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therapy, light therapy) should not count toward a diagnosis of
Bipolar I Disorder.

Hypomanic Episode
A. A distinct period of persistently elevated, expansive, or irritable

mood, lasting throughout at least 4 days, that is clearly differ-
ent from the usual nondepressed mood.

B. During the period of mood disturbance, three (or more) of the
following symptoms have persisted (four if the mood is only ir-
ritable) 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 unimpor-

tant 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 that have a

high potential for painful consequences (e.g., the person
engages in unrestrained buying sprees, sexual indiscretions,
or foolish business investments)

C. The episode is associated with an unequivocal change in function-
ing that is uncharacteristic of the person when not symptomatic.

D. The disturbance in mood and the change in functioning are ob-
servable by others.

E. The episode is not severe enough to cause marked impairment
in social or occupational functioning, or to necessitate hospital-
ization, and there are no psychotic features.

Diagnostic Critria for Bipolar DisordersDSM-IV-TR 
Manic Episode
A. A distinct period of abnormally and persistently elevated, ex-

pansive, or irritable mood, lasting at least 1 week (or any dura-
tion if hospitalization is necessary).

B. During the period of mood disturbance, three (or more) of the
following symptoms have persisted (four if the mood is only ir-
ritable) 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 unimpor-

tant 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 that have a

high potential for painful consequences (e.g., engaging in
unrestrained buying sprees, sexual indiscretions, or foolish
business investments)

C. The symptoms do not meet criteria for a Mixed Episode.
D. The mood disturbance is sufficiently severe to cause marked im-

pairment in occupational functioning or in usual social activities
or relationships with others, or to necessitate hospitalization to
prevent harm to self or others, or there are psychotic features.

E. The symptoms are not due to the direct physiological effects of
a substance (e.g., a drug of abuse, a medication, or other treat-
ment) or a general medical condition (e.g., hyperthyroidism).
Note: Manic-like episodes that are clearly caused by somatic
antidepressant treatment (e.g., medication, electroconvulsive

Depressed Episodes
A diagnosis of bipolar disorder does not always mean that
manic or hypomanic behaviors will be manifested in the cur-
rent illness. There are several types of bipolar disorders in
which manic or hypomanic episodes have occurred in the
past, but the features of the current episode are purely de-
pressive. This is termed a depressed episode. Treatment 
of depressed bipolar disorders is similar to treatment of de-
pression, with the exception that pharmacologic
treatment adds a mood stabilizer to antidepressant
treatment.

Recent studies explain what many clinicians have been
struggling with when treating people who are not responsive
to antidepressant pharmacotherapy. People who have already
been diagnosed with major depression and have these five
features—anxiety, experiencing people as unfriendly, family
history of bipolar disorder, a recent diagnosis of depression,
and legal problems—may very well have bipolar disorder as
opposed to depression. The probability that these features
predict bipolar disorder risk in those unsuccessfully treated
with antidepressants is high (Perlis, Brown, Baker, & Nieren-
berg, 2006). Previous research has shown that nearly half of

all people who have bipolar disorder are first diagnosed with
major depression.

Many clients with bipolar disorder are not correctly di-
agnosed in a timely manner. This can mean that an individual
loses years of his or her life to an illness that could have been
successfully managed if correctly diagnosed and treated.

Mixed Episodes
In a mixed episode, symptoms of both mania and depression
are present nearly every day in rapidly alternating succession
over a period of at least a week. These clients are often agi-
tated, are suffering from insomnia and appetite disturbances,
and may exhibit suicidal and psychotic thinking. The presen-
tation also can resemble depression, with a great deal of en-
ergy and animation behind the sadness. Clients may have
recently had a manic episode or a major depressive episode,
although this is not always the case. Because depressive
symptoms are part of the clinical picture, clients suffer more
psychic pain than do individuals who are in a state of mania,
and they may seek help more readily. The Clinical Example
that follows illustrates one type of presentation of a mixed
episode.




