, 
individuals with a positive family history develop 
more cognitive deficits following a serotonin-
depletion procedure than individuals without a 
family history (46). However, a procedure in one 
study used to boost serotonin levels, tryptophan 
loading, resulted in similar cognitive deficits in 
participants with a family history of depression 
versus those without a family history of depression 
(46, 47). These effects are consistent with 

serotonergic system dysregulation, but the nature of 
that irregularity remains unknown. 

 

IV. TREATMENT OF MANIA  
Lithium is the most remarkable scientific 

evidence demonstrating efficacy in treating mania 
and preventing further occurrences. Most people 
suffered with bipolar disorder experience a 
remission of manic symptoms while taking lithium 
(48-50). Lithium's side effects do not occur without 
reason: gain of weight, sedation, gastrointestinal 
distress, increased thirst, muscle tremor, and kidney 
problems could be seen (51).  

Pharmacological research has recently 
concentrated on anticonvulsant efficacy. Although 
it was proved that carbamazepine had as good an 
effect on mania as lithium, additional studies have 
shown that carbamazepine is as effective as lithium 
for treating mania and is also as helpful as an 
adjunct to lithium for rapid-cycling patients 
(Denicoff et al. 1997). Its side effects, such as 
neurotoxicity, the elevation of liver enzymes, a 
decrease in sodium, and a depressed white blood 
cell count, restrict its utility. The beneficial effects 
of Divalproex appear to be about the same as that of 
lithium but with a fewer side effects (Bowden et al. 
1994). Certain illnesses are mostly benefit from 
Divalproex therapy, mixed states, rapid cycling, and 
substance abuse, for example (48). In addition, 
patients with liver impairment required precaution 
when using carbamazepine and Divalproex since 
these drugs may increase liver enzymes and affect 
platelet counts (52, 53). Olanzapine has shown 
efficacy in treating both adult and paediatric mania 
(with particular effectiveness in mixed states and 
rapid cycling) and in the treatment of agitation 
connected with dementia (48). It is minimum as 
effective as, and in some studies, indeed more 
effective than lithium or divalproex in preventing 
manic or mixed-episode recurrences (48). 
Additionally, when used in conjunction with 
lithium and Divalproex, it enhances their long-term 
prophylactic effects (53). Other atypical 
antipsychotics have also shownefficacy in treating 
adult during manic episodes (e.g., Hirschfeld et al. 
2004; Keck et al. 2003; Sachs et al. 2002, 2004). 
Quetiapine is helpful in adolescents with manic 
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symptoms (53). Regrettably, most atypical 
antipsychotics cause notable weight gain and 
sedation as the side effect (54).  

 

V. TREATMENT OF DEPRESSION   
Mood stabilizers are used in order to reduce 

mania (55). However, normal  antidepressants are 
more common for healing depression in bipolar 
disorder and they must be used alone without mood 
stabilizers since they may lead to mania and rapid 
mood swings (56, 57). 

Apparently, one study discovered that healing 
bipolar disorder depressions either by the mixture 
of taking a mood stabilizer and a selective serotonin 
inhibitor or the alternative of lithium and divalproex 
are equally efficacious (48, 53). According to these 
and other research, the number of researchers 
suggest the appropriate way of using 
antidepressants in patients. Even so, the latest study 
found out that the risk in developing depression into 
mania would be less in bipolar disorder patients 
who were treated with mood stabilizers and 
selective serotonin reuptake inhibitors effectively 
and also those patients should carry on taking 
antidepressants after remission in the period of six 
months (48, 50, 53). 

The regulations of modern treatment only advise 
taking antidepressants in bipolar disorder 
depression in case that other agents have failed, and 
need to be taken together with mood stabilizers or 
atypical antipsychotics. Lamotrigine, one of an 
efficacious acute and maintenance treatment, used 
for bipolar disorder and depression (48). 
Furthermore, this medicine also helps slowing 
down the relapse in a six-month of rapid-cycling in 
bipolar disorder II patients who suffered from 
repeated depressions (13, 48). In the opposite way, 
the frequent side effects of Lamotrigine can include 
having a serious skin rash which happens in a small 
number of patients and also if it was unchecked this 
can develop to Stevens-Johnson syndrome through 
HLA-B genes (58, 59). 

 

CONCLUSIONS 
Mental disorders have a serious effect on our 

population and have given quite a lot of people in 
need and the humanity imperative to reduce 

suffering and it is likely to increase every year. 
Bipolar disorder is a progressive, sometimes 
dangerous medical condition that often receives no 
attention and respect to control its course. Bipolar 
disorder may become more refractive and 
challenging to treat, like malignant conditions that 
are not timely handled. Thus, finding scalable 
mental health treatment to deal with this burden are 
really crucial for people all over the world. More 
appropriately and precisely, a fresh cycle of 
research, academic and public health care will be 
needed to treat this disease. Because this is unlikely 
to be reached quickly, specialists should obtain an 
early detection approach and efficient treatment. 
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