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Bipolar disorder is a chronic pathology that produces consequences in different areas of life and generates serious problems not only on an individual level but also the environment of those who suffer from it. Along with Generalized Anxiety Disorder (GAD), it is one of the diseases that require more expertise on the part of clinicians to make precise diagnostic distinctions. This is due to the peculiarity of having numerous edges that relate it to many other clinical situations. Although there is a certain proportion of a patient with age of onset during childhood, the epidemic development indicates that it mostly occurs during the transition period between adolescence and youth. Since its appearance, Bipolar Disorder aroused interest in society and specialists to the point of having been diagnosed in excess. The increase in popularity generated that anyone who crosses different moods can be labeled as bipolar (Paris, 2017).
When people are diagnosed with bipolar disorder, this condition is classified into one of three types, depending on the type and severity of the symptoms present. The three types of bipolar disorder are briefly described as follows. Bipolar disorder I am perhaps the starkest of the three. Persons with bipolar disorder I feel such drastic changes in their mood that their ability to function is significantly impeded and effects occur in most aspects of their lives if not all. The episodes of mania and depression characteristic of bipolar I disorder may persist for prolonged periods of time before alternating or changing consistently, which are known as rapid cycles (Schweitzer, Maguire & Ng, 2005).
Bipolar disorder II is a less severe form of bipolar I disorder, in which individuals experience generalized episodes of depression, in addition to one or more hypomanic episodes. Hypomania is a milder form of mania and the presence of this symptom is what distinguishes a diagnosis of bipolar II from a diagnosis of depression. The cyclotomic is considered a milder type of bipolar disorder. Individuals with cyclothymia have episodes of depression and hypomania, but these episodes are significantly less severe than those of people with bipolar I or II (Frances & Jones, 2012).
Risk Factors for Bipolar Disorder
There is still no concrete or exact information regarding the factors or the triggers of the bipolar disorder. However, the most relatable factors identified by scientists and doctors have given us the narrow criteria of the mental disease which is as follows:
Biological or Biochemical Cause
Biochemically speaking, bipolar disorder originates in a certain part of the brain where it is said that a series of neurotransmitters (a kind of chemical messenger) are not functioning correctly. Dopamine, serotonin, and norepinephrine are the three major neurotransmitters involved in bipolar disorder. With this in mind, the disease may be sleeping or dormant for years and may be triggered by some external factors such as stress or a crisis. Closely investigating the brain, scientists have revealed that the mind of a patient suffering from the disorder is "connected differently" compared to a normal person, which may explain the alterations of the fury of extreme emotions (Greenberg, 2017).
Genetic or Family Cause
Regarding the family / genetic factor with respect to the causes of bipolar disorder, people with first-degree blood relatives such as siblings, children, or parents are likely candidates for the disorder compared to those who do not have family members with the disease. Scientific researchers have been working hard to discover the specific genes that are involved in the disorder.
Induced Medication
Bipolar disorder can also be caused by medications. This usually happens during the misdiagnosis, and therefore, the patient receives a medication that may not be competent enough to control the disorder. With a different disease in mind (in some cases, only the depressive mood could have been diagnosed), the doctor may not be alert to detect unusual changes in the patient that could misdirect the original diagnosis. An example is an antidepressant medication that can trigger a manic incident in patients who are vulnerable to bipolar disorder (Soreca, Levenson, Lotz, Frank & Kupfer, 2012).
Risk Factors:
•    The family history of a mental illness (especially if there is a history of bipolar disorder or depression)
•    Presence of an existing mental illness (such as anxiety)
•    Personal or family history of abuse of harmful substances
•    Being a victim of different types of abuse or abandonment (when there is a genetic predisposition to this disorder)
•    Experiencing severe trauma (when there is a genetic predisposition to this disorder)
•    Go through significant or stressful changes in life (when there is a genetic predisposition to this disorder)
Biological Issues 
The disorders that are given a purely biological basis are those related to damage to large areas of brain tissue, i.e. with neurological damage that affect behavior, however, it is important to mention that not all neurological damage generates pathological behaviors and in turn, most mental disorders are not the result of neurological damage. Since it is now recognized that the biological processes of the genetic and biochemical type to be affected also require certain psychosocial and cultural factors. Genes greatly influence the biochemical processes of the body. 
Several studies propose that inheritance predisposes certain disorders such as depression, schizophrenia, alcoholism, etc. However, contrary to physical characteristics such as eye color, which are determined solely by our genetics, pathological behaviors are also the result of interaction with the environment, that is, they are conditioned by the environment. A person can inherit the susceptibility to suffering a mental illness, however, it does not necessarily mean that it develops since for this to happen external factors (stress, abuse, use of substances, etc.) that trigger or generate the presence of said disorder.
Psychological Issues
There are many myths about bipolar disorder, and there are even those who believe that it has to do with having several personalities. But, to make the confusion worse, this disorder can generate virtually all the symptoms associated with depression. This is because, as the name suggests, bipolar disorder has two phases, and one of them is depression. The difference between the bipolar patient and the depressive patient is in the second phase of the disorder presented by the first: mania. During the phases of mania, the person feels a sense of euphoria; energy and optimism take over their body and, in fact, in many cases make them feel very well. However, this exaltation of mood can cause them to take great risks and even compromise the welfare of others ("Patient Story: Bipolar Disorders", 2018).
Social Issues
Social cognition has not only been studied in patients with bipolar disorder but also in subjects with schizophrenia. It has been found that, like people suffering from bipolar disorder, individuals with schizophrenia have difficulties in various domains of social cognition; including emotional processing, empathy, and knowledge of cultural norms. However, patients with schizophrenia show greater affectation. The factor that could be linked to this poor performance in tasks of social cognition is the integration of contextual information. Both disorders show deficits in tasks of social cognition with greater sensitivity to the context; which indicates a potential generalized difficulty in the processing of social contexts. 
On the other hand, both groups (both patients with bipolar disorder, such as those with schizophrenia) manifested difficulties in the recognition of negative emotions. Subjects with schizophrenia showed deficits in the recognition of anger and disgust, while those with bipolar disorder failed more frequently in the identification of sadness. These latter difficulties seem to correlate with a reduction in the volume and level of functional activation of prefrontal areas. On the other hand, both patients with bipolar disorder, such as those with schizophrenia manifested difficulties in the recognition of negative emotions. Subjects with schizophrenia showed deficits in the recognition of anger and disgust, while those with bipolar disorder failed more frequently in the identification of sadness. These latter difficulties seem to correlate with a reduction in the volume and level of functional activation of prefrontal areas (Nakaya, 2016). 
[bookmark: _GoBack]Bipolar disorder is a serious mood disorder that can become disabling. Like any disorder, its prognosis is better to the extent that the patient has adequate family and social support. However, several studies suggest that subjects who suffer from this disorder tend to be more prone to social isolation, lack of a partner and unemployment. Although the cause of this situation is diverse and complex, one of the factors that have been isolated is the poor performance in tasks that measure social cognition. These patients manifest certain deficits in the identification of emotional responses, in the use of social networks as a means of linking, and the integration of contextual information when it comes to understanding a phenomenon or a situation. Although there is not enough evidence in this regard, these deficits could be linked to areas and cortical circuits. In any case, that there is enough evidence is that bipolar disorder is usually associated with poor performance in social situations. This highlights the need to address this disorder in a complex way, taking into account not only its most obvious manifestation: the fluctuations in moods; but also the other difficulties that are usually associated (Kumari & Gupta, 2018).
Religious or Spiritual Issues
When a person is diagnosed with a bipolar disorder, what it means is that he has severe mood swings. They need stability in their life to have well-being in their bipolar state, but they ask themselves: Where do I start? What am I looking for? How can I judge what I am doing? Seeking help identifying the cause of this behavior is the first step. Being in Christ, regardless of your emotional problems, is already a great breakthrough. For those not familiar with the term "bipolar", it is simply the elegant name to refer to mood swings. But these are not small changes in mood that most people experience. The bipolar person experiences great mood swings that go from one extreme to the other. Another common name for this disease is "manic-depressive disorder" (Ward, 2011).
During the manic phase, the patients feel very animated, both mentally and physically, disorganized, often in an uncontrolled or uncontrollable state. Then, after a while of this mania, mood swings come for a state of depression and people fall into lethargy and sometimes with a tendency to suicide. The thought process of the patient is not well balanced and this creates the need to take extra care and further be protective on thoughts. This can be seen when the patients take more time to decide something or answer a question that may be based upon critical thinking (Mercer, 2013). 
Treatment for the Bipolar Disorder
Although currently, bipolar disorder has no cure, there are specific treatments whose objective is to control the disease in its aspect of recurrence, trying to improve and prevent manic and depressive episodes and also improve chronicity, trying to make long-term evolution as much as possible. The treatment will be based on the use of drugs, psych-education, and psychotherapy in which the patient is helped to know aspects of the form of bipolar disorder that it presents and how it affects each person in particular. Some measures of a healthy lifestyle (regular on the schedule, take care of sleep, avoid drug use, physical exercise, etc.) help prevent and control symptoms (Bourin, 2018).
Model Treatments
The treatment helps maintain a stable mood and relieve manic or depressive symptoms.
Self-Help
Taking notes of the patient’s moods in a journal for that purpose can help one determine the severity of the symptoms, as well as recognize when they begin to become uncontrollable. This may help them prevent manic or depressive episodes and request for relief when they need it. Knowledge to cope with anxiety can help stop these episodes. A proper balance between labor and life, as well as performance activities that please the patient, can aid them as they get relaxed and feel good. Steady exercise and a healthy diet are also helpful.
The Antipsychotic Drugs
If the patient has a frenzied episode, the clinician may recommend an antipsychotic medication, like olanzapine, to treat his or her indications, or before they are given medication to stabilize their mood. 
Mood Stabilizers 
To avert sudden temperament swings, the medic may suggest a mood-stabilizing medicine, such as lithium. The specialist may check blood tests to be assured of the quantity of the prescribed medications to be moderate. Lithium can take about three months to start acting effectively. Side effects may include weight gain, tremors, and thirst. Excess lithium in the body, may feel nauseous, drag our words and wobble when we walk. If the patient has these symptoms, contact the doctor immediately.  
Antidepressants 
The doctor may recommend that the patient take an antidepressant for a short time to treat an episode of depression. Typically, antidepressants called selective serotonin reuptake inhibitors (SSRIs) are usually prescribed, for example, citalopram and fluoxetine. When taking these medications, there is a risk that the depressive symptoms become manic. To prevent this from happening, some can be taken in combination with mood stabilizers. Side effects can include palpitations, sleep problems, and confusion (Poon, Sim, Sum, Kuswanto & Baldessarini, 2012).
Conversation Therapies
Cognitive-behavioral therapy is a conversation treatment that helps modify the way patient think, feel and behave. This can help treat the depressive symptoms of the bipolar affective disorder. Talking about and reflecting on bipolar affective disorder with a counselor or a psychologist can prevent relapse (Laakso, 2011).
 Hospital Treatment
If the person's psychotic or manic symptoms are severe, they may need to be admitted to a hospital to receive the necessary care, under the supervision of a psychiatrist. It may be that the person does not want to receive treatment because he does not realize that he is not well. If the person is not willing to receive treatment, the Mental Health Law gives doctors certain powers to keep it in the hospital and treat it. In general, this only applies if there is a risk to the health or safety of the patient, or of other people (Lefebvre, 2017).
Side Effects
In general, mild side effects improve as the prescribed medications and the best doses are found for the patient, and their body adapts to the medication. Talking to their doctor or mental health professional if they have annoying side effects should be the main practice. Do not make any changes or stop taking medications. If the patient stops taking the medication, they may experience withdrawal effects or the symptoms may worsen or return. This can cause a lot of depression, suicidal thoughts or a manic or hypomanic episode. 
Medications and Pregnancy
There are several medications for bipolar disorder that can be associated with birth defects that can be passed on to the baby through breast milk. There are certain medications, such as valproic acid and divalproex sodium, that should not be used during pregnancy. In addition, contraceptive medications may lose effectiveness when taken together with certain types of medications for bipolar disorder. If possible, the patient should talk with their doctor about treatment options before getting pregnant (Wingo, Baldessarini, Holtzheimer & Harvey, 2010).
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