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Types and Characteristics of Bipolar Disorder
Bipolar disorder was previously referred to as manic–depressive disorder. In reading the expe-
riences by Terri Cheney and Kay Jamison, we quickly see both the mania and the depression. 
Changes in mood are an important aspect of bipolar disorders. These include the intense sense 
of well-being along with high energy seen in mania and its opposite seen in depression. Changes 
in cognition and perception also accompany these states. In mania, thoughts seem to flow eas-
ily, and many individuals find themselves being very productive. Perceptions and sensations may 
also be heightened. However, mania can also increase a feeling of pressure with racing thoughts 
and ideas that do not make sense. Sometimes, this includes a feeling of “I can do anything” and 
the sense that nothing will not work out. Individuals in a manic state may buy expensive items 
they cannot afford, place large bets, and engage in all types of risky sexual behavior. It is as if there 
is nothing to worry about. The depressive episodes show the opposite picture with the person 
experiencing a bleak outlook, low energy in a world of black and white, and a wish to do little. 
One characteristic experienced in both mania and depression by many individuals is a sense of 
irritability.

Descriptions of mania and depression have been with us for more than 2,000 years. 
Hippocrates (460–377 BCE) described both mania and melancholia. He saw these disorders 
as separate, produced by underlying conditions related to an imbalance in the four humors 
(blood, phlegm, yellow bile, and black bile). Today, we might refer to this as a hormonal 
imbalance. In 150 CE, Aretaeus of Cappadocia linked mania and melancholia as one disor-
der. He described individuals who, after displaying melancholia, show fits of mania and vice 
versa. From that time until the present, mania and depression were considered as different 
parts of one disorder. For example, in 1854, Falret in France described a circular disorder (la 
folie circulaire) and Baillarger described “double insanity” (la folie à double forme) to denote 
the manner in which depressive and mania episodes are part of one disorder. Kraepelin, in 
the late 1800s and early 1900s, established in his textbooks the idea that manic depression 
and schizophrenia are two separate disorders, a perspective that has continued to this day. 
Further, in 1957, Leonhard made a distinction between unipo-
lar and bipolar disorders, and this was adopted in the DSM in 
1980. As noted earlier in this chapter, unipolar was depression 
without mania, whereas bipolar disorder encompassed both 
(see Goodwin & Jamison, 2007, for both historical and current 
perspectives).

Diagnosis of Bipolar Disorder
DSM–5 classifies bipolar disorder in terms of the manic and the 
depressive symptoms. Bipolar I disorder requires the presence 
of one or more manic episodes (see Table 6.5). Bipolar I does not 
require any depressive symptoms for the diagnosis. In fact, some 
individuals with bipolar disorder never report depression (S. 
Johnson, Cuellar, & Miller, 2009). However, the majority of indi-
viduals with bipolar disorder do experience depression during their 
lifetime. Bipolar II, on the other hand, requires an episode of MDD 
along with a hypomanic episode. A hypomanic episode is similar to 
mania but shorter in duration and less severe (see Table 6.5). Further, 
an individual with bipolar II disorder cannot have had a full manic 
episode.

The major distinctions in DSM–5 between bipolar I and 
bipolar II are related to the severity and duration of the manic 
phase. Bipolar I is the category in which mania is present and, 
although not required, the individual may also show symptoms 

The Scream by Edvard Munch (1893). Munch suffered from 
bipolar disorder.
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