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SUMMARY 
The effect of reassessing patients with depression and resistant depression in a CMHT caseload using the DSM IV criteria for 

bipolar I and bipolar II conditions inevitably leads to the diagnosis of more patients with bipolar disorder. This has an effect on the 
number of patients within the population of the CMHT who fall within the psychotic clusters of HONOS-PBR. 

This should effect the resources which will be allocated to deal with the patients in the team. 
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*  *  *  *  *  

INTRODUCTION 

Bipolar affective disorder (BD) is a psychotic illness 
characterised by mood changes that exceed the normal 
range. 

The main symptoms are depression (on average 
31.9% of weeks in BD I (see below) (Judd 2002) and 
50.3% of weeks in BD II (Judd 2003)), mania (on 
average 8.9% of weeks in BD I (Judd 2002)) or 
hypomania (on average 1.3% of weeks in BD II (Judd 
2003) and mixed states (on average 5.9% of weeks in 
BD I (Judd 2002) and 2.3% in BD II (Judd 2003)). BD 
is also associated with several comorbidities, including 
generalised anxiety disorder(GAD), panic disorder and 
obsessive-compulsive disorder (OCD) (Perugi 2001), as 
well as substance abuse (Regier 1990). 

It is thought to lie on a spectrum of disorders, which, 
according to Tavormina et al. 2006, includes unipolar 
depression (Tavormina 2005). This, together with the 
predominance of depressive over manic episodes and 
multiple other factors, leads to frequent misdiagnosis of 
BD – particularly as unipolar depression (Hirschfeld 
2003). It has been estimated that up to 69% of patients 
now known to have BD were misdiagnosed at least once 
before receiving their current diagnosis (Hirschfeld 
2003, Drancourt 2013). 

Two major sub - syndromes have been recognised: 
bipolar I and II affective disorders (Ayuso-Gutiérrez 
1982), which will be the focus of this article. However, 
one should bear in mind that there are other disorders on 
the spectrum as well. Patients with BD, particularly BD 
II, have a high suicide risk (24% cf. 12% in patients 
with unipolar major depression) (Rihmer 2002). 

Patients with BD have been reported to also have 
more difficulty finding and securing jobs, as well as 
more problems with regards to relationships with family 
and friends, than patients with non-bipolar mood 

disorders (Morselli 2003). Another difference was a 
higher numberof hospitalisations (Morselli 2003). 
Furthermore, delayed treatment increases the risk of 
developing these conditions, Notably suicididality 
(Altamura 2010). 

The above illustrates the crucial need for prompt 
diagnosis and treatment – both to decrease mortality and 
improve quality of life, with the best outcome being 
achieved with early intervention. Importantly, incorrect 
treatment with antidepressants may push patients 
towards developing manic symptoms (Peet 1994, 
Ghaemi 2003) and those of mixed states (Ghaemi 
2003), thereby exacerbating the problem, particularly 
since mixed states carry a particularly high risk of 
suicide (Rihmer 2008). A community mental health 
team (CMHT) in Bedford has therefore carried out 
several audits to assess whether it is possible to increase 
the sensitivity of diagnosis of BD in order to improve 
diagnosis and catch cases as early as possible (see 
materials and methods). 

This follows on from previous studies that had 
indicated that most patients with affective disorders 
were actually in the bipolar spectrum (Tavormina 2007). 
A further consequence of identifying more patients with 
BD II is that when using Health of the Nation Outcomes 
Scales, Payment by Results (HoNOS-PbR), these 
patients would be grouped to a higher cluster – usually 
11, 12 or 13, compared with patients with unipolar 
depression (Wing 1996). 

This is important financially, as more funding is 
available to treat patients who have been assigned to the 
psychosis clusters (10-17) compared with the non-
psychotic ones. 

Hence, correctly diagnosing patients to have BD not 
only enables prompt commencement of the correct 
treatment, but also allows more suitable funding of 
appropriate long-term therapy. 
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MATERIALS AND METHODS 

The data of all patients registered with a community 
mental health team (CMHT) in Bedford at the time was 
analysed in November 2006, September 2007, August 
2010, June 2011 and February 2013 with regards to 
psychiatric diagnosis - particularly looking at the 
numbers of patients diagnosed with BD, using an excel 
database that contains all patients’ diagnoses. 

All patients that had been discharged from the 
outpatient clinic, had been referred on, or had passed 
away between audits were excluded from subsequent 
analyses, but not from previous analyses, in order to 
obtain an accurate picture of the epidemiology of the 
outpatient population at the time of each analysis. 

The November 2006 audit (Agius 2010) was 
performed to assess the baseline of diagnoses Prior to 
adjusting the diagnostic criteria.  

It showed that no patients had to that date been 
diagnosed with BD II. The DSMIV - TR diagnostic 
criteria (American Psychiatric Association 2000) were 
then constructed into 29 Questions (Agius 2013), which 
were used to reassess all patients with recurrent 
depressive disorder, anxiety and depression, unipolar 
depression and psychotic depression in the outpatient 
clinic, in order to identify whether patients had BD. 

Patients who had already been diagnosed with BD 
were reassessed too. 

This was subsequently validated using the mood 
disorder questionnaire developed by Hirschfeld et al. 
(2000). 

Furthermore, a full longitudinal history as well as a 
family history were obtained from all patients. 

Reevaluation of diagnoses was completed by 
February 2013. Preliminary results after reviewing some 
of the patients were obtained in September 2007 (Agius 
2010), showing increases in the numbers of BD 
diagnoses compared with the baseline, as well as several 
cases of BD II. 

The results were expected to be even more dramatic 
after reassessment of all patients. 

The current audit examines the data from August 
2010, June 2011 and February 2013. In all datasets, the 
numbers of all diagnoses were counted and their propor-
tions analysed. If a patient had multiple individual 
diagnoses, these were counted separately. 

Conditions like chronic fatigue syndrome, 
dissociative disorders and Münchhausen’s syndrome, as 
well as several others, were grouped in the category 
“other”. 

Furthermore, substance-induced psychosis was 
included in the “other psychosis” section, but not in the 
“alcohol and drug related problems” category. Phobias 
and panic disorders were classed as anxiety disorders. 

The results have been presented in a graphical form 
in a previous paper, here we shall simply summarise the 
changes in proportions of various diagnoses, as they 
refer to HONOS-PBR scores. 

1)  
A total of 805 patients was analysed in the August 

2010 dataset, 809 in the June 2011 dataset and 544 in 
the February 2013 dataset, yielding 1054, 1069 and 775 
diagnoses, respectively. Unfortunately, no data on the 
number of patients analysed in November 2006 and 
September 2007 was available, but 391 and 453 
diagnoses, respectively, were obtained. 

The analysis will focus on the percentages of the 
following diagnoses: 

 Total Bipolar, 
 Bipolar I Affective Disorder, 
 Bipolar II Affective Disorder, 
 Recurrent Depressive Disorder 
 Unipolar Depression 

 

The total percentage of BD diagnoses increases 
steadily from 2006 (10.5%) to 2013 (20.6%), with the 
exception of September 2007 (14.3%), which shows a 
higher percentage of BD diagnoses than August 2010 
(12.7%) and even June 2011 (13.4%). There are several 
possible reasons for this, which will be discussed below. 

Furthermore, there is a steady increase in the 
percentage of BD II diagnoses throughout the years: 
there are none present in 2006, while in 2013 they 
represent 9.7% of all diagnoses made. 

Furthermore, as more patients are being diagnosed 
with BD II, the percentage of BD I diagnoses decreases 
from 10.5% in 2006 to 7.3% in 2011, but then it 
increases again to 11.0% in 2013. Two further 
conditions that lie on the bipolar spectrum were 
recognised in 2010 and 2011 but not in the other years: 
dysthymia (6 and 5 patients in2010 and 2011, 
respectively) and cyclothymia (2 patients both in 2010 
and 2011). This may be because they were not 
recognized as part of the bipolar spectrum in 2006 and 
2007, but may have been rediagnosed as BD II in 2013. 
Equally, these patients may not have been registered 
with the CMHT in 2006, 2007 and 2013. 

As predicted, as more patients are being diagnosed 
with BD, there is a steady decrease in the percentage of 
patients diagnosed with recurrent depressive disorder 
and unipolar depression, from 16.1% and 18.7%, 
respectively, in 2006 to 4.8% and 8.0%, respectively, in 
2012. 

2)  
A total of 542 out of the 544 patients registered with 

the Bedford CMHT in 2013 have been assigned 
HoNOS-PbR scores, the distribution of which is shown 
in Figure 1. 

HoNos-PbR is a rating scale which has been devised 
to facilitate the allocation of funds to mental health 
services depending on the difficulty for treatment 
presented by their caseload. It is based on the original 
HoNoS scale (Health of the nation outcome scales) and 
shares their limitations in that it is in fact too basic a 
scale to identify anything but the most gross changes in 
symptomatology. 
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Figure 1.Distribution of HoNOS-PbR Scores in the Bedford CMHT in February 2013 
 
Thus psychotic symptoms can vary on a rating of 0 

to 4, as can depressive symptoms. 
On the basis of these several ratings, patients are put 

into clusters, reflecting the difficulty (and hence 
resource intensiveness ) of each case. 

However, there are particular ratings for psychotic 
illness, 10-15 , which imply a much higher classification 
than depression or recurrent depressive disorder (1-6 
approximately). Bipolar illness, including bipolar II 
disorder rates as a psychotic condition, even when under 
control. So do psychotic conditions such as 
schizophrenia, schizoaffective disorder, and delusional 
disorder. Hence it comes as no surprise that , as more 
patients are described as bipolar, which for them is a 
more accurate diagnosis by the criteria of DSM IV, the 
number of patients in the psychotic clusters rises, while 
the number of patients in the lower clusters reciprocally 
falls.  

Unfortunately no comparisons can be drawn with 
previous years, since no data is available for/from those, 
but it can be seen that the vast majority of patients is 
within the psychosis clusters. 

From the results it is clear that most patients are 
within the psychosis clusters of the HoNOS-PbR score. 

This may have implications for the funding available 
to this CMHT to treat their patients appropriately. 
Despite this, the authors have sometimes questioned the 
usefulness of the HoNOS-PbR score: it has been very 
difficult to assign some of the patients to a particular 
cluster, since they have multiple diagnoses and there 
can only be one HoNOS-PbR score per patient. 

This is particularly difficult in the light of increasing 
proportions of patients receiving multiple diagnoses, as 
we have previously commented upon. In order to assign 
a single HoNOS-PbR score when multiple different 
ones would be possible, one has to decide which 
diagnosis ‘trumps’ another one; something that provides 
a real challenge. Nevertheless, the data presented here 
may allow mental healthcare resources to be more 
efficiently distributed according to patient needs. 

LIMITATIONS 

The main limitation was that the data from 2010, 
2011 and 2013 was analysed by A different individual 
than the data from 2005 and 2006. The individual who 
analysed the 2010-2013 data was unable to access the 
database as it had been in 2005 and 2006, only being 
able to access the already counted diagnoses. 

This makes comparison between the different sets of 
years very difficult. It is therefore very reassuring that 
the expected trend of increases in BD I and especially 
BD II diagnoses is evident even from 2010 to 2013, as 
is the trend of decreases in the percentages of patients 
diagnosed with unipolar depression and recurrent 
depressive disorder. 

The authors are therefore confident that the change 
in diagnoses is real. A further limitation is that the 
patient population itself did not say exactly the same. 

Although it was assumed that it stayed fairly 
constant, it is possible that more BD diagnoses are being 
made, because there were more patients with BD 
registered with the CMHT in February 2013 than in 
November 2006. One would have had to analyse only 
those patients in February 2013 whose diagnoses had 
already been studied in November 2006,in order to 
control this limitation. 

 
CONCLUSION 

The reassessment of patients with recurrent 
depressive disorder and depression in a CMHT caseload 
using the DSM IV criteria for bipolar I and bipolar II 
conditions inevitably leads to the diagnosis of more 
patients with bipolar disorder. There are also often co-
morbidities with multiple diagnoses, common ones 
being anxiety disorders, obsessive compulsive disorder 
and borderline personality disorder. The consequence of 
this is that when such an assessment is done, more 
patients within the population of a Community Mental 
Health Team are rated within the higher (psychotic) 
clusters of HoNoS-PbR. 
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