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Objectives: Via an international panel of experts, this paper attempts to
document, review, interpret, and propose operational deﬁnitions used to
describe the course of bipolar disorders for worldwide use, and to
disseminate consensus opinion, supported by the existing literature, in
order to better predict course and treatment outcomes.
Methods: Under the auspices of the International Society for Bipolar
Disorders, a task force was convened to examine, report, discuss, and
integrate ﬁndings from the scientiﬁc literature related to observational
and clinical trial studies in order to reach consensus and propose
terminology describing course and outcome in bipolar disorders.
Results: Consensus opinion was reached regarding the deﬁnition of nine
terms (response, remission, recovery, relapse, recurrence, subsyndromal
states, predominant polarity, switch, and functional outcome) commonly
used to describe course and outcomes in bipolar disorders. Further studies
are needed to validate the proposed deﬁnitions.
Conclusion: Determination and dissemination of a consensus
nomenclature serve as the ﬁrst step toward producing a validated and
standardized system to deﬁne course and outcome in bipolar disorders in
order to identify predictors of outcome and eﬀects of treatment. The task
force acknowledges that there is limited validity to the proposed terms,
as for the most part they represent a consensus opinion. These deﬁnitions
need to be validated in existing databases and in future studies, and the
primary goals of the task force are to stimulate research on the validity of
proposed concepts and further standardize the technical nomenclature.

Introduction

The importance of developing a compendium of
broadly accepted deﬁnitions of terms used to
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characterize course and outcome in psychiatric
disorders has been the focus of recent publications
(1–5). Commonly used and understood terminology is essential to making meaningful comparisons
across studies. For observational studies, common
terminology would improve our ability to identify
predictors of a variety of outcomes across patient
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populations worldwide. In clinical trials, the consistent use of standard terms to describe and
compare meaningful outcomes (beyond statistical
analysis of baseline-to-endpoint changes) using
diﬀerent therapies would ultimately be in the best
interest of patients. The determination and validation of the proposed terminology should be based
in clinically meaningful outcomes that can be
applied to improve patient care.
In 1989, the MacArthur Foundation sponsored
a set of meetings with the goal of achieving
consensus in deﬁning outcomes for clinical studies
of unipolar depression. The result was a 1991
consensus report published by Frank et al. (5)
which articulated the key elements inherent in
applying the concepts of response, remission,
recovery, relapse, and recurrence to unipolar major
depressive disorder (MDD). The report recommended that these deﬁnitions be based on observable phenomena and include a temporal focus
reﬂecting symptom change over the patientÕs lifetime. The proposed deﬁnitions, with the exception
of the deﬁnition of response, did not imply a
speciﬁc cause of symptom change, since symptom
change can be a result of speciﬁc treatment eﬀects,
nonspeciﬁc eﬀects of treatment, or the natural
waxing and waning of depressive symptoms. More
recently, an American College of Neuropsychopharmacology (ACNP) task force updated these
original deﬁnitions, focusing on response and
remission criteria in unipolar MDD (1), making
relatively few changes from the original document,
at least in part because data analyses to support or
invalidate the original deﬁnitions were still lacking.
In 1994, the longitudinal course speciﬁers were
introduced into the Diagnostic and Statistical
Manual of Mental Disorders 4th Edition (DSMIV) to describe course and outcome in mood
disorders (6). The goal was to enable clinicians to
describe the interepisode status of mood disorders.
However, an important limitation of the DSM-IV
course speciﬁers is the lack of quantitative criteria
by which to determine recovery, leaving it to be
based solely on clinical judgment (6).
Since the late 1980s, there has been a virtual
explosion of research on the course and treatment
of bipolar disorder; thus, it seems appropriate to
return to the challenge of deﬁning outcomes of this
potentially devastating disorder.
Although operational deﬁnitions have been
proposed to describe outcomes in bipolar disorders
(7–9), the criteria used to deﬁne terms such as
recurrence, relapse, response, remission, and recovery have varied both in observational studies and
in clinical trials. Recently, Hirschfeld et al. (8) and
Martı́nez-Arán et al. (9) proposed deﬁnitions for
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some of the terms utilized in clinical trials in
bipolar disorders.
Under the auspices of The International Society
for Bipolar Disorders (ISBD), a task force was
created with the purpose of establishing a consensus nomenclature on the course and outcome of
bipolar disorders (2, 10). The ﬁrst step was to
assemble a group of 19 global experts in the ﬁeld
who, based on consensus, would compile deﬁnitions of nine terms commonly used in observational studies and clinical trials in bipolar disorder:
response, remission, recovery, relapse, recurrence,
subsyndromal states, predominant polarity, switch,
and functional outcome. The task force was
divided into seven sections, with each section
addressing a particular concept or concepts: (i)
response ⁄ remission ⁄ recovery for depression, (ii)
response ⁄ remission ⁄ recovery for mania, (iii) overall relapse ⁄ recurrence, (iv) subsyndromal states, (v)
predominant polarity, (vi) switch, and (vii) functional outcomes. Each section reviewed and discussed the published empirical evidence and made
recommendations for each term ⁄ concept; once
consensus was reached, it was reviewed by the
whole task force. The task force had several faceto-face meetings and teleconferences wherein goals
and consensus on the terminology were established. For each term, speciﬁc deﬁnitions have been
summarized in Tables 1–7 and depicted in Figs. 1
and 2. Examples of proposed validation methodology have also been included. Each section
presents a rationale and discussion of how consensus was reached, followed by a summary of the
proposed term deﬁnition.
This ﬁrst step needs to be followed by further
ﬁeld examination of the validity and ease of use of
this terminology, as well as further development of
validation methodologies. Validation should be
carried out in existing databases, new observational studies, and new clinical trials. By developing a nomenclature that is validated, diagnostic
classiﬁcation systems such as the DSM-V and the
International Classiﬁcation of Diseases (ICD) may
consider its adoption. Most importantly, having a
validated, widely utilized nomenclature will allow
investigators to compare information in areas of
interest such as predictors of outcome with
biomarkers or evaluation of new therapeutic
agents. Finally, all terms need further validation
to determine their clinical and public health
relevance. Unfortunately, methodologies for the
validation of terms on course and outcome in
bipolar disorders have not yet been developed.
Therefore, our recommendations should be
considered only as a step to further develop a
clinically meaningful terminology that is helpful to
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individual clinicians, clinical epidemiologists, and
public health experts.

Response

Rationale and discussion of proposed terminology

Within the existent literature, response generally
implies a clinically meaningful degree of symptom
reduction during the course of a treatment intervention that is usually accompanied by an
improvement in the patientÕs perception of the
quality of his ⁄ her mood, daily functioning, and ⁄ or
pain ⁄ distress. Identiﬁcation of response is clearly
useful to patients and clinicians, who must decide
ultimately whether to continue, adjust the dose of,
add to, or discontinue current treatment. These
clinical decisions are inherently categorical and
legitimately call for an outcome that provides a
yes ⁄ no answer for each patient. The concept of
response is temporally linked to onset or change
during treatment (even if only watchful waiting),
even though response, however deﬁned, does not
imply a causal relationship to the treatment itself.
There are, however, a number of limitations to
using response as a predeﬁned goal of treatment or
as a primary outcome criterion in clinical trials.
Response strongly depends on initial pretreatment
symptom severity, and its ascertainment requires
the systematic assessment of symptoms before and
during treatment. Any unreliability in assessing
initial symptom severity therefore directly aﬀects
the reliability of recognizing a response. Of note,
when using symptom severity as a clinical trial
inclusion criterion, if the same scale is used to
measure symptoms at baseline and to determine
entry into the study (above a certain threshold on a
symptom rating scale), regression to the mean will
further contribute to the invalid impression of
symptomatic improvement (11). Furthermore, the
recognition of a Ôclinically signiﬁcantÕ beneﬁt
depends on the initial state from which change is
measured, the clinical purpose in ascribing response, and the clinical context. For example, a
modest beneﬁt in highly treatment-resistant bipolar
depression may be more clinically signiﬁcant than
a greater beneﬁt in a nonresistant depression.
Speciﬁcally, while a ‡ 50% reduction in baseline
severity is a commonly accepted convention, it may
be inadequate for deﬁning clinically signiﬁcant
beneﬁt in a more severely ill or highly treatmentresistant patient (12), who may still be worse oﬀ at
treatment exit (in terms of symptoms, behavior,
functioning, or pain ⁄ distress) compared to another
patient who does not respond but began with a
less severe baseline depression (12). This may be

especially true in short-term treatment trials for
bipolar depression. We recognize that functional
improvement should be the goal of treatment.
However, as stated in a recent issue of Bipolar
Disorders addressing the topic of functional outcomes (13), the relationship between symptomatic
and functional improvement is not fully understood. The task force felt it best at this point to
exclude functional change as part of the deﬁnition
of response and instead consider functional outcome as a separate parameter to be addressed
further in this article. Finally, there is currently no
clear recommended methodology on how to validate the term response.
Response in bipolar depression

Symptomatic response—bipolar depression. For
unipolar depression, response has typically been
deﬁned as a ‡ 50% reduction in pretreatment
symptom severity using symptom rating scales
such as the Hamilton Rating Scale for Depression
(HAMD) (14), the Montgomery-Åsberg Depression Rating Scale (MADRS) (15), the Inventory
for Depression Symptomatology (IDS) (16), and
the Bipolar Depression Rating Scale (BDRS) (17).
However, in the case of depression associated with
bipolar disorder, we want to be especially mindful
of whether a reduction in depressive symptoms is
associated with a concomitant increase in symptoms of mania-hypomania. Therefore, to determine if a patient has responded successfully to a
treatment for bipolar depression, he or she should
demonstrate, by use of a standard mania rating
scale such as the Young Mania Rating Scale
(YMRS) (18) or the Clinical Global Impression
for Bipolar Illness (CGI-BP) (19), no worsening in
symptoms of mania, severity of mania (e.g., at least
moderately ill), or change of mania (much worse or
very much worse), which were determined to be in
the normal (nonclinical) range at the outset of
depression treatment. It would not be appropriate
to specify a percent minimum worsening in mania
scores, as patients may have very low scores; an
alternative is to establish a maximum absolute
score using any of the previously mentioned scales.
As mentioned above, the deﬁnition of response
should represent a clinically meaningful beneﬁt in
the context of the population under study, taking
into account treatment resistance, initial symptom
severity, frequency of cycling, and other clinical
factors. Of note, a recent report by Leucht et al.
(4), exploring diﬀerent percents of improvement to
deﬁne response with the use of the Brief Psychiatric
Rating Scale (BPRS) (20) in patients with schizophrenia, recommended a comprehensive approach.
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Leucht and colleagues suggest replacing the usual
one or several arbitrarily chosen cutoﬀs with
incremental steps of 25% (< 25% reduction from
baseline; 25–49% reduction; 50–74% reduction;
75–100% reduction). This approach, which has not
previously been widely utilized in bipolar disorder
studies, provides a whole range of responder rates
that can be compared across studies.
To be certain that we are not simply observing
random ﬂuctuation in mood symptoms (even more
common in patients with bipolar disorder than in
those with unipolar disorder), we should consider
requiring that response criteria be met for a
speciﬁed period of time, typically 2–4 consecutive
weeks, to take into account error in the assessment
of symptomatology and any unstable symptomatic
ﬂuctuations. The task force consensus is to consider ascribing a provisional response when the
response criterion is ﬁrst met, then amending to a
deﬁnite response when the response criterion is still
met at the end of 2–4 weeks. The issue of validation of the term ÔresponseÕ requires further consideration; however, to date no clear criteria for
validation have been established. Validation criteria for response to be considered could include the
ability to predict remission for a speciﬁed period
of time, roughly 6 or 12 months. We recognize,
however, that the ability to predict remission
in order to validate response may be too simplistic
for complex phasic conditions such as bipolar
disorders.
Syndromal response—bipolar depression. The measurement of syndrome rather than symptom
improvement has been suggested both for depression (5, 7) and for mania (7). The advantage of
syndromal measurement improvement is its inherent association to the diagnostic classiﬁcation
being utilized. On the other hand, if the deﬁnition
of syndromes changes, the use of existing symptom
rating scales may not be appropriate for the new
syndrome deﬁnition. The task forceÕs consensus is
that currently both symptomatic and syndromal
assessments should be considered.
For bipolar depression, the task force also
recommends deﬁning syndromal response only on
the basis of improvement in the nine criterion
symptoms of major depressive episode in the
absence of symptoms of mania or hypomania, as
speciﬁed in the DSM-IV, Revised Text (DSM-IVTR) (6), or subsequently in the criterion symptoms
enumerated in the DSM-V. Each criterion can be
evaluated using a severity scale such as the CGI
(range 1–7) and only symptoms with a minimum
score (we suggest 4) at baseline can be evaluated.
We recognize that these nine criteria have not been
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widely used in a deﬁnition of response, as clinical
trials have traditionally utilized symptom rating
scales, but as mentioned above, the task force
recommends both syndromal and symptom assessment. Furthermore, although we acknowledge that
bipolar depressive episodes are largely comorbid,
the task force recommends that noncriterion
symptoms that are commonly associated with a
major depressive episode, such as anxiety, panic
attacks, irritability, hopelessness, avoidance, or
cognitive dysfunction, not be included in the
deﬁnition of syndromal response. Moreover, because these associated symptoms may be a function
of other commonly concurrent Axis I, II, or III
conditions (21), they may or may not respond to
the treatment under study for bipolar depression.
The issue of response of comorbid conditions needs
further study. Regarding functioning, additional
studies are needed to better deﬁne the norms for
linking diﬀerent levels of symptom reduction with
diﬀerent degrees of functional improvement. Since
these associations are imperfect, it is important to
know whether discrepancies in the degrees of
symptom improvement and functional improvement have prognostic relevance in general, or are
speciﬁc to particular subgroups of bipolar patients
[e.g., bipolar I (BPI) versus bipolar II (BPII)
disorder, or normal cycling versus rapid cycling].
Summary of task force recommendations (see Table 1)

The task force recommends further study of
alternatives to current deﬁnitions of percent
improvement and minimum duration, and recommends excluding social and occupational functioning in the deﬁnition of response. For symptomatic
response, in addition to the commonly used 50%
improvement, consideration should be given to
cutoﬀs with incremental steps of 25% (< 25%
reduction from baseline; 25–49% reduction; 50–
74% reduction; 75–100% reduction). For syndromal response, the task force recommends a ‡ 50%
improvement on each of the core symptoms of
depression as deﬁned in the DSM criteria that were
present at baseline, without inclusion of comorbid
symptoms.
Also to be considered is further developing
clinically relevant proposed validation methodology, such as the ability to predict remission over a
predetermined period.
Response in mania

Rationale and discussion of proposed terminology.
The concepts of response, recovery, and remission
have been extensively reported in the literature in
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Table 1. Response
Bipolar depression
Rationale

Task force recommendation

Validation methodology
Bipolar mania
Rationale

Task force recommendation

Validation methodology

Noncriterion symptoms (anxiety, panic attacks, irritability, hopelessness, avoidance, cognitive
dysfunction) should not be included, as they may be a function of concurrent Axis I, II, or III
conditions and may not respond to the treatment for bipolar depression
• Response criteria should be met for a specified period of time to reduce error in assessment or
observation of random fluctuation of mood symptoms
Syndromal
• ‡ 50% improvement on each of the core symptoms of depression as defined in the DSM criteria
assessing only those with scores of ‡ 4 as measured on a scale of 1–7
Symptomatic
• Percentage improvement using HAMD, MADRS, IDS, or BDRS (reduction from baseline): < 25%;
25–49%; 50–74%; 75–100%
• Exclude social and occupational functioning
• Ascribe provisional response when the response criterion is first met; amend to definite
response when criterion is still met at the end of 2–4 consecutive weeks
• Ability to predict remission over a subsequent predetermined period
•

Successful response to treatment for mania includes demonstrated lack of exacerbation of
depressive symptoms
• Response criteria should be met for a specified period of time to reduce error in assessment
or observation of random fluctuation of mood symptoms
Syndromal
• ‡ 50% improvement on each of the core symptoms of mania as defined in the DSM criteria
assessing only those with scores of ‡ 4 as measured on a scale of 1–7
Symptomatic
• 50% improvement in mania symptom severity using YMRS or MRS
• Percentage improvement (reduction from baseline): < 25%; 25–49%; 50–74%; 75–100%
• Ascribe provisional response when the response criterion is first met; amend to definite response
when criterion is still met at the end of 2–4 consecutive weeks
• Ability to predict remission over a subsequent predetermined period
•

HAMD = Hamilton Rating Scale for Depression; MADRS = Montgomery-Åsberg Depression Rating Scale; IDS = Inventory for
Depression Symptomatology; BDRS = Bipolar Depression Rating Scale.

unipolar depression, schizophrenia, and (to some
extent) in bipolar disorder. In the case of mania, it
is important that these concepts evolve in a similar
fashion as those for bipolar depression, including
the concept that a reduction of manic symptoms
should not be associated with a concomitant
increase in depressive symptoms.
As in bipolar depression, the deﬁnition of
response in mania should encompass a clinically
meaningful beneﬁt in the context of the population
under study. For symptomatic improvement in
mania, a symptom severity rating scale such as
the YMRS or the Mania Rating Scale (MRS) (22)
should be considered, as well as the use of
incremental steps for symptom improvement
(< 25%; 25–49%; 50–74%; 75–100%) from baseline. For syndromic response, we recommend a
‡ 50% improvement on each of the core symptoms
of mania as deﬁned in the DSM criteria. Also, as in
bipolar depression, a ‡ 50% improvement on each
of the core symptoms of mania as deﬁned in the
DSM criteria can be measured, using a severity
scale such as the CGI (range 1–7) and only
evaluating symptoms with a minimum score (we
suggest 4) at baseline.

In the context of mania, we must also consider
any concomitant increase in depression. For a
patient to be considered as having responded
successfully to a treatment for mania, he or she
should demonstrate lack of exacerbation of depressive symptoms, as deﬁned by not exceeding an
absolute score such as on the HAMD, MADRS,
IDS, or BDRS, or a signiﬁcant change in the CGIBP severity of depression or change in depression.
To be certain that we are not simply observing
random ﬂuctuation in mood symptoms, we suggest
using the same time period (2–4 weeks) as for
bipolar depression. Furthermore, we also suggest,
for both bipolar depression and mania, consideration of the concept of provisional response (when
a ‡ 50% improvement is ﬁrst met), followed by
deﬁnite response (when the response criteria have
been met for 2–4 weeks).
Summary of task force recommendations (see Table 1)

Recommendations are similar to those for bipolar
depression, including the use of step increments of
25%, absence of exacerbation of the opposite pole,
and use of the concepts of provisional and deﬁnite
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response. For syndromal response, we recommend
utilizing only the core DSM symptoms. In addition,
as in depression, clinically relevant proposed validation methodology is needed, such as the ability to
predict remission over a predeﬁned period.

Remission

Concept of remission

Remission implies that the signs and symptoms of
a speciﬁed condition (e.g., depression) are absent
or nearly absent, and that there has not been a
concomitant increase in symptoms of another
condition (e.g., mania or hypomania). Remission,
unlike response, entails an absolute allowable
ceiling level in symptom expression and the (near)
absence of symptoms.
The advantage of using remission criteria is
that it estimates the number of subjects having
no signiﬁcant symptoms at the end of a study.
This is in contrast to response, which is deﬁned
in such a way that subjects who started a study
with a YMRS score of 50 (1–60 scale) or a
MADRS score of 40 would be still be clearly
symptomatic, despite having achieved a 50%
reduction in baseline severity. A limitation of
the concept of remission is that it does not reﬂect
the change of symptoms. In a study in which
many participants have low symptom scores at
baseline, many may be in remission at study
completion even though the overall decrease of
symptoms is small. Therefore, the use of both
remission and response criteria may add value to
particular studies.
Remission in bipolar depression: rationale and discussion
of proposed terminology

Syndromal remission. We recommend that syndromal remission refer only to the nine criterion
symptom domains identiﬁed in DSM-IV-TR to
diagnose a major depressive episode (MDE).
Should the deﬁnition of MDE change, e.g., core
criterion symptoms added or deleted, operationalizing remission will require revised methods. This
recommendation is consistent with the previous
recommendation for response to use solely the
DSM criterion symptoms, and is based on the
evidence to date that demonstrates the relevance of
remission to functioning and prognosis (i.e., most
studies have focused on core depressive symptoms). For each criterion symptom, a severity score
could be added based on a scale such as the CGI
(range 1–7). A deﬁnition can be operationalized to
allow the presence of minimum symptomatology
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(e.g., fewer than three core symptoms with a score
of 3 or more within a range of 1–7) instead of
complete absence of symptoms.
Noncriterion symptoms or associated features
may be of use as secondary outcomes, although
there are insuﬃcient data to date on this issue.
We recommend that daily functioning should
not be part of the deﬁnition of remission for the
same reasons noted for response. In bipolar
disorder, symptomatic remission is not necessarily
associated with a return to premorbid day-to-day
functioning. Thus, functioning should be measured
and reported as a separate outcome.
We recommend that neither sad mood nor loss of
interest ⁄ pleasure should be present in the remitted
state and that fewer than 3 of the 7 remaining core
criterion symptoms (e.g., poor concentration, disturbed appetite ⁄ weight, disturbed sleep, etc.) would
be meaningfully (score of ‡ 3 within a range of 1–7)
present. We recognize that the highly speciﬁc nature
of this recommendation deserves study despite its
face validity. We felt that the presence of either
essential symptom (loss of interest ⁄ pleasure, sad
mood) would likely be associated with a worse
prognosis than if both were absent, and that a
simple count of symptoms (e.g., presence of 3 or 4 as
opposed to 5 of the 9 criterion symptoms) provided
an incomplete description of the remitted state. The
basic notion underlying this recommendation is that
depression at its core represents a hedonic deﬁcit
that is best captured by these two depressive
symptoms. Thus, if either symptom were present,
the disorder would not be truly remitted. In
addition, the CGI-BP severity of depression and
severity of mania scores should both be £ 2.
The proposed deﬁnition of syndromal remission
logically requires that any assessment used to
operationalize remission must include the entire
criterion symptom domains used to diagnose an
MDE by DSM-IV-TR or subsequently DSM-V.
Given the deﬁnition of remission above, the ideal
way to determine remission is via a structured
clinical interview that ascertains the criterion symptoms of depression and mania. This can be accomplished by repeating the depression and mania
sections of the Structured Clinical Interview for
DSM-IV (SCID). Abridged versions of the SCID,
such as the Mini International Neuropsychiatric
Interview (MINI) (23), can also be used.
Symptomatic remission. Currently, most clinicians
estimate remission using total score thresholds,
most often utilizing either the HAMD, the BDRS,
or the MADRS, without reference to the aboverecommended syndromal deﬁnition. Rating scales
that identify all nine criterion domains include the
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nine-item self-reported Patient Health Questionnaire (PHQ-9) (24), the 16-item Quick Inventory of
Depressive Symptomatology, available as a clinician rating (QIDS-C16) or self-report (QIDS-SIR),
(25, 26), and the Beck Depression Inventory,
Version II (BDI-II) (27, 28), a self-report. The
BDI-II does not include weight gain, but does
otherwise include all other criterion symptom
domains. A concurrent determination of the
absence of mania ⁄ hypomania must also be made
using a scale such as the YMRS or the MRS.
If one chooses the HAMD-17 to estimate
remission, we recommend that a score £ 5 or £ 7
(based on the precedent in the literature) be used. It
is noteworthy that in looking at studies of unipolar
disorder, Nierenberg et al. (29) found that only
17.6% of patients with a HAMD-17 score £ 7 had
no symptoms of MDD. A HAMD-17 score £ 7
corresponds to a MADRS score £ 9 (30) or a 30item IDS-Clinician-Rated (IDS-C30) score £ 12, an
IDS Self-Report (IDS-SIR) score £ 14 (30), or a
QIDS-C16 or QIDS-SIR score £ 5 (25, 26). The
corresponding PHQ-9 score is likely £ 5 (24).
Alternatively, Zimmerman et al. (31–33) have recommended a MADRS total score £ 5 to deﬁne
remission. Berk et al. (34) found that scores < 5 in
the MADRS scale correlate better with a CGI
score = 1.

However, it is important to note that total scores
on selected rating scales are insuﬃcient (and thus
not recommended to be used alone) to ascertain
remission if one uses our proposed deﬁnition that
rests on the nine core criterion symptoms. For
example, the HAMD-17 does not include oversleeping, weight and appetite increase, or impaired
concentration ⁄ decision making. The MADRS (15)
does not include oversleeping, overeating, loss of
interest (although it assesses inability to feel),
loss of energy (although it assesses lassitude), selfcriticism (guilt), or psychomotor changes.
The newly developed BDRS may have an
advantage over previous scales, as it includes
oversleeping, overeating, self-reported depressed
mood, reduced social engagement, impaired concentration, agitation, and guilt. For the BDRS, the
authors recommend a score for remission £ 8.
Summary of task force recommendations (see Table 2)

We recognize that the above recommendations in
which remission is deﬁned in terms of ÔminimalÕ
symptoms are somewhat arbitrary. These and
alternative deﬁnitions call for empirical studies
that relate diﬀerent symptom and duration criteria
to prognosis. Unlike for unipolar depression, we
do not recommend utilizing a duration criterion,

Table 2. Remission
Rationale

•

•

•

Bipolar depression
Task force recommendation

Validation methodology
Bipolar mania
Task force recommendation

Validation methodology

Symptomatic remission may not be associated with a return to premorbid day-to-day functioning,
which should be measured and reported as a separate outcome
For bipolar depression, presence of sad mood and ⁄ or loss of interest ⁄ pleasure may be associated
with a worse prognosis, and a simple count of symptoms (e.g., presence of 3 or 4 versus 5 of the 9
criterion symptoms) incompletely describes remission
No duration criterion

Syndromal
• Sad mood and ⁄ or loss of interest ⁄ pleasure may not be present, and < 3 of the 7 remaining core
criteria may be meaningfully (score > 3 within a range of 1–7) present
• CGI score £ 2
Symptomatic
• HAMD-17 score £ 5 or £ 7
• MADRS score £ 5 or £ 7, or BDRS score £ 8
• Exclude daily functioning
• Ability to predict recovery over a predetermined period
Syndromal
• Focused on core affective symptoms
• Focused on the 7 criterion symptom domains identified in DSM to diagnose a manic episode
• DSM-IV criterion A £ 2; no B criterion rated > 3; no more than two B criteria = 3
• Initial mixed episodes fulfill recovery criteria; no depression criterion > 3; no more than three
criteria = 3
• CGI-BP £ 2
Symptomatic
• YMRS < 8 or < 5
• Ability to predict recovery over a predetermined period

HAMD = Hamilton Rating Scale for Depression; MADRS = Montgomery-Åsberg Depression Rating Scale; BDRS = Bipolar Depression
Rating Scale; CGI-BP = Clinical Global Impression for Bipolar Illness; YMRS = Young Mania Rating Scale.
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but rather that a duration criterion be speciﬁed for
the term ÔrecoveryÕ.
The second issue is the imperative to develop
rating scales that adequately assess some of the
nuances of bipolar depression; the BDRS or the
IDS, recently administered in clinical trials (35,
36), and the revision of the HAMD by Thase
et al. (37) are examples of attempts to achieve this
goal.
The third issue is to develop clinically relevant
proposed validation methodology for remission,
such as the ability to predict recovery over a
predetermined period.
Remission in mania: rationale and discussion of proposed
terminology

Syndromal remission. For syndromal remission,
we recommend following a similar concept as for
depression and focusing on only the seven criterion
symptom domains identiﬁed in DSM-IV-TR
and subsequently in DSM-V to diagnose a manic
episode. For DSM-IV, we recommend consideration of operationalized criteria such as utilized by
Tohen et al. (7), which are parallel to those
recommended for depression by Frank et al. (5)
and most recently by Rush et al. (1). For remission
of mania, the following criteria need to be met:
DSM-IV criterion A for mania £ 2 (range 1–7),
with no B criterion rated > 3 and no two B criteria
rated = 3. Patients with initial mixed episodes
need to fulﬁll recovery criteria for both a manic
and a depressive episode (no depression criterion
> 3 and no more than three criteria = 3). In
addition, CGI-BP severity of mania and severity of
depression ratings are both to be £ 2.
Symptomatic remission. In most recent studies,
symptomatic remission has been measured with the
YMRS or the MRS. Although diﬀerent scores
have been used, perhaps the most commonly
applied has been a score < 12. However, more
conservative scores have also been applied. In an
observational study, Tohen et al. (7) deﬁned remission as < 5; Berk et al. (34) recently reported that
a YMRS score < 4 approximates a CGI-BP score
of 1; and Chengappa et al. (38) showed that a
YMRS score < 8 is equivalent to a patientÕs ability
to function (minimum symptomatology).
Summary of task force recommendations (see Table 2)

We recognize that, for symptomatic remission, the
most commonly applied score utilizing the YMRS
has been < 12, but we are of the opinion that a
more conservative score such as < 8 or < 5
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should be utilized. For syndromal remission, we
recommend focusing on core aﬀective symptoms.
As in bipolar depression, we do not recommend
utilizing a duration criterion. We recognize that, as
in bipolar depression, the above recommendations
are somewhat arbitrary. Therefore, these and
alternative deﬁnitions call for empirical studies
that relate diﬀerent symptom and duration criteria
to prognosis. In addition to conducting additional
observational studies, existing clinical trial databases can be utilized to further validate these
deﬁnitions. As in depression, clinically relevant
proposed validation methodology for remission of
mania needs to be tested, such as the ability to
predict recovery over a predetermined period,
e.g., 6 or 12 months.

Recovery

Rationale and discussion of proposed terminology

The concept of recovery implies an extended period
of remission such that neither an MDE nor an
episode of mania or hypomania is likely to occur in
the near future. That is, recovery implies that the
remitted state has persisted long enough and has
suﬃcient consistency that many future months of
remission can be anticipated for most patients.
According to our conceptualization, recovery
should only be ascribed after suﬃcient time has
passed (e.g., 4–8 weeks in most patients) such
that the recovered state is likely to persist for a
reasonable period of time (e.g., 6–12 months in
most patients). The National Institute of Mental
Health Collaborative Study of Depression (39) and
the McLean-Harvard First Episode project (7, 40)
deﬁned recovery as remission for at least eight
weeks. The Systematic Treatment Enhancement
Program for Bipolar Disorder project (41) deﬁned
recovery as two or fewer syndromal features of
mania, hypomania, or depression, for at least eight
weeks. Additional observational studies and clinical trials are needed to test the current assumption
that a distinction between remission and recovery
is indeed meaningful.
It seems clear that, in the majority of individuals
with bipolar disorder, the underlying vulnerability
to subsequent syndromal episodes remains indeﬁnitely. Thus, in this set of deﬁnitions, ÔrecoveryÕ
does not refer to recovery from the illness, but
from the last mood episode.
As is the case with remission, recovery may be
ascribed while the patient is either on or oﬀ
treatment. Recovery, once present, can only be
lost if a recurrence occurs (i.e., subsyndromal
manifestations of either depression or hypomania

Nomenclature, bipolar disorder, course and outcome
may occur without loss of the ÔrecoveredÕ status).
Recovery may persist or be followed by a new
episode (recurrence). When symptoms that are
insuﬃcient to meet the criteria for mania appear
during or following recovery, the terms Ôsubsyndromal maniaÕ or Ôhypomania following recoveryÕ
are recommended.
We recommend that recovery should be deﬁned
only by symptomatic status for the same reasons
that symptom status alone should be used to deﬁne
remission. As in remission, recovery does not
require normalization of day-to-day functioning,
although such normalization may occur for some
patients.
Recovery should be ascribed once a suﬃcient
period of time has passed such that the recovered
state is likely to persist for a reasonable period of
time (6–12 months) in most patients. We recommend that eight consecutive weeks must pass,
during which each week is characterized by meeting remission criteria for depressive and manic or
hypomanic symptoms, before recovery can be
ascribed. The task force estimates that one might
expect recovery to be sustained if it is present for at
least eight consecutive weeks (to ensure that
transient ﬂuctuations are not designated as recovery). Of note, DSM-IV uses the term Ôfull remissionÕ when remission criteria have been met for
eight weeks. Riso et al. (42) used a six-month
duration period to deﬁne recovery in unipolar
depression, with evidence of validation based on
the prior course of illness. By deﬁnition, recovery
can only occur after remission has been ascribed.
The main reason for the eight-week recommendation is that placebo-controlled trials of continuation therapy and observational studies in patients
following an episode of bipolar depression or
mania indicate that the majority of new episodes
occur within the ﬁrst two months following the
remission of the index episode (7, 39–41, 43). To
ensure that recovery has occurred, measurements
must be made frequently enough (i.e., every
1–2 weeks) to detect a return of the index episode.
We note that the term ÔrecoveryÕ by patient
advocacy and support groups often refers to
subjective (personal) versus objective standards of
recovery, based largely on social and occupational

functioning in contrast to the objective standards
based on symptom severity and duration that we
are proposing for use in clinical trials and observational studies. The task force adheres to the
objective deﬁnition proposed here for those purposes, but is sensitive to the issues raised by
patients who wish to frame their personal goals in a
more positive way than our preferred terminology
and objectives permit.
Summary of task force recommendations (see Table 3)

We recommend a minimum period of two months
in remission as the deﬁnition of recovery. Further
research to test the recommended deﬁnition is
needed. Proposed clinically relevant validation to
be considered includes the ability to predict
absence of recurrence over a predetermined period,
e.g., 12 months. Further consideration should also
be given to the prediction of occupational and
social recovery.

Relapse and recurrence

Rationale and discussion of proposed terminology

Deﬁnitions of relapse and recurrence depend on the
clinical epidemiology of the condition being studied.
In the case of bipolar disorders, mood episodes have
diﬀerent durations. There is a tendency for manic
episodes to be briefer than mixed episodes, and for
both to be briefer than depressive episodes. Moreover, the duration appears to be longer in patients
with rare (e.g., once every 2–3 years) versus frequent
(e.g., a rapid-cycling course) episodes. Thus, no
uniform a priori deﬁnitions of relapse or recurrence
in bipolar disorder can be given; rather, such
deﬁnitions should be made with reference to the
natural course of illness. Furthermore, such natural
history data are best obtained in an untreated
condition, since treatment is intended to reduce the
duration of a current episode as well as the frequency
of further episodes (thus altering the course of the
illness), but such a research approach would be
unethical.
Consensus deﬁnitions of relapse and recurrence
have been proposed in unipolar depression, but so

Table 3. Recovery
Rationale

•
•

Task force recommendation

•

Proposed validation methodology

•

Recovery does not refer to recovery from the illness, but from the last mood episode
Recovery may be ascribed while on or off treatment. Once present, it can only be lost if
recurrence occurs (not for subsyndromal manifestations of either depression or hypomania)
8 consecutive weeks characterized by the virtual absence of depressive and manic or
hypomanic symptoms
Ability to predict absence of recurrence over a 12-month period
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far no such eﬀort has been made in bipolar
disorder. In unipolar depression, Frank et al. (5)
suggested a consensus proposal for deﬁnitions of
relapse as ‘‘a return of symptoms satisfying the full
syndrome criteria for an episode that occurs during
a period of remission, but before recovery’’ (i.e.,
sustained remission during ‡ 8 weeks) and of
recurrence as ‘‘the appearance of a new episode of
major depressive disorder, occurring during recovery.’’ In addition, they proposed operational criteria for remission (a HAMD-17 score £ 7 lasting ‡ 2
but < 8 weeks) and for recovery (a HAMD-17
score £ 7 lasting ‡ 8 weeks). Thus, they not only
discriminated remission and recovery, but also
relapse as an early return of the syndrome (within
eight weeks) and recurrence as a late return of the
syndrome (after eight weeks). As described earlier
in this article, we have taken a similar approach in
diﬀerentiating remission and recovery.
The considerations for deﬁning relapse and
recurrence in unipolar depression appear to be
consistent with the natural history literature that
ﬁnds that most major depressive episodes in that
condition last about 6–12 months. In bipolar
disorder, the natural history literature (especially
based on the pretreatment era) indicates that major
depressive episodes last about 3–6 months. Pure
manic episodes appear to last 2–4 months untreated and mixed episodes last about six months
or longer. Ghaemi and others (44, 45) have
suggested that perhaps in bipolar disorder, deﬁnitions of relapse or recurrence may need to be
sensitive to mood phase subtype as well. Another
issue raised by Ghaemi (44) is consideration of
additional deﬁnitions in the case of a rapid-cycling
course.
Currently used definitions

In recent studies addressing maintenance treatment
of bipolar disorder, investigators have used various
deﬁnitions for relapse or recurrence, and unfortunately have often used the terms interchangeably.
Some have deﬁned them according to diagnostic
criteria for a manic, hypomanic, or major depressive episode [DSM-III-R criteria (46) or DSM-IV
criteria (47)]; others according to a score on global
rating scales [a four-point-scale using the morbidity
index (0 = no symptoms to 3 = hospitalization)
or a six-point scale applied by clinicians (1 = no
disturbance to 6 = extremely severe recurrence)
(48)]; or according to a score on a severity rating
scale [MRS score ‡ 16 or Depressive Symptoms
Scale score ‡ 25 (49), YMRS score ‡ 15 or HAMD
score ‡ 15 (46, 50), or YMRS score ‡ 20 or 24-item
HAMD score ‡ 20 (51)]; still others according to
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the need for an intervention [with antidepressants
(49), with additional medication or electroconvulsive therapy (52, 53), or with hospitalization (47)];
or to withdraw the patient from the study because
of symptoms (49).
Task force proposal consideration

The overall consensus of the task force was that
further study of deﬁnitions that take into account
the polarity of the index episode is needed before
applying diﬀerent deﬁnitions depending on the
nature of the previous episode. Empirical studies
need to determine if the index episode determines
the deﬁnitions of relapse and recurrence. For
depressive episodes, relapse (i.e., the return of the
index episode) would be deﬁned as occurring up to
eight weeks (i.e., two months) after remission from
the acute episode, which may mean at 4–6 months
after episode onset when treatment is started
within two months after onset. Switch (i.e., the
appearance of an episode of the opposite pole
directly from ⁄ after the index episode) would be
deﬁned as occurring up to eight weeks after
remission, and recurrence (either depression or
mania) as occurring > 8 weeks after remission
from the acute episode (Fig. 1).
For manic episodes, relapse would be deﬁned as
occurring up to four weeks (i.e., one month) after
recovery from the acute episode, which may mean
2–3 months after episode onset when treatment is
started within 1–2 months after onset. Switch to
depression would then also be deﬁned as occurring
up to four weeks after remission, and recurrence (either mania or depression) as occurring >
4 weeks after remission from the acute episode
(Fig. 2). A related consideration proposed in a
leading text in our ﬁeld (45) is to deﬁne recovery as

Switch

Recurrence

Mania
Symptoms
‘Normalcy’

Remission
Response

Symptoms

Recovery

X

X

X

Depression
Relapse
Treatment phases

Acute

Continuation

Recurrence
Maintenance
8 weeks

Fig. 1. Proposed deﬁnitions for remission, recovery, relapse,
switch, and recurrence in index depressive episodes [taken from
Frank et al. (5)].
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Mania
X

Symptoms
‘Normalcy’

Remission
Response
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X

X

Symptoms
Depression

Treatment phases

Acute

Switch

Recurrence

Continuation

Maintenance
4 weeks

Fig. 2. Proposed deﬁnitions for remission, recovery, relapse,
switch, and recurrence in index manic episodes [taken from
Frank et al. (5)].

a duration of six months in remission rather than
eight weeks, which suggests that the natural
duration of most mood episodes ranges 2–
6 months or even longer depending on the type
of episode (shorter for mania, longer for depression, longest for mixed episodes). Others have
suggested that mixed episodes are of intermediate
duration (39). If we treat all mood episodes
equally, and provide a single deﬁnition for all
types, then the longer duration of six months
would seem to be a rational cutoﬀ point for
recovery, after which episodes would represent new
recurrences. Thus, an alternative to the eight-week
criterion for recovery may be to explore longer
duration, such as six months, which could prove to
be a more valid deﬁnition.
Summary of task force recommendations (see Table 4)

Considering the paucity of empirical data supporting diﬀerentiation of the deﬁnition based on the
previous episode, the task force currently recommends a single deﬁnition regardless of the index
episode. Thus, relapse and recurrence would be
deﬁned as a new episode occurring within eight
weeks and > 8 weeks, respectively, of remission of
the index episode.

Subsyndromal states

In both BPI and BPII patients, manic and depressive symptomatology that does not meet syndromal severity has consistently been reported as more
common than syndromal manic or depressive
states (54). Daily self-rated mood charting (a useful
technique to study long-term illness expression in
bipolar disorders) employed in a three-year study
of BPI or BPII disorders indicated that patients
experienced subsyndromal depressive symptoms
approximately 25% of the time (54). Subsyndromal mood states are also associated with an
increased risk of relapse compared to full syndromal mood episodes (7, 55–57), and studies also
suggest that subsyndromal states are associated
with impairments in cognition, functional ability,
and health-related quality of life (QOL) (7, 55, 56,
58, 59). The scientiﬁc study of bipolar disorder, as
well as clinical practice, would be beneﬁted by
operationalized deﬁnitional guidelines for subsyndromal symptomatology. In some ways, this aspect
of bipolar symptomatology is deﬁned by exclusion.
Patients who have syndromal episodes currently
subclassiﬁed as manic, mixed, hypomanic, or
depressed would generally not be classiﬁed within
a subsyndromal group. Similarly, patients who
meet criteria for remission status would not be
classiﬁed as subsyndromal. Both syndromal and
remission threshold scores are discussed in other
sections of this article. We approach subsyndromal
deﬁnitions by ﬁrst accepting that criteria for
deﬁning a patient as syndromal or remitted should
be taken into account, and that subsyndromal
severity scores should be continuous with those
two boundaries.
Rationale and discussion of proposed terminology

The explicit operational deﬁnitions described here
have some caveats. They have not been tested a
priori in clinical trials, although they have been
applied in some observational studies. They utilize
the currently most frequently employed scales,
which have major limitations. Most were devel-

Table 4. Relapse and recurrence
Rationale

•

•

Task force recommendation

•

Validating methodology

•

•

Durations of manic and depressive episodes differ, as do normal or rare versus rapid-cycling
episodes. Definitions of relapse ⁄ recurrence should consider mood phase subtype and time course
There is a paucity of empirical data to base definitions on the previous episode
A single definition regardless of index episode. Relapse and recurrence is defined as a new
episode occurring within 8 weeks and > 8 weeks, respectively, after having achieved remission
from the index episode
To determine if a new episode before or after 8 weeks predicts time to remission ⁄ recovery or
to further new episodes.
To determine if the type of index episode matters in the occurrence and type of new episodes
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oped in studies of hospitalized, full-episode patients (60). There is substantial reason to expect
that they are less sensitive to mild symptomatology
than to fully syndromal states (61, 62). The
depression scales are further limited by not having
been psychometrically developed utilizing solely, or
even a majority of, bipolar patients. Neither the
depression nor mania scales were developed with
any patients who had BPII.
Several recently developed scales that do not
have these limitations should provide greater
sensitivity for the goals of assessing and studying
subsyndromal states in relation to other illnessrelated variables (26, 63).
An additional limitation of the scales for which
we provide threshold scores is that they have
limited capability to test the full range of behavioral components of bipolar symptomatology.
Factor analytic studies indicate principal components of hyperactive, impulsive, manic cognitive,
depressive, anxious, psychotic, and irritable behavioral states in bipolar disorders (62, 64). In
particular, the most frequently employed scales
inadequately assess symptoms of anxiety, which
are prominent in all phases of bipolar disorders
(65). We therefore recommend that these guidelines be applied when other rating scales are
utilized, and anticipate that the use of scales that
cover the spectrum of symptom domains in
bipolar disorders and have been developed around
the full spectrum of bipolar disorder presentations,
including subsyndromal and remitted patients, will
allow ﬁner-grained assessments. Recent work on
the IDS and the corresponding QIDS, as well as
the Bipolar Inventory of Symptoms Scale (BISS)
(66) and the Structured Clinical Interview for
Mood Spectrum, in the interview and selfreport format (SCI-MOODS and MOODS-SR)
would appear suitable for such use (64, 66, 67).
Recent reports suggest that the SCI-MOODS ⁄
MOODS-SR also have good psychometric properties (67–69).
One further caveat to subsyndromal states is that
we do not recommend operational guidelines based
on self-rated mood charts, although we recognize
the clinical utility and the secondary supportive
hypotheses that they can test.
Hypomania occupies an unusual double role,
being descriptive both of subsyndromal manic
states in patients with BPI disorder and of the
deﬁning symptoms for diagnosis of BPII disorder.
The establishment of syndromal criteria for BPII
disorder, e.g., selection of speciﬁc symptoms,
duration of symptoms, and any other illness course
features, is beyond the scope or intent of this
article.
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Combining subsyndromal depression and mania scores

Operationally, any subject would fall outside the
subsyndromal category within a study analysis on
any rating period for which his ⁄ her score was in
the syndromal range for either depression or
mania. However, a patient would be required to
have both depressive and manic scores in the
remission range to fall outside the subsyndromal
range for recovery. A subject with remission status
on a depression scale who was within the subsyndromal range for mania would be categorically
assessed as subsyndromal for mania. The same
boundary scores for mania would apply regardless
of whether a patient was classiﬁed as BPI or BPII.
We recommend guidelines to establish subsyndromal symptom states in bipolar disorders and to
apply them in clinical studies by utilizing both
established clinician-rated scales and other scales in
development that may cover additional dimensions
of bipolar symptomatology and provide more
sensitive indicators of change. Subsyndromal status is a dimensional versus categorical approach
and concept. The notion of a subsyndromal clinical
status asserts that simply failing to meet syndromal
criteria does not mean that the patient is well.
Further, it assumes a lower symptom boundary
beyond which the patient should be considered
recovered. Viewing it as dimensional avoids stating
which combination of symptoms, and their
duration, constitutes a syndrome. Additionally, it
avoids the conundrum of whether the symptoms
are functionally impairing. Therefore, a patient
with BPI or BPII disorder who has a total YMRS
or MRS score of 10 is symptomatic and subsyndromal for the period under study, and cannot be
considered as having Ôdays wellÕ for the period.
Clinically relevant validation methodology for
subsyndromal symptoms to be considered includes
the ability to predict relapse ⁄ recurrence over a
12-month period as recently reported by Judd et al.
(70) and Tohen et al. (57). Other validation methodology to be considered includes the ability to
predict functional impairment.
Summary of task force recommendations (see Table 5)

Subsyndromal depression. Based on syndromal
deﬁnitions of depression in bipolar disorders,
setting a score of around 15 as a threshold for
moderately severe depression on all three of the
HAMD, BDRS, and MADRS scales, we recommend as an upper boundary for subsyndromal
depression a total score of 14 on the HAMD or
MADRS and a score of 16 on the BDRS.
Considering a score of 7 as an upper boundary
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Table 5. Subsyndromal states
Rationale

•

Subsyndromal status is dimensional versus categorical. A subsyndromal clinical status that
does not meet syndromal criteria cannot be interpreted as the patient being well. It also assumes
a lower symptom boundary representing remission. Viewing subsyndromal states as dimensional
relaxes the need to identify a syndrome based precisely on symptoms, their duration, and whether
or not they are functionally impairing

Subsyndromal depression
Task force recommendation

•

Score of 14 on HAMD or MADRS and score of 16 on BDRS as upper boundary
Total score of 8 on HAMD or MADRS and score of 9 on BDRS as lower boundary

•

Subsyndromal mania
Task force recommendation

•
•

Validating methodology

•

Score of 14 on MRS or YMRS as upper boundary
Total score of 8 on MRS or YMRS as lower boundary
Ability to predict relapse ⁄ recurrence over a 12-month period

HAMD = Hamilton Rating Scale for Depression; MADRS = Montgomery-Åsberg Depression Rating Scale; BDRS = Bipolar Depression
Rating Scale; MRS = Mania Rating Scale; YMRS = Young Mania Rating Scale.

for deﬁning remission status with the HAMD or
MADRS, and 8 for the BDRS, we recommend a
total score of 8 as a lower boundary for subsyndromal depression on the HAMD or MADRS,
and 9 for the BDRS.
Subsyndromal mania. Based on syndromal deﬁnitions of mania in bipolar disorders, setting a score
of around 15 as a threshold for moderately severe
mania on both the MRS and YMRS scales, the
task force recommends a total score of 14 as an
upper boundary for subsyndromal hypomania on
the MRS or YMRS. Based on the use of a score of
around 7 as an upper boundary for deﬁning
remission status with the MRS or YMRS, we
recommend a total score of 8 as a lower boundary
for subsyndromal mania on the MRS or YMRS.
The task force recommends that these upper and
lower boundaries apply in studies of both BPI and
BPII patients. If future studies on the course of
illness of patients with BPII provided reasons to
modify these boundaries, such amendments could
then be undertaken. Validating criteria to be considered include the ability to predict relapse ⁄
recurrence over a predetermined period.
Predominant polarity

The predominant polarity of mood episodes of
patientsÕ lifelong history may have critical relevance for their clinical management. However,
there is currently no taxonomic translation for this
clinically based concept.
Rationale and discussion of proposed terminology

Colom et al. (71) suggested a novel concept of
putative therapeutic relevance based on the classiﬁcation of patients with bipolar disorder as either
predominantly depressed (PD) or predominantly
manic (PM), as deﬁned by having at least two-

thirds of their lifetime episodes at one polarity or
the other. This proposed course speciﬁer may be a
valid prognostic parameter of particular relevance
to long-term therapeutic decisions and prediction
of outcome.
The available literature suggests that between
45% and 70% of all patients with bipolar disorder
fulﬁll the suggested criteria for a predominant
polarity (72–74), while the rest appear of undetermined polarity (PU). Among those with a deﬁned
polarity, about 50–60% of patients are PD and
about 40% are PM (71–73). To our knowledge, all
the studies performed using the concept of predominant polarity except one (74) show the same
trend toward a majority of PD patients. If we
consider all the patients, including those who are
PU, depressive polarity would account for 25–
35%. PD polarity is strongly associated with
depressive onset, while PM polarity is associated
with manic onset (71, 72, 75). PD polarity is more
common among patients with BPII disorder (72,
73) and is associated with a higher number of years
undiagnosed (73). Interestingly, if we do not use
the concept of predominant polarity and only
consider the number of days spent experiencing a
certain episode, depression appears to be the
predominant polarity in those with both BPI and
BPII disorder (54, 76, 77).
Regarding the proposal for this new course
speciﬁer, a question arises relative to mixed
episodes. Should we consider a new category such
as Ômixed polarityÕ or should we relate mixed
episodes to a certain polarity? At this point, not
enough empirical information is available to support its inclusion. The link between ﬁrst-episode
polarity and subsequent polarity has been shown in
several studies (71, 72, 75, 77), and might be a
robust predictor of outcome when polarity of ﬁrst
episode is prospectively observed. Regarding
validation, there is currently no standard methodology to validate the term. Clinically relevant
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validation methodology of predominant mood
polarity to be considered includes the ability to
predict time to relapse ⁄ recurrence over a predetermined period of time, e.g., 12 months, and the
ability to predict the polarity of the relapse ⁄ recurrence. In addition, investigators are urged to
explore the validity of a predominately mixed
group.
Summary of task force recommendations (see Table 6)

We recommend utilizing the deﬁnition proposed by
Colom et al. (71) for predominant polarity, i.e., at
least two-thirds of lifetime episodes being of one
polarity or the other (PD or PM). Currently there
is not enough empirical information to support the
inclusion of a predominately mixed category.

Treatment-emergent affective switch

Rationale and discussion of proposed terminology

Like many areas in medicine where we confront a
chronic condition characterized by an irregular
course of acute symptoms, the problems of deﬁnition and attribution of Ôaﬀective switchÕ present
interrelated challenges. Like attribution of treatment as a cause of improvement, the deﬁnition of
aﬀective switch is at best operational and leaves
room for considerable error. The implication of
causality cannot be settled as a categorical yes or
no, but as more or less likely based on speciﬁed
criteria. The deﬁnition should be chosen to maximize consistent application in research and provide predictive value for clinicians. Referring to
these events as a Ôtreatment-emergent aﬀective
switchÕ (TEAS) seems preferable because it does
not attribute causality. Terms like Ôantidepressantinduced switchÕ or Ôantipsychotic-induced switchÕ
are error prone and hazardous.
The main criteria for TEAS are the amplitude
and duration threshold for identifying a change
(signal detection) and the time window from the
putative causal intervention (last change in treatment). Use of episode criteria (based on full DSM
criteria) for hypomania, mania or mixed state, or
depression is more speciﬁc, but far less sensitive,

than criteria based on fewer symptoms or shorter
durations than syndromal deﬁnitions require.
Scales such as the YMRS or MADRS can be used
with absolute cutoﬀ scores (> 8 or > 15), but may
be overly sensitive and inﬂate the switch; hence,
they generate pseudo switch rates.
Most studies that specify a deﬁnition for aﬀective switch use a single window, such as 8–12 weeks
from the last change in the causal treatment. This
criterion is reasonable in that it is easily established
and corresponds to the time required for an
antidepressant or antipsychotic to exert its psychotropic eﬀects, but it ignores the high potential for
false positives when applied to patients with cycle
frequencies of three months or less, as well as false
negatives if the presence of an agent with a liability
to TEAS is enduring. The usefulness of attributing
causality to speciﬁc treatments such as antidepressants has no doubt clinical utility; therefore, the
task force recommends further consideration to
include the speciﬁc treatment if the switch emerges
within less than two weeks and to refer to it as an
antidepressant-associated TEAS.
Summary of task force recommendations (see Table 7)

We recommend consideration of the term ÔTEASÕ,
as well as the development of operational deﬁnitions that consider causality (unlikely; possible;
likely; deﬁnite), amplitude, duration, and window
from intervention (last change in treatment).
Clinically relevant methodology to validate TEAS
to be considered includes its ability to predict
relapse ⁄ recurrence over a period of 12 months.
Functionality in bipolar disorder

In recent years, it has become apparent that, in
addition to the functional deﬁcits that accompany
both the depressive and manic phases of bipolar
disorder, social, occupational, and cognitive functioning is often severely compromised even during
periods of euthymia. The source of these functional
deﬁcits during euthymia has been diﬃcult to
determine and it is still not clear to what extent
they reﬂect trait neuropathology, the vestigial
eﬀects of mood state changes, the eﬀects of

Table 6. Predominant polarity
Rationale

•

Task force recommendation

•

Validating methodology

•
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Predominant polarity of mood episodes of patientsÕ lifelong history may have clinical relevance
for their therapeutic management
Either predominantly depressed (PD) or predominantly manic (PM), defined by having at least
two-thirds of lifetime episodes of one polarity or the other. The inclusion of a predominately mixed
category is currently not recommended
Ability to predict relapse ⁄ recurrence over a 12-month period and the polarity of the
relapse ⁄ recurrence
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Table 7. (A) Treatment-emergent affective switch (TEAS)
Rationale

•
•

Task force recommendation

•

Validating methodology

•

Causality should not be a categorical ÔyesÕ or ÔnoÕ, but likelihood based on specified criteria
The term ÔTEASÕ does not attribute causality, and is preferred to Ôantidepressant-induced
switchÕ or Ôantipsychotic-induced switchÕ
Consider use of the term TEAS and operational definitions based on causality, amplitude,
duration, and window from intervention
Ability to predict relapse ⁄ recurrence over a 12-month period

(B) Definitions

Causality

Amplitude

Treatment-emergent manic switch
Definite
Full syndromic hypomanic,
manic, or mixed episode

Likely

Possible

Unlikely

2 or more symptoms (e.g.,
irritability or euphoria, racing
thoughts, grandiosity,
decreased need for sleep)
and YMRS score of > 12
Clear change in mood or energy
and YMRS score of > 8

Window from intervention
(last change)

Duration

At least 2 consecutive days with
daily occurrence of symptomatic
periods lasting more than 50% of
time each day
At least 2 consecutive days with
daily occurrence of symptomatic
periods lasting more than 50% of
time each day

Symptomatic periods each day
lasting at least 4 hours over a
2-day period
Fleeting symptoms, identifiable environmental or exogenous contribution

Treatment-emergent depressive switch
Definite
Full syndromic depression

Likely

Possible

Unlikely

At least one consecutive week
with daily occurrence of
symptomatic periods lasting
more than 50% of time each day
2 or more depressive symptoms
At least one consecutive week
and MADRS score of > 12
with daily occurrence of
symptomatic periods lasting
more than 50% of time each day
Clear change in mood or energy
Symptomatic periods each day
and MADRS score of > 8
lasting at least 4 hours over
a one-week period
Fleeting symptoms, identifiable environmental or exogenous contribution

£ 8 weeks, if £ 2 weeks consider
specifying type of treatment
(e.g., antidepressant-associated)
£ 12 weeks

£ 12 weeks

> 16 weeks

£ 8 weeks, if £ 2 weeks consider
specifying type of treatment
(e.g., antipsychotic-induced)
£ 12 weeks

£ 12 weeks

> 16 weeks

YMRS = Young Mania Rating Scale; MADRS = Montgomery-Åsberg Depression Rating Scale.

untreated comorbid psychiatric conditions such as
panic disorder, comorbid medical conditions such
as obesity and cardiovascular disease, the side
eﬀects of ongoing medication, or some combination
of the above (43, 78). Deﬁcits in functioning have
been identiﬁed even after the ﬁrst episode (7, 40).
Following acute episodes of illness, residual
symptoms or subsyndromal states often persist,
sometimes throughout the interepisode intervals of
the disorder (57). The nature of these symptoms,
along with factors such as age of onset and pattern
of illness (in particular, the frequency of episodes
and presence of cycling and mixed states), clearly
have an impact on functional outcome in bipolar
disorder. Comorbidity and adherence to treatment
no doubt also play a role; however, it is the social,
occupational, and neurocognitive proﬁle of
patients with bipolar disorder that needs to be
delineated to fully appreciate the impact the illness

has on functioning when patients are otherwise
seemingly well (78).
Poor social functioning in bipolar disorder is
common (79, 80); however, the factors contributing to this eﬀect have been found to vary, with only
depressive symptoms emerging as a consistent and
reliable predictor of social adjustment. Historically, demographic factors have been weighted
more heavily than clinical variables (81, 82), and
more recent studies that have examined personality
in conjunction with clinical symptoms have found
that neuroticism alongside depression is predictive
of overall quality of social functioning (83). Subsyndromal, interepisodic depressive states are also
important (7, 57), as they impact upon the quality
of social functioning. Interestingly, the link between functional impairment and illness in a
relapsing and recurrent disorder such as bipolar
disorder is most likely to be iterative. Functional
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compromise often also precedes the onset of illness
episodes, indicating perhaps that there is some
cognitive vulnerability to relapse (84). Thus,
it is important to note that although mood is a
signiﬁcant factor in determining social adjustment,
it is not the overriding factor. A mix of demographic
and clinical variables such as personality disorder
(borderline ⁄ antisocial), male gender, isolation, and
use of medications for sleep or physical illnesses also
contribute signiﬁcantly to social adjustment (84).
A better understanding of these relationships and
their respective contributions is important, as some
factors, such as mood, are clearly amenable to
treatment and therapeutic intervention, whereas
the eﬀects of others, such as gender, personality
disorder, and social circumstances, are more diﬃcult to modify from the clinical perspective.
In recent years, a more widely adopted framework
for classifying the range of problems that patients
with bipolar disorder experience with respect to
functioning has been developed [the International
Classiﬁcation of Functioning, Disability and Health
(ICF)]. This takes into consideration environmental
and psychosocial perspectives, and partitions eﬀects
into three components: body structures and functions; activities and participation; and personal
environmental factors. The breadth of the components encompassed by the ICF allows tailoring to
speciﬁc disorders, and in recent years a number of
researchers have attempted to develop an ICF core
set for bipolar disorder (84). In practice, an assessment tool is needed to describe and classify functioning in patients with bipolar disorder that can be
administered by clinicians and researchers alike.
Such an instrument could become the basis of
assessments that inform treatment and long-term
management. Apart from its clinical utility across
patient populations, a standardized tool would also
allow more ﬁnely focused research within this
domain. However, in order to have widespread
value, any such tool needs to be easily administered
with high reliability.
It is important to note that the neurocognitive
deﬁcits in bipolar disorder that contribute to and
perhaps underpin impairment in psychosocial
functioning impairment are diﬀerent than those
found in schizophrenia (85). Cognitive deﬁcits in

bipolar disorder across its various mood states are
well recognized and have been reliably documented
in nearly 50 studies (78). Euthymic bipolar patients
have been shown to have deﬁcits across these same
domains, encompassing cognitive ﬂexibility, attention and language tasks, and in particular verbal
memory (86–88). Interestingly, it is the extent and
degree of cognitive compromise that appears to be
related to the degree of functioning (86), with lowfunctioning patients much more likely to possess
signiﬁcant cognitive impairments. In this regard,
verbal memory dysfunction has been shown to be
a putative predictor of psychosocial outcome in
euthymic bipolar disorder.
The assessment of functioning is therefore necessarily complex and requires a sophisticated
instrument that is simple to administer. One such
assessment that has been recently developed is the
Functioning Assessment Short Test (FAST) (89).
The FAST is a 24-item scale that spans six domains
of functioning: autonomy, occupational functioning, cognitive functioning, ﬁnancial issues, interpersonal relationships, and leisure time. It takes
approximately ﬁve minutes to complete the scale,
which focuses on the principal problems faced by
bipolar patients. It can be administered during any
of the mood states and is designed to detect
change. It is also suitable for both clinical and
research settings and can be used longitudinally to
examine the eﬀects of medication and other interventions. It does not, however, measure QOL, and
it is clinician administered. These limitations can
perhaps be overcome in instances where these
parameters are important by using it alongside selfreport and performance-based instruments that
also capture QOL. A recently developed, novel
way of describing course and outcome which
includes functioning and has been utilized in other
areas of medicine, known as Staging Models, has
recently been proposed for use in bipolar disorders
(90). Additional studies to validate this terminology are further needed.
Summary of task force recommendations (see Table 8)

Functional assessment in bipolar disorder cannot
be captured accurately by conventional mood

Table 8. Functionality
Rationale

•

Task force recommendation

•

Validating methodology

•
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Although the nature of subsyndromal states, age of onset, pattern of illness, comorbidity, and
adherence to treatment play a role in outcome, the neurocognitive profile influences the impact
of illness on functioning in seemingly well patients
Consider use of the Functioning Assessment Short Test (FAST) focused on principal problems
of patients with bipolar disorder and spanning 6 domains of functioning: autonomy, occupational
functioning, cognitive functioning, financial issues, interpersonal relationships, and leisure time
Neurocognitive processes

Nomenclature, bipolar disorder, course and outcome
rating scales. Recent research has shown that
clinical functioning is related to neurocognitive
processes; however, this aspect requires further
research to determine the precise relationship. A
recent instrument (FAST) has been developed to
capture function in bipolar disorder, and others
will emerge imminently. Widespread use and standardization of these tools is needed, perhaps along
with concurrent use of other scales, in order to
realize the full impact of psychosocial compromise
in bipolar disorder patients.
Conclusions

The content of this article is for the most part a
consensus opinion based on the existing literature
on deﬁnitions of terms frequently used in clinical
trials and observational study. For the most part,
the deﬁnitions have not been validated. In proposing consensus deﬁnitions of course and outcome in bipolar disorder, we have emphasized
rating scale criteria in several sections of this
article, as these quantiﬁable approaches can be
compared across studies and provide important
criteria for inclusion, exclusion, and operationalized outcome deﬁnitions for future clinical trials
and observational studies. Most clinicians do not
routinely apply such scales. We hope that clinicians will apply the principles embodied here in
their assessment and clinical treatment of patients,
even if most of their information is qualitative.
Perhaps this approach can be most usefully
applied by considering what may be most critical,
i.e., what should not be dismissed when making
diagnostic and treatment decisions, given the
vexing symptomatic overlaps and sometimes arbitrary durational requirements in the current DSMIV classiﬁcation system. Further reﬁnement of
current classiﬁcations, namely those of the DSM-V
and ICD-11, might include a dimensional assessment of symptoms as an adjunct to the categorical
system, which could be used as a tool to assess
subthreshold states (91). However, diagnostic
schema (whether DSM, ICD, or another) cannot
be expected to provide an operational tool to guide
clinical management across time. This report
represents a ﬁrst step in the development of an
empirically derived nomenclature on the course
and outcome of bipolar disorder. The next step is
to further develop the methodology to validate the
task force recommendations, in both observational
studies and clinical trials, in order to develop
deﬁnitions that are clinically meaningful and
helpful in the care of patients suﬀering from
bipolar disorder.
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Åsberg and the Hamilton Ratings of depression: a comparison of measures. Eur Neuropsychopharmacol 2006;
16: 601–611.
31. Zimmerman M, Chelminski I, Posternak M. A review of
studies of the Montgomery-Åsberg Depression Rating
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