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Acute	mania	meaning

What	is	acute	mania.	Acute	mania	meaning	in	hindi.	Whats	acute	mania.	What	does	acute	mania	mean.

The	synthesis	site	of	Clinical	knowledge	of	Nice	(CKS)	is	only	available	for	users	in	the	United	Kingdom,	crown	dependencies	and	British	overseas	territories.	The	CKS	content	is	produced	by	Clarity	Informatics	Limited.	It	is	available	for	users	outside	the	United	Kingdom	by	subscription	from	the	PRODIGY	website.	If	you	believe	you	see	this	page	in
error,	contact	us.	This	article	refers	to	the	international	classification	of	diseases	10th	edition	(ICD-10)	which	is	the	official	classification	system	for	mental	health	professionals	working	in	NHS	clinical	practice.	The	literature	occasionally	refers	to	the	diagnostic	and	statistical	manual	of	the	classification	system	of	mental	disorders	(DSM)	which	-	while
used	in	clinical	practice	in	the	United	States	-	is	mainly	used	for	research	purposes	elsewhere.	Bipolar	disorder	is	an	episodic	chronic	disease	associated	with	behavioral	disorders.	It	was	called	manic	depression.	It	is	characterized	by	episodes	of	Mania	(or	Ipomania)	and	depression.	One	can	occur	first	and	one	can	be	more	dominant	than	the	other,
but	all	cases	of	Mania	eventually	develop	depression.	In	the	1960s	manic-depressive	psychosis	was	divided	into	unipolar	depression	(patients	with	mainly	depression),	unipolar	mania	(patients	with	mainly	mania)	and	bipolar	disorder	(patients	with	depression	and	mania).	This	was	replaced	mainly	by	the	division	into	bipolar	disorders	I	and	II	[1].
Bipolar	I:	this	type	presents	maniac	episodes	(most	commonly	interspersed	by	higher	depressive	episodes).	Maniaci	episodes	are	serious	and	cause	a	bad	operation	and	frequent	hospitals.	Bipolar	II:	patients	do	not	meet	the	criteria	for	complete	craze	and	are	described	as	hypomanic.	The	hypomania	compared	to	mania	has	no	psychotic	symptoms	and
translates	into	less	associated	dysfunction.	This	type	is	often	interspersed	by	depressive	episodes.	Further	details	on	how	the	two	subtypes	refer	to	current	diagnostic	systems	can	be	found	in	the	Diagnosis	section.	It	is	important	to	note	that	the	diagnosis	of	bipolar	disorder	must	not	be	made	if	the	symptoms	are	designed	to	derive	from	ingestion	of
drugs	or	drug	withdrawal	[2].	There	is	limited	information	available,	but	international	studies	suggest	a	prevalence	rate	throughout	the	life	of	2.4%	bipolar	disorder	[3].	Data	of	the	adult	psychiatric	morbidity	of	the	United	Kingdom	survey	carried	out	in	2014	indicated	that	[4]:	​​Overall,	2.0%	of	the	population	showed	positive	for	bipolar	disorder:	the
rates	were	similar	in	males	and	females.	The	bipolar	disorder	was	more	common	in	younger	eth	groups,	observing	in:	3.4%	of	those	of	age	between	16	and	24.0.4%	of	those	of	ages	between	65	and	74	years.	The	World	Mental	Health	Survey	has	identified	a	rate	of	2.4%	in	11	countries	outside	the	United	Kingdom	[5].	Overall,	the	data	collectively	that
bipolar	disorders	may	be	slightly	more	common	than	bipolar	II	disorder.	Relatives	of	people	with	bipolar	disorder	are	five	to	ten	times	more	likely	to	have	bipolar	disorders	themselves[6].	Anxiety	and	substance	abuse	are	common	associated	conditions.	Mania	is	from	high	mood	and	increase	the	amount	and	speed	of	physical	and	mental	activity.	Self-
sufficient	views	and	ideas	are	greatly	exaggerated.	Some	patients	may	be	overly	happy,	while	others	may	be	irritable	and	easily	anxious.	During	the	chosen	maniac	that	follow	[5]:	Ideas	of	speech.	Excessive	amount	of	energy.	Thoughts	and	flight	of	ideas.	Little	sleep,	or	an	altered	sleep	pattern.	Easily	distracted	-	starting	many	activities	and	leaving
them	unfinished.	Dress	up	fright	or	not	responsible.	Appetite.	Appetite.	Sexual	Disinhibition.	Put	money	in.	In	serious	cases	there	may	be	great	disappointments	(for	example,	convinced	that	they	are	world	leaders	or	monarchs),	hearing	hallucinations,	delusions	of	persecution	and	lack	of	intuition.	The	lack	of	intuition	is	very	dangerous	when	patients
are	unable	to	see	the	need	for	them	to	change	their	behavior.	Their	phase	of	behavior	is	a	lower	degree	of	mania	with	a	slight	persistent	elevation	of	mood	and	increased	activity	and	energy,	but	without	hallucinations	or	disappointments.	There	is	also	no	significant	effect	on	functional	skill	[2].	Phase	in	depressive	phase	The	depressive	phase,	patients
experience	the	poor	mood	with	reduced	energy.	Patients	have	no	joy	in	everyday	activities	and	have	negative	thoughts.	Facial	expressions	are	missing	and	they	have	a	contact	with	poor	eyes	and	can	be	in	tears	and	uncultivated.	The	poor	mood	is	worse	in	the	morning	and	is	disproportionate	to	circumstances.	There	may	be	feelings	of	despair,	low	self-
esteem	and	guilt	for	which	it	cannot	be	clear	reason.	There	may	be	weight	loss,	reduced	appetite,	altered	sleep	pattern	with	morning	waking	and	loss	of	libido.in	severe	cases	there	may	be	disappointment	of	persecution	or	disease	or	imminent	death.	Patients	can	become	undue	through	self-negency	-	for	example,	do	not	eat	or	drink.	Bipolar	disorder
may	have	a	harmful	effect	on	psychosocial	functioning	[7].	It	is	important	to	specifically	ask	for	difficulties	in	relations	and	difficulties	in	working.	A	2017	paper	examined	the	Binge	Food	Disorder	Association	with	Bipolar	Disorder	[8].	The	study	rated	145	people	with	bipolar	disorder	for	the	presence	of	binge	lift	behavior	(be).	The	results	showed	that
18.6%	of	individuals	analyzed	filled	the	criteria	to	be	behaviors	of	which	74%	were	female.	These	people	tended	to	have	higher	levels	of	anxiety	and	emotional	reactivity.	ICD-10	requires	at	least	two	episodes	where	a	person's	mood	and	activity	levels	are	significantly	disturbed	(one	of	which	must	be	mania	or	hypomania)	[9].	ICD-10	further	divides
bipolar	disorder	into:	At	present,	the	remissor	of	theof	the	following	symptoms	confirm	the	mania:	grandeur	/	inflated	self-esteem.	The	aged	need	for	sleep.pressured	speech.Fucking	ideas	(fast	thoughts	and	frequent	changes	of	their	train	of	thought).Distraction.Psychomotor	Agitation.	Excessive	involvement	in	pleasurable	activities	without	thinking
about	the	consequences	consequences	spree	spending	resulting	in	over-indebtedness).There	may	also	be	psychotic	symptoms	â​​	e.g.,	delusions	and	hallucinations.	The	manic	episode	is	mixed	if	depressive	symptoms	are	associated.Adults	with	depression	on	primary	therapy	should	be	informed	about	previous	periods	of	hyperactivity	or	uninhibited
behaviour.	If	the	hyperactivity	or	uninhibited	behaviour	lasts	for	four	or	more	days,	it	is	advisable	to	consult	a	mental	health	specialist.The	frequency	and	duration	of	the	episodes	vary.The	symptoms	of	mania	(or	hypomania)	and	the	presence	of	depressive	symptoms	may	vary	from	day	to	day	and	even	throughout	the	day.	10-20%	have	rapid	cycling	â​​
defined	as	four	or	more	cycles	of	depression	and	mania	per	year,	with	no	intermediate	asymptomatic	episodes.[10]	Detailed	history	of	the	episode	â​​	symptoms,	presence	of	hallucinations	or	delusions,	collateral	history	if	the	patient	agrees:Any	previous	episodes	of	mania	depression	or	depression.Any	suicide	or	murder	Any	self-neglect.Family
history.Substance	abuse,	smoking	and	alcohol	consumption.General	physical	health.The	basis	of	any	successful	management	plan	is	the	development	of	a	good	relationship	and	a	relationship	of	trust	with	the	patient	and	caregivers.	Patients	need	educational	information	about	diagnosis	and	management	strategies.	In	primary	care,	the	doctorâ​​s	role	is
to	maintain	a	constant	relationship	with	the	person	and	their	family	members/assistants,	to	help	them	follow	the	care	plans	developed	in	secondary	care,	to	establish	crisis	plans	if	necessary,	and	to	monitor	treatment.For	depressed	patients,	primary	care	physicians	should	consider	consulting	the	Mental	Health	Team	in	the	following
circumstances:Severe	depression.Patient	considered	dangerous	to	himself	or	others.Poor	or	partial	response	to	treatment.Significant	decline	in	function	Depression	associated	with	a	period	of	hyperactivity	or	uninhibited	behavior	lasting	more	than	four	days.Poor	adherence	to	treatment.Drug	intolerance.Alcohol	or	drug	abuse	co-morbidity	(dual)
Planning	to	stop	taking	medication	after	a	period	of	stability	Bipolar	disorder	during	pregnancy	or	if	a	woman	is	planning	to	become	pregnant.Most	of	the	evidence	for	the	treatment	of	bipolar	disorder	is	primarily	related	to	bipolar	I	disorder	and	may	not	be	easily	extrapolated	to	bipolar	II	disorder.Non-pharmacological	methodsEducation	on
diagnosis,	treatment	and	side	effects.Go	Communication.Self-help	groups.Support	groups.Self-monitoring	of	symptoms,	side	effects	and	triggers.Response	strategies.Psychotherapy.Encouragement	to	engage	in	calming	activities.Telephone	support.Psychological	therapies	have	been	shown	to	be	beneficial,	e.g.	Behavioral	that	helps	identify	triggering
factors	and	how	to	avoid	them.	Other	therapies	that	can	help	include	include	interpersonal	therapy	and	behavioral	couple	therapy.	Patients	who	present	acute	episode	must	be	followed	once	a	week	for	six	weeks	and	then	every	four	weeks	for	the	first	three	months.	the	management	of	a	first	episode	maniacs	manic	episodes	require	urgent	control	and
patients	can	be	violent.	liaise	with	a	psychiatrist	consultant	-	always	consider	hospital	admission	(such	as	intuition	is	usually	lost)	and	record	assessment	of	any	suicidal	idea.	the	goals	of	treatment	are	to	quickly	reduce	symptoms	and	ensure	patient	safety	and	others.	if	the	patient	is	violent	or	poses	a	danger	for	himself	or	for	others,	then	refer
urgently	to	the	psychiatric	evaluation	and	consider	the	oo	of	mental	health	act	(mha)	if	they	do	not	want	to	be	voluntarily	admitted.	Try	to	convince	patients	to	have	oral	therapy	voluntarily.	in	A&E,	therapy	can	be	given	under	coercion	under	the	common	law	if	it	is	believed	that	not	doing	so	would	cause	damage	to	the	patient	or	others.	if	you	need
acute	control,	use	one	or	more	of	the	drugs	discussed	below.	use	oral	preparations	in	preference	to	intramuscular	(im,)	as	absorption	varies	and	it	is	therefore	difficult	to	determine	the	answer.	a	rapid	awareness	(administration	of	calm	medications)	may	be	necessary	-	remember,	if	the	patient	refuses,	it	may	be	necessary	to	use	the	common	law
(allows	treatment	in	case	of	emergency)	or	use	mha.	ensure	that	circumstances	are	well	documented,	even	if	the	mha	or	common	law	has	been	used.	Below	is	a	summary	of	the	current	guide	on	the	management	of	bipolar	disorder[1]:	treatment	of	a	later	acute	manic	episode	if	patients	are	already	on	an	antipsychotic	and	develop	an	additional	manic
episode	then	or	the	dose	of	antipsychotic	should	be	increased	to	the	maximum	dose	licensed	or	should	be	increased	to	the	maximum	dose	tolerated.	Commonly	used	drugs	are	haloperidol,	olanzapine,	quetiapine	and	eredon.	if	an	antipsychotic	is	ineffective	it	is	worth	changing	to	a	different	one.	if	the	second	antipsychotic	is	ineffective	at	a	maximum
authorized	or	tolerated	dose,	consider	adding	lithium.	if	lithium	is	inappropriate	(for	example,	the	patient	refuses	regular	monitoring)	consider	adding	valproates.	valproates	should	not	be	routinely	oated	in	females	of	fertile	potential	and	if	it	is	used	then	patients	should	be	recommended	on	alternative	forms	of	contraception.	If	a	patient	with
hypomania	or	mania	is	taking	an	antipsychotic	with	an	antidepressant,	the	antidepressant	should	be	stopped.	if	patients	have	an	additional	manic	episode	on	lithium,	levels	should	be	checked	and	increased	dose	if	possible,	or	an	antipsychotic	can	be	added.	if	the	patient	is	on	the	valproateThe	dose	should	be	increased	up	to	Abbato	symptoms	or	side
effects	prevent	further	increases,	in	this	case	an	antipsychotic	should	be	added	(for	example,	olanzapine,	quetiapine	or	risperidone).	Rarely,	rapid	awareness	of	patients	with	mania	is	required.	This	can	be	obtained	with	antipsychotics,	benzodiazepines	or	or	administered	orally,	IM	or,	in	exceptional	cases,	intravenously	(IV)	[12].Treatment	of	an
episode	of	acute	depressionGeneral	practitioners	should	consider	referral	to	the	Mental	Health	Team,	as	most	treatment	is	best	started	in	secondary	care.A	risk	assessment	of	suicidal	ideation	should	be	performed.	If	compulsory	hospitalization	is	considered	to	be	in	the	patientâ​​s	best	interest,	it	may	be	necessary	to	invoke	MHA	or	Common	Law.	See
the	separate	article	Required	for	more	details.Antidepressants	may	be	less	effective	in	bipolar	disorder,	although	depression	is	the	main	characteristic.	They	should	be	used	with	caution,	as	they	may	induce	mania	or	hypomania	or	fast	cycling.	If	antidepressants	are	needed,	they	should	be	prescribed	together	with	anti-handle	medications.Mild
depression	may	not	require	any	specific	therapy	and	patients	should	be	monitored	initially	every	1-2	weeks.If	depression	develops	rapidly	in	a	patient	with	a	previous	untreated	manic	episode,	treatment	with	an	anti-handle	medication	should	be	initiated	(as	above).	If	there	is	no	response,	lamotrigine	may	be	tried	on	its	own.If	patients	are	already
taking	lithium,	the	lithium	level	should	be	monitored	and	the	dose	increased	as	needed.	If	this	is	not	successful,	fluoxetine	may	be	added	in	combination	with	olanzapine	or	quetiapine.	Fluoxetine	may	be	omitted	if	the	patient	so	wishes.For	patients	already	treated	with	valproate,	it	is	recommended	to	adopt	a	similar	approach	to	those	treated	with
lithium.	Options	include	long-term	treatment	(in	which	case	the	review	takes	place	in	3-6	months)	or	discontinuation	of	treatment.	If	treatment	is	discontinued,	the	patient	should	be	advised	to	report	the	first	symptoms	of	relapse.Long-term	pharmaceutical	options	may	include	lithium	with	or	without	valproate,	or	if	the	patient	does	not	want	regular
monitoring,	various	combinations	or	the	exclusive	use	of	valproate,	quetiapine	and	olanzapine.Treatment	of	an	acute	mixed	episode	Long-term	treatment	in	secondary	care	to	prevent	relapse	or	recurrenceAfter	each	acute	episode	of	mania	or	bipolar	depression,	discussions	should	be	held	with	the	patient	and/or	caregiver	about	the	disease,	treatment
options,	the	risk	of	recurrence	after	discontinuation	of	treatment,	and	the	risk	of	recurrence	after	treatment.	risks	and	benefits	of	pharmacological	and	psychological	therapy.	The	risks	may	be	particularly	relevant	in	women	of	childbearing	age.	Factors	to	consider	include:The	severity	and	frequency	of	the	episodes.Response	prior	to
therapy.Symptoms	between	episodes.Recidivism	triggers,	warning	signs	of	recidivism	and	management	strategies.Potential	duration	of	treatment	and	mode	of	review.Provide	written	information	on	bipolar	disorder,	including	information	to	the	public	from	the	National	Institute	for	Health	and	Care	Excellence	(NICE).	Make	sure	there	is	enough	time
to	discuss	options	and	concerns[1].	Available	options	include:	Pharmacological:	Lithium	should	be	considered	first	line,	with	the	addition	of	valproate	if	ineffective.	Valproate	or	olanzapine	should	be	considered	for	patients	who	are	intolerant	to	lithium	or	are	unprepared	for	regular	monitoring.	Do	not	use	valproate	in	women	of	childbearing	potential
without	appropriate	caution.	If	symptoms	continue,	then	the	patient	should	be	referred	to	a	mental	health	specialist.	Medicines	that	could	be	used	in	this	situation	are	lamotrigine	(especially	in	bipolar	II)	or	carbamazepine.	Lithium	will	require	monitoring	of	levels	and	monitoring	of	renal	function	and	thyroid	function.	Patients	should	be	advised	of
adequate	rehydration	and	the	dangers	of	abrupt	treatment	discontinuation.	Long-term	therapy	usually	continues	for	two	years,	but	may	be	needed	for	a	period	of	five	years.	Patients	should	be	aware	of	early	warning	symptoms	of	recurrence	if	the	medication	is	discontinued.	The	drug	should	be	monitored	gradually	(unless	acute	toxicity	develops).
Mood	should	be	monitored	for	two	years	after	treatment	is	stopped.	Cognitive	behavioural	therapy,	interpersonal	therapy	or	behavioural	couple	therapy	may	be	appropriate.	NICE	provides	a	link	to	an	evidence-based	manual	to	a	psychological	intervention	developed	specifically	for	bipolar	disorder[1].	Psychosocial	education	can	be	helpful,	but	the
evidence	is	weak[13].	Various	methods	are	available,	including	teaching	you	coping	strategies	and	managing	communication	difficulties.	Psychosocial	interventions	are	particularly	important	for	paediatric	and	adolescent	patients	to	provide	families	with	an	understanding	of	symptoms,	course	and	treatment.	Treatment	of	Rapid	Cycling[10]The
prevalence	of	the	Year	of	Rapid	Cycling	among	all	bipolar	patients	ranges	from	5-33.3%,	while	the	prevalence	of	life	ranges	from	25.8-43%.	It	is	associated	with	a	longer	course	of	disease,	an	earlier	age	at	the	onset,	more	illicit	drug	and	alcohol	abuse	and	increased	suicide.	Patients	with	rapid	cycling	should	have	their	thyroid	function	tested.	If	they’re
on	antidepressants,	they	should	be	stopped.	The	anti-sleeve	therapy	should	be	optimized	and	checked	for	compliance.	First-line	therapy	is	a	combination	of	lithium	and	valproate	and,	if	this	does	not	work,	only	lithium	can	be	used[1].	Retreatment	or	toxicity	of	lithium	can	also	cause	rapid	cycling	and	levels	need	to	be	controlled.	Topiramate	and
gabapentin	are	not	recommended	by	NICE.	Therapy	(ECT):	NICE	guidelines	mention	that	ECT	can	provide	rapid	improvement	of	symptoms	in	severe	cases	of	mania	if	all	other	options	have	not	been	successful.	However,	the	effect	is	short-lived.	Transcranial	magnetic	stimulation:	this	is	not	recommended	by	the	NICE.	Once	patients	begin	treatment
they	must	be	examined	at	least	weekly	and	thenonce	I'm	stable.	Particular	attention	should	be	paid	to	lipid	levels,	plasma	glucose,	weight,	tobacco,	alcohol	and	other	illicit	drugs	and	blood	pressure	monitoring.	A	regular	questioning	of	side	effects	and	suicidal	ideation	should	occur.	Children	and	adolescents	Diagnosis	of	mania	in	young	patients	is
similar	to	that	for	adults	but	the	mania	must	be	present.	Another	feature	that	makes	diagnosis	is	euphoria	present	in	most	days.	Irritability	can	help	diagnosis	but	it	is	not	necessary.	Treatment	in	children	and	adolescents	is	essentially	the	same	as	adults,	but	should	be	initiated	under	mental	health	specialists.	Aripiprazole	has	been	recommended	for
moderate	to	severe	manic	episodes	in	teens	with	bipolar	disorder	I	up	to	12	weeks	in	teens	aged	13	and	older[14].	Pregnancy[15]The	methods	used	for	mania	in	women	who	bring	children	can	have	an	impact	on	the	fetus	if	they	become	pregnant.	Therefore,	a	thorough	advice	on	contraception	and	the	risks	of	getting	pregnant	must	be	discussed[2].
Drugs,	such	as	carbamazepine	and	lamotrigo,	must	be	arrested	if	patients	become	pregnant[16].	The	use	of	value	should	be	avoided	in	women	who	can	get	pregnant.	No	specific	anti-manic	medication	is	authorized	during	pregnancy.	If	pregnant	women	develop	the	mania,	then	low	doses	of	antipsychotic	can	be	used.	Bipolar	disorder	can	present	in
elderly	patients.	Disorders,	such	as	cerebrovascular	accidents	and	thyroid	disorders,	must	be	excluded.	Older	patients	should	be	treated	as	above.	Older	patients	are	more	likely	to	develop	sudden	depression	after	recovery	from	a	manic	episode	and	need	a	close	follow-up.	Senior	patients	are	also	more	likely	to	develop	side	effects	and	have	drug
interactions.	Bipolar	disorder	requires	treatment	and	management	throughout	life[5].	The	natural	course	of	bipolar	disorder	usually	includes	remission	periods	with	frequent	relapses.	This	occurs	most	commonly	when	adherence	to	treatment	is	poor.	A	person	with	bipolar	disorder	will	experience	an	average	of	about	10	episodes	during	their	lives,
although	there	is	a	great	degree	of	interindividual	variation.	The	risk	of	recurrence	in	24	months	after	an	episode	(50%)	is	particularly	high	compared	to	other	psychiatric	disorders[17].	There	is	a	chance	of	a	75%	occurrence	within	four	years	of	an	episode.	Poor	prognosis	is	associated	with:	Substance	addiction	Psychotic	characteristics	Depression
symptoms	Interepisode	male	gene	Lithium	prophylaxis	improves	prognosis	in	about	50%	of	patients[17].	Approximately	45%	of	patients	have	chronic	disorder.	The	average	number	of	episodesmania	is	9,	and	the	range	is	2-30.	Other	episodes	indicate	a	poorer	prognosis.	People	with	bipolar	affective	disorder	are	at	higher	risk	for	suicidal	conception
and	attempts,	leading	to	a	poorer	prognosis.	The	mortality	is	higher	among	people	with	bipolar	disorder,	with	the	standardized	mortality	ratio	for	cardiovascular	diseases	reported	at	ranges	from	1.2	to	3.0,	and	than	for	suicide	from	14.0	to	aW,	Tai	S,	Clark	A,	et	al;	A	new	therapy	of	cognitive	behavior	for	bipolar	disorders	(Think	actually	About	Mood
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