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Symptoms

Psychotic

Anxious

Non-specific

Depressed mood

Loss of interest

Elevated mood
Hopelessness

Worthlessness
Helplessness

Guilt feeling
Attempted suicide

Overactivity

Overfamiliarity

Anxiety/Worry
Phobia

Rumination
Avoidance

Safety behaviors
Hypervigilance

Panic attack
Safety behaviors

Restlessness

Exaggerated startle response

Delusion

Hallucination

Disorganized speech

Disorganized behavior

Aggression

Agitation/Restlessness

Irritability
Impulsivity

Mood swing
Talkativeness

Grandiosity
Difficulty concentrating

Seltinjury
Insomnia
Being easily fatigued
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Depressed mood + Loss of interest + Insomnia + Lo

self-esteem+ Hopelessness

Major Depressive Episode
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Talkativeness /

\ \9 Compulsion == OCD -
Manic Episode Bipolar Disorder

Schizoaffective Disorder

Hyperthyroidism Substanceinduced

Substancaenduced/Abuse



Mood

A Depressed mood/ Loss of interest
A Elevated/ Expansive mood
» [rritable mood (Less specificity)

» Affective instability (Less specificity)



Terminology

A Feeling A Euthymia

A Emotion A Euphoria

A Mood A Mood swings
A Affect A Labile mood
A Affective instability A Labile affect
A Irritability A Mood swings
A Impulsivity A Labile mood

A Affective temperaments A Alexithymia



Feeling

A A positive or negativeeactionto some experience
A Thesubijectiveexperience of emotion

A Our feelings are observable and understaatble to other
people. They are actually signaled asman-verbalmessage.



Emotion

A A stirred-up state due tophysiologicalchanges which occurs

as a response t0 some events.
(Fish,1974

A Complex feeling state with psychispmatic, and behavioral
components

A Emotion is a shoived response



Emotion

A Sevenmain groups ofemotion as being discriminated by the
observer(Argyle, 1975

1. Happiness
. Surprise

. Fear

. Anger

2
3
4. Sadness
5
6. Disgust/contempt
y

. Interest



Mood

A Apervasiveand sustainedfeelingthat colorsthe persors
behavior and perception of the world.

A Distinguished fromaffect, the external expression of the
Internal feeling tone.



Mood

A Euthymia:normal range of mood, implying absence of
depressed or elevated mood

A Irritability: Abnormal or excessive excitability, with easily
triggered anger, annoyance, or impatience.

A Elevated moodaAir of confidence and enjoyment; a mood
more cheerful than normal buhot necessarily pathological

A Expansive mood:

AExpression of feelingwithout restraint, frequently
with an overestimation of significance

Ais a condition with the patient expressing their
feelings without restraint and control and behavior is
usuallycolored by grandios¢houghts.



Mood

A Euphoria:exaggerated feeling of webeing that is

Inappropriate to real events; can occur with drugs

A Elation:Mood consisting of feelings of
joy, euphoria, triumph, and intense seBatisfaction or
optimism

A Exaltation:Feeling of intense elation and grandeur



Mood

A Mood swings:
AhaOAttlraAz2y 2F | LISNBR2YyQa SY20A
elation and periods ofdepression(APA)

A an oscillation between feelings ofrell beingand those of

depressionand bluenessMosbys Medical Dictionary an@ampbellsPsychiatric
Dictionary)

A Labile moodOscillations in mood between euphoria and depression or
anxiety

A Labile affectAffective expression characterized by rapid and abrupt

changes, unrelated to external stimuli

A Affective Instability



Mood swings

A Campbell likewise points out thatéitWpeople have mood swinggQ Q

[Campbell R€ampbell$sychiatric Dictionar@th edn New York: Oxford University PreA309]

A Baldessarinivrites that mood fluctuations can be found in many if
not most psychiatric disorders.

[BaldessarinRJ. A plea for integrity of the bipolar disordencept. Bipolar Disor2D01; 2: 3¢7.]



Affect

A Affectsare waves of emotionin which there is asudden
exacerbation of emotion usually asr@sponseto some

event.

A AffectA @ GKS LI 0ASY (G Qa LINBaSyi

responsiveness, inferred from the patient's:

1. facial expression FUTB

2. use of hands
3. tone of voice
4. body movements



Affect

A Affect has outward manifestations:
1. Restricted (constricted)

Blunted

Flattened

Broad

Labile

Appropriate

Inappropriate

8. Pathological laughing/crying

NOoO O WD

A Affectivity has been used to designate thetal emotional
life of the individual.



AI eX I t hy m I a. (sifneos 1972

Alnability or difficulty in
emotions or moods. (Sadoclkand Sadock2007)

A Difficulties in the capacity to verbalize affect and elaborate
fantasies

A Markedly reduced or absesymbolic thinking
A Inner attitudes, feelings, wishes and drives are not revealed.

A Especially amongst patients witlsychosomatic
disorderssomatoform disorderssubstanceuse
disordersPTSD, masked depressioncharacter neuroses, and

sexualperversions.
(Sims 1995

de s



Affective Instability

A BOD in DSI%:

Affective instability due to a markedeactivity of mood
(e.g.,intenseepisodicdysphoria, irritability, or
anxiety usually lastinga few hoursand only rarely
more than a few days).

A The instability should beeactiveto:
1. Rejection
2. Criticism
3. Separation
4. Frustration

18



Affective Instability

The DSM5 criteria for Histrionic PD includes two criteria
related to affective instabllity:

A firapidly shifting and shallowe x pr essi ons of

A fi . exaggeratede x pr essi on of emot i

19



Affective Instability

OO0k wbdRE

~reguent categorical shifts

High affect intensity

Rapid emotion rise

Slowrates ofreturn to emotional baseline

Excessiveeactivity to psychosocial cues: BPD

Random, chaotic, or rapidly-cycling fluctuation in
affect: Emotionally Unstable Character Disorder
Klein et al., 1976) AND BD

High affect expression Histrionic PD

(Koenigsberg2010

20



Affective Instability

A Borderline Personality Disorder

A Histrionic Personality Disorder

A Bipolar Spectrum Conditions

A Depressive Spectrum Conditions

A Posttraumatic Stress Disorder

A Attention Deficit Hyperactivity Disorder
A Premenstrual Dysphoric Disorder

A Seizure disorders

A Focal CNS Lesions

21



Impulsivity

A A predisposition towardrapid, unplannedreactionsto internal or
external stimuli, without regard to the negative consequences of

these reactions to the impulsive individual or to others.
(Moeller, et al.,2007)

A Diffs:

1. Premeditated aggression
2. Impaired judgment

3. Compulsive behaviors

4. Sensation seeking



Impulsivity

A Patton et al. 0995 separated impulsivity into three components:

1. Acting on the spur of the momentjotor activation)
2. Not focusing on the task at handftention)

3. Not planning and thinking carefullyigck of planning

(Stein DJ, et gl1994 1996



Impulsivity

A Severity [BPD>BD]

(Brown, et al.,2002

A Sate / Trait dependent

(swann, et al.,2003 Brown, et al.,2002

A Biological indicatorsserotonergic/noradrenergic



Hallmark: (Hypo)Mania

A Trichotillomania
A Kleptomania
A Oniomania

A Drapetomania



1- General Picture



A Bipolar disorder is theixth-highest cause of disability
worldwide.

(Murray and Lopez,990

A Around20%of patients with BD havpermanent disability

(Rosa, A.R., et aRD08 Functional impairment in patients with
remitted bipolar disordeiPsychotherPsychosom?7 (6), 390¢392)



A Increased risk of criminalrest

(Quanbeclet al.,2005

A The total lifetime cost for people who haB®with illness
onset in1998was estimated a$24 billion (USA).

(Begley CEAnnegersIF Swann AC, et ak0017)



Age at onset

A Age of onsetlate teensto early 20sin more recent
reports.

(Perugiet al.,2000

A Around 70% of clients with BD present with first
symptomsbefore the age oR5.

(Lish et al., 1994



Manic-depressive

S9! O
BID, BIID, BMD , BAD [ICD -10]

BP-I, BP-II, BPD

Emil Kraepelin



~

A Unitary concept

A Unipolar-bipolar dichotomy

(Leonhard, 1957

A Unipolar depression

A Unipolar mania



A Bipolar spectrum
A Soft bipolarity

A Pseudounipolar
A Bipolar-like

A Hyperthymic

Hagop Akiskal



Diagnostic
Hierarchy
_|_

Delirium/
Dementia

Mood disorders/
Anxiety disorders

Schizophrenia/
Delusional disorder

. ADHD/
BEha‘ﬂoral Conductdisorder
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General Medical Condition

Substance abuse

Adjustment Disorder

Non-affective differential diagnoses

Diagnosing the depressive syndrome




2- Clinical Picture



A Highlyrecurrent

A Familial[etiology]

A Hypo/mania:Hallmark

A DepressionPredominantaffect; Profounddisability
A Suicide:a major outcome

A Subsyndromakymptoms: Predominant features
A Comorbidityis therule rather than exception.

37



Depressed mood
Loss of interest
Euphoria
Irritability

Overactivity

38



In the clinic:

Depression/Asyietyorms

Mania/Hypomsan@atoms



Bipolar| Disorder

Major
Depression




Bipolar| Disorder

Mixed



Bipolar course

A Shortening of cyclelength with each subsequent
affective episode

A The tendency for shorter cycles stabilizes afteour to
Six episodes.

A The shortening of bipolar cycle length in patients
treated with tricyclic antidepressants.

(MackinP, Young AH2004)



Bipolarl Disorder

Major depression Mania Mixed

Minor depression Hypomania

Subsyndromal Hypomanic
depression symptoms

4 3



wCywu CI C,

A A. A distinctperiod of abnormally and persistently
elevatecgl expansiveor irritable moodand abnormally
and persistently increasgoaldirected activityor
energy lasting at least weekand present most of the
day, nearly every day( any duration if hospitalization

IS necessary).

444
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wCywu CI C,

A B. During the period of mood disturbance and increased
energy or activitythree(or more) of the following
symptoms four if the mood is only irritable) are present to
significant degree and represemtaiceable changieom

usual behavior:

466



wCywu CI C,

1. Inflated seHesteem or grandiosity.

477



wCywu CI C,

2. Decreased need for sleep (e.g., feels rested afteBonly
hours of sleep).

488



3. More talkative than usual or pressure to keep talking.

499



wCywu CI C,

4. Flight of ideas or subjective experience that thoughts are

racing.

500
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Racing Thoughts

A Racing thoughts in
hypomania are classically
opposed to thought inhibition

in depression. %C

A Racing thoughts may be
associated to depression.

A In depression, patients with
racing thoughts describe
that their head is full of
thoughts that they cannot
stop (crowded thoughts ).

(Koukopoulos , 1999)



Racing Thoughts

A In contrast to depressive
ruminations , where thoughts and ideas
tend to be circumscribed to a few morbid
items, crowded thoughts could be
characterized by an elevated number of

thoughts.

(Koukopoulos , 1999)



5. Distractibility (i.e., attention too easily drawn to
unimportant or irrelevant external stimuli), as reported ot

observed.

544



wCywu CI C,

6. Increase in goalirected activity (either socially, at work
or school, or sexually) or psychomotor agitation

(.e., purposeless negoaldirected activity).

555



/. EXcessive involvement in activities that have a high
potential for painful consequences (e.g., engaging in
unrestrained buying sprees, sexual indiscretions, or fool

business investments).

566



A C. The mood disturbance is sufficiently severe to cause

marked impairment in social or occupatiohalctioning

OI to necessitatbospitalizatiorto prevent harm to self

or othersOI there aregsychoticfeatures.



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

A Note: A full manic episode that emergesring
antidepressant treatment (e.g., medication, ECT) but
persistsaat a fully syndromal level beyond the
physiological effect of that treatment is sufficient
evidence for a manic episode and, therefore, a bipolar |
diagnosis.

A Note: Criteria A-D constitute a manic episode. At least
one lifetime manic episode is required for the diagnosis ¢
bipolar | disorder.



Psychosis

+ @
Dysfunction

+ @
Significant aggression

+ ¢
Duration X T RI@&a X n RI

aggression



Psychotic Disorders

A Schizophrenia
A Schizoaffective Disorder
A Delusional Disorder
A Brief Psychotic Disorder
» Another Medical Condition

» Substancanduced

60



Psychotic+Affective

Psychotic+ Affective Remission

Psychotic+
Affective

Psychotic+ Affective

Psychotic+ Psychotic+Af
Affective fective




Bipolarll Disorder

Major
Depression




Cyclothymic Disorder

M years
Hypomanic
symptoms Subsyndromal Depression

No mania
No major depression
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3- Longitudinal Picture



Recovery

A Syndromal recovery
A Functional recovery
A Symptomatic recovery

A Unremitting or treatment  -refractory course



Bipolar| Disorder

0090000000



Bipolarll Disorder

00000000000 000000e000



Bipolar course

A People suffering from BD areuthymiclessthan half of

their lives.
(Judd, et al.2002 2003

A The ratio of depressive to manic features BiDis 3:1 and as

much as47:1 for depression to hypomania 11D
(Berk,Malhi, et al.,2009



Follow-up of 146 BID patients 2.8 yrs):

A Depressivesymptoms: 32% of weeks
mMinor depression ordysthymia: 14%
B Subsyndromal depression9%
mMajor depression: 9%

A Hypomanic or manic symptoms: 9%

A Cycling or mixed presentations:6%

(Judd et al.2002



Follow-up of 86 BIID patients 13.4 yrs):

A Depressivesymptoms:50% of weeks
mMinor depression or dysthymia: 24%
s Subsyndromal depression14%
mMajor depression: 13%

A Hypomanic symptoms: 1%

A Cycling or mixed presentations:12%

(Judd et al.2003



A Individuals in the inter -episode period spend

I‘Ough|y 50% Of thelr tlme UﬂWE" (Joffe et al., 2004, Judd et

a, 2002, aNd these symptoms predict  relapse into

mania or depression  wecoueerer a, 2003).



Mood cycle

A A pronounced shift in mood and energy from
extreme to another



4- Differential Picture



Inter-episode symptomsbi.

Prodromalsigns of next episode

Comorbidity withaxis Idisorder

Comorbidity withaxis lldisorder
Inter-episodecyclothymia/ minor mood cycling
Residual symptoms from previous episodiscarring ST FS Ol
n Stress life event/expressed emotion
Side effectf medication

' Cognitivesymptoms

(Morriss R.,2002



Organic mania
Mania/Hypomania Substancenduced

Substance intoxication/withdrawan

Hyperthymic Temperamentjigl}
Borderline personality

Histrionic/Narcissistic personalit)n

Premenstrual dysphoric disorden
Pathological laughingfld]



Hypomaniaj Normal Happines:

Histrionic TraitS Pathological Affec
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Hyperthymic Temperament

#pbeat and exuberarbd © Y ¢ Y4 AA

#hrticulate and joculafBl A E - § A

#bveroptimistic and carefre® 0w Gg & C2z A

tbverconfident and boastild W - W~ Y U A

High energy level, fullof plansarfBC %40y a ° p C | Gy©°zA
Hmprovident activities

Hyersatile with broad interest§a 1 ¥2a /Efi et EA

#bverinvolved and meddleson0 A O & § ¥4

#ninhibited and risktakingbA C U ] 4 %O W

#Habitual short sleepeb YH#E L1 1>$CAYWEAA | x WA



Hyperthymic TemperamenCl‘iteria

At leastfour out of the following six habitual traits:

1. Cheerful, oveoptimistic or exuberantf © v ¢ %A | 1 Cz CA). © 3

2. Extroverted and peoplseekingy{ i =1 %)y v ¥i OV %z

3. Overtalkative, eloquent and joculap(AE ¢ GwC2 CA.- | 4 %3 ¥
4. Uninhibited, stimulusseeking and sexually driven

CEp« O0CEWEIL o6w{yr Az V) wWAIi % 0 C~ ¥t |
5. Vigorous, full of plans, improviden84o v ® %p &) Wy V) Auwy %z
6. Overconfident, selbissured and boastfuli(¢, a4d y GuuaOu) * A-

(Akiskal, H.SRlacidj G.F.Signoretta S. Liguorj A.,Gervasi R.Maremmanj |.,Mallya, G.,PuzantianV.R.1998 TEMP%.
Delineating the most discriminant traits of cyclothymic, depressive, irritablehgpdrthymictemperaments in a
nonpatientpopulation. J. AffecDisord 51, 7¢ 19.)



Bipolar Borderline Personality

Personality No distinctive style Ongoing emotional dysregulation
Course Unstable instability Stable instability

Onset Usually distinctive No clear

Age at onset Early or late Early

Mood swings Emotional dysregulation
Mood lability Autonomous/More sustained Triggered/Less sustained

Severity of impulsivity REeE Higher

Impulsiveness Attentional Non-planning

Impulsivity features State/Noradrenergic Trait/Serotonergic
Depression More melancholic More non-melancholic

Mood dis. in Family Higher rate Lower rate

Attribution style View episodes as 'their’ Usually blame another person as
problem (BIID) the cause

Treatment outcome Remission No remission



(A fictional case from Michael Ehase Current Psychiatr2014) a
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Elevated mood/Grandiosity

Decreased need for sleep

Verbal learning and memory deficit

Fast speech/Overactivity/High energy

Inattentiveness/Learning problems

Conduct/ODD comorbidity

Response to stimulants

More episodic

Severe irritability

Bipolar

ADHD



H OU %V vl g

yvA- A%l Cv ¥z Ee)AR-AYwHEEY A
)Z\ﬁ% UCNvV Yawy AaElcma&)%‘m
¢A1 Az v¥% TA. xAo0u Ay A
J 2y |

Bt yv AA«Y ¥z ¢°z jv¥IEv A
JeAv OGwAAWRAGA Axkly YGiv GACES
ECE3 &a%l u ¢wac¢gy¥ %t y ©°pi

v3¥%OEr O3% av, Fu y vl E(
fpi C
wa o6 wA Az OAz3%u v% 61 EUA
)oyvl |
1 A- OmE %! atvAywa vAz Ey 6 @A
Uy 3% Ai ¢ %wi =+=yVv°E Cv3z v C

} %CA Cuy



ABAWHOEY VI WL H6CI1 £.#8a%0Ap0wd
i V4UCCAaEf awlu °p  ADHA+ CYy EE€ 4§

BE a°¢?

i V YUy X

CoCl £ yAw
yAwpeu CYwU®m «vx

Za N O ~

0j a%wl o Udy Ot A{ yx



Depression

Organic depression
Substance abus
Druginduced parkinsonism
Adjustment disorder
Demoralization

Borderline/Depressive personalitn

Emotional numbness (PTS

Negative symptoms(Schizophrenia)n

Pathological cryingn



Adjustment

MDD

Dysthymic

Rec Brief

Minor dep

Bip dep




: MPD/L sthymic
Bipetar

Sehizophrenig

Differential | -
Diagnoses :_ Grief/ Ae ment ‘ib Iity

S G 'S afte
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Delirlous Mania

A.2yRQa ONRARISNALFY
C (1) acute onset of symptoms

C (i) presence of mania

C (i) features of delirium

C (iv) history of mania

C (v) family history of bipolar disorder

C (vi)responsivityto treatment for mania
(Bond,1980
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Original Article

False Positive Diagnosis of Mood Disorders in an Objective Structured Clinical
Examination Setting

Amir Shabani, MD™™ ., Mehdi l—lassanzadch. MD ™ . Badri D?'qcshamouz. MD "
Mehdi Akbari, MSc ., Mojgan Taban, BSc

(Recvived: 25 September 2008 ;| Accepted: 5 March 2000)

Objective: Given that the topic of bipolar disorder overdiagnosis has been relatively neglected in the
literature and considering its significance in psychiatric training. The present study was conducted through an
Objective Structured Clinical Examination (OSCE) on psychiatric residents to assess the validity of their clinical
diagnosis.

Methods: Twenty forth residents participated in the examination, The first station (the mood disorder
station) was designed to explore clinical skill of psychiatric residents in diagnosing major depressive disorder
through a clinical interview with a simulated patient. The rating checklist to evaluate the residents included 11
items. Each item was scored on a Likert scale. Two raters completed the checklists independently.

Results: Out of 24 residents, 15 individuals (62.5%) diagnosed major depressive disorder accurately and 9
individuals (37.5%) diagnosed bipolar disorder instead of major depressive disorder. The score of the last
psychiatric written exam (p=0.05), the mean score of OSCE on the mood disorder station (p<0.001), and the
total score of the OSCE (six stations) (p=0.09) were significantly higher in the group who correctly diagnosed
major depressive disorder than the group who did not.

Conclusion: Current study provides evidence for bipolar disorder overdiagnosis and opens up new scopes
for improvement in psychiatric training,
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Introduction (CIDI) (4). This study was carried out in five
psychiatric centers; including four University
hospitals with a sample size of 307 patients
(both inpatients and outpatients).

n the past few years, there has been a
trend in over-diagnosing bipolar disorders
(BID)Y in University hospitals of Tehran.



