
SYMPOSIUMPSYCHIATRY
BIPOLAR DISORDER

varying thresholds for inpatient
admission or for defining functional
impairment may shift the boundary
between the two.

The diagnostic symptoms of bipolar
I and bipolar II disorder are listed in
table 1, above. If a manic episode has
been present during the history, the
diagnosis is bipolar disorder in the
narrow sense of the term (bipolar I). 

If there has been a hypomanic
episode, the diagnosis is bipolar II
disorder. The presence of depressive
episodes in the history of the illness is
common, but not obligatory to arrive
at the diagnosis. Nevertheless, the
lifetime course of the illness tends to
be dominated by depressive episodes:
half the time is estimated to be spent
in the euthymic (well) state, 12% in a
manic state and 38% in a depressed
state.4 As the presence of manic or
hypomanic symptoms in the past has
important implications for appropriate
treatment, any depressed patient
should be asked about periods in the
past when (s)he has been elated in
mood, found it unnecessary to sleep,
talked a lot, spent excessive amounts
of money etc. (see table 1, above).

TREATMENT OPTIONS
Treatment for bipolar disorder has to
be divided into:
• treatment of mania
• treatment of bipolar depression 
(i.e. depressive syndrome with 
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Table 1 

Summary of diagnostic criteria for mania and hypomania7

Diagnosis
Mania (+ depression = bipolar I)

Hypomania
(i.e. below threshold of mania ) 
+ depression = bipolar II)

a further 1.2% presenting with milder
hypomanic symptoms (so-called
bipolar II disorder), and an additional
2-3% with bipolar disorder not
otherwise specified.6 Relaxing
diagnostic symptom criteria
increases the frequency of depressed
patients who develop symptoms of
mania for any length of time to 50%.4

While such ‘bipolar spectrum
disorder’ is of great theoretical and
clinical relevance, evidence for
treatment efficacy is mainly available
for bipolar I disorder. This evidence
can only be transferred for use in
bipolar II disorder with some caution.
The clinical demarcation between the
two is somewhat fuzzy: for example,

Criteria
• One week of elevated, expansive, or irritable mood (or less if hospitalised)
• 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 3 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 
• 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

Box 1 

Quality and Outcomes Framework: Mental health indicators (2009/2010)
Records
MH 8. The practice can produce a register of people with schizophrenia, bipolar disorder and
other psychoses. 4 points

Ongoing management
MH 9. The percentage of patients with schizophrenia, bipolar affective disorder and other
psychoses with a review recorded in the preceding 15 months. In the review there should be
evidence that the patient has been offered routine health promotion and prevention advice
appropriate to their age, gender and health status. 23 points

MH 4. The percentage of patients on lithium therapy with a record of serum creatinine and TSH
in the preceding 15 months. 1 point

MH 5. The percentage of patients on lithium therapy with a record of lithium levels in the
therapeutic range within the previous 6 months. 2 points

MH 6. The percentage of patients on the register who have a comprehensive care plan
documented in the records agreed between individuals, their family and/or carers as
appropriate. 6 points

MH 7. The percentage of patients with schizophrenia, bipolar affective disorder and other
psychoses who do not attend the practice for their annual review who are identified and
followed up  by the practice team within 14 days of non-attendance. 3 points




