Bipolar and ’»
Related Disorders
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Bipolar and related disorders are separa ted frf)m the depressive disorders in
DSM-5 and placed bet\;Neen. the chapters on sc;h.lzophrem‘a spectrum anq other psychotic
gisorders and depresm've disorders in recognition of the}r plgce as a bridge between the
WO diagnostic cla§ses {n terms of symptomatolqu, famlly hlstory, apd genetics. The di-
agnoses included in this f:hapter.are b1pol§r I disorder, blpola-r II disorder, cyclothymic
disorder, substance/medication-induced bipolar and related disorder, bipolar and relat-
ed disorder due to another medical condition, other specified bipolar and related disor-
der, and unspecified bipolar and related disorder.

The bipolar I disorder criteria represent the modern understanding of the classic
manic-depressive disorder or affective psychosis described in the nineteenth century, dif-
fering from that classic description only to the extent that neither psychosis nor the lifetime
experience of a major depressive episode is a requirement. However, the vast majority of
individuals whose symptoms meet the criteria for a fully syndromal manic episode also
experience major depressive episodes during the course of their lives.

Bipolar Il disorder, requiring the lifetime experience of at least one episode of major de-
pression and atleast one hypomanic episode, is no longer thought to be a “milder” condition
than bipolar I disorder, largely because of the amount of time individuals with this con-
dition spend in depression and because the instability of mood experienced by individuals
with bipolar II disorder is typically accompanied by serious impairment in work and social
functioning.

The diagnosis of cyclothymic disorder is given to adults who experience at least 2 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.

A large number of substances of abuse, some prescribed medications, and several
medical conditions can be associated with manic-like phenomena. This fact is recognized
in the diagnoses of substance/ medication-induced bipolar and related disorder and bipo-
lar and related disorder due to another medical condition.

The recognition that many individuals, particularly childrenand, toa lesser extent, ad-
olescents, experience bipolar-like phenomena that do not meet the criteria for bipolar [, bi-
polar II, or cyclothymic disorder is reflected in the availability of the other specified
bipolar and related disorder category. Indeed, specific criteria for a disorder involving
short-duration hypomania are provided in Section IIT in the hope of encouraging further

study of this disorder.

Bipolar | Disorder

————

Dﬁgnostic Criteria

Fo_’ a diagnosis of bipolar | disorder, it is necessary to meet the following criteria for a manic
®pisode. The manic episode may have been preceded by and may be followed by hypo-

Manic or major depressive episodes.
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Inflated self-esteem or grandiosity.

Decreased need for sleep (e.g., feels rested afte;:( -only 3 hours of sleep).

More talkative than usual or pressure to keep ta Ill:g- re racing

Flight of ideas or subjective experience that thoug lts a t . | ,

Distractibility (i.e., attention too easily drawn to unimportant or irrelevan externg|

stimuli), as reported or observed. .

6. Increase in goal-directed activity (either socially, at work or schgol, Or sexually) or
psychomotor agitation (i.e., purposeless non—goal-c.ilrected agtnwty). |

7. Excessive involvement in activities that have a high potential for painful conse-

quences (e.g., engaging in unrestrained buying sprees, sexual Indiscretions, or
foolish business investments).
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The mood disturbance is sufficiently severe to cause marke
occupational functioning or to necessitate hos
ers, or there are psychotic features.

D. The episode is not attributable to the physiological effects of a substance
of abuse, a medication, other treatment) or another medical condition.

Note: A full manic episode that emerges during antidepressant treatment (e.g., medi-
cation, electroconvulsive therapy) but persists at a fully syndromal level beyond the

physiological effect of that treatment is sufficient evidence for a manic episode and,
therefore, a bipolar | diagnosis.
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gipolar | Disorder
isode is associated with an unequivocal change in functioning that is uncharac-
c. The gpof the individual when not symptomatic.
tensm-) pance in mood and the change in functioning are observable by others.
The d|s-t urde is not severe enough to cause marked impairment in social or occupa-
The ??&?\?:tioning or to necessitate hospitalization. If there are psychotic features, the
gg?se:)de is, by definition, manic. o f . \
The episode is not attributable to the physiological effectg of a substance (e.g., adrug
of abuse, & medication, other treatment) or another medical condition.

: Il hypomanic episode that emerges during antidepressant treatment (e.g.,
:Z:c‘:ﬁicf;, elﬁtroconvubive therapy) but persjsts at’a fully syndromal levgl beyond
the physiological effect of that treatment is sufficient evidence for a hypomanfc epnlso_de
diagnosis. However, caution is indicated so that one or two symptoms (particularly in-
creased irritability, edginess, or agitation following antldepressan't u_se)' are not takep
as sufficient for diagnosis of a hypomanic episode, nor necessarily indicative of a bi-
polar diathesis. '

Note: Criteria A—F constitute a hypomanic episode. Hypom_anic epispdes are common in
bipolar | disorder but are not required for the diagnosis of bipolar | disorder.

mo

Major Depressive Episode

A. Five (or more) of the following symptoms have been present during the same 2-week
period and represent a change from previous functioning; at least one of the symptoms
is either (1) depressed mood or (2) loss of interest or pleasure.

Note: Do not include symptoms that are clearly attributable to another medical condi-
tion.

1. Depressed mood most of the day, rearly every day, as indicated by either subjec-
tive report (e.g., feels sad, empty, or hopeiess) or observation made by others (e.g.,
appears tearful). (Note: In children and adolescents, can be irritable mood.)

2. Markedly diminished interest or pleasure in all, or almost all, activities most of the
day, nearly every day (as indicated by either subjective account or observation).

3. Significant weight loss when not dieting or weight gain (e.g., a change of more than
5% of body weight in a month), or decrease or increase in appetite nearly every
day. (Note: In children, consider failure to make expected weight gain.)

4. Insomnia or hypersomnia nearly every day.

5. Psychomotor agitation or retardation nearly every day (observable by others; not
merely subjective feelings of restlessness or being slowed down).

6. Fatigue or loss of energy nearly every day.

Feelings of worthlessness or excessive or inappropriate guilt (which may be delu-
sional) nearly every day (not merely self-reproach or guilt about being sick).
Diminished ability to think or concentrate, or indecisiveness, nearly every day (ei-
ther by subjective account or as observed by others).

Recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation with-

out a specific plan, or a suicide attempt or a specific plan for committing suicide.

&, The symptoms cause clinically significant distress or impairment in social, occupa-
tional, or other important areas of functioning.

C. The episode is not attributable to the physiological effects of a substance or another
medical condition.

Note: Criteria A—-C constitute a major depressive episode. Major depres_sive epns_odes are
common in bipolar | disorder but are not required for the diagnosis of blpolar | disorder.
Note: Responses to a significant loss (e.g., bereavement, financial rum,_losses_frtom 2
Natural disaster, a serious medical iliness or disability) may include the feelings of intens
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: F:)riteria have been met for at least oné manic ep
isode” above). < and major depressive episode(s) is not better explaineq

B. The occurrence of the mani ophre niform disorder, delusional dis.

[ i hiz
i Ve disorder, schizophrenia, sC . .
2¥d2°,“'§r° 2?:::'\Slgecified or unspecified schizophrenia spectrum and other psychotic
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i nd Recording Procedures
(T:r?: Ic?iggarluostic code fo?bipolar | disorder is basgd on type of current or most recent epi-
sode and its status with respect to current severity, presence of pgychotlc fgatures, and
remission status. Current severity and psychotic features aré only !ndlcatec! '|f full criteria
are currently met for a manic or major depressive episode. Remission specifiers are only
indicated if the full criteria are not currently met for a manic, hypomanic, or major depres-
sive episode. Codes are as follows:

(Criteria A-D under “Manic Ep.

Current or Current or Current or Current or
most recent most recent most recent most recent
_ episode episode episode episode
Bipolar | disorder manic hypomanic* depressed unspecified**
Mild (p. 154) 296.41 NA 296.51 NA
(F31.11) (F31.31)
Moderate (p. 154) 296.42 NA 296.52
o (F31.12) (F31.32) NA
evere (p. 154) 296.43
(F31.13) A 296.53 NA
(F31.4)
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s Gurrent or Current or Current or Currem ;)r
most recent most recent most recent most recent

episode episode episode episode

gipolar | disorder manic hypomanic* depressed unspecified**

ith psychotic “To9644  NA 29654 NA

teatures™*’ (F31.2) (F31.5)

p. 152

in partial 296.45 296.45 296.55 NA

remission (p- 154) (F31.73) (F31.71) (F31.75)

in full remission 296.46 296.46 296.56 NA

(. 154) (F31.74) (F31.72) (F31.76)

Unspecified 296.40 296.40 296.50 NA

(F31.9) (F31.9) (F31.9)

*Severity and psychotic specifiers do not apply; code 296.40 (F31.0) for cases not in remission.
“Geveritv, psvchotic, and remission specifiers do not apply Code 296.7 (F31.9).

«+f psychotic features are present, code the “with psychotic features” specifier irrespective of epi-
sode severity

in recording the name of a diagnosis, terms should be listed in the following order: bipolar
| disorder, type of current or most recent episode, severity/psychotic/remission specifiers,

followed by as many specifiers without codes as apply to the current or most recent epi-

sode.
Specify:
With anxious distress (p. 149)
With mixed features (pp. 149-150)
With rapid cycling (pp. 150-151)
With melancholic features (p. 151)
With atypical features (pp. 151-152)
With mood-congruent psychotic features (p. 152)
With mood-incongruent psychotic features (p. 152)
With catatonia (p 152) Coding note: Use additional code 293.89 (F06.1).
With peripartum onset (pp. 152-153)
With seasonal pattern (pp. 153-154) g o

W o et st —

Diagnostic Features
The essential feature of a manic episode is a distinct period during which there 1S
normally, persistently elevated, expansive, or irritable mood and persistently incre
activity or energy that is present for most of the day, nearly every day, for a period of al
least 1 week (or anv duration 1f hospitalization is necessary), accompanied by atleast Ksrer
additional symptoms from Criterion B. If the mood is irritable rather than elevated orex:
pansive, at least four Cniterion B symptoms must be present. :
Mood in a manic episode is often described as euphoric, excessively ¢ ‘hwrf'l]"mghi ‘t’r
“teeling on top of the world.” In some cases, the mood 15 of such a highly mfwtmu;:g Tmli:

that it is easily recogmized as excessive and may be characterized by unlimited X
tional interactions. For example:

hazard enthusiasm tor interpersonal, sexual. or occupation , e in public.
the indiv idual may spontan eousl y sfart extensive ot wnversalions with stlltlpgc;‘:f uthlc mdj '
Often the predomunant mood s irn table rather than elevated. Pa];:.l:t ul:‘r: Ea};:i shufts in
Y : . < . . . < e sing substances. K 2 Sl
vidual's wishes are denied or 1f the indiv idual has been using “the alterna-

mood over briet periods of Lime may occur and are referred to as lability (Le.

an ab-
ased
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e individuals write excessive letters, e-mails, text messages, and so forth, on

neous'y: Som t topics to friends, public figures, or the media.
many d%fferen od activity criterion can be difficult to ascertain in children; however, when
The mcriaz on many tasks simultancously, starts devising elaborate and unrealistic
the child 12 'eectq develops previously absent and developmentally inappropriate sexual
lans for Pr'O'nc. (Lllmt accounted for by sexual abuse or exposure to sexually explicit mate-
reoccu‘P ag:itc;rion B might be met based on clinical judgment. It is essential to determine
rial) ltherl:he behavior represents a change from the child’s baseline behavior; occurs most
::;-hti:say, nearly every day for the requisite time period; and occurs in temporal associa-

: +h other symptoms of mania.
honTvl:t:x(;ansi\i nFood, excessive optimism, granc%iosity, and p'oc')r judgment often'lead
to reckless involvement in activities such as spending sprees, giving away possessions,
reckless driving, foolish business investments, and sexual promiscuity th.at is unusual for
the individual, even though these activities are likely to have' catastr(?phlc consequences
(Criterion B7). The individual may purchase many unneeded items w1th.out the money to

av for them and, in some cases, give them away. Sexual behavior may include infidelity
or indiscriminate sexual encounters with strangers, often disregarding the risk of sexually
transmitted diseases or interpersonal consequences.

The manic episode must result in marked impairment in social or occupational func-
tioning or require hospitalization to prevent harm to self or others (e.g., financial losses, il-
legal activities, loss of employment, self-injurious behavior). By definition, the presence of
psychotic features during a manic episode also satisfies Criterion C.

Manic symptoms or syndromes that are attributable to the physiological effects of a
drug of abuse (e.g., in the context of cocaine or amphetamine intoxication), the side effects
of medications or treatments (e.g., steroids, L-dopa, antidepressants, stimulants), or an-
other medical condition do not count toward the diagnosis of bipolar I disorder. However,
a fully syndromal manic episode that arises curing ireatment (e.g., with medications, elec-
troconvulsive therapy, light therapy) or drug use ind persists beyond the physiological ef-
fect of the inducing agent (i.e., after a medicatiori is rully out of the individual’s system or
the effects of electroconvulsive therapy would be expected to have dissipated completely)
is sufficient evidence for a manic episode diagnosis (Criterion D). Caution is indicated so
that one or two symptoms (particularly increased irritability, edginess, or agitation follow-
ing antidepressant use) are not taken as sufficient for diagnosis of a manic or hypomanic
episode, nor necessarily an indication of a bipolar disorder diathesis. It is necessary to
meet criteria for a manic episode to make a diagnosis of bipolar I disorder, but it is not re-
quired to have hypomanic or major depressive episodes. However, they may precede or
follow a manic episode. Full descriptions of the diagnostic features of a hypomanic epi-
sode may be found within the text for bipolar II disorder, and the features of a major de-
pressive episode are described within the text for major depressive disorder.

Associated Features Supporting Diagnosis

During a manic episode, individuals often do not perceive that they are ill or in need of treat-
mentand vehemently resist efforts to be treated. Individuals may change their dress, mak_eup,
or personal appearance to a more sexually suggestive or flamboyant style. Some perceive a
sharper sense of smell, hearing, or vision. Gambling and antisocial behaviors may accompany
the manic episode. Some individuals may become hostile and physically threatening to others
and, when delusional, may become physically assaultive or suicidal. Catastrophic conse-
quences of a manic episode (e.g., involuntary hospitalization, difficulties with the law, serious
financial difficulties) often result from poor judgment, loss of insight, and hyperactivity.
Mood may shift very rapidly to anger or depression. Depressive symptoms may occur
during a manic episode and, if present, may last moments, hours, or, more rarely, days (see

“with mixed features” specifier, pp. 149-150).
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guicide Risk i . o

. «ime risk of suicide in individuals with bipolar disorder is estimated to be at least
The_ hfehthat of the general population. In fact, bipolar disorder may account for one-quar-
. ﬂ?elsi completed suicides. A past history of suicide attempt and percent days spent de-
terot @

din the past year are associated with greater risk of suicide attempts or completions,
presse

functional Consequences of Bipolar | Disorder

sugh many individuals with bipolar disorder return to a fully functional level be-
Al l: isodes, approximately 30% show severe impairment in work role function. Func-
t?'Je{;lllreI::overy lags substantially behind recovery from symptoms, especially with respect
:1: Eccupational recovery, resulting in lower socioeconomic. status c.:‘ie_spite quivalgnt lev-
els of education when compared with the general population. In‘d'wlduals with l.)l.polgr |
disorder perform more poorly than healthy individuals on cogn1t1.ve tests. Cognltlve im-
pairments may contribute to vocational and interpersonal difficulties and persist through
the lifespan, even during euthymic periods.

Differential Diagnosis

Major depressive disorder. Major depressive disorder may also be accompanied by hy-
pomanic or manic symptoms (i.e., fewer symptoms or for a shorter duration than required
for mania or hypomania). When the individual presents in an episode of major depression,
one must depend on corroborating history regarding past episodes of mania or hypoma-

nia. Symptoms of irritability may be associated with either major depressive disorder or
bipolar disorder, adding to diagnostic complexity.

Other bipolar disorders. Diagnosis of bipolar I disorder is differentiated from bipolar II
disorder by determining whether there have becw any past episodes of mania. Other spec-
ified and unspecified bipolar and related disorcers should be differentiated from bipolar I
and II disorders by considering whether either the episodes involving manic or hypo-
manic symptoms or the episodes of depressive symptoms fail to meet the full criteria for
those conditions.

Bipolar disorder due to another medical condition may be distinguished from bipolar

Iand Il disorders by identifying, based on best clinical evidence, a causally related medical
condition.

Generalized anxiety disorder, panic disorder, posttraumatic stress disorder, or other
anxiety disorders. These disorders need to be considered in the differential diagnosis as
either the primary disorder or, in some cases, a comorbid disorder. A careful history of
Symptoms is needed to differentiate generalized anxiety disorder from bipolar disorder,
as anxious ruminations may be mistaken for racing thoughts, and efforts to minimize anx-
ious feelings may be taken as impulsive behavior. Similarly, symptoms of posttraumatic
stress disorder need to be differentiated from bipolar disorder. It is helpful to assess theep-

isodic nature of the symptoms described, as well as to consider symptom triggers, in mak-
Ing this differential diagnosis.

Substance/medication-induced bipolar disorder. Substance use disorders may manifest
with substance /medication-induced manic symptoms that must be distingglshgd from
bipolar | disorder; response to mood stabilizers during a substance/ medicahon—mducgc}
Mania may not necessarily be diagnostic for bipolar disorder. There may be substantlle)l
overlap in view of the tendency for individuals with bipolar I disorder to overu;f s;: (i
Stances during an episode. A primary diagnosis of bipolar disorc%er must be establishe
based on symptoms that remain once substances are no longer being used.

Attention-deﬁcit/hyperactivity disorder. This disorder may be misdiagnos:etz;‘i eif bipolar
disorder, especially in adolescents and children. Many symptoms overlap with the symp-




i ——

132

Bipolar and Relateg DiSOrd
e

: distractibility and |

. . R TN : 3572) 1Ch l‘aCIHg thoughtsl ’ ess need

toms of mania, such as rapid speech, : b . for
sleep. The “double counting” of symptoms toward both ADHD and bipolar disorge, can

be avoided if the clinician clarifies whether the symptom(s) represents a distin

Personality disorders. Personality disorders' such asi bo;(.ierl(ljne Pefsonality diSOrdEr
may have substantial symptomatic overle?;.) with bipolar disor ters, since mOQd .labilit

and impulsivity are common in both cond1t19ns. Syrr}ptoms mus represent a d.lsflnct ep.
isode, and the noticeable increase over basehne. rqulred for the diagnosis of bipolar dis.
order must be present. A diagnosis of a personality disorder should not be made dyrip gan

untreated mood episode.

Disorders with prominent irritability. In individuals with severe irritability, particulary
children and adolescents, care must be taken to apply the diagnosis of bipolar disorge,
only to those who have had a clear episode of mania or hypomania—that is, a distinct time
period, of the required duration, during which the irritability was clearly different from
the individual’s baseline and was accompanied by the onset of Criterion B symptoms,
When a child’s irritability is persistent and particularly severe, the diagnosis of disruptive

mood dysregulation disorder would be more appropriate. indeed, when any child is being
i ial that the symptoms represent a clear change from the

anxiety disorder (e. 8-, panic attacks, social anxiety disorder [social phobia], specific pho-
bia), occurring in approximately three-fourthg of individuals; ADHD, any disruptive, im-
pulse-control, or conduct disorder (e.g., intermittent explosive disorder, oppositionfll
defiant disorder, conduct disorder), and any substance use disorder (e.g., alcohol use d?s-
order) occur in over haf of individuals with bipolar I disorder. Adults with bipolar I dis-
order have high rates of serious and/or untreated co-occurring ition®
Metabolic syndrome and migraine are more common among individuals with bipolar dlst
order than in the general population, More than half of individuals whose symptoms me
Criteria for bipolar disorder have an alcohol use disorder and those with both disorde
are at greater rigk for Suicide attempt, ,



