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are particularly severe or frequent
episodes of depression, family history of
bipolar affective disorder (see box 1,
below), treatment resistance, young age,
and atypical features (e.g. hypersomnia,
hyperphagia or racing thoughts).
Potential risk factors for bipolar disorder
are listed in box 1, below.

The longitudinal perspective of
primary care is ideally suited to

identifying atypical presentations of
bipolar affective disorder. Obviously if
mania or severe depression is suspected,
or patients are a danger to themselves
or others, urgent referral for specialist
mental health assessment is necessary. 

As outlined in box 2, below, the
distinction between bipolar I and II is the
duration of (hypo)manic symptoms.
Bipolar II is not simply less severe bipolar

affective disorder. Although episodes of
mood elevation may be less extreme,
patients probably spend more time
unwell than in type I and suicide
attempts and completed suicide are at
least as common.10 

In addition to bipolar I and II, there 
are other bipolar spectrum
presentations. Cyclothymia refers to a
chronic (at least two years) mood
disturbance with depression and
hypomanic symptoms that does not
meet the criteria for a full episode. 

In a nationally representative sample
of US adults diagnosed with depression,
40% of participants also had a history of
subthreshold hypomanic symptoms.11
Notably, these subthreshold disorders
present with significant psychiatric
comorbidity (nearly two thirds having a
comorbid anxiety disorder, for example)
and the severity of associated role
impairment was similar to that of bipolar I
disorder. 

A diagnosis of bipolar affective
disorder will generally be made by a
psychiatrist. The mental health team will
initiate treatment, although responsibility
for monitoring of treatment often

Box 2

DSM-5 criteria for bipolar and related disorders (simplified)14

Diagnosis
Bipolar I 

Bipolar II 

Cyclothymia 

Criteria
• One week of abnormally elevated, expansive, or irritable mood (or less if hospitalised) plus
increased activity or energy
• Three (or more) of the following seven symptoms have persisted (four if the mood is only
irritable) and have been present to a significant degree:
1 Inflated self-esteem or grandiosity
2 Decreased need for sleep (e.g. feels rested after only three hours of sleep)
3 More talkative than usual or pressure to keep talking
4 Flight of ideas or subjective experience that thoughts are racing
5 Distractibility (i.e. attention too easily drawn to unimportant or irrelevant external stimuli)
6 Increase in goal-directed activity (either socially, at work or school, or sexually) or psychomotor
agitation
7 Excessive involvement in pleasurable activities which have a high potential for painful
consequences (e.g. engaging in unrestrained buying sprees, sexual indiscretions, or foolish
business investments)
• The mood disturbance is sufficiently severe to cause marked impairment in occupational
functioning or in usual social activities or relationships with others, or to necessitate
hospitalisation to prevent harm to self or others, or there are psychotic features
• Symptoms are not caused by a drug of abuse, medication or a general medical condition

• Four days of elevated, expansive or irritable mood plus increased activity or energy
• Three (or more) of the seven symptoms (1-7) listed above have persisted (four if the mood is
only irritable) and have been present to a significant degree
• Not severe enough to cause marked impairment in social or occupational functioning, or to
necessitate hospitalisation, and there are no psychotic features
• Symptoms are not caused by a drug of abuse, medication or a general medical condition
• A hypomanic episode emerging during antidepressant treatment, and persisting after this has
been stopped, counts as a hypomanic episode and implies a diagnosis of bipolar II disorder

•  At least two years (for children, a full year) of both hypomanic and depressive periods without
ever fulfilling the criteria for an episode of mania, hypomania, or major depression

Box 1

Risk factors for bipolar affective disorder (adapted from Rowland & Marwah13)
Genetic: Lifetime risk increases to about 8% if there is a parent or other first-degree
relative affected. Risk generally conferred by many genes of small effect e.g.
polymorphisms in genes coding for brain-derived neurotrophic factor (BDNF) and
catechol-O-methyl transferase (COMT)

Childhood adversity: Associations reported with emotional abuse and neglect but
difficult to establish direction of causality (e.g. consequent to parental illness rather
than truly aetiological) 

Stressful life events: Possible association with onset and relapse 

Substance misuse: Strong association with bipolar affective disorder, though
direction of causality again difficult to clarify. Association between cannabis use
and relapse seems quite convincing


