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Abstract: Bipolar lliness (BD) has an around the world life time frequency of about 2.4% reported throughout
Americas, Europe, Asia, Middle East and New Zealand. The course of BD is relentless and characterised by
recurrent state of mind episodes creating considerable dysfunction in the impacted individual. Worldwide, the
disorder ranks 5th in contributing to a loss of working and imparts significant individual and societal issue. The
South Asian area homes one-fifth of individuals with mental illness around the world and yet, much stays to be
explored concerning the dominating course patterns of BD in Asia and the associated elements Scientists have in
fact kept in mind a fairly higher frequency of BD-1 amongst those with Asian ethnic background when compared
with the Caucasians. The present review determines the local qualities of BD course patterns and the involved
elements. Regional and cross-national studies expose a mania-predominant course in BD in Asian nations.
Extended depressive episodes and comorbid stress and anxiety disorders intensify the course of BD-1I. Particular
threat factors such as the young age of start and higher episode frequency are useful predictors of bipolar
diatheses. Substance use disorder comorbidity is more common in males whereas anxiety and suicidal behaviours
are more frequent in women with BD. Comorbid stress and anxiety and personality disorders likewise encumber
the health problem course. Logistic reasons and lack of knowledge of side-effects were specifically related to poor
adherence. An 'eveningness' chronotype and bad sleep quality were connected with regular recurrences. Seasonal
patterns vary amongst ladies and males, particularly for depressive episodes. There are region-specific attributes in
bipolar illness course and aspects influencing such course patterns compared to the remainder of the World.
Future research from Asia will try to study the neurobiological underpinnings of such attributes and plan
appropriate methods to deal with the same.
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1. INTRODUCTION

Bipolar Iliness (BD) has a worldwide life time prevalence of about 2.4% reported across Americas, Europe, Asia, Middle
East and New Zealand (Merikangas et al., 2011). The course of BD is persistent and characterised by recurrent state of
mind episodes conjuring up considerable dysfunction in the impacted individual (Angst and Sellaro, 2000). Worldwide,
the disorder ranks 5 th in adding to a loss of working and imparts significant person and societal concern (Pompili et al.,
2014; Whiteford et al., 2013). The South Asian area houses one-fifth of people with mental illness worldwide and yet,
much remains to be explored regarding the dominating course patterns of BD in Asia and the associated factors (Trivedi et
al., 2007). Scientists have actually noted a relatively greater prevalence of BD-I amongst those with Asian ethnic
background when compared with the Caucasians (Hwang et al., 2010). Uncertainty looms over the aspects involved in
impacting the health problem course. The dubiety shall be attributed to the scarcity of large-scale epidemiologic studies
evaluating affective disorders in this region (Chiu, 2004). Understanding of the disease course, outcome and moderating
elements of bipolar illness in Asia will strengthen the psychological healthcare delivery system. The same can serve a
better understanding of the bipolar illness by the clinicians and assist the policy makers in developing effective strategies
to take on the prominent factors. We intended to review the released literature from Asian countries regarding the course
of bipolar affective disorder, its varied types and the impact of numerous aspects on the illness course. The findings are
compared to the currently released wealth of Western literature.
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2. METHODOLOGY

The ‘PubMed’ and ‘Cochrane’ databases were used for the literature search. Cross-referencing from the articles of interest
was also undertaken. Search keywords used were ‘bipolar’, ‘course’, ‘bipolar I’, ‘bipolar II’, ‘substance use’, ‘psychiatric
comorbidities’, ‘adherence’, ‘sleep’, ‘seasonality’ and ‘geography’. To ascertain the regional characteristics, names of the
48 Asian countries were individually typed to get an adequate number of published articles. Relevant literature from the
West was also searched and was used for pertinent discussion under various sections. The studies that discussed the
prevailing course patterns, and those, which provided information on effects of multiple individual variables on the course
of BD, were included. There were no time limits set for the literature search. Articles were mainly in English. Data from
articles published in non-indexed journals, academic dissertations and conference papers were not included. The screening
and inclusion of items are explained in Figure 1.

3. RESULTS AND DISCUSSION
3.1. The course of bipolar disorder:

Most of the Asian research studies carried out retrospective data analyses for assessing the disease course of BD. Few
studies have actually conducted potential follow-up to establish the disease course (Chopra et al., 2006; Khess et al.,
1997). On studying the typology of mood recurrences, manic episodes predominated the health problem course of bipolar
iliness observed in the Asian (Avashthi et al., 1996; Chopra et al., 2006; Karthick et al., 2015a; Khanna et al., 1992;
Ramdurg and Kumar, 2013; Rangappa et al., n.d.; Yazici and Cakir, 2012) and the Middle East areas (Osher et al., 2000).
One study discovered that the patients invested more percent time in the manic phases when the total duration of disease is
considered (Karthick et al., 2015a). Mania is reported to be the index episode by some scientists (Karthick et al., 2015a;
Khanna et al., 1992). The aspect of manic predominance was further studied in more information and hence unfurled the
debatable principle of Unipolar Mania (UPM).

3.1.1. Recurrent unipolar mania and mania-predominant polarity:

Comparable to the global literature, recurrent unipolar mania (UPM) was specified by the existence of only manic
reoccurrences in the whole disease course without any mixed or depressive episodes (Aghanwa, 2001; Perugi et al., 2007).
Asian researchers have attempted to differentiate the clinical aspects between Recurrent Unipolar Mania (UPM) and
Manic-Depressive Iliness/Bipolar Mania (BPM). Apart from a more youthful age of start in UPM, studies were not able to
clearly distinguish UPM and BPM concerning the phenomenology, frequency of reoccurrences, period of illness, gender
distribution amongst lots of other factors (Aghanwa, 2001; Srinivasan et al., 1985). When the stricter definition of "just
manic reoccurrences” is relaxed, a majority of Asian research studies report that though patients had both manic and
depressive reoccurrences, the previous had a greater prevalence over the course of disease (Aghanwa, 2001; Baldessarini
et al., 2012b; Bopp et al., 2010; Chopra et al., 2006; Judd et al., 2002; Khanna et al., 1992; Osher et al., 2000; Ramdurg
and Kumar, 2013). The relevant research studies from Asia are summarized in Table 1.

3.1.2. Comparison of Bipolar | and Bipolar 11 subtypes:
Prevalence:

Research studies argue that BD-I to be more prevalent than BD-Il (95% more common). Such studies likewise reveal that
BD-I1 patients had a very first (index) episode as mania (Lee et al., 2009; Leelahanaj et al., 2013). On the contrary, one
study from the South-east Asian region reports that BD-11 (76%) could be more widespread than BD-1 (17%) with anxiety
occurring as the index episode (Peh and Tay, 2008).

The illness course:

In both BD-1 and BD-II, depressive episodes had longer periods, induced greater subjective distress and functional
problems (Lee et al., 2009; Leelahanaj et al., 2013). Research studies have provided more recent insights on the
longitudinal course patterns of BD-II. Based upon the course profiles, two groups are identified. Those referred to as
'hypomania occurring within the very first year' (which is more common) and those who have ‘cyclothymic functions
presenting with young age at start and numerous self-destructive efforts' (Kurumaji et al., 2014). BD-Il showed more
consistent seasonal patterns when compared to BD-1. Seasonality was connected with aggravating of cycles in the course
of disease (Kim et al., 2015).
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Comorbidities:

Just like the West, adequate literature from Asia reveals that comorbid anxiety disorders are more common with BD-II
overloading the disease course with included concern (Chang et al., 2012; MacQueen and Young, 2001; Sugaya et al.,
2013). A study from Taiwan associated such an association due to the aberrant polymorphisms in DRD3 genes underlying
a dysfunctional dopamine system which in turn leads to increased mental vulnerability to developing stress and anxiety
disorders (Chang et al., 2013). Further, there is an increased association of youth behavioural disorders such as the
Attention Deficit Hyperactivity Disorder (ADHD) in BD-Il compared to that in BD-lI (Joo et al., 2012). These
observations highlight the increased problem on BD-II due to comorbid psychiatric illnesses.

Temperament characteristics:

Recent research studies from Asia have actually extended the research by differentiating the genetic impacts and character
profiles of patients with BD-1 and BD-11. Considerable interactions in between genes and the novelty seeking attitude exist
in BD-I than that seen in BD-II (Lin et al., 2010). The interactions may explain the greater degrees of impulsivity and
suicidal tendencies noted in BD-I than in BD-II (Kim et al., 2015).

3.2. Prodrome and early stages of bipolar disorder
3.2.1. Research on the “soft” bipolar subtype:

Early detection of BD is considered necessary to enhance and reduce the morbidity treatment responsiveness (McCraw et
al., 2014; Nusslock and Frank, 2011). Increasing variety of Asian research studies concentrate on determining and
handling the so-called 'soft' bipolar subtypes as specified by Akiskal and Pinto (Akiskal and Pinto, 1999). The presence of
brief durations of manic or hypomanic symptoms (2-3 days) in bipolar 11 disorder was considered as soft bipolar subtype
(Lee et al., 2009; Mak, 2009). The twelve-month occurrence of soft bipolar subtype is around 1.8% (Lee et al., 2009). A
family history of bipolar disorder, young age at onset and more of depressive reoccurrences were present in the soft
bipolar subtypes (Mak, 2009). Contrary findings do exist. In a Chinese research study with a bigger sample of patients
with MDD (n=1487), around 20% of the sample had subthreshold manic symptoms indicative of the 'soft' bipolar type.
The patients had an older age at beginning, less regular depressive episodes and less family history of psychiatric disorders
(Hu et al., 2012). Comorbid borderline character and a quick disappearance of depressive symptoms are likewise seen as
indications of soft BD-II in persistent depressive disorder patients much like that reported from other areas of the World
(Akiskal et al., 1995; Henry et al., 1999; Utsumi et al., 2006). A current research study from this region found that 'soft'
bipolar patients prosper in working memory and processing speed when compared to the BD-I and BD-II patients (Lin et
al., 2015). The research study furthers our understanding of BD that the 'soft' bipolar people might represent a various
endophenotype in bipolar spectrum disorders.

3.2.2. Risk factors for Unipolar Depression (UD) to Bipolar Disorder (BD) conversion:

The international literature exposes that across the total period of depressive disease, every brand-new episode of anxiety
begets a new and greater risk of establishing mania and eventually transform into bipolar affective disorder (Angst et al.,
2005). Studies from Asia have guided into trying to find the possible factors involved in the conversion of UD to BD. The
occurrence of anti-depressant induced mania or hypomania, providing with mixed depressions, increased frequency of
episodes in a year, and history of suicide efforts were related to heightened danger of conversion from unipolar anxiety to
bipolar illness (Inoue et al., 2015; Park et al., 2014).

3.3. Cross-national studies on course of BD:

Compared to studies carried out within a region, cross-national studies have the advantage of evaluating the geographic
and ethnic distinctions in between two areas. One such research study examined the predominant recurrence polarity
among 928 BD-I patients from five countries (Argentina, Spain, South Korea, Italy, and the United States). Patients from
South Korea contributed 21.6% of the data (n=218). Compared to other continents, Asia (i.e., South Korea) had
predominantly manic polarity in the course of BD-1. The manic PP was related to high chances of having index episode as
mania and was frequently related to Substance Usage Disorder (SUD) comorbidity. The depressive PP was unusual,
however they were connected with a greater threat of self-destructive behaviours (Baldessarini et al., 2012b). Another
cross-national study compared BD-I characteristics between patients from the United States (n=96) and Taiwan (n=46).
Quarterly follow-up for eight years exposed that the United States patient population had more depressive reoccurrences,
more AUD comorbidity and more psychotic symptomatology compared to the Asian counterpart, Taiwan. BD-I patients
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from Taiwan relatively had actually spent less time in subsyndromal states, and more time in remission. The much better
adherence rates and attitudes in looking for psychiatric health services in Asian patients were pointed out as reasons for
much better remission rates in Taiwan compared to the US. The authors also reveal that the rate of reoccurrence was
similar in both groups recommending that the course of BD ends up being worldwide similar over time (Strakowski et al.,
2007). From these research studies, one might acknowledge that there are specific distinctions in primary polarity,
comorbid compound use disorders, subsyndromal states and treatment mindsets between BD patients from Asia and the
rest of the World.

3.4. Influence of various factors on course of BD:
3.4.1. Influence of Gender:

Women experienced more frequent reoccurrences of anxiety and mixed states, higher familial loading and suicidality
(Shim et al., 2015; Yang et al., 2013). Amongst BD patients, SUD comorbidity was most likely in men (Ahmadi et al.,
2001; Baek et al., 2014). Fascinating observations of the gender distinctions in seasonality exist in the Asian literature.
The significant Asian studies are summed up in Table 2.

3.4.2. Influence of Substance Use Disorder (SUD):

The Asian research studies have kept in mind lower occurrence rates of SUD when compared to the Western literature
(Chopra et al., 2006; Karthick et al., 2015a; Munoli et al., 2014). Male gender (Ahmadi et al., 2001; Hapangama et al.,
2013) and low socio-economic status (Sedain, 2013) were independently associated with increased rates of substance
usage. Alcohol is the most frequently used substance in patients with BD (Chopra et al., 2006; Hapangama et al., 2013;
Munoli et al., 2014; Tamam and Ozpoyraz, 2002; Tsai et al., 1997). Table 3 stresses the high unfavorable impact exerted
by SUD over the course and outcome of BD.

3.4.3. Influence of other psychiatric comorbidities:
3.4.3.1. Comorbid anxiety disorders:

Asian studies report a relatively lower prevalence rates of psychiatric comorbidities in bipolar disorder (Altindag et al.,
2006a). Obsessive Compulsive Disorder (OCD) and Panic Attack (PD) are the more commonly studied comorbid stress
and anxiety disorders in bipolar patients (Altindag et al., 2006a; Pashinian et al., 2006; Shashidhara et al., 2015).
Comorbid anxiety disorders impart regular recurrences, bad treatment action, regular hospitalisations and result in
significant functional special needs in patients with BD (Altindag et al., 2006a; Koyuncu et al., 2014, 2010; Shashidhara
etal., 2015).

3.4.3.2. Comorbid personality disorders:

Asian studies reveal that comorbid personality disorders are more prevalent in BD patients than the basic population and
are associated with state of mind dysregulation (Fan and Hassell, 2008). Personality disorder (PD) qualities coming from
Cluster B and Cluster C are more frequent and they cause frequent suicide efforts (Altindag et al., 2006b; Ucok et al.,
1998).

3.4.3.3 BD and childhood behavioural disorders:

Bipolar patients have been noted to have functions of comorbid Attention Deficit Hyperactivity Disorder (ADHD).
Conversely, teenagers with ADHD especially with features of Conduct disorder (CD) or Oppositional Defiant Disorder
(ODD) showed higher threat of establishing BD (Chen et al., 2013). The ADHD comorbidity causes an earlier age at
beginning with frequent mood episodes, increase the vulnerability to developing comorbid stress and anxiety and
substance use disorders and decrease the social functioning of the affected individuals (Karaahmet et al., 2013; Sugaya et
al.,, 2013; Tamam et al., 2008). Research studies expose that youth maltreatment and unfavorable life events can
predispose to bipolar illness burdened with comorbid stress and anxiety disorders, leading on to worse course and outcome
(Li et al., 2014). The prominent findings from the Asian studies are summarized in Table 4.

3.4.4. Influence of adherence:

Poor adherence was associated with numerous re-hospitalizations and as a result an increased financial problem in the
form of lost working days (Hapangama et al., 2013; Khess et al., 1997; Tang et al., 2010). Low socio-economic strata and
increased transport expenses in addition contribute to medication non-adherence due to problems in the accessibility and
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price of mental healthcare (Oflaz et al., 2015). In addition, various illness-related elements (Chopra et al., 2006;
Hapangama et al., 2013; Moon et al., 2012; Oflaz et al., 2015; Yen et al., 2005), and patient-related elements such as
ignorance about side effects (Bener et al., 2013) and lapse of memory (Subramanian et al., 2016; Taj et al., 2008) are oft-
quoted reasons for patient's poor adherence mindsets. Greater levels of education (Ozerdem et al., 2001), sufficient social
assistance (Bener et al., 2013; Col et al., 2014) and adequate health problem psychoeducation (Col et al., 2014) resulted in
much better adherence rates. The findings from the Asian research studies are depicted in Table 5.

3.4.5. Influence of sleep quality:

Compared to the international literature, fewer research studies from Asia have actually examined the function of sleep in
course of bipolar disorder. Research studies reveal that the sleep quality can be impaired in bipolar patients even during
clinical remission (Karthick et al., 2015b; Wang et al., 2014) recommending that sleep issues exist in bipolar affective
disorder irrespective of the stage of health problem. Researchers have discovered that BD-I patients show specific pre-set
body clocks (“chronotypes™) associated with start and seasonality of mood episodes (Ahn et al., 2008; Lee et al., 2011).
The observations are summarized in Table 6.

3.4.6. Influence of seasons:

Considerable literature exists in the Asian context concerning the impact of seasons on the course of bipolar illness.
Gender and polarity of the index episode have a bearing in predicting the seasonality of relapse admissions (Hochman et
al., 2016; Rajkumar and Sarkar, 2015; Yang et al., 2013). The appropriate findings from the Asian research studies are
outlined in Table 7.

4. DISCUSSION
4.1. The course of bipolar disorder:

Studies from the West report that at least 50% patients experience subsyndromal symptoms (Sala et al., 2009) and
depressive symptoms had predominated the subsyndromal phases causing substantial morbidity (Judd et al., 2002). In
contrast, manic episodes tend to remit earlier (Yatham et al., 2009). On longitudinal observations, depressive episodes
were three times more regular than hypomanic or manic phases (Judd et al., 2003; Solomon et al., 2009). Mania is the
primary polarity of the bulk of recurrences noted in Asian research studies. Further, numerous non-Western countries
(particularly those in the tropical regions) report a greater occurrence of manic PP (Lee and Yu, 1994; Makanjuola, 1985;
Mehta, 2014). The observations are in sharp contrast from the West where potential research studies had the ability to
document more depressive symptoms (Bopp et al., 2010; Strength et al., 2015; Judd et al., 2002; Strakowski et al., 2007).
Understandably, the retrospective design of the Asian studies might still represent any under-representation of depressive
episodes in the illness course (Aghanwa, 2001; Srinivasan et al., 1985). The idea of manic PP (rather than the strictly
specified UPM) seems to be valid in the context of Asian research. Such findings should direct us to further genetic
research to determine the qualities of manic PP in more detail (Baldessarini et al., 2012a). A recent systematic review
emphasizes that predominant polarity of studies on PP, which conveyed that PP can be thought about as a legitimate
criterion to be included as a 'course specifier' (Carvalho et al., 2014).

4.2. Soft bipolar disorder and bipolar prodrome:

Soft bipolar patients on the edge of diagnostic conversion frequently tend to be females and exhibit poor treatment action
with antidepressants (Koukopoulos et al., 2013). In the Americas, there is a mounting significance for detecting BD as
early as possible even at the medical care level with the assistance of basic diagnostic tools (Kaye, 2005). As most of
people from this continent primarily have access to main levels of healthcare, it is extremely most likely that the under-
diagnosis of BD can take place when unipolar depressives are evaluated in an unsystematic style. The under-diagnosis
further can result in getting worse of health problem course and increased suicide-related mortality consequent to bipolar
depression (Cerimele et al., 2013; Culpepper, 2014). Active screening for the risk aspects for conversion from UD to BD
will help to tease out bipolar patients from the mass of unipolar depressives (Inoue et al., 2015; Park et al., 2014). One
needs to be conscious of the diagnostic challenges faced in identifying soft bipolar patients, separating them from
borderline personality and the ominous danger of over-diagnosing bipolarity (Nusslock and Frank, 2011). Proper
screening and longitudinal observations of patients with MDD are required to replicate the observations from Asian
literature.
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4.3. Influence of Gender:

Reports of higher frequencies of blended and depressive episode reoccurrences in women than males are akin to those
observed in the international literature (Azorin et al., 2013; Kessing et al., 2004; Nivoli et al., 2011; Robb et al., 1998).
The increased vulnerability of the females to tension and environmental influences are highlighted by the results of
seasonality on ladies with BD. Greater prevalence of SUD comorbidity in men compared to ladies resulting in a worse
course of illness and bad result concord with the Western literature (Kawa et al., 2005; Nivoli et al., 2011). Cultural
impacts amongst the Asian countries allowing the males but ladies to take in and procure alcohol shall discuss the gender
disparity. The observations call for proper gender-specific screening and addressing of these problems are necessary to
decrease the morbidity due to BD.

4.4. Influence of SUD comorbidity:

Patients with BD have the tendency to utilize substances for recreational purposes and their changing effects on mood
(Lorberg et al., 2010). Research studies from the rest of the World reveal that the prevalence of SUD comorbidity in BD
range from 35% to 70% (Clodfelter Jr and McDowell, 2001; Gao et al., 2010; Goldberg et al., 1995; Oquendo et al.,
2010; Quello et al., 2005; Strakowski et al., 2000). The lower frequency rates in Asia might be described by the cultural
influences prohibiting using compounds in the majority of its nations. Globally, alcohol and marijuana were frequently
utilized by BD patients (Cerullo and Strakowski, 2007; Gaudiano et al., 2008; Lagerberg et al., 2010). Alcohol, due to its
accessibility and cost is still the most common compound used in the Asian context (Sedain, 2013; Tsai et al., 1997). SUD
intensifies the disease course and the diagnosis of BD by causing regular mood reoccurrences and making episodes less
open to treatment (Clodfelter Jr and McDowell, 2001; Ostacher et al., 2010; Strakowski et al., 2000). SUD comorbidity
impairs the adherence patterns (Gao et al., 2010; Lagerberg et al., 2010; Mclintyre et al., 2008), increases suicide risk
(Goldstein et al., 2008) and vitiates the overall functioning (Lagerberg et al., 2010). Asian studies (as shown in Table 3)
repeat the above findings and accentuate the unhealthy impacts of SUD comorbidity. The dealing with clinicians ought to
be cognizant of such associations, and a holistic approach is recommended when tackling both the illness and SUD issues
together.

4.5. Influence of other psychiatric comorbidities:

The western literature reports that comorbid anxiety disorders can be present in about 60% of patients with BD leading to
increased morbidity, reduced working and a greater danger of suicide efforts (Sala et al., 2012; Vieta et al., 2001). Lower
occurrence rates reported in Asian research studies could be the outcome of studying hospital-based patient population and
the lack of largescale community-based studies in most of the establishing nations in Asia. Because co-morbid PDs impair
the recovery process in BD, efficient screening efforts are required for proper management (Dunayevich et al., 2000; Fan
and Hassell, 2008). Research on character pathology has exposed that both Cluster B and C traits prevail than Cluster A
(George et al., 2003). Asian studies concur with the international literature that childhood maltreatment and emotional
overlook in youth are reported to have strong associations with BD in adults (Romero et al., 2009; Sala et al., 2014;
Watson et al., 2014). The findings expose that psychiatric comorbidities in BD can start to take place at the early stages of
the life and tend to aggravate the illness course through various mechanisms. Clinicians would be needed to designate
specific focus on the comorbidities while managing patients with BD to achieve a total recovery from the health problem.

4.6. Influence of adherence:

Adherence to medications is thought about as one of the essential elements to prevent regressions in bipolar illness (Keck
et al., 1998; Sajatovic et al., 2009; Teter et al., 2011; Yatham et al., 2009). When accompanied by poor adherence, the
cost of managing the bipolar illness increases in plethoras (Durrenberger et al., 1999). Cross-national research studies
reveal that compared to the West, Asians were more likely to perceive the treatment as crucial and had adequate household
support to guarantee adherence to treatment (Strakowski et al., 2007). A plethora of aspects exists in the Asian context
which contributes to bad adherence in BD. Some of them are a low socioeconomic background, the patient's mindsets to
acceptance of drugs and the role of the doctor 'as an individual who shares requisite info to his/her patient and ensures
adherence'. A positive healing relationship, adequate social assistance and a economical and available health care system
can improve the adherence to appropriate requirements.

4.7. Influence of sleep quality:

Internationally, research studies have exposed that circadian rhythm disturbances speed up regular mood episodes
(Eidelman et al., 2010; Gruber et al., 2011; Harvey, 2011; Putnins et al., 2012; Suppes et al., 2000; Wehr et al., 1983).
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Current research studies have shed light in the neurobiological association between sleep and bipolar disorder. The studies
reveal that the sleep disturbances exist not just throughout mood episodes however likewise in the interepisode periods
causing substantial disability of functioning (Giglio et al., 2009; Talbot et al., 2012). Different pathophysiological
processes are associated with the dysregulation specifically changes in melatonin levels, variations of clock genes and
chronotypes (Abreu and Braganca, 2015; Robillard et al., 2013). Studies also state that the disturbances in sleep cycles
and the seasonal changes in state of mind might share a common neurobiological etiology (Brambilla et al., 2012). The
greater latency for sleep and 'night choice for wakefulness', and the existence of sleep disruption even throughout
remission states as argued by the Asian studies are some of the commonalities discovered in the remainder of the World
(Seleem et al., 2015). Though the cause remains unknown, the striking association in between the sleep disruptions and
mood disorders should make one comprehend they are neurobiologically associated. The sleep problems need to be
resolved with independent attention in follow-up sees of bipolar patients.

4.8. Influence of the seasons:

Seasonality typically describes the annual rainfalls of state of mind episodes which prevail in about 20-25% of the BD
population (Kim et al., 2011). Just like the Asian nations (Lee et al., 2002; Rajkumar and Sarkar, 2015) other tropical
areas like Latin America also report increased reoccurrence rates for mania in the spring season (Volpe et al., 2010). The
geographical vulnerability of the equatorial and the tropical zones such as Asia is postulated to cause prolonged summers
and a longer exposure to sunlight compared with the rest of the World. Such vulnerability has actually been indicated in
increased frequency of manic episodes in those areas compared to regular depressive episodes reported somewhere else
(Bauer et al., 2014; Kohno et al., 2012; Lee et al., 2002; Narayanaswamy et al., 2014; Osher et al., 2000). When BD-II
with seasonal course pattern is considered, the greater number of depressive reoccurrences remains in line with similar
research studies reported elsewhere (Geoffroy et al., 2014; Goikolea et al., 2007). The details gathered may help clinicians
in preparing for and actively evaluating for mood episodes in susceptible patients during specific seasons. When required
without losing important time, it may also inform the patient and caretakers in this area to keep an eye on the state of mind
status and look for psychiatric help.

4.9. Limitations:

The possible impacts of numerous factors associated with the health problem course particularly, the age, age of
beginning, socio-economic status and the family history might not be discussed due to a scarceness of research studies in
Asia making direct analyses for such variables. The review does not include findings relating to course patterns of
childhood BD which can differ entirely from adult BD along the lines of disease course, comorbidities and the factors
influencing the disease course. We have not consisted of the impacts of treatment on the course of bipolar disorder due to
the highly comprehensive and variable treatment modalities recommended for bipolar disorder.

5. CONCLUSION

When some of the observations concurred with the existing international literature on the course of BD, particular findings
emerged differently which represented the native functions of BD disease course in Asia. The manic episodes predominate
the course of bipolar illness in Asia as obvious from native and cross-national research studies. A particular subtype of
recurrent health problem specifically Reoccurring Unipolar Mania is extremely prevalent in some parts albeit its diagnostic
validity has to be established by carrying out prospective studies.

The course of BD-II is overloaded with prolonged depressive episodes, comorbid anxiety disorders, and seasonal
worsening of depression. Amidst contrasting proof, blossoming research in 'soft' bipolarity has determined that a family
history of bipolar disorder, young age at start and frequent depressive recurrences are predictive of the 'soft' bipolar
functions in susceptible patients.

Asian studies have actually also discovered that an incident of anti-depressant caused mania or hypomania, combined
depressions, increased episode-cycles, and suicidal behaviours were associated with higher threat of a transformation from
unipolar anxiety to bipolar illness.

Cognizance of the bd and gender-specific subtype-specific seasonal influences will help the family and the clinicians to
determine the high-risk populations and avoid several recurrences. Though the prevalence of BD is equivalent in either
gender, women suffer more frequent depressive recurrences and display greater suicidal behaviours when compared with
males. Guys were more likely to have comorbid compound use disorders complicating the health problem course by
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intensifying the psychopathology, begetting several recurrences, regular hospitalisations and poor practical outcomes.
Apart from SUD, comorbid anxiety disorders, personality disorders and childhood behavioural disorders seem to
aggravate the health problem course, treatment response and practical recovery of the patient.

Many illness-related elements such as rapid cycling, SUD comorbidity, absence of insight, and cyclothymic character are
known to be related to bad adherence to treatment. Other contributing factors such as low financial support, low education
levels, and logistic difficulties in seeking health care may need reliable modifications in the current psychological health
shipment system. Clinicians need to resolve tangible factors such as ignorance about sideeffects and lapse of memory in
taking medications to make sure sufficient levels of adherence. Asian research studies on sleep and course of BD, though
couple of, have reiterated that sleep disruption exists regardless of the phase of the disease even throughout remission.
Such research studies have also identified that an ‘eveningness' chronotype causes greater vulnerability for seasonal
exacerbations of BD. The Asian nations, the majority of them located in the middle of the equatorial and tropical latitudes,
are exposed to substantial impacts of the seasons. Manic and depressive episodes most regularly take place throughout the
summer season and winter respectively. Future research study needs to be able to develop massive potential research
studies to verify the prevailing BD course patterns and yield appropriate information about the prevalence and effect of
different subtypes of BD. Active screening efforts are essential, specifically in the medical care setting, for a prompt
diagnosis and to consequently avoid illness morbidity. Concurrent effective interventions to deal with the psychiatric
comorbidities are indispensable for a thorough recoupment from the bipolar illness. There lies much scope for evaluating
the neurobiological foundations adding to the endemic nature of the health problem course and the aspects influencing the
health problem development.

REFERENCES

[1] Abreu, T., Braganca, M., 2015. The bipolarity of light and dark: A review on Bipolar Disorder and circadian cycles.
J. Affect. Disord. 185, 219-229. doi:10.1016/j.jad.2015.07.017

[2] Aghanwa, H.S., 2001. Recurrent unipolar mania in a psychiatric hospital setting in the Fiji Islands. Psychopathology
34, 312-317. d0i:49330

[3] Abhmadi, J., Fakoor, A., Pezeshkian, P., Khoshnood, R., Malekpour, A., 2001. Substance use among lranian
psychiatric inpatients. Psychol. Rep. 89, 363-365. doi:10.2466/pr0.2001.89.2.363

[4] Abhn, Y.M., Chang, J., Joo, Y.H., Kim, S.C., Lee, K.Y., Kim, Y.S., 2008. Chronotype distribution in bipolar I
disorder and schizophrenia in a Korean sample. Bipolar Disord. 10, 271-275. d0i:10.1111/j.1399-5618.2007.00573.x

[5] Akiskal, H.S., Maser, J.D., Zeller, P.J., Endicott, J., Coryell, W., Keller, M., Warshaw, M., Clayton, P., Goodwin, F.,
1995. Switching from “unipolar” to bipolar II. An 11-year prospective study of clinical and temperamental predictors
in 559 patients. Arch. Gen. Psychiatry 52, 114-123.

[6] Akiskal, H.S., Pinto, O., 1999. The evolving bipolar spectrum. Prototypes I, Il, Ill, and IV. Psychiatr. Clin. North
Am. 22, 517-534, vii.

[7] Altindag, A., Yanik, M., Nebioglu, M., 2006a. The comorbidity of anxiety disorders in bipolar | patients: prevalence
and clinical correlates. Isr. J. Psychiatry Relat. Sci. 43, 10-15.

[8] Altindag, A., Yanik, M., Nebioglu, M., 2006b. Comorbid personality disorders in subjects with bipolar I disorder. Int.
J. Psychiatry Clin. Pract. 10, 33-37. doi:10.1080/13651500500305481

[9] Angst, J., Sellaro, R., 2000. Historical perspectives and natural history of bipolar disorder. Biol. Psychiatry 48, 445—
457.

[10] Angst, J., Sellaro, R., Stassen, H.H., Gamma, A., 2005. Diagnostic conversion from depression to bipolar disorders:
results of a long-term prospective study of hospital admissions. J. Affect. Disord. 84, 149-157. do0i:10.1016/S0165-
0327(03)00195-2

[11] Avashthi, A., Sharma, A., Gupta, N., Kulhara, P., Varma, V.K., 1996. SEASONALITY AND UNIPOLAR
RECURRENT MANIA : PRELIMINARY FINDINGS FROM A RETROSPECTIVE STUDY. Indian J. Psychiatry
38, 236-239.

Page | 437
Research Publish Journals




International Journal of Healthcare Sciences ISSN 2348-5728 (Online)
Vol. 5, Issue 2, pp: (430-449), Month: October 2017 - March 2018, Available at: www.researchpublish.com

[12] Azorin, J.-M., Belzeaux, R., Kaladjian, A., Adida, M., Hantouche, E., Lancrenon, S., Fakra, E., 2013. Risks
associated with gender differences in bipolar | disorder. J. Affect. Disord. 151, 1033-1040.
doi:10.1016/j.jad.2013.08.031

[13] Baek, J.H., Cha, B., Moon, E., Ha, T.H., Chang, J.S., Kim, J.H., Choi, J.E., Kang, B.J., Hong, K.S., Ha, K., 2014.
The effects of ethnic, social and cultural factors on axis | comorbidity of bipolar disorder: results from the clinical
setting in Korea. J. Affect. Disord. 166, 264—269. doi:10.1016/j.jad.2014.05.027

[14] Alessiani, R.J., Salvatore, P., Khalsa, H.-M.K., Imaz-Etxeberria, H., Gonzalez-Pinto, A., Tohen, M., 2012a. Episode
cycles with increasing recurrences in first-episode bipolarl disorder patients. J. Affect. Disord. 136, 149-154.
doi:10.1016/j.jad.2011.08.037

[15] Baldessarini, R.J., Undurraga, J., Vazquez, G.H., Tondo, L., Salvatore, P., Ha, K., Khalsa, H.-M.K., Lepri, B., Ha,
T.H., Chang, J.S., Tohen, M., Vieta, E., 2012b. Predominant recurrence polarity among 928 adult international
bipolar | disorder patients. Acta Psychiatr. Scand. 125, 293-302. d0i:10.1111/j.1600-0447.2011.01818.x

[16] Bauer, M., Glenn, T., Alda, M., Andreassen, O.A., Angelopoulos, E., Ardau, R., Baethge, C., Bauer, R., Bellivier, F.,
Belmaker, R.H., Berk, M., Bjella, T.D., Bossini, L., Bersudsky, Y., Cheung, E.Y.W., Conell, J., Del Zompo, M.,
Dodd, S., Etain, B., Fagiolini, A., Frye, M.A., Fountoulakis, K.N., Garneau-Fournier, J., Gonzalez-Pinto, A., Harima,
H., Hassel, S., Henry, C., lacovides, A., Isometsd, E.T., Kapczinski, F., Kliwicki, S., Konig, B., Krogh, R., Kunz, M.,
Lafer, B., Larsen, E.R., Lewitzka, U., Lopez-Jaramillo, C., MacQueen, G., Manchia, M., Marsh, W.,
MartinezCengotitabengoa, M., Melle, 1., Monteith, S., Morken, G., Munoz, R., Nery, F.G., O’Donovan, C., Osher,
Y., Pfennig, A., Quiroz, D., Ramesar, R., Rasgon, N., Reif, A., Ritter, P., Rybakowski, J.K., Sagduyu, K., Scippa,
AM,, Severus, E., Simhandl, C., Stein, D.J., Strejilevich, S., Sulaiman, A.H., Suominen, K., Tagata, H., Tatebayashi,
Y., Torrent, C., Vieta, E., Viswanath, B., Wanchoo, M.J., Zetin, M., Whybrow, P.C., 2014. Relationship between
sunlight and the age of onset of bipolar disorder: an international multisite study. J. Affect. Disord. 167,
104111.doi:10.1016/j.jad.2014.05.032

[17] Bener, A., Dafeeah, E.E., Salem, M.O., 2013. A study of reasons of non-compliance of psychiatric treatment and
patients’ attitudes towards illness and treatment in Qatar. Issues Ment. Health Nurs. 34, 273-280.
d0i:10.3109/01612840.2012.745039

[18] Bopp, J.M., Miklowitz, D.J., Goodwin, G.M., Stevens, W., Rendell, J.M., Geddes, J.R., 2010. The longitudinal
course of bipolar disorder as revealed through weekly text messaging: a feasibility study. Bipolar Disord. 12, 327—
334. d0i:10.1111/j.1399- 5618.2010.00807.x

[19] Brambilla, C., Gavinelli, C., Delmonte, D., Fulgosi, M.C., Barbini, B., Colombo, C., Smeraldi, E., 2012. Seasonality
and sleep: a clinical study on euthymic mood disorder patients. Depress. Res. Treat. 2012, 978962.
doi:10.1155/2012/978962

[20] Carvalho, A.F., Mcintyre, R.S., Dimelis, D., Gonda, X., Berk, M., Nunes-Neto, P.R., Cha, D.S., Hyphantis, T.N.,
Angst, J., Fountoulakis, K.N., 2014. Predominant polarity as a course specifier for bipolar disorder: a systematic
review. J. Affect. Disord. 163, 56— 64. doi:10.1016/j.jad.2014.03.035

[21] Cerimele, J.M., Chwastiak, L.A., Chan, Y.-F., Harrison, D.A., Unltzer, J., 2013. The Presentation, Recognition and
Management of Bipolar Depression in Primary Care. J. Gen. Intern. Med. 28, 1648-1656. doi:10.1007/s11606-013-
2545-7

[22] Cerullo, M.A., Strakowski, S.M., 2007. The prevalence and significance of substance use disorders in bipolar type |
and Il disorder. Subst. Abuse Treat. Prev. Policy 2, 29. doi:10.1186/1747-597X-2-29

[23] Chang, Y.-H., Chen, S.-L., Chen, S.-H., Chu, C.-H., Lee, S.-Y., Yang, H.-F., Tzeng, N.-S., Lee, I.H., Chen, P.S.,
Yeh, T.L., Huang, S.-Y., Chou, K.-R., Yang, Y.K., Ko, H.-C., Lu, R.-B., Angst, J., 2012. Low anxiety disorder
comorbidity rate in bipolar disorders in Han Chinese in Taiwan. Prog. Neuropsychopharmacol. Biol. Psychiatry 36,
194 197. doi:10.1016/j.pnpbp.2011.09.013

[24] Chang, Y.-H., Lee, S.-Y., Chen, S.-L., Tzeng, N.-S., Wang, T.-Y., Lee, I.H., Chen, P.S., Huang, S.-Y., Yang, Y.K.,
Ko, H.-C., Lu, R.-B., 2013. Genetic variants of the BDNF and DRD3 genes in bipolar disorder comorbid with
anxiety disorder. J. Affect. Disord. 151, 967-972. doi:10.1016/j.jad.2013.08.017

Page | 438
Research Publish Journals




International Journal of Healthcare Sciences ISSN 2348-5728 (Online)
Vol. 5, Issue 2, pp: (430-449), Month: October 2017 - March 2018, Available at: www.researchpublish.com

[25] Chen, M.-H., Su, T.-P., Chen, Y.-S., Hsu, J.-W., Huang, K.-L., Chang, W.-H., Chen, T.-J., Bai, Y.-M., 2013. Higher
risk of developing mood disorders among adolescents with comorbidity of attention deficit hyperactivity disorder and
disruptive behavior disorder: a nationwide prospective study. J. Psychiatr. Res. 47, 1019-1023.
doi:10.1016/j.jpsychires.2013.04.005

[26] Chiu, E., 2004. Epidemiology of depression in the Asia Pacific region. Australas. Psychiatry Bull. R. Aust. N. Z.
Coll. Psychiatr. 12 Suppl, S4-10. doi:10.1111/j.1039- 8562.2004.02099.x

[27] Chopra, M.P., Kishore Kumar, K.V., Subbakrishna, D.K., Jain, S., Murthy, R.S., 2006. The course of bipolar disorder
in rural India. Indian J. Psychiatry 48, 254-257. do0i:10.4103/0019-5545.31559

[28] Clodfelter Jr, R.C., McDowell, D.M., 2001. FEATURES-Bipolar Disorder and Substance Abuse: Considerations of
Etiology, Comorbidity, Evaluation, and Treatment-Patients with comorbid bipolar disorder and substance use
disorder are among the. Psychiatr. Ann. 31, 294-302.

[29] Col, S.E., Caykoylu, A., Karakas Ugurlu, G., Ugurlu, M., 2014. Factors affecting treatment compliance in patients
with bipolar | disorder during prophylaxis: a study from Turkey. Gen. Hosp. Psychiatry 36, 208-213.
doi:10.1016/j.genhosppsych.2013.11.006

[30] Culpepper, L., 2014. The Diagnosis and Treatment of Bipolar Disorder: Decision-Making in Primary Care. Prim.
Care Companion CNS Disord. 16. doi:10.4088/PCC.13r01609

[31] Dunayevich, E., Sax, K.W., Keck, P.E., McElroy, S.L., Sorter, M.T., McConville, B.J., Strakowski, S.M., 2000.
Twelve-month outcome in bipolar patients with and without personality disorders. J. Clin. Psychiatry 61, 134-139.

[32] Durrenberger, S., Rogers, T., Walker, R., de Leon, J., 1999. Economic grand rounds: the high costs of care for four
patients with mania who were not compliant with treatment. Psychiatr. Serv. Wash. DC 50, 1539-1542.

[33] Eidelman, P., Talbot, L.S., Gruber, J., Harvey, A.G., 2010. Sleep, illness course, and concurrent symptoms in inter-
episode bipolar disorder. J. Behav. Ther. Exp. Psychiatry 41, 145-149. doi:10.1016/j.jbtep.2009.11.007

[34] Fan, A.H., Hassell, J., 2008. Bipolar disorder and comorbid personality psychopathology: a review of the literature. J.
Clin. Psychiatry 69, 1794-1803.

[35] Forte, A., Baldessarini, R.J., Tondo, L., Vazquez, G.H., Pompili, M., Girardi, P., 2015. Longterm morbidity in
bipolar-I, bipolar-Il, and unipolar major depressive disorders. J. Affect. Disord. 178, 71-78.
d0i:10.1016/j.jad.2015.02.011

[36] Gao, K., Kemp, D.E., Conroy, C., Ganocy, S.J., Findling, R.L., Calabrese, J.R., 2010. Comorbid anxiety and
substance use disorders associated with a lower use of mood stabilisers in patients with rapid cycling bipolar
disorder: a descriptive analysis of the cross-sectional data of 566 patients. Int. J. Clin. Pract. 64, 336-344.
doi:10.1111/j.1742-1241.2009.02284.x

[37] Gaudiano, B.A., Uebelacker, L.A., Miller, I.W., 2008. Impact of remitted substance use disorders on the future
course of bipolar | disorder: findings from a clinical trial. Psychiatry Res. 160, 63-71.
doi:10.1016/j.psychres.2007.05.014

[38] Geoffroy, P.A., Bellivier, F., Scott, J., Etain, B., 2014. Seasonality and bipolar disorder: a systematic review, from
admission rates to seasonality of symptoms. J. Affect. Disord. 168, 210-223. doi:10.1016/j.jad.2014.07.002

[39] George, E.L., Miklowitz, D.J., Richards, J.A., Simoneau, T.L., Taylor, D.O., 2003. The comorbidity of bipolar
disorder and axis Il personality disorders: prevalence and clinical correlates. Bipolar Disord. 5, 115-122.

[40] Giglio, L.M.F., Andreazza, A.C., Andersen, M., Ceresér, K.M., Walz, J.C., Sterz, L., Kapczinski, F., 2009. Sleep in
bipolar patients. Sleep Breath. Schlaf Atm. 13, 169— 173. doi:10.1007/s11325-008-0215-5

[41] Goikolea, J.M., Colom, F., Martinez-Aran, A., Sanchez-Moreno, J., Giordano, A., Bulbena, A., Vieta, E., 2007.
Clinical and prognostic implications of seasonal pattern in bipolar disorder: a 10-year follow-up of 302 patients.
Psychol. Med. 37, 1595-1599. doi:10.1017/S0033291707000864

[42] Goldberg, J.F., Harrow, M., Grossman, L.S., 1995. Course and outcome in bipolar affective disorder: a longitudinal
follow-up study. Am. J. Psychiatry 152, 379-384.

Page | 439
Research Publish Journals




International Journal of Healthcare Sciences ISSN 2348-5728 (Online)
Vol. 5, Issue 2, pp: (430-449), Month: October 2017 - March 2018, Available at: www.researchpublish.com

[43] Goldstein, T.R., Bridge, J.A., Brent, D.A., 2008. Sleep disturbance preceding completed suicide in adolescents. J.
Consult. Clin. Psychol. 76, 84-91. doi:10.1037/0022- 006X.76.1.84

[44] Gruber, J., Miklowitz, D.J., Harvey, A.G., Frank, E., Kupfer, D., Thase, M.E., Sachs, G.S., Ketter, T.A., 2011. Sleep
matters: sleep functioning and course of illness in bipolar disorder. J. Affect. Disord. 134, 416-420.
d0i:10.1016/j.jad.2011.05.016

[45] Hapangama, A., Kuruppuarachchi, K. a. L.A., Pathmeswaran, A., 2013. Substance use disorders among mentally ill
patients in a General Hospital in Sri Lanka: prevalence and correlates. Ceylon Med. J. 58, 111-115.
doi:10.4038/cm;j.v58i3.6103

[46] Harvey, A.G., 2011. Sleep and circadian functioning: critical mechanisms in the mood disorders? Annu. Rev. Clin.
Psychol. 7, 297-319. doi:10.1146/annurev-clinpsy032210-104550

[47] Henry, C., Lacoste, J., Bellivier, F., Verdoux, H., Bourgeois, M.L., Leboyer, M., 1999. Temperament in bipolar
illness: impact on prognosis. J. Affect. Disord. 56, 103—108.

[48] Hochman, E., Valevski, A., Onn, R., Weizman, A., Krivoy, A., 2016. Seasonal pattern of manic episode admissions
among bipolar | disorder patients is associated with male gender and presence of psychotic features. J. Affect.
Disord. 190, 123-127. doi:10.1016/j.jad.2015.10.002

[49] Hu, C., Xiang, Y.-T., Ungvari, G.S., Dickerson, F.B., Kilbourne, A.M., Si, T.-M., Fang, Y.- R, Lu, Z., Yang, H.-C.,
Chiu, H.F.K,, Lai, K.Y.C., Hu, J., Chen, Z.-Y., Huang, Y., Sun, J., Wang, X.-P., Li, H.-C., Zhang, J.-B., Wang, G.,
2012. Undiagnosed bipolar disorder in patients treated for major depression in China. J. Affect. Disord. 140, 181—
186. doi:10.1016/j.jad.2012.02.014

[50] Hwang, S.H.J., Childers, M.E., Wang, P.W., Nam, J.Y., Keller, K.L., Hill, S.J., Ketter, T.A., 2010. Higher prevalence
of bipolar | disorder among Asian and Latino compared to Caucasian patients receiving treatment. Asia-Pac.
Psychiatry 2, 156-165. doi:10.1111/j.1758-5872.2010.00080.x

[51] Inoue, T., Inagaki, Y., Kimura, T., Shirakawa, O., 2015. Prevalence and predictors of bipolar disorders in patients
with a major depressive episode: the Japanese epidemiological trial with latest measure of bipolar disorder (JET -
LMBP). J. Affect. Disord. 174, 535—541. doi:10.1016/j.jad.2014.12.023

[52] Joo, E.-J., Lee, K.Y., Choi, K.-S., Kim, S.H., Song, J.Y., Bang, Y.W., Ahn, Y.M., Kim, Y.S., 2012. Childhood
attention deficit hyperactivity disorder features in adult mood disorders. Compr. Psychiatry 53, 217-223.
doi:10.1016/j.comppsych.2011.05.002

[53] Judd, L.L., Akiskal, H.S., Schettler, P.J., Endicott, J., Maser, J., Solomon, D.A., Leon, A.C., Rice, J.A., Keller, M.B.,
2002. The long-term natural history of the weekly symptomatic status of bipolar I disorder. Arch. Gen. Psychiatry 59,
530-537.

[54] Judd, L.L., Schettler, P.J., Akiskal, H.S., Maser, J., Coryell, W., Solomon, D., Endicott, J., Keller, M., 2003. Long-
term symptomatic status of bipolar | vs. bipolar Il disorders. Int. J. Neuropsychopharmacol. Off. Sci. J. Coll. Int.
Neuropsychopharmacol. CINP 6, 127-137. doi:10.1017/S1461145703003341

[55] Karaahmet, E., Konuk, N., Dalkilic, A., Saracli, O., Atasoy, N., Kurger, M.A., Atik, L., 2013. The comorbidity of
adult attention-deficit/hyperactivity disorder in bipolar disorder patients. Compr. Psychiatry 54, 549-555.
doi:10.1016/j.comppsych.2012.11.005

[56] Karthick, S., Kattimani, S., Rajkumar, R.P., Bharadwaj, B., Sarkar, S., 2015a. Long term course of bipolar | disorder
in India: using retrospective life chart method. J. Affect. Disord. 173, 255-260. doi:10.1016/j.jad.2014.10.056

[57] Karthick, S., Kattimani, S., Sarkar, S., Bharadwaj, B., Rajkumar, R.P., 2015b. Quality of Sleep in Patients With
Bipolar | Disorder During Remission. J. Psychiatr. Pract. 21, 419-426. doi:10.1097/PRA.0000000000000116

[58] Kawa, I., Carter, J.D., Joyce, P.R., Doughty, C.J., Frampton, C.M., Wells, J.E., Walsh, A.E.S., Olds, R.J., 2005.
Gender differences in bipolar disorder: age of onset, course, comorbidity, and symptom presentation. Bipolar Disord.
7,119-125. d0i:10.1111/j.1399-5618.2004.00180.x

[59] Kaye, N.S., 2005. Is your depressed patient bipolar? J. Am. Board Fam. Pract. Am. Board Fam. Pract. 18, 271-281.

Page | 440
Research Publish Journals




International Journal of Healthcare Sciences ISSN 2348-5728 (Online)
Vol. 5, Issue 2, pp: (430-449), Month: October 2017 - March 2018, Available at: www.researchpublish.com

[60] Keck, P.E., McElroy, S.L., Strakowski, S.M., West, S.A., Sax, K.W., Hawkins, J.M., Bourne, M.L., Haggard, P.,
1998. 12-month outcome of patients with bipolar disorder following hospitalization for a manic or mixed episode.
Am. J. Psychiatry 155, 646— 652.

[61] Kessing, L.V., Hansen, M.G., Andersen, P.K., 2004. Course of illness in depressive and bipolar disorders Naturalistic
study, 1994-1999. Br. J. Psychiatry 185, 372-377.

[62] Khanna, R., Gupta, N., Shanker, S., 1992. Course of bipolar disorder in eastern India. J. Affect. Disord. 24, 35-41.

[63] Khess, C.R., Das, J., Akhtar, S., 1997. Four year follow-up of first episode manic patients. Indian J. Psychiatry 39,
160-165.

[64] Kim, D.R., Czarkowski, K.A., Epperson, C.N., 2011. The Relationship Between Bipolar Disorder, Seasonality, and
Premenstrual Symptoms. Curr. Psychiatry Rep. 13, 500— 503. d0i:10.1007/s11920-011-0233-z

[65] Kim, J.S., Ha, T.H., Chang, J.S., Park, Y.S., Huh, 1., Kim, J., Hong, K.S., Park, T., Ha, K., 2015. Seasonality and its
distinct clinical correlates in bipolar 11 disorder. Psychiatry Res. 225, 540-544. doi:10.1016/j.psychres.2014.11.051

[66] Kohno, K., Hoaki, N., Inoue, T., Nakai, Y., Toyomaki, A., Araki, Y., Hatano, K., Terao, T., 2012. Latitude effect on
bipolar temperaments. J. Affect. Disord. 142, 53-56. doi:10.1016/j.jad.2012.03.052

[67] Koukopoulos, A., Reginaldi, D., Tondo, L., Visioli, C., Baldessarini, R.J., 2013. Course sequences in bipolar
disorder: depressions preceding or following manias or hypomanias. J. Affect. Disord. 151, 105-110.
d0i:10.1016/j.jad.2013.05.059

[68] Koyuncu, A., Ertekin, E., Binbay, Z., Ozyildirim, 1., Yiiksel, C., Tiikel, R., 2014. The clinical impact of mood
disorder comorbidity on social anxiety disorder. Compr. Psychiatry 55, 363-369.
doi:10.1016/j.comppsych.2013.08.016

[69] Koyuncu, A., Tikel, R., Ozyildirim, I., Meteris, H., Yazici, O., 2010. Impact of obsessivecompulsive disorder
comorbidity on the sociodemographic and clinical features of patients with bipolar disorder. Compr. Psychiatry 51,
293-297. doi:10.1016/j.comppsych.2009.07.006

[70] Kurumaji, A., Narushima, K., Ooshima, K., Yukizane, T., Takeda, M., Nishikawa, T., 2014. Clinical course of the
bipolar Il disorder in a Japanese sample. J. Affect. Disord. 168, 363—-366.d0i:10.1016/j.jad.2014.07.023

[71] Lagerberg, T.V., Andreassen, O.A., Ringen, P.A., Berg, A.O., Larsson, S., Agartz, I., Sundet, K., Melle, 1., 2010.
Excessive substance use in bipolar disorder is associated with impaired functioning rather than clinical
characteristics, a descriptive study. BMC Psychiatry 10, 9. doi:10.1186/1471-244X-10-9

[72] Lee, H.-J., Kim, L., Joe, S.-H., Suh, K.-Y., 2002. Effects of season and climate on the first manic episode of bipolar
affective disorder in Korea. Psychiatry Res. 113, 151-159.

[73] Lee, H.-J., Rex, K.M., Nievergelt, C.M., Kelsoe, J.R., Kripke, D.F., 2011. Delayed sleep phase syndrome is related to
seasonal affective disorder. J. Affect. Disord. 133, 573—579. doi:10.1016/j.jad.2011.04.046

[74] Lee, S., Ng, K.L., Tsang, A., 2009. A community survey of the twelve-month prevalence and correlates of bipolar
spectrum disorder in Hong Kong. J. Affect. Disord. 117, 79-86. do0i:10.1016/j.jad.2008.12.003

[75] Lee, S., Yu, H., 1994. Unipolar mania in non-Western cultures. Br. J. Psychiatry J. Ment. Sci. 165, 413. Leelahanaj,
T., Kongsakon, R., Choovanichvong, S., Tangwongchai, S., Paholpak, S., Kongsuk, T., Srisurapanont, M., Thai
Bipolar Registry Study Group, 2013. Time to relapse and remission of bipolar disorder: findings from a 1-year
prospective study in Thailand. Neuropsychiatr. Dis. Treat. 9, 1249-1256. doi:10.2147/NDT.S47711 Li, X.-B.,

[76] Liu, J.-T., Zhu, X.-Z., Zhang, L., Tang, Y.-L., Wang, C.-Y., 2014. Childhood trauma associates with clinical features
of bipolar disorder in a sample of Chinese patients. J. Affect. Disord. 168, 58—63. doi:10.1016/j.jad.2014.06.017

[77] Lin, C.-1,, Lee, S.-Y., Chang, Y.-H., Wu, J.Y.-W., Wu, Y.-S., Wu, P.-L., Chen, H.-C., Chen, S.-L., Lee, I.H., Yeh,
T.L.,, Yang, Y.K, Ko, H.-C., Lu, R.-B., 2010. Temperamentsxgenes in bipolar | and bipolar 1l disorder patients.
Psychiatry Res. 177, 364-366. doi:10.1016/j.psychres.2010.03.005

[78] Lin, K., Xu, G., Lu, W., Ouyang, H., Dang, Y., Guo, Y., So, K.-F., Lee, T.M., 2015. Neuropsychological
performance of patients with soft bipolar spectrum disorders. Bipolar Disord. 17, 194-204. doi:10.1111/bdi.12236
Page | 441
Research Publish Journals




International Journal of Healthcare Sciences ISSN 2348-5728 (Online)
Vol. 5, Issue 2, pp: (430-449), Month: October 2017 - March 2018, Available at: www.researchpublish.com

[79] Lorberg, B., Wilens, T.E., Martelon, M., Wong, P., Parcell, T., 2010. Reasons for substance use among adolescents
with bipolar disorder. Am. J. Addict. Am. Acad. Psychiatr. Alcohol. Addict. 19, 474-480. doi:10.1111/j.1521-
0391.2010.00077.x

[80] MacQueen, G.M., Young, L.T., 2001. Bipolar Il disorder: symptoms, course, and response to treatment. Psychiatr.
Serv. Wash. DC 52, 358-361. doi:10.1176/appi.ps.52.3.358

[81] Mak, A.D.P., 2009. Prevalence and correlates of bipolar Il disorder in major depressive patients at a psychiatric
outpatient clinic in Hong Kong. J. Affect. Disord. 112, 201-205.doi:10.1016/j.jad.2008.05.006

[82] Makanjuola, R.O., 1985. Recurrent unipolar manic disorder in the Yoruba Nigerian: further evidence. Br. J.
Psychiatry J. Ment. Sci. 147, 434-437.

[83] McCraw, S., Parker, G., Graham, R., Synnott, H., Mitchell, P.B., 2014. The duration of undiagnosed bipolar disorder:
effect on outcomes and treatment response. J. Affect. Disord. 168, 422—-429. doi:10.1016/j.jad.2014.07.025

[84] Mcintyre, R.S., Nguyen, H.T., Soczynska, J.K., Lourenco, M.T.C., Woldeyohannes, H.O., Konarski, J.Z., 2008.
Medical and substance-related comorbidity in bipolar disorder: translational research and treatment opportunities.
Dialogues Clin. Neurosci. 10, 203— 213.

[85] Mehta, S., 2014. Unipolar Mania: Recent Updates and Review of the Literature. Psychiatry J. 2014.
d0i:10.1155/2014/261943

[86] Merikangas, K.R., Jin, R., He, J.-P., Kessler, R.C., Lee, S., Sampson, N.A., Viana, M.C., Andrade, L.H., Hu, C.,
Karam, E.G., Ladea, M., Medina-Mora, M.E., Ono, Y., Posada-Villa, J., Sagar, R., Wells, J.E., Zarkov, Z., 2011.
Prevalence and correlates of bipolar spectrum disorder in the world mental health survey initiative. Arch. Gen.
Psychiatry 68, 241-251. doi:10.1001/archgenpsychiatry.2011.12

[87] Moon, E., Chang, J.S., Kim, M.Y., Seo, M.H., Cha, B., Ha, T.H., Choi, S., Cho, H.S., Park, T., Ha, K., 2012.
Dropout rate and associated factors in patients with bipolar disorders. J. Affect. Disord. 141, 47-54.
d0i:10.1016/j.jad.2012.02.025

[88] Munoli, R.N., Praharaj, S.K., Sharma, P.S.V.N., 2014. Co-morbidity in Bipolar Disorder: A Retrospective Study.
Indian J. Psychol. Med. 36, 270-275. doi:10.4103/0253- 7176.135377

[89] Narayanaswamy, J.C., Moily, N., Kubendran, S., Janardhan Reddy, Y.C., Jain, S., 2014. Does latitude as a zeitgeber
affect the course of bipolar affective disorder? Med. Hypotheses. doi:10.1016/j.mehy.2014.06.017

[90] Nivoli, A.M.A., Pacchiaratti, I., Rosa, A.R., Popovic, D., Murru, A., Valenti, M., Bonnin, C.M., Grande, I., Sanchez-
Moreno, J., Vieta, E., Colom, F., 2011. Gender differences in a cohort study of 604 bipolar patients: the role of
predominant polarity. J. Affect. Disord. 133, 443-449. doi:10.1016/j.jad.2011.04.055

[91] Nusslock, R., Frank, E., 2011. Subthreshold bipolarity: diagnostic issues and challenges. Bipolar Disord. 13, 587—
603. doi:10.1111/j.1399-5618.2011.00957.x

[92] Oflaz, S., Guveli, H., Kalelioglu, T., Akyazi, S., Yildizhan, E., Kilic, K.C., Basyigit, S., Ozdemiroglu, F., Akyuz, F.,
Gokee, E., Bag, S., Kurt, E., Oral, E.T., 2015. Iliness perception of dropout patients followed up at bipolar outpatient
clinic, Turkey. Asian J. Psychiatry 15, 68—72. doi:10.1016/j.ajp.2015.04.006

[93] Oquendo, M.A., Currier, D., Liu, S.-M., Hasin, D.S., Grant, B.F., Blanco, C., 2010. Increased risk for suicidal
behavior in comorbid bipolar disorder and alcohol use disorders: results from the National Epidemiologic Survey on
Alcohol and Related Conditions (NESARC). J. Clin. Psychiatry 71, 902—-909. doi:10.4088/JCP.09m05198gry

[94] Osher, Y., Yaroslavsky, Y., el-Rom, R., Belmaker, R.H., 2000. Predominant polarity of bipolar patients in Israel.
World J. Biol. Psychiatry Off. J. World Fed. Soc. Biol. Psychiatry 1, 187-189.

[95] Ostacher, M.J., Perlis, R.H., Nierenberg, A.A., Calabrese, J., Stange, J.P., Salloum, I., Weiss, R.D., Sachs, G.S.,
STEP-BD Investigators, 2010. Impact of substance use disorders on recovery from episodes of depression in bipolar
disorder patients: prospective data from the Systematic Treatment Enhancement Program for Bipolar Disorder
(STEPBD). Am. J. Psychiatry 167, 289-297. doi:10.1176/appi.ajp.2009.09020299

Page | 442
Research Publish Journals




International Journal of Healthcare Sciences ISSN 2348-5728 (Online)
Vol. 5, Issue 2, pp: (430-449), Month: October 2017 - March 2018, Available at: www.researchpublish.com

[96] Ozerdem, A., Tunca, Z., Kaya, N., 2001. The relatively good prognosis of bipolar disorders in a Turkish bipolar
clinic. J. Affect. Disord. 64, 27-34. Park, K.J., Shon, S., Lee, H.-J., Joo, Y., Youngstrom, E.A., Kim, H.-W., 2014,
Antidepressant-emergent mood switch in Korean adolescents with mood disorder. Clin. Neuropharmacol. 37, 177—
185. doi:10.1097/WNF.0000000000000055

[97] Pashinian, A., Faragian, S., Levi, A., Yeghiyan, M., Gasparyan, K., Weizman, R., Weizman, A., Fuchs, C.,
Poyurovsky, M., 2006. Obsessive-compulsive disorder in bipolar disorder patients with first manic episode. J. Affect.
Disord. 94, 151-156. doi:10.1016/j.jad.2006.03.022

[98] Peh, A.L., Tay, L.K., 2008. Demographical profile and clinical features of patients with bipolar disorder in an
outpatient setting in Singapore. Singapore Med. J. 49, 380-383.

[99] Perugi, G., Passino, M.C.S., Toni, C., Maremmani, I., Angst, J., 2007. Is unipolar mania a distinct subtype? Compr.
Psychiatry 48, 213-217. doi:10.1016/j.comppsych.2007.01.004

[100] Pompili, M., Harnic, D., Gonda, X., Forte, A., Dominici, G., Innamorati, M., Fountoulakis, K.N., Serafini, G., Sher,
L., Janiri, L., Rihmer, Z., Amore, M., Girardi, P., 2014. Impact of living with bipolar patients: Making sense of
caregivers’ burden. World J. Psychiatry 4, 1-12. doi:10.5498/wjp.v4.il1.1

[101] Putnins, S.1., Griffin, M.L., Fitzmaurice, G.M., Dodd, D.R., Weiss, R.D., 2012. Poor sleep at baseline predicts
worse mood outcomes in patients with co-occurring bipolar disorder and substance dependence. J. Clin. Psychiatry
73, 703-708. doi:10.4088/JCP.11m07007

[102] Quello, S.B., Brady, K.T., Sonne, S.C., 2005. Mood disorders and substance use disorder: a complex comorbidity.
Sci. Pract. Perspect. Publ. Natl. Inst. Drug Abuse Natl. Inst. Health 3, 13-21.

[103] Rajkumar, R.P., Sarkar, S., 2015. Seasonality of Admissions for Mania: Results From a General Hospital
Psychiatric Unit in Pondicherry, India. Prim. Care Companion CNS Disord. 17. doi:10.4088/PCC.15m01780

[104] Ramdurg, S., Kumar, S., 2013. Study of socio-demographic profile, phenomenology, course and outcome of bipolar
disorder in Indian population. Int. J. Health Allied Sci. 2, 260. d0i:10.4103/2278-344X.126729

[105] Rangappa, S.B., Munivenkatappa, S., Narayanaswamy, J.C., Jain, S., Reddy, Y.C.J., n.d. Predominant mania course
in Indian patients with bipolar I disorder. Asian J. Psychiatry 22, 22-27. doi:10.1016/j.ajp.2016.04.006

[106] Robb, J.C., Young, L.T., Cooke, R.G., Joffe, R.T., 1998. Gender differences in patients with bipolar disorder
influence outcome in the medical outcomes survey (SF-20) subscale scores. J. Affect. Disord. 49, 189-193.

[107] Robillard, R., Naismith, S.L., Hickie, 1.B., 2013. Recent advances in sleep-wake cycle and biological rhythms in
bipolar disorder. Curr. Psychiatry Rep. 15, 402. doi:10.1007/s11920-013-0402-3

[108] Romero, S., Birmaher, B., Axelson, D.A., losif, A.-M., Williamson, D.E., Gill, M.K., Goldstein, B.I., Strober,
M.A., Hunt, J., Goldstein, T.R., Esposito-Smythers, C., lyengar, S., Ryan, N.D., Keller, M., 2009. Negative life
events in children and adolescents with bipolar disorder. J. Clin. Psychiatry 70, 1452-1460.
doi:10.4088/JCP.08m04948gre

[109] Sajatovic, M., Ignacio, R.V., West, J.A., Cassidy, K.A., Safavi, R., Kilbourne, A.M., Blow, F.C., 2009. Predictors
of nonadherence among individuals with bipolar disorder receiving treatment in a community mental health clinic.
Compr. Psychiatry 50, 100—- 107.d0i:10.1016/j.comppsych.2008.06.008

[110] Sala, R., Axelson, D., Birmaher, B., 2009. Phenomenology, longitudinal course, and outcome of children and
adolescents with bipolar spectrum disorders. Child Adolesc. Psychiatr. Clin. N. Am. 18, 273-289, vii.
doi:10.1016/j.chc.2008.11.002

[111] Sala, R., Goldstein, B.I., Morcillo, C., Liu, S.-M., Castellanos, M., Blanco, C., 2012. Course of comorbid anxiety
disorders among adults with bipolar disorder in the U.S. population. J. Psychiatr. Res. 46, 865-872.
doi:10.1016/j.jpsychires.2012.03.024

[112] Sala, R., Goldstein, B.l., Wang, S., Blanco, C., 2014. Childhood maltreatment and the course of bipolar disorders
among adults: epidemiologic evidence of dose-response effects. J. Affect. Disord. 165, 74-80.
doi:10.1016/j.jad.2014.04.035

Page | 443
Research Publish Journals




Vol.

[113]

[114]

[115]

[116]

[117]

[118]
[119]

[120]

[121]

[122]

[123]

[124]

[125]

[126]

[127]

[128]

International Journal of Healthcare Sciences ISSN 2348-5728 (Online)
5, Issue 2, pp: (430-449), Month: October 2017 - March 2018, Available at: www.researchpublish.com

Sedain, C.P., 2013. Study of psychiatric comorbidity of alcohol use disorder. J. Nepal Health Res. Counc. 11, 66—
69.

Seleem, M.A., Merranko, J.A., Goldstein, T.R., Goldstein, B.l., Axelson, D.A., Brent, D.A., Nimgaonkar, V.L.,
Diler, R.S., Sakolsky, D.J., Kupfer, D.J., Birmaher, B., 2015. The longitudinal course of sleep timing and circadian
preferences in adults with bipolar disorder. Bipolar Disord. 17, 392—-402. doi:10.1111/bdi.12286

Shashidhara, M., Sushma, B.R., Viswanath, B., Math, S.B., Janardhan Reddy, Y.C., 2015. Comorbid obsessive
compulsive disorder in patients with bipolar-1 disorder. J. Affect. Disord. 174, 367-371.
doi:10.1016/j.jad.2014.12.019

Shim, LLH., Woo, Y.S., Bahk, W.-M., 2015. Prevalence rates and clinical implications of bipolar disorder “with
mixed features” as defined by DSM-5. J. Affect. Disord. 173, 120-125. doi:10.1016/j.jad.2014.10.061

Solomon, D.A., Leon, A.C., Endicott, J., Coryell, W.H., Li, C., Fiedorowicz, J.G., Keller, M.B., 2009. Empirical
typology of bipolar | mood episodes. Br. J. Psychiatry 195, 525-530.

Srinivasan, K., Ray, R., Gopinath, P.S., 1985. Unipolar mania - a separate entity? Indian J. Psychiatry 27, 321-324.

Strakowski, S.M., DelBello, M.P., Fleck, D.E., Arndt, S., 2000. The impact of substance abuse on the course of
bipolar disorder. Biol. Psychiatry 48, 477-485.

Strakowski, S.M., Tsai, S.-Y., Delbello, M.P., Chen, C.-C., Fleck, D.E., Adler, C.M., Arndt, S., Amicone, J., 2007.
Outcome following a first manic episode: cross-national US and Taiwan comparison. Bipolar Disord. 9, 820-827.
d0i:10.1111/j.1399- 5618.2007.00411.x

Subramanian, K., Kattimani, S., Sarkar, S., Rajkumar, R.P., 2016. Current adherence attitudes can reflect the course
and outcome of bipolar disorder-type I. Asian J. Psychiatry 20, 11. doi:10.1016/j.ajp.2016.01.007

Sugaya, N., Yoshida, E., Yasuda, S., Tochigi, M., Takei, K., Otani, T., Otowa, T., Minato, T., Umekage, T.,
Konishi, Y., Sakano, Y., Chen, J., Nomura, S., Okazaki, Y., Kaiya, H., Sasaki, T., Tanii, H., 2013. Prevalence of
bipolar disorder in panic disorder patients in the Japanese population. J. Affect. Disord. 147, 411-415.
doi:10.1016/j.jad.2012.10.014

Suppes, T., Dennehy, E.B., Gibbons, E.W., 2000. The longitudinal course of bipolar disorder. J. Clin. Psychiatry 61
Suppl 9, 23-30. Taj, F., Tanwir, M., Aly, Z., Khowajah, A.A., Tariqg, A., Syed, F.K., Wagar, F., Shahzada, K.,
2008. Factors associated with non-adherence among psychiatric patients at a tertiary care hospital, Karachi,
Pakistan: a questionnaire based cross-sectional study. JPMA J. Pak. Med. Assoc. 58, 432-436. Talbot, L.S., Stone,
S., Gruber, J., Hairston, 1.S., Eidelman, P., Harvey, A.G., 2012. A test of the bidirectional association between sleep
and mood in bipolar disorder and insomnia. J. Abnorm. Psychol. 121, 39-50. doi:10.1037/a0024946

Tamam, L., Karamus, G., Ozpoyraz, N., 2008. Comorbidity of adult attention-deficit hyperactivity disorder and
bipolar disorder: prevalence and clinical correlates. Eur. Arch. Psychiatry Clin. Neurosci. 258, 385-393.
doi:10.1007/s00406-008-0807-x

Tamam, L., Ozpoyraz, N., 2002. Comorbidity of anxiety disorder among patients with bipolar | disorder in
remission. Psychopathology 35, 203-209. doi:63824 Tang, C.-H., Hsieh, M.H., Hung, S.-T., Lee, I.H., Lin, Y.-J.,
Yang, Y.K., 2010. One-year post-hospital medical costs and relapse rates of bipolar disorder patients in Taiwan: a
population-based study. Bipolar Disord. 12, 859-865. d0i:10.1111/j.1399- 5618.2010.00878.x

Teter, C.J., Falone, A.E., Bakaian, A.M., Tu, C., Ongdr, D., Weiss, R.D., 2011. Medication adherence and attitudes
in patients with bipolar disorder and current versus past substance use disorder. Psychiatry Res. 190, 253-258.
doi:10.1016/j.psychres.2011.05.042

Trivedi, J.K., Goel, D., Kallivayalil, R.A., Isaac, M., Shrestha, D.M., Gambheera, H.C., 2007. Regional cooperation
in South Asia in the field of mental health. World Psychiatry Off. J. World Psychiatr. Assoc. WPA 6, 57-59.

Tsai, S.Y., Chen, C.C., Yeh, E.K., 1997. Alcohol problems and long-term psychosocial outcome in Chinese
patients with bipolar disorder. J. Affect. Disord. 46, 143-150.

Page | 444
Research Publish Journals




Vol.

[129]

[130]

[131]

[132]

[133]

[134]

[135]

[136]

[137]

[138]

[139]

[140]

International Journal of Healthcare Sciences ISSN 2348-5728 (Online)
5, Issue 2, pp: (430-449), Month: October 2017 - March 2018, Available at: www.researchpublish.com

Ugok, A., Karaveli, D., Kundakgi, T., Yazici, O., 1998. Comorbidity of personality disorders with bipolar mood
disorders. Compr. Psychiatry 39, 72—74.

Utsumi, T., Sasaki, T., Shimada, I., Mabuchi, M., Motonaga, T., Ohtani, T., Tochigi, M., Kato, N., Nanko, S., 2006.
Clinical features of soft bipolarity in major depressive inpatients. Psychiatry Clin. Neurosci. 60, 611-615.
doi:10.1111/j.1440- 1819.2006.01566.x

Vieta, E., Colom, F., Corbella, B., Martinez-Aran, A., Reinares, M., Benabarre, A., Gasto, C., 2001. Clinical
correlates of psychiatric comorbidity in bipolar I patients. Bipolar Disord. 3, 253-258.

Volpe, F.M., da Silva, E.M., dos Santos, T.N., de Freitas, D.E.G., 2010. Further evidence of seasonality of mania in
the tropics. J. Affect. Disord. 124, 178-182. doi:10.1016/j.jad.2009.11.001

Wang, C.-H., Chen, K.-C., Hsu, W.-Y., Lee, I.-H., Chiu, N.-Y., Chen, P.-S., Yang, Y.-K., 2014. Sleep complaints
and memory in psychotropic drug-free euthymic patients with bipolar disorder. J. Formos. Med. Assoc. Taiwan Yi
Zhi 113, 298-302. doi:10.1016/j.jfma.2012.05.011

Watson, S., Gallagher, P., Dougall, D., Porter, R., Moncrieff, J., Ferrier, I.N., Young, A.H., 2014. Childhood
trauma in bipolar disorder. Aust. N. Z. J. Psychiatry 48, 564-570. doi:10.1177/0004867413516681

Wehr, T.A., Sack, D., Rosenthal, N., Duncan, W., Gillin, J.C., 1983. Circadian rhythm disturbances in manic-
depressive illness. Fed. Proc. 42, 2809-2814.

Whiteford, H.A., Degenhardt, L., Rehm, J., Baxter, A.J., Ferrari, A.J., Erskine, H.E., Charlson, F.J., Norman, R.E.,
Flaxman, A.D., Johns, N., Burstein, R., Murray, C.J.L., Vos, T., 2013. Global burden of disease attributable to
mental and substance use disorders: findings from the Global Burden of Disease Study 2010. Lancet Lond. Engl.
382, 1575-1586. d0i:10.1016/S0140-6736(13)61611-6

Yang, A.C., Yang, C.-H., Hong, C.-J., Liou, Y.-J.,, Shia, B.-C., Peng, C.-K., Huang, N.E., Tsai, S.-J., 2013. Effects
of age, sex, index admission, and predominant polarity on the seasonality of acute admissions for bipolar disorder:
a population-based study. Chronobiol. Int. 30, 478-485. doi:10.3109/07420528.2012.741172

Yatham, L.N., Kauer-Sant’Anna, M., Bond, D.J., Lam, R.W., Torres, I., 2009. Course and outcome after the first
manic episode in patients with bipolar disorder: prospective 12- month data from the Systematic Treatment
Optimization Program For Early Mania project. Can. J. Psychiatry Rev. Can. Psychiatr. 54, 105-112.

Yazici, O., Cakr, S., 2012. [Unipolar mania: a distinct entity or characteristic of manic preponderance?]. Tiirk
Psikiyatri Derg. Turk. J. Psychiatry 23, 201-205.

Yen, C.-F., Chen, C.-S., Ko, C.-H., Yeh, M.-L., Yang, S.-J., Yen, J.-Y., Huang, C.-F., Wu, C.-C., 2005.
Relationships between insight and medication adherence in outpatients with schizophrenia and bipolar disorder:
prospective study. Psychiatry Clin. Neurosci. 59, 403—-409. doi:10.1111/j.1440-1819.2005.01392.x

APPENDIX - A

e Tables:

Table 1: Studies on predominant polarity of bipolar disorder in Asia

Author , Year Country | Method/ Setting Sample characteristic | Findings

Srinivasan et | INDIA South India; | UPM=12, BPM=17 UPM has early age at onset, no

al.,1985 compared significant differences in
demography and phenomenology; mild depressions
phenomenology are unnoticed and underreported;
between UPM and UPM not a valid diagnosis
BPM

Khanna et al., | INDIA Course of bipolar | N=95 Most are unipolar mania; especially

1992 disorder in eastern in those who had index manic
India episode

Osher et al., | ISRAEL | Chart review of BD in | N=71 Mania-predominant course was

2000 southern Israel found as opposed to depression-

predominant course seen in Europe
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Aghanwa 2001 | FlJI

Compared course
characteristics
between UPM and
BPM

UPM =51; BPM=31 High rates of Recurrent unipolar
mania; although its demographic
and clinical characteristics do not
clearly distinguish it from manic-

depression.

Kumar, 2013

Chopra et al., | INDIA | Assessed Naturalistic | N=34 72% had mania predominant course
2006 course of bipolar in
rural community;
follow-up of 8.5 years
Baldessarini et | MULTI | Assessed predominant | N=928 (n=218 from | The Asian country Korea has
al., 2012b SITE (5 | recurrence  polarity | South Korea) predominantly manic polarity in
CONTI | among 928 BD-I total illness; categorization of PP
NENTS | patients was stable; first episode was mania;
INCLU
DING
ASIA)
Ramdurg and | INDIA Study  of  socio- | N=100 Predominant polarity of majority of

demographic profile,
phenomenology,
course and outcome
of bipolar disorder in
Indian population

episodes is mania(n=64)

N-Sample size, BD-Bipolar Disorder, UPM-Unipolar Mania, BPM-Bipolar Mania,

PP-Predominant Polarity, NIMH-LCM-National Institute of Mental Health-Life Chart Methodology

Table 2: Influence of gender on course of bipolar disorder in Asia:

Author, Year Country Setting / Method Sample size Salient findings
Osher et al., 2000 KOREA Chart review of BD | N=71 No gender differences in
patients course characteristics
Ahmadi et al., 2001 | IRAN Prevalence of SUD | N= 205, | SUD comorbidity more
in psychiatric | (BD=37.5%) prevalent in men (63%)
inpatients
Leeetal., 2002 KOREA Effects of season and | N=152 Mean monthly hours of
climate on the first sunshine and sunlight
manic episode of radiation had significant
bipolar affective positive correlation with
disorder in Korea onset of manic episodes;
predominantly in females
Yang et al., 2013 TAIWAN Effect of gender on | BD=9619 Female admissions were
seasonality associated with seasonal
depressive episodes and
male  admissions  for
seasonal manic episodes
Baek et al., 2014 KOREA Cross-sectional BD-I= 222, BD- | Prevalence of AUD
study assessed axis | | 11=194 in | 16.8%; mostlyin males
comorbidity in BD remission
Shim et al., 2015 KOREA Retrospective chart | N=171 Females were more likely
review of BD-I with to have mixed episodes,
mixed episodes high  familial loading,
high suicidality
N-Sample size, BD-Bipolar Disorder, SUD- Substance Use Disorder, AUD-Alcohol Use Disorder
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Table 3: Influence of substance use comorbidity on course of bipolar disorder in Asia:

Author, Year Country | Method / Setting Sample size Findings

Khess et al., 1997 INDIA Four year follow- up of first | N=32 Comorbid ADS
episode manic patients increased the rates of

recurrence

Tsai et al., 1997 CHINA Assessed long- term | N=157 Alcohol most common
psychosocial outcome using substance to be used; it
GAF in Bipolar pts using worsens outcome in BD
alcohol

Ahmadi et al., 2001 | IRAN Prevalence of substance use in | N=205 SUD comorbidity
psychiatric inpatients (37.5%  were | commonly seen in males

BD) (63%)
Karamet al., 2002 | LEBAN Retrospectively assessed | N=222 Prevalence of SUD in
ON prevalence of substance BD-I was 42%

abuse/dependence in

psychiatric inpatients covering
13 years in a general hospital
psychiatric unit

Tamam and | TURKE | Assessed comorbidity in BD-1 | N=70 ADS comorbidity seen in
Ozpoyraz, 2002 Y remitted pts 61.4%;led to more severe
psychopathology
Singh et al., 2005 INDIA Assessed QOL in euthymic | N=40 BD and comorbid AUD
bipolar pts who had comorbid pts experienced lower
substance dependence QOL;QOL worsens with
severity of AUD
Chopraetal., 2006 | INDIA F/u of bipolar pts for 8.5 years, | N=34 26% of sample had
assessed comorbid SUD alcohol dependence
prevalence

N-Sample size, SUD-Substance Use Disorder, ADS-Alcohol Dependence Syndrome,

BD-Bipolar Disorder, AUD-Alcohol Use Disorder, GAF-Global Assessment of Functioning, QOL-Quality of Life, PP-Predominant
Polarity

Table 4: Effect of other psychiatric comorbidities on course of bipolar disorder in Asia:

Author, Year Country Study Sample size | Results
Ucok et al., 1998 | TURKEY | Evaluated N=90 Obsessive-  compulsive, paranoid,
comorbidity of histrionic, and borderline personality
Personality disorders were significantly more
disorders in Bipolar prevalent in bipolar patients; Suicide
disorder attempts were more frequent in such
patients
Altindag et al., | TURKEY | Studied prevalence | N=70 19 (27%) of BD-I had comorbid AD.
2006 and clinical Most common is OCD and specific
correlates of phobia, followed by panic disorder. AD
comorbid  Anxiety comorbidity is associated with frequent
disorder in BD-I hospitalisations, psychotic symptoms
and suicide attempts
Tsai et al., 2012 TAIWAN | Checked usefulness | N=306 3% anxiety comorbidity; 12% SUD
of empirically comorbidity. Those who had anxiety
derived subgroups comorbidity were female predominant
of BD-I with early age at onset.
Tamam et al, | TURKEY | Assessed N=159 (BD) | 26 (16.3%) had comorbid adult ADHD;
2008 comorbidity of also had other comorbidities like Panic
adult ADHD and disorder, SUD, etc. ADHD comorbidity
BD affects course of BD and impairs social
adjustment of patients
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Koyuncu et al., | TURKEY | Studied impact of | N=214 [BD- | OCD was more prevalent in BD-NOS
2010 OCD on | 1=185; group; OCD rendered the course of BD
demographic  and | BD-11=13; chronic. No other differences in clinical
clinical features of | BD- or socio-demographic parameters
BD NOS=16]
Karakus and | TURKEY | Assessed N=124 Prevalence of ICD=27%; MC was
Tamam, 2011 prevalence and pathologic skin picking. Intermittent
correlates of explosive disorder, trichotillomania are
comorbid  Impulse also common. SUD comorbidity, suicide
Control  Disorders attempts and  frequent depressive
(ICDs) in BD-I in episodes should warn the clinician to
remission states suspect ICD comorbidity in BD
Chang et al, | TAIWAN | Assessed anxiety | N=325 [BD- | BD-II patients are twice likely to report
2012 disorder 1=120; comorbid anxiety disorders
comorbidity rate in | BD-11=205]
Han Chinese in
Taiwan

BD-Bipolar Disorder, BD-NOS-BD-Not Otherwise Specified, AD-Anxiety Disorders, OCD-Obsessive-Compulsive Disorder, ADHD-
Attention Deficit Hyperactivity Disorder, CD-Conduct Disorder, ODD-Oppositional Defiant Disorder, SUD-Substance Use Disorders,
PD-Panic Disorder, SAD-Social Anxiety Disorder, PTSD-Post-Traumatic Stress Disorder

Table 5: Effect of adherence on course of bipolar disorder in Asia:

Author / Year Country Method / Setting Sample size Salient findings

Khess et al., 1997 INDIA Four-year follow-up | N=32 Poor compliance to
of first-episode manic treatment is associated
patients with readmissions

Overdamp et al., | TURKEY Life chart review of | N=108 Family support along with

2001 BD patients good adherence improves

functioning and outcome

Yen et al., 2005 TAIWAN Relationships between | BD= 65 Poor insight leads to poor
insight and adherence adherence
in schizophrenic and
bipolar subjects

Chopraetal., 2006 | INDIA Naturalistic follow-up | N=34 Poor adherence associated
of BD patients for 8.5 with rapid cycling
years

Strakowski et al., | Cross-  national | Prospective follow-up | Cincinnati=96 | Taiwan patients exhibited

2007 (US vs. Taiwan) of BD-I patients after | , Taipei=46 better adherence patterns
first manic episode

Taj et al., 2008 PAKISTAN Questionnaire  based | N=23 Sedation, forgetting
cross-sectional  study medications, higher cost of
of factors associated medications, poor
with non-adherence in psychoeducation are
bipolar patients in a causes of non-adherence
tertiary care hospital

Tang et al., 2010 TAIWAN Assessed one-year | Covered the | Annual medical costs due
post-hospital medical | years 2006- | to relapses were 7.6 times
costs in  bipolar | 2007 higher than the per capita
patients using insurance
National Health
Insurance database

N-Sample size, BD-Bipolar Disorder
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Table 6: Effect of sleep on course of bipolar disorder in Asia:

Author, Year Country | Method / Setting Sample Size Findings
Ahnetal., 2008 | KOREA | Compared chronotype | BD-1=92, BD-l pts showed a
distribution between | Schizophrenia=113, | significantly greater
bipolar | disorder and | Controls =95 preference for 'eveningness'
schizophrenia using chronotype (including
Composite  Scale  of delayed sleep timing) than
Morningness (CSM) control individuals
Leeetal, 2011 | KOREA | Assessed sleep quality and | DSPS=327, DSPS and SAD may share a
association with | Controls=331; pathophysiological
seasonality of affective mechanism causing delayed
symptoms in  Delayed circadian phase leading to
Sleep Phase Syndrome seasonal worsening of mood
(DSPS) patients disorders
Wang et al, | TAIWA | Assessed Sleep complaints | N=22 ; Controls=44 | Quality —of sleep and
2014 N and memory in memory function of the
psychotropic drug- free euthymic and drug- free BD
euthymic patients with patients were significantly
bipolar disorder. poorer than those of the
controls

N-Sample size, BD-Bipolar Disorder, DSPS-Delayed Sleep Phase Syndrome, SAD-Seasonal Affective Disorder

Table 7: Effect of seasons on course of bipolar disorder in Asia:

Author, Year Country Method/Setting Sample Findings

characteristic

Yang et al., 2013 TAIWAN | Examined effects of | BD=9619 1.Polarity of index episode
age, sex, index determined seasonality of
admission, and relapses
predominant 2.Females expressed seasonality
polarity on bipolar for depressive recurrences and
disorder seasonality males for manic recurrences
in a nationwide 3.Depressive PP exhibited greater
population seasonality

4. Young adults had greater
seasonality than middle-aged
patients.

Lee et al., 2002 TAIWAN Retrospective N=15,060 Certain seasons were associated
study; assessed with  particular  types  of
seasonal variations admissions. Spring/Summer for
in bipolar disorder mania, early  winter  for
admissions and the depression, early spring for
association with mixed episodes.
climate

Rajkumar and | INDIA Retrospective covered four | Peak admissions for mania during

Sarkar, 2015 review of | years (2010- | late autumn and spring seasons;
seasonality of | 2013) male sex and age >25 years were
admissions for associated with such seasonality
Mania in BD;

N-Sample size, BD-Bipolar Disorder, PP-Predominant Polarity
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