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Abstract

Objectives: To assess and compare demographic and diagnostic characteristics of inpatients with mood disorders in Iran.
Materials and Methods: We collected the demographic, clinical, and treatment characteristics of patients, who were hospitalized
during five years from April 2006 to March 2010, in Iran hospital of psychiatry, a residency training center to evaluate the general
clinical picture of the disorder.
Results: Overall, 95.3% of subjects had a diagnosis of bipolar I disorder (BID), 2.5% were diagnosed as bipolar II disorder (BIID) and
1.3% and 0.9% met the criteria for major depressive disorder (MDD) and bipolar not otherwise specified (NOS), respectively. Com-
pared to patients with MDD and BIID, the onset of BID was at an earlier age (32.2± 1, 34.8± 1.5 and 29.9± 1.9 years old, respectively, P
< 0.001). In addition, a number of admissions, mean duration of each admission and number of treatments with electro-convulsive
therapy (ECT) were significantly higher in patients with BID.
Conclusions: Bipolar I disorder was the most common diagnosis for inpatients with mood disorders and a more severe course in
BID may indicate more severe impairments that would result in more severe disabilities.
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1. Background

Mood disorders including depressive and bipolar dis-
orders are one of the most frequent psychiatric disorders
in clinical settings as well as in the community (1).

According to previous studies, the lifetime prevalence
of major depressive disorder (MDD) was between 4.9 and
20 percent and the lifetime prevalence of bipolar I and
II disorders have been reported to be between 1.3% and
3.9% (2-6). Considering sub-threshold diagnostic criteria,
including one or two symptoms over a short time-period,
an additional 5.1% of the population could be categorized
as having a bipolar spectrum disorder (7). Depressive
disorders and bipolar disorders are responsible for 40.5%
and 7.0% of disability-adjusted life years (DALYs) caused by
mental and substance use disorders, respectively (8).

All mood disorders could have a negative impact on
quality of life and functioning and are concomitant with
psychiatric and medical morbidity and mortality (9-12),
and these features could lead to burnout in families and
are a heavy burden on the society (11-13). However, accord-
ing to previous results presented in numerous reports,

bipolar mood disorders have major differences with MDD
in clinical features, demographic attributes, response to
treatment and long-term course, which are precious in di-
agnosis and management. These differences include clin-
ical features such as age of onset, age of first treatment,
number of episodes, and demographic differences such as
gender ratio of the patients and their socio-economic sta-
tus; for example male to female ratio in bipolar I disorder
(BID) is about 1:1, and BID is concomitant with higher rates
of positive family history, larger number of episodes with
psychotic features, and higher probability of committed
suicide (14-19).

In general it is valuable to investigate the mentioned
features in patients with different subtypes of mood disor-
ders in different communities. Based on some studies, it
is supposed that somehow the course of mood disorders
is different in Iranian patients; for instance, in contrary
to other studies, in most of the Iranian bipolar patients
the disorder begins with a manic episode (20). It was also
found that there was no association between bipolar dis-
order and age or educational status in Iranian patients in
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contrast to many Western studies, which showed associa-
tions of bipolar disorder with lower age and educational
level (4, 9, 21-24).

This confirms the need for further investigations in or-
der to gather more information about attributes of Iranian
patients with different subgroups of mood disorders (25).
Such investigations would enable us to have more precise
information about patients with mood disorder in Iran
that could be used in clinical decisions and health system
planning.

2. Objectives

The current study was designed to assess demographic
and diagnostic features of 3147 inpatients with mood disor-
ders in a psychiatric hospital in Tehran, Iran.

3. Materials and Methods

In a cross-sectional study, we collected, via a census
sampling method, the information of all inpatients hospi-
talized during five years from April 2006 to March 2010 in
Iran hospital of psychiatry, a university affiliated referral
mental hospital in Tehran through studying their medical
charts. This study was authorized by the research deputy
and ethics committee of the faculty of medicine, Iran Uni-
versity of medical sciences, Tehran, Iran and it conforms
to the provisions of the declaration of Helsinki on human
researches. All data were considered confidentially anony-
mous. Patients had already signed an informed consent
about application of their clinical data on records upon ad-
mission in the hospital, and the records of those who had
denied signing the consent were not used in this study.

The patients who were diagnosed with mood disorders
in the first hospitalization based on the diagnostic and sta-
tistical manual of mental disorders- 4th Ed-text revision
(DSM IV-TR) (21) by a clinical interview at admission by ex-
pert psychiatrists (who were faculty members of the Iran
University of Medical Sciences) were enrolled in the study.
In the mentioned hospital, the diagnoses were based on
DSM-IV-TR (diagnostic and statistical manual of mental dis-
orders criteria) using a nonstructural or semi-structured
interview. If the mood disorders were diagnosed to be sec-
ondary to substance abuse and dependency or any other
conditions (i.e. general medical conditions or induced
by medications) according to DSM-IV-TR, subjects were ex-
cluded from the study.

We gathered the demographic, clinical, and treatment
attributes of 3147 patients, including age, gender, date and
place of birth, home address, marital status, number of
children, occupational status, educational status, insur-
ance status, age of first episode, age of first hospitalization,

type of first episode, number of hospitalizations, dura-
tion of each hospitalization, psychiatric diagnosis during
each hospitalization, type of treatments (pharmacother-
apy, ECT) during each hospitalization, and history of alco-
hol and substance use.

3.1. Statistical Analysis

Data analysis were performed with SPSS 21.0 (IBM Inc.)
and differences between diagnostic categories were tested
with analysis of variance (ANOVA) test and if there were
global differences between categories, we used Tukey’s
HSD post hoc test to compare each pair of categories, and
we also used Chi square test to compare categorical vari-
ables in diagnostic groups of subjects. Statistical signifi-
cance level was set at P < 0.05.

4. Results

This study included 3147 patients initially admitted to
a university affiliated psychiatry hospital with diagnosis of
mood disorders; 66% of subjects were male and 34% were
female. In the first admission, most of the subjects ful-
filled the DSM-IV criteria for bipolar I disorder (BID) (87.8%),
3.5% met the criteria for major depressive disorder (MDD),
2.6% were diagnosed as bipolar II disorder (BIID) and 6.2%
fulfilled DSM-IV criteria for bipolar disorder-not otherwise
specified (NOS).

However, on later admissions, because of change of the
clinical picture, some of the diagnoses were changed and
finally 95.3% of subjects received the diagnosis of BID, 2.5%
were diagnosed as BIID and 1.3% and 0.9% met the criteria
for MDD and bipolar disorder-NOS, respectively. Diagnosis
changes are shown in Table 1. Diagnosis stability for all the
subjects was 92.1%; for subjects with first diagnosis of BID,
BIID, MDD and NOS diagnosis stability was 100%, 81.5%, 37.3%
and 14.4%, respectively (Table 1).

Age of onset of inpatients with BID (27.9±0.19 years
old) was earlier than patients with BIID and MDD (34.8 ±
1.5 and 32.2 ± 0.96 years old, respectively; P < 0.001). In
addition, age of their first hospitalization was significantly
younger in BIID compared to BID (P < 0.001, Table 2). More
males (65.4 - 66.1%) than females (33.9 - 34.6%) with BID and
BIID were admitted to the hospital compared to MDD, in
which more females (68.3%) with MDD had been admitted
to the hospital. Less than half of inpatients with BID/BIID
were married compared to all of the MDD inpatients (Ta-
ble 2). Educational level and health insurance coverage
was lower in patients with BID compared to other groups
while patients with MDD showed the highest unemploy-
ment rate among mood disorder groups in the study (Table
2).
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Table 1. Change in Diagnosis Between First Admission and Final Diagnosisa

Diagnosis at 1st Hospitalization Final Diagnosis Total

BID MDD BIID Other

BID 2762 (100%) 0 (0%) 0 (0%) 0 (0%) 2762

MDD 69 (62.7%) 41 (37.3%) 0 (0%) 0 (0%) 110

BIID 15 (18.5%) 0 (0%) 66 (81.5%) 0 (0%) 82

Other 154 (79.4%) 0 (0%) 12 (6.2%) 28 (14.4%) 194

Total 3000 41 78 28

aChi Square P value <0.01.

Indices related to admissions such as number of ad-
missions, mean duration of each admission, and number
of electro-convulsive therapy (ECT) treatments were signif-
icantly higher in patients with BID than BIID, MDD and
other mood disorders (P < 0.001, Table 2).

About two-third (65.1%) of the subjects finally di-
agnosed with BID, had their index episode as ma-
nia/hypomania episode and depressive and mixed
episodes were seen during the first episode of the dis-
order in 30.3% and 2.7% of patients with BID (Table 2).

5. Discussion

Patients with BID were the most prevalent group
among hospitalized psychiatry patients in our study dur-
ing a period of five years that along with possible referral
bias to the hospital of study may indicate a greater need for
inpatient care for the disorder.

The course and characteristics of mood disorders
showed differences in our study. Recently, many studies
have compared mood disorder subtypes, such as BID, BIID,
MDD and bipolar disorder-NOS. Studies reported a num-
ber of differences in clinical and demographic characteris-
tics of patients with bipolar or major depressive disorders,
which are consistent with the results of our study. Bipolar
I disorder can be distinguished from MDD and BIID by hav-
ing an earlier age at onset, an earlier first lifetime hospital-
ization, more episodes, higher number of hospitalizations,
higher rates of psychiatric comorbidities, higher rates of
divorce, separation or being single and higher likelihood
of unemployment and poor socio-economic status (26, 27),
while some authors reported less severe symptoms along
with more chronic course and frequent episodes in BIID
than in BID, (28, 29) as well as more comorbidities (30, 31)
and more unstable interpersonal relationships and social
adjustment (32) in BIID compared to BID. Considering all
these findings it could be reasonable to propose charac-
teristics such as higher number of hospitalizations, longer

duration in each admission, and higher number of ECT
treatments in patients with BID as the indicator of severity
of BID course, in comparison to other mood disorders.

In this study the educational level of bipolar-one pa-
tients was also lower than patients with other mood disor-
ders and considering early age of onset of the disorder in
mind, this could be related to the disruptive nature of the
disorder in mental functioning needed to develop routine
educational needs. Considering the wide range of data on
cognitive impairments in patients with mood disorders in-
cluding bipolar disorders, this also may highlight the need
for more attention in screening and management of early
onset mood disorders and consideration of children with
these disorders as those with special needs in education
to help them acquire developmental and educational re-
quirements to achieve better function as part of the society
in the future (33-35).

The reason that the majority of our patients were male
may have been due to the fact that the number of beds in
Iranian hospitals is twice for males than those for females.
However, in accordance with other studies, the number of
female patients with MDD is still twice that of male MDD
patients. Therefore, considering the different gender ra-
tio in BID/BIID and MDD, we can assume that aside from
selection bias due to inequality of gender ratio in beds,
there maybe more males with BID/BIID as more women
with MDD need inpatient care (3, 7, 25, 36).

Altogether, considering the severe course in BID and
lower education levels achieved by patients with BID com-
pared to BIID/MDD it seems that the chance and poten-
tials for social development indicated by having relation-
ships, marital status and employment is poor in patients
with mood disorders, especially BID. In comparison with
other studies, Iranian patients tend to have lower rate of
divorce and education and higher rate of unemployment,
health insurance and bachelor’s degree (25, 37-39). The
lower rate of divorce and employment in the general pop-
ulation of Iran compared to reference countries of afore-
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Table 2. Comparison of Demographic Characteristics and Clinical Features of Mood Disorders

BID BIID MDD Other P Value

No. (%) 3000 (95.3) 78 (2.5) 41 (1.3) 28 (0.9)

Age at onset, y, mean ± SE 27.9 ± 0.19 34.8 ± 1.5 32.2 ± 0.96 29.5 ± 0.1 < 0.001a

Age at first admission; y, mean ± SE 32.5 ± 0.2 36.1 ± 1.2 32.2 ± 0.96 37.0 ± 1.2 0.006b

Gender, No. (%) < 0.001

Male 1984 (66.1) 51 (65.4) 13 (31.7) 28 (100)

Female 1016 (33.9) 27 (34.6) 27 (68.3) 0 (0)

Marital Status, No. (%) < 0.001

Married 1414 (47.1) 39 (50) 41 (100) 14 (50)

Single 1258 (41.9) 39 (50) 0 (0) 14 (50)

Divorced 328 (10.9) 0 (0) 0 (0) 0 (0)

Education level, No. (%) < 0.001

Illiterate 173 (5.8) 0 (0) 0 (0) 0 (0)

Under diploma 1747 (58.2) 25 (32) 27 (65.9) 0 (0)

Diploma 828 (27.6) 40 (51.3) 14 (34.1) 28 (100)

College 252 (8.4) 13 (16.7) 0 (0) 0 (0)

Health insurance, No. (%) 2778 (92.6) 78 (100) 41 (100) 14 (50) < 0.001

Occupation status, No. (%) < 0.001

Clerk 139 (4.6) 14 (17.9) 0 (0) 14 (50)

Worker 346 (11.5) 12 (15.4) 0 (0) 0 (0)

Self employed 361 (12) 0 (0) 0 (0) 0 (0)

Retired 67 (2.2) 13 (16.7) 0 (0) 0 (0)

Unemployed 1433 (47.6) 13 (16.7) 28 (68.3) 0 (0)

Housewife 654 (21.8) 13 (16.7) 28 (68.3) 0 (0)

Admission No, mean ± SE 2.39 ± 0.04 1.97 ± 0.13 1.3 ± 0.07 1 ± 0 < 0.001c

Mean duration at admission, d, Mean ± SE 32.1 ± 0.21 22.8 ± 1.2 28.7 ± 2.0 18.5 ± 2.8 < 0.001c

Number of admission with ECT, mean ± SE 0.39 ± 0.01 0.17 ± 0.04 0 ± 0 0 ± 0 < 0.001c

Index episode, No. (%) < 0.001

Mania/hypomania 1953 (65.1) 17 (21.8) 0 (0) 28 (100)

Depressive 910 (30.3) 61 (78.2) 41 (100) 0 (0)

Mixed 81 (2.7) 0 (0) 0 (0) 0 (0)

Other, NI 56 (1.9) 0 (0) 0 (0) 0 (0)

Abbreviations: SE: Standard Error, NI: Not Identified.
aPost Hoc test showed the differences only between with BID group with BIID and MDD not with others.
bPost Hoc test showed the differences only between with BID group with BIID not with MDD and others.
cPost Hoc test showed the differences only between with BID group with other groups while the other groups showed no significant differences in subgroup analyses.

mentioned studies may be somewhat consistent with cul-
tural differences (40-42). Furthermore, Iran hospital is lo-
cated in a low socioeconomic region, outside of Tehran and
the economic and educational properties of the patients
of this study couldn’t be generalized to all the psychiatric
inpatients of the country. Having higher rate of insurance

could be related to social welfare programs in Iran during
the recent years.

In our study, age at onset and age of the first admis-
sion for BID was also higher than other studies (25, 37, 38).
One must note that in our study the difference between age
at onset and age at first admission for patients with BID,
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BIID and other mood disorders were 4.6, 1.3 and 7.5 years,
respectively, and MDD patients are assumed to be admit-
ted at the age of onset. So for most of the patients the age
at onset in our study was close to age of first admission.
We in our study estimated the age at onset based on the
history report at first or subsequent admission and this of
course is not an accurate estimation. Age of onset for BID in
large scale studies in clinical and general population were
earlier than our study patients (43, 44). Overlooking the
symptoms of mania, lack of insight into manic symptoms
and recall bias could be the reason for greater age at on-
set of the disorder in our study. In addition, misdiagnoses
and the stigma of having mental disorders as a barrier to
punctual hospitalization may be the causes of greater age
of first admission.

Consistent with the data of previous Iranian studies
on bipolar patients and in contrast to studies from other
countries, the disorder begins in most of the patients with
a manic phase and it is highly recommended to design nu-
merous studies with the aim of investigation of probable
etiologies such as genetics (20, 45, 46). Some questions
about greater acceptability and tolerability of depressive
symptoms and episodes, rather than behaviorally disrup-
tive manic episodes, and mental health system profession-
als’ attitude toward outpatient/inpatient management of
depressive/manic episodes should be the subject of further
investigations.

Rate of health insurance shows better medical insur-
ance coverage in Iran compared to other countries (25, 37,
38).

Recurrent hospitalization of 62.7%, 18.5% and 79.4% of
patients with the diagnosis of MDD, bipolar NOS and BIID,
respectively, fulfilled the criteria of BID, which seems un-
expectedly high. Over a prospective observation, carried
out by Akiskal et al. (32) on 559 patients with MDD during
a period of up to 11 years, the diagnosis of eight patients
was changed to BIID (8.6%) and the diagnosis of 22 patients
changed to bipolar I (BPI) (3.9%) (47). In that study, sever-
ity and psychotic features were the predictors of change
in diagnosis. If hospitalization could be considered as the
severity, the high rate of changing the diagnosis in this
study could be justified. Long-term follow-up studies of pa-
tients with mood disorders could result in more reliable
data on diagnosis constancy during the course of illness
and the ongoing study of bipolar disorder patients follow-
up (BDPF) in Iran by Shabani et al. could answer this issue
more reliably in the near future (48).

In conclusion our findings revealed that there are
some substantial demographic differences in patients
with mood disorders in Iran and studies from other coun-
tries are needed to further investigate factors leading to
this finding. In addition, high rate of diagnosis switch be-

tween MDD and other mood disorders in first admissions
to BID in further admissions along with stability of BIID di-
agnosis should be alarming for clinicians to be more alert
about the possibility of differential bipolar diagnoses.

Our study was conducted based on data from medical
records of 3147 patients from a referral psychiatry hospi-
tal that lacked appropriate assurance of quality and consis-
tency, however considering that the hospital was a univer-
sity affiliated residency training center where routine stan-
dards of diagnosis based on DSM-IV-TR criteria for mental
disorders were used, the authors assumed acceptable re-
quirements for using the findings.

As other record-based cross-sectional studies there
were limitations in quality control and testing homogene-
ity of data in this study that can affect the results, while
long-term follow up of the patients could partially over-
come these limitations by obtaining more information on
diagnosis and characteristics of the subjects in recurrent
admissions. We were unable to follow the outcome of pa-
tients, who were lost to follow up and who were not re-
admitted to our hospital after their last admissions thus re-
admission and recurrence rate should be considered as the
lowest estimate. Further ongoing investigations especially
cohort of the subject with mood disorders could result in
better and more accountable findings.

Acknowledgments

The authors express their gratitude and thank all psy-
chiatrists, residents, and staff of Iran hospital of psychiatry,
Tehran, Iran for their generous cooperation in the study
that enabled us to conduct the study.

Footnotes

Authors’ Contribution: Atefeh Ghanbari Jolfaei, Masoud
Ahmadzad-Asl and Amir Shabani conceived, designed,
evaluated and drafted the manuscript. Pari Ghadamgahi
participated in designing the evaluation, collected the
clinical data, and helped to draft the manuscript. Masoud
Ahmadzad-Asl re-evaluated the clinical data, performed
the statistical analysis, interpreted findings and revised
the manuscript. Amir Shabani interpreted the findings
and revised the manuscript. All authors read and approved
the final manuscript.

Declaration of Interest: None declared.

Funding/Support: None declared.

Iran J Psychiatry Behav Sci. 2016; 10(3):e2298. 5

http://ijpsychiatrybs.com


Ghanbari Jolfaei A et al.

References

1. American Psychiatric Association . Diagnostic and statistical manual
of mental disorders (DSM-5). 5 ed. Washington DC: American Psychi-
atric Association; 2013.

2. Kessler RC, Chiu WT, Demler O, Merikangas KR, Walters EE. Preva-
lence, severity, and comorbidity of 12-month DSM-IV disorders
in the National Comorbidity Survey Replication. Arch Gen Psychi-
atry. 2005;62(6):617–27. doi: 10.1001/archpsyc.62.6.617. [PubMed:
15939839].

3. Nierenberg AA, Akiskal HS, Angst J, Hirschfeld RM, Merikangas KR,
Petukhova M, et al. Bipolar disorder with frequent mood episodes in
the national comorbidity survey replication (NCS-R). Mol Psychiatry.
2010;15(11):1075–87. doi: 10.1038/mp.2009.61. [PubMed: 19564874].

4. Weissman MM, Leaf PJ, Tischler GL, Blazer DG, Karno M, Bruce ML, et
al. Affective disorders in five United States communities. Psychol Med.
1988;18(1):141–53. [PubMed: 3363034].

5. Weissman MM, Bland RC, Canino GJ, Faravelli C, Greenwald S, Hwu HG,
et al. Cross-national epidemiology of major depression and bipolar
disorder. JAMA. 1996;276(4):293–9. [PubMed: 8656541].

6. Wilhelm K, Mitchell P, Slade T, Brownhill S, Andrews G. Prevalence and
correlates of DSM-IV major depression in an Australian national sur-
vey. J Affect Disord. 2003;75(2):155–62. [PubMed: 12798255].

7. Kessler RC, Berglund P, Demler O, Jin R, Merikangas KR, Walters EE.
Lifetime prevalence and age-of-onset distributions of DSM-IV disor-
ders in the National Comorbidity Survey Replication. Arch Gen Psy-
chiatry. 2005;62(6):593–602. doi: 10.1001/archpsyc.62.6.593. [PubMed:
15939837].

8. Whiteford HA, Degenhardt L, Rehm J, Baxter AJ, Ferrari AJ, Erskine HE,
et al. Global burden of disease attributable to mental and substance
use disorders: findings from the Global Burden of Disease Study
2010. Lancet. 2013;382(9904):1575–86. doi: 10.1016/S0140-6736(13)61611-
6. [PubMed: 23993280].

9. Stewart WF, Ricci JA, Chee E, Hahn SR, Morganstein D. Cost of
lost productive work time among US workers with depression.
JAMA. 2003;289(23):3135–44. doi: 10.1001/jama.289.23.3135. [PubMed:
12813119].

10. Kessler RC, Akiskal HS, Ames M, Birnbaum H, Greenberg P, Hirschfeld
RM, et al. Prevalence and effects of mood disorders on work perfor-
mance in a nationally representative sample of U.S. workers. Am J Psy-
chiatry. 2006;163(9):1561–8. doi: 10.1176/ajp.2006.163.9.1561. [PubMed:
16946181].

11. Rihmer Z. Prediction and prevention of suicide in bipolar disorders.
Clin Neuropsych. 2005;2(1):48–54.

12. Tondo L, Lepri B, Baldessarini RJ. Suicidal status during antidepres-
sant treatment in 789 Sardinian patients with major affective dis-
order. Acta Psychiatr Scand. 2008;118(2):106–15. doi: 10.1111/j.1600-
0447.2008.01178.x. [PubMed: 18397362].

13. Gitlin MJ, Swendsen J, Heller TL, Hammen C. Relapse and impair-
ment in bipolar disorder. Am J Psychiatry. 1995;152(11):1635–40. doi:
10.1176/ajp.152.11.1635. [PubMed: 7485627].

14. Goodwin FK, Jamison KR. Manic depressive illness. New York: Oxford
University Press; 1990.

15. McMahon FJ, Stine OC, Chase GA, Meyers DA, Simpson SG, DePaulo
JR. Influence of clinical subtype, sex, and lineality on age at on-
set of major affective disorder in a family sample. Am J Psychiatry.
1994;151(2):210–5. [PubMed: 8296891].

16. Angst J, Preisig M. Course of a clinical cohort of unipolar, bipolar and
schizoaffective patients. Results of a prospective study from 1959 to
1985. Schweiz Arch Neurol Psychiatr (1985). 1995;146(1):5–16. [PubMed:
7792568].

17. Winokur G, Coryell W, Endicott J, Akiskal H. Further distinctions
between manic-depressive illness (bipolar disorder) and pri-
mary depressive disorder (unipolar depression). Am J Psychiatry.
1993;150(8):1176–81. doi: 10.1176/ajp.150.8.1176. [PubMed: 8328560].

18. Peselow ED, Dunner DL, Fieve RR, Deutsch SI, Rubinstein ME. Age
of onset of affective illness. Psychiatr Clin (Basel). 1982;15(3):124–32.
[PubMed: 7134484].

19. Rouillon F. Epidemiology of bipolar disorders. Current studies [in
French]. Encephale. 1997;23 Spec No 1:7–11. [PubMed: 9172980].

20. Shaabani A, Eftekhar M, Danesh AB, Ahmadkhaniha HR, Hakim
Shoushtari M, Ghalehbandi M, et al. Degree of recurrence of type I
bipolar disorder: a 17 month follow-up of patients with first-episode
mania. Adv Cogn Sci. 2006;8(3):33–42.

21. American Psychiatric Association . Diagnostic and statistical manual
of mental disorders (DSM-IV). 4 ed. Washington DC: American Psychi-
atric Association; 2013.

22. Regier DA, Myers JK, Kramer M, Robins LN, Blazer DG, Hough RL, et
al. The NIMH Epidemiologic Catchment Area program. Historical con-
text, major objectives, and study population characteristics. Arch Gen
Psychiatry. 1984;41(10):934–41. [PubMed: 6089692].

23. Leboyer M, Maier W, Teherani M, Lichtermann D, D’Amato T, Franke P,
et al. The reliability of the SADS-LA in a family study setting. Eur Arch
Psychiatry Clin Neurosci. 1991;241(3):165–9. [PubMed: 1790162].

24. Mohammadi MR, Ghanizadeh H, Noorbala AA, Davidian H, Malek
Afzali AA, Naghavi HR. Prevalence of mood disorders in Iran. Iran J Psy-
chiatry. 2006;1(2):59–64.

25. Kogan JN, Otto MW, Bauer MS, Dennehy EB, Miklowitz DJ, Zhang HW,
et al. Demographic and diagnostic characteristics of the first 1000 pa-
tients enrolled in the Systematic Treatment Enhancement Program
for Bipolar Disorder (STEP-BD). Bipolar Disord. 2004;6(6):460–9. doi:
10.1111/j.1399-5618.2004.00158.x. [PubMed: 15541061].

26. Leverich GS, Post RM. Life charting the course of bipolar disorder. Cur-
rent Rev Mood Anxiety disorders. 1996;1:48–61.

27. Leverich GS, Post RM. Life charting of affective disorders. Cns Spec-
trums. 1998;3:21–37.

28. Judd LL, Akiskal HS, Schettler PJ, Coryell W, Endicott J, Maser JD, et al.
A prospective investigation of the natural history of the long-term
weekly symptomatic status of bipolar II disorder. Arch Gen Psychiatry.
2003;60(3):261–9. [PubMed: 12622659].

29. Vieta E, Gasto C, Otero A, Nieto E, Vallejo J. Differential features
between bipolar I and bipolar II disorder. Compr Psychiatry.
1997;38(2):98–101. [PubMed: 9056128].

30. Baek JH, Park DY, Choi J, Kim JS, Choi JS, Ha K, et al. Differences
between bipolar I and bipolar II disorders in clinical features, co-
morbidity, and family history. J Affect Disord. 2011;131(1-3):59–67. doi:
10.1016/j.jad.2010.11.020. [PubMed: 21195482].

31. Fornaro M, Perugi G, Gabrielli F, Prestia D, Mattei C, Vinciguerra V, et
al. Lifetime co-morbidity with different subtypes of eating disorders
in 148 females with bipolar disorders. J Affect Disord. 2010;121(1-2):147–
51. doi: 10.1016/j.jad.2009.06.007. [PubMed: 19559486].

32. Akiskal HS, Kilzieh N, Maser JD, Clayton PJ, Schettler PJ, Traci Shea
M, et al. The distinct temperament profiles of bipolar I, bipo-
lar II and unipolar patients. J Affect Disord. 2006;92(1):19–33. doi:
10.1016/j.jad.2005.12.033. [PubMed: 16635528].

33. Harvey PD. Cognitive impairments in major depression and bipolar
disorders. Psychiatry (Edgmont). 2007;4(1):12–4. [PubMed: 20805921].

34. Murphy FC, Sahakian BJ. Neuropsychology of bipolar disorder. Br J Psy-
chiatry Suppl. 2001;41:s120–7. [PubMed: 11450171].

35. Sweeney JA, Kmiec JA, Kupfer DJ. Neuropsychologic impairments in
bipolar and unipolar mood disorders on the CANTAB neurocognitive
battery. Biol Psychiatry. 2000;48(7):674–84. [PubMed: 11032979].

36. Lamers F, Burstein M, He JP, Avenevoli S, Angst J, Merikangas KR.
Structure of major depressive disorder in adolescents and adults
in the US general population. Br J Psychiatry. 2012;201:143–50. doi:
10.1192/bjp.bp.111.098079. [PubMed: 22700082].

37. Shabani A, Naserbakht M, Afkham Ebrahimi A, Ahmadi Vazmalaei
H, Ghanbari Jolfaei A. Suicidal attempt in bipolar disorder: low sig-
nificance of comorbidity with opioid dependence. Iran J Psychiatry.
2009;4(2):74–8.

6 Iran J Psychiatry Behav Sci. 2016; 10(3):e2298.

http://dx.doi.org/10.1001/archpsyc.62.6.617
http://www.ncbi.nlm.nih.gov/pubmed/15939839
http://dx.doi.org/10.1038/mp.2009.61
http://www.ncbi.nlm.nih.gov/pubmed/19564874
http://www.ncbi.nlm.nih.gov/pubmed/3363034
http://www.ncbi.nlm.nih.gov/pubmed/8656541
http://www.ncbi.nlm.nih.gov/pubmed/12798255
http://dx.doi.org/10.1001/archpsyc.62.6.593
http://www.ncbi.nlm.nih.gov/pubmed/15939837
http://dx.doi.org/10.1016/S0140-6736(13)61611-6
http://dx.doi.org/10.1016/S0140-6736(13)61611-6
http://www.ncbi.nlm.nih.gov/pubmed/23993280
http://dx.doi.org/10.1001/jama.289.23.3135
http://www.ncbi.nlm.nih.gov/pubmed/12813119
http://dx.doi.org/10.1176/ajp.2006.163.9.1561
http://www.ncbi.nlm.nih.gov/pubmed/16946181
http://dx.doi.org/10.1111/j.1600-0447.2008.01178.x
http://dx.doi.org/10.1111/j.1600-0447.2008.01178.x
http://www.ncbi.nlm.nih.gov/pubmed/18397362
http://dx.doi.org/10.1176/ajp.152.11.1635
http://www.ncbi.nlm.nih.gov/pubmed/7485627
http://www.ncbi.nlm.nih.gov/pubmed/8296891
http://www.ncbi.nlm.nih.gov/pubmed/7792568
http://dx.doi.org/10.1176/ajp.150.8.1176
http://www.ncbi.nlm.nih.gov/pubmed/8328560
http://www.ncbi.nlm.nih.gov/pubmed/7134484
http://www.ncbi.nlm.nih.gov/pubmed/9172980
http://www.ncbi.nlm.nih.gov/pubmed/6089692
http://www.ncbi.nlm.nih.gov/pubmed/1790162
http://dx.doi.org/10.1111/j.1399-5618.2004.00158.x
http://www.ncbi.nlm.nih.gov/pubmed/15541061
http://www.ncbi.nlm.nih.gov/pubmed/12622659
http://www.ncbi.nlm.nih.gov/pubmed/9056128
http://dx.doi.org/10.1016/j.jad.2010.11.020
http://www.ncbi.nlm.nih.gov/pubmed/21195482
http://dx.doi.org/10.1016/j.jad.2009.06.007
http://www.ncbi.nlm.nih.gov/pubmed/19559486
http://dx.doi.org/10.1016/j.jad.2005.12.033
http://www.ncbi.nlm.nih.gov/pubmed/16635528
http://www.ncbi.nlm.nih.gov/pubmed/20805921
http://www.ncbi.nlm.nih.gov/pubmed/11450171
http://www.ncbi.nlm.nih.gov/pubmed/11032979
http://dx.doi.org/10.1192/bjp.bp.111.098079
http://www.ncbi.nlm.nih.gov/pubmed/22700082
http://ijpsychiatrybs.com


Ghanbari Jolfaei A et al.

38. Suppes T, Leverich GS, Keck PE, Nolen WA, Denicoff KD, Altshuler LL,
et al. The Stanley Foundation Bipolar Treatment Outcome Network.
II. Demographics and illness characteristics of the first 261 patients. J
Affect Disord. 2001;67(1-3):45–59. [PubMed: 11869752].

39. Lish JD, Dime-Meenan S, Whybrow PC, Price RA, Hirschfeld RM. The
National Depressive and Manic-depressive Association (DMDA) sur-
vey of bipolar members. J Affect Disord. 1994;31(4):281–94. [PubMed:
7989643].

40. Barikani A, Ebrahim SM, Navid M. The cause of divorce among men
and women referred to marriage and legal office in Qazvin, Iran. Glob
J Health Sci. 2012;4(5):184–91. doi: 10.5539/gjhs.v4n5p184. [PubMed:
22980391].

41. Hoodfar H. Devices and desires: population policy and gender roles
in the Islamic Republic. Middle East Rep. 1994;24(190):11–7. [PubMed:
12179392].

42. Bramlett MD, Mosher WD. Cohabitation, marriage, divorce, and re-
marriage in the United States. Vital Health Stat 23. 2002(22):1–93.
[PubMed: 12183886].

43. Leboyer M, Henry C, Paillere-Martinot ML, Bellivier F. Age at onset in
bipolar affective disorders: a review. Bipolar Disord. 2005;7(2):111–8.

doi: 10.1111/j.1399-5618.2005.00181.x. [PubMed: 15762851].
44. Benazzi F. Classifying mood disorders by age-at-onset instead of po-

larity. Prog Neuropsychopharmacol Biol Psychiatry. 2009;33(1):86–93.
doi: 10.1016/j.pnpbp.2008.10.007. [PubMed: 18992784].

45. Shabani A, Jolfaei AG, Vazmalaei HA, Ebrahimi AA, Naserbakht M.
Clinical and course indicators of bipolar disorder type I with and
without opioid dependence. J Res Med Sci. 2010;15(1):20–6. [PubMed:
21526054].

46. Ghanbari Jolfaei A, Shabani A. A comparative study of prevalence for
anxiety disorders in Bipolar I patients with or without opioid depen-
dency [in Persian]. J Kermanshah Univ Med Sci. 2013;16(8):665–72.

47. Fava M, Rush AJ, Wisniewski SR, Nierenberg AA, Alpert JE, McGrath
PJ, et al. A comparison of mirtazapine and nortriptyline following
two consecutive failed medication treatments for depressed out-
patients: a STAR*D report. Am J Psychiatry. 2006;163(7):1161–72. doi:
10.1176/appi.ajp.163.7.1161. [PubMed: 16816220].

48. Shabani A, Taheri A, Azadforouz S, Abbasi CN, Mousavi Z, Zangeneh K,
et al. Bipolar Disorder Patients Follow-up (BDPF): methods and mate-
rials. J Res Med Sci. 2010;15(4):229–34. [PubMed: 21526087].

Iran J Psychiatry Behav Sci. 2016; 10(3):e2298. 7

http://www.ncbi.nlm.nih.gov/pubmed/11869752
http://www.ncbi.nlm.nih.gov/pubmed/7989643
http://dx.doi.org/10.5539/gjhs.v4n5p184
http://www.ncbi.nlm.nih.gov/pubmed/22980391
http://www.ncbi.nlm.nih.gov/pubmed/12179392
http://www.ncbi.nlm.nih.gov/pubmed/12183886
http://dx.doi.org/10.1111/j.1399-5618.2005.00181.x
http://www.ncbi.nlm.nih.gov/pubmed/15762851
http://dx.doi.org/10.1016/j.pnpbp.2008.10.007
http://www.ncbi.nlm.nih.gov/pubmed/18992784
http://www.ncbi.nlm.nih.gov/pubmed/21526054
http://dx.doi.org/10.1176/appi.ajp.163.7.1161
http://www.ncbi.nlm.nih.gov/pubmed/16816220
http://www.ncbi.nlm.nih.gov/pubmed/21526087
http://ijpsychiatrybs.com

	Abstract
	1. Background
	2. Objectives
	3. Materials and Methods
	3.1. Statistical Analysis

	4. Results
	Table 1
	Table 2

	5. Discussion
	Acknowledgments
	Footnotes
	Authors' Contribution
	Declaration of Interest
	Funding/Support

	References

