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Bipolar-spectrum disorders:
an epidemic unseen, invisible or unreal?

Zubin Bhagwagar & Guy M. Goodwin

Major depression is a common and disabling
condition, which has been listed as one of the
leading causes of morbidity by the World Health
Organization (Murray & Lopez, 1997b); it is
estimated that by the year 2020 major depression
will be second only to ischaemic heart disease in
terms of the leading causes of morbidity in the world
and will be the leading cause in developing regions
(Murray & Lopez, 1997a). As pointed out by Smith
& Blackwood (2004) later in this issue, the disorder
is multi-faceted with varied pathophysiology and
often presents in early adulthood. Although early
recognition and treatment are important in any
illness, there is an added twist to the issue of accurate
diagnosis. The problem is not major depression, the
definition of which is not particularly contentious,
but the recognition of associated states of elation
and the status of bipolar-spectrum disorders
(Akiskal et al, 2000).

Bipolar disorder has long been synonymous in
the minds of psychiatrists with manic—-depressive
disorder. However, the latter term was derived from
Kraepelin’s ‘manic depressive insanity’, which
grouped together all severe affective psychoses,
unipolar and bipolar. The emphasis on bipolarity
emerged relatively recently, and with it the possi-
bility that bipolarity might have minor as well as
major forms. Although there is little controversy
surrounding the definition of bipolar | disorder
(episodes of mania and depression) there is
probably widespread lack of understanding of what
minor bipolar disorder is and how commonly
it occurs. The DSM-IV (American Psychiatric
Association, 1994) provides one answer. Large-scale
epidemiological studies such as the National
Comorbidity Survey (Kessler et al, 1997) have

reported a prevalence rate of bipolar | disorder of
about 0.5%. The DSM-IV states that symptoms
of mood elevation, sufficient to produce functional
impairment, are required for a minimum of 7 days
(or to hospitalisation) to warrant a diagnosis of a
manic episode. Symptoms of elation lasting for at
least 4 days but with no impairment should be
diagnosed as hypomania. Hypomania with major
depression defines bipolar Il disorder in DSM-I1V.
Defined thus, bipolar Il disorder also has a
prevalence of 0.5% (Regier et al, 1990).

Diagnosis of hypomania

The diagnosis of hypomania poses further prob-
lems. First, there is a growing movement to simply
lower the admittedly arbitrary time criterion for
hypomania. When this criterion was reduced to
2 days, the number of cases of bipolar Il disorder
increased nearly ten-fold in the Zurich cohort
(Angst, 1998) with a total rate for ‘bipolar disorder’
of 5.5%. It has been tentatively suggested that cases
of brief hypomania and major depression should be
given a diagnosis of bipolar Il disorder, but this
has not been widely adopted.

Second, symptoms of mood elevation may not be
severe enough to satisfy the DSM-IV checklist, yet
they are still recorded in patient interviews. Some
authors believe this to imply that a further radical
inflation of the bipolar spectrum is required to
capture accurately all patients with ‘the disorder’
(Angst, 1998; Perugi et al, 1998; Akiskal et al, 2000;
Benazzi & Akiskal, 2003). Softening the criteria still
further will increase the rate of bipolar diagnoses to
about 50% of ‘unipolar’ cases of depression.
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Third, the term *hypomania’ is misused widely to
describe mania itself. This is a curious phenomenon
(Goodwin, 2002), but can no doubt be overcome.
However, it means that many clinicians are, in effect,
blind to bipolar Il disorder as currently defined.
Therefore, patients with bipolar 1l disorder are often
misdiagnosed as having unipolar depression. The
prevalence of bipolar Il disorder in samples of
patients thought to have unipolar depression has
been reported to be as high as 40% (Akiskal &
Mallya, 1987; Benazzi, 1998; Hantouche et al, 1998;
Perugi et al, 1998; Ghaemi et al, 2000).

None of this would matter greatly if the distinction
between bipolar and unipolar disorders had no
implication for treatment. However, Ghaemi found
that antidepressants were used earlier and more
frequently than mood stabilisers in patients with
bipolar 1l disorder, and that almost a quarter of
patients experienced a new or worsening rapid-
cycling course attributable to antidepressant
prescription (Ghaemi et al, 2000). This is the nub of
the issue. Do patients with major depression and a
personal history of minor elated states require a
treatment for their depression different from that for
truly unipolar major depression? There can be little
doubt that some patients are currently ill-served by
the failure to detect past or current mood elevation,
but the scale and severity of the problem have yet to
be definitively established.

Bipolar disorder in children

Smith & Blackwood (2004, this issue) also reflect on
an unrelated debate regarding paediatric bipolar
disorder. Its existence has been questioned (Carlson,
1998; Biederman, 2003), with a British epidemi-
ological study finding no case of maniaamong pre-
adolescent children (Meltzer et al, 2000). The contrast
with North American enthusiasm for bipolar
diagnoses in children is striking (Weller et al, 1986).
The ‘early’ diagnosis of pre-pubertal mania seems
to require that inferences are made about the meaning
of some non-specific behaviours and it is difficult to
see how such diagnoses can be reliable (Harrington
& Myatt, 2003). Only prospective follow-up studies
will establish the adult validity of childhood
diagnoses.

A major confound is the alleged comorbidity of
childhood bipolar disorder with attention-deficit
hyperactivity disorder (Biederman et al, 1998).
Attention-deficit hyperactivity disorder (ADHD) is
probably underdiagnosed in Europe and over-
diagnosed in North America. The symptoms seem
to co-mingle with those of paediatric bipolar
disorder, probably fatally for reliable differential
diagnosis. However, the treatment of ADHD with

stimulants may have the potential to induce elated
states in children. Is it possible that the widespread
use of stimulants to treat difficult behaviour in
children accounts for the apparent epidemic of
paediatric bipolar disorder in North America?
Early recognition and treatment of conditions such
as depression or bipolar disorder in young adults
may be desirable but the diagnosis must be reliable.
Just as paediatric bipolar definitions extend the
boundaries of the disorder in children, there must
be concern about the widening of the definitions
of bipolar disorder described in adults. The risk
may be that diluting the concept will lead to a
trivialisation of the disorder (Baldessarini, 2000).

A neglected disease

There is a sense in which these controversies are
welcome, whatever the ultimate outcome, because
they raise the profile of a neglected disease.
Objectively, there has been much less research
activity in bipolar disorder than in schizophrenia
(Clementetal, 2003).

There was even a strange paucity of references to
bipolar disorder in the National Service Framework
for Mental Health (Department of Health, 1999)
—could this have been because it fails to conform to
the social model of a ‘mental health problem’? More
controversy might be welcome there as well. We do,
however, detect a growing interest in and enthusiasm
for research into bipolar disorder, and we hope that
the publication of the first evidence-based national
guidelines for the treatment of patients with bipolar
disorder by the British Association of Psycho-
pharmacology will be a step towards increasing
awareness of the condition (Goodwin, 2003).
Patients with bipolar disorder have every right to
resent their Cinderella status, and every reason
to want accurate early diagnosis and effective
treatment.
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