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This transcript is mostly a verbatim reproduction of the lecture with some paraphrasing. Sorry that’s it’s long, but I thought Dr. Cutler’s examples and longer definitions make this stuff easier to put into context.  

We’re going to talk about mania today and in addition to mania we’re going to talk about bipolar disorder. Let me start by telling you a little about mania, I’ll have a reading and a couple of videotapes. People who are manic feel wonderful. They feel on top of the world at least some point during the mania and feel wonderful when nothing wonderful has necessarily happened. They have energy, they don’t sleep, they get more pleasure out of pleasurable things, and they have more interest in sex. For people around them, those with mania can be the life of the party and extremely fun to be around. This all sounds great, something we’d all like to experience and achieve. This is only one part of it. There’s a downside to it.

Those who experience only the happy side of mania can be hard to capture on videotape so I had to go to an unusual source to get you something on that. 

Plays scene from Alladin in which Alladin first discovers lamp and genie. Genie’s (Robin Williams) behavior during first appearance out of lamp is an example of a happy manic. .  .

The genie has reason to be happy, he has been let out of the lamp after being trapped in there for a long time so it’s not a great example of someone being manic. But when Alladin hits himself on the forehead and feels his head is spinning, that’s the feeling you can get with mania. Robin Williams, who I think improvised some of this, his mind is going so fast, jumping from one thought to another, but it’s connected. The distinction between this kind of thinking from loosening of associations is that each thing is connected but it’s going very fast, it’s called flight of ideas. So that little segment gives you a flavor of the euphoria and flight of ideas that you could see in mania.

Why are we going to call this an illness when people feel energetic and productive and it can be a good state to be in at times. There are 2 problems with mania: 

1) Over 90% of patients who have an episode of mania will also have at least one and frequently many episodes of major depression or dysthymia. So the mania is one side of it and patients will have depression at other times in their lives. These are patients with bipolar disorder. If you have 1 episode of mania, by definition, you have bipolar disorder. It’s generally a lifelong condition with people having alternating episodes of mania and back to normal followed by mania with depression maybe, so it’s not necessarily mania and then depression, but you’ll have episodes of mania and episodes of depression. That’s the problem of being in this wonderful state: it can turn into depression. 

2) The other problem is that this positive wonderful state can have its own dark side. When someone is feeling energetic and on top of the world, there are several negative things that can go along with it: 

a. They can become psychotic - they can have delusions of grandeur, paranoid delusions, becoming convinced they have special powers, that they’re the next Jesus Christ, that they’re about to be elected president, that they can jump out a window and fly. These are very dangerous results.

b. People can also develop extremely poor judgment, so even if they’re not psychotic they cannot really be thinking clearly of the consequences of their actions. They may empty their bank accounts impulsively, spend hundreds on phone calls, have affairs, have unprotected sex, just do things that are uncharacteristic of them normally and that will hurt the people around them and embarrass them when they’re no longer manic. These things could also be dangerous.

That’s the problem with mania. It’s not just the positive feelings but also the other feelings that go along with it. In addition, those with mania don’t necessarily just feel good, they can also experience racing thoughts and feel they’re going too fast in a way that feels unpleasant. Sometimes they can enjoy it but sometimes it can be too much. They can sometimes be irritable. You don’t even have to feel good to be considered as having a manic episode, you can just be feeling irritable instead of the good feeling and that irritability can really be a problem in terms of getting angry with others and becoming provocative and violent at times. The real problem is that they can provoke someone else without great impulse control into beating them up or doing something hurtful to them because they have been so provocative and irritating.

The psychiatrist who gave this lecture up until a few years ago was a researcher in this area and gave a wonderful lecture for years. He actually died this past year. I’ve inherited some of his videotapes and one of his stories of the first time he was exposed to a patient with mania, and this will give you an idea of some of the other characteristics of patients who are manic and when the illness tends to begin.

He was actually a medical student at the time and one of his roommates developed the idea that sleep is something people become psychologically dependent on and that you don’t really need it. So he convinced others in his study group to get on a program to gradually take themselves off sleep. After several weeks of about 4 hours of sleep a night, the others were extremely exhausted while the roommate was very energetic, not tired at all and seemed to be fine. Several weeks later after everyone else had dropped out, he had to be hospitalized. He ended up having an episode of mania. The 20s is when people tend to be identified as having bipolar disorder. It may be that symptoms show up more mildly at a younger age but they tend to be more severe during the 20s. It makes sense that this person had done well so far and that it caught up with him. He had managed to convince these other presumably intelligent people to go along with him in the study and this is an example of how creative and intelligent someone with mania can be as well as their contagious feeling so that you want to jump along with whatever they’re convinced of and follow them along.

I want to read from psychologist K. Redfield Jamison from her book An Unquiet Mind: A Memoir of Moods and Madness, in which she revealed that after treating bipolar disorder throughout her career, she herself was suffering from bipolar disorder and had been for years. It provides a perspective on the difficult side of bipolar disorder. She also refers to the difficulties of someone with bipolar disorder wanting to take medication. There are effective medications for bipolar disorder known as mood stabilizers. As she refers to the problem, it is realizing you need them and being willing to stay on them.

Reading: from An Unquiet Mind: A Memoir of Moods and Madness
She really gives you an impression of what the manias are like and what the depressions are like. In her description of some of the manias, you can sort of tell that she still struggles everyday with wanting the aspects of the mania that were so positive but realizing how destructive other aspects of mania were for her. She’s continued to work in the field and traveled around and read from the book.

I want to talk about what else mania can look like because it can actually become confusing. If you look at people who are manic they can be psychotic. What other disorders have we looked at so far where you can be psychotic? 

1) You can have major depression and be psychotic, but that probably wouldn’t be easily confused with mania. 

2) You can have schizophrenia where you are psychotic. 

· It is actually possible at a particular moment in time that if you see a psychotic patient to not be able to tell whether they have schizophrenia or whether they are having a manic episode, so that the 2 disorders cross-sectionally at a particular moment in time can be indistinguishable. 

· The way to distinguish is by getting a longitudinal history. If someone comes in and has their first psychosis, it can actually be impossible to tell at times. Frequently, someone with schizophrenia would have had some kind of prodrome whereas a bipolar patient may have the symptoms come on more suddenly. But sometimes, you won’t know for sure until you’ve followed the patient over time. If somebody has had a previous episode and this has gone on for a while, then the 2 disorders should be much clearer. People with bipolar disorder between episodes should have no symptoms, they should go back to being normal. Someone with schizophrenia will have some residual negative symptoms, even if they’re on some anti-psychotic, which should take away the positive symptoms. Schizophrenics, in general, will have their functioning gradually decline over the years while someone with bipolar disorder can frequently maintain good functioning, especially if they’re compliant with their medications. 

It’s unclear the socioeconomic groups that patients with schizophrenia and bipolar disorder have been identified in. It has been thought bipolar disorder is seen in patients of higher socioeconomic groups and schizophrenia is seen in patients of lower socioeconomic groups. One explanation is that people with schizophrenia will just drift downwards in terms of what they’re capable of doing (i.e., they can’t work with schizophrenia). That’s one explanation. It also became apparent to the field that there would be a bias in diagnosing such that 2 patients with similar symptoms would be diagnosed with bipolar disorder or schizophrenia based on the prevailing theories of disease allocation by socioeconomic group. There’s really no clear relationship at this point. Epidemiologically, bipolar disorder is approximately twice as common as schizophrenia. That means 2% of the population, much less common than major depressive disorder, which would be recurrent episodes of major depression. 

To make things more complicated, bipolar disorder can also have a mixed type and can develop into rapid cycling. 

Mixed type is symptoms of mania and depression at the same time, which may seem impossible but isn’t. It can be difficult to distinguish from an agitated depression -- there is the increased energy part of the mania with the bad feeling part of the depression. These patients are impulsive and are at particularly high risk for making a suicide attempt.

Rapid cycling is defined as having 4 episodes of mania and/or depression within a year. It’s extremely disruptive, as you can imagine, to be having weeks or months of going back and forth between these episodes. 

2 other disorders you should be aware of:

1) Hypomania – a milder form of mania. It’s basically the same but just not as severe. If somebody has symptoms of mania and they’re psychotic, or it’s so severe they need to be hospitalized, then by definition they have mania. You wouldn’t be hospitalized for hypomania. You would not be psychotic with hypomania. But symptoms of elevated mood, needing less sleep, and feeling good, but not to the same degree and not with the same impairment of function, that’s hypomainia. 

Typographical error in text: Criteria for mania and hypomania in Table 3-4 are correct but first sentence of text (on Hypomania, p.45) says you need fewer symptoms for hypomania diagnosis than mania diagnosis. This is not true, it’s the same number of symptoms but the severity is less. 

Bipolar Disorder Type II – Hypomania with major depression without ever having a manic episode. 

Bipolar Disorder Type I – Mania with major depression

2) Schizoaffective disorder – overlaps to an extent with bipolar disorder. Described in more detail in schizophrenia readings. Patient shows symptoms of both schizophrenia and mood disorders (bipolar disorders). The difference between someone with schizoaffective disorder and someone with bipolar disorder who at times is psychotic is that in schizoaffective disorder you’d be psychotic at times without any mood symptoms.

I’m going to show the videotape now. A patient on the tape may have schizoaffective disorder. Some patients are actually experiencing manic symptoms during the tape and others talk about symptoms they have had in the past.

 Videotape: Interviews with various patients.

There’s actually something to that, when patients are manic or hypomanic, their mind really is sharper and like she said, it can sort of spin out of control. Patients who are depressed, their thoughts do go slower and they do have problems concentrating. 

A couple things about patients on the tape, the patient with the mescaline, I believe he has schizoaffective disorder. He’s currently psychotic, he still has the belief that he can take any amount of poison and be fine, but he doesn’t really have any mood symptoms that we can see on the tape though he does describe having had mood symptoms previously where he was racing, and giving off all this energy. That would be an example of schizoaffective disorder where somebody would have what looks like a manic episode and be psychotic but then the psychosis persists when the mood symptoms are gone. Patients with schizoaffective disorder will need the kind of treatment that patients with schizophrenia will need in addition to the treatment for bipolar patients with mood stabilizers. It can be more complicated.

 The woman who displays her feet and gives this long complicated story, at several points she talks over the interviewer, who is normally very assertive, and she just keeps going. That’s very typical of patients with mania. Patients who are manic will see that you are beginning sentences, trying desperately to break in and they’ll just keep going and it’s part of their trouble and their lack of impulse control and their thoughts are racing. Another aspect of that is patients will be intrusive when they’re manic, either physically intrusive or also emotionally intrusive. They can sort of pick up on what the interviewer’s concerns might be. For example, with a medical student they may sense that you’re somewhat insecure and don’t know as much psychiatry as you’d like and they’ll find ways of kind of making digs and being provocative and irritating. Sometimes, patients will be a lot of fun and that’s another clue; patients can either be very irritating or they can be lots of fun. Of course, some people are just outgoing and the problem is you don’t want to go to the extreme that everyone you find pleasant to be around is manic or hypomanic.

Course of bipolar disorder: It’s basically a lifelong illness where most patients will have to take a mood stabilizer to prevent these episodes from coming back. Unlike schizophrenia, which will tend to diminish in its severity over the years where middle aged and older patients may struggle with the negative symptoms but the psychotic symptoms tend to be less prominent, bipolar disorder, if anything, can become more severe with advancing age, with more episodes and more severe episodes, which can be very disruptive, especially for patients still deciding whether they want to be compliant with their medication.

Etiology of bipolar disorder: Unclear. Obviously a genetic component such that if a family member has bipolar disorder, it’s more likely other family members will have it as well. However, like schizophrenia it isn’t anywhere near 100%, so that you can have twins and close family members who won’t necessarily have bipolar disorder.

Pathophysiology of bipolar disorder: Unclear. We’re much further along in understanding depression than we are in mania. There are some hypotheses about it being in some ways an opposite problem, with too much serotonin and norepinephrine in mania and too little in depression. People with bipolar disorder have both, at times they’re manic and at times they’re depressed, so there is some regulation problem. Something interesting in terms of the treatment is that a number of the mood stabilizers are also anti-convulsants, they work both in treating seizure disorders and in treating mania. It’s interesting in wondering about the etiology, if there’s something similar about preventing seizures and stabilizing mood. 

There’s a chart (Table 3-5, p.52) in the textbook that indicates the medical disorders that can both cause depression and are associated with mania. Some of the medical disorders are the same - - multiple sclerosis & strokes (there appears to be some difference in location of the stroke and the kind of mood disorder that someone will have). 

Also, the same recreational drugs that Dr. Rieder discussed – cocaine & amphetamines -- that can make someone psychotic and look like they have schizophrenia can also make someone look like they have mania.

Tidbits from Q&A post-lecture:

ECT is an effective treatment for depression and mania. Anti-convulsants seem to be effective and having a seizure even seems to be effective 

Cyclothymia = hypomania and dysthymic disorder

The severity of the mania is not necessarily associated with the severity of the depression.

People can have:

1) Hypomania and major depression

2) Hypomania and mild depression

3) Mania and mild depression

4) Mania and major depression

