
CONTENTS

Contributors ix

Introduction to Psychological Assessment of Bipolar
Spectrum Disorders: Definitions and Concepts 3
James H. Kleiger and Irving B. Weiner

I. A MULTIMETHOD APPROACH TO ASSESSING BIPOLAR
SPECTRUM DISORDERS 17

1. Using the Multimethod Approach in Diagnosing Persons on
the Bipolar Spectrum 19
Virginia M. Brabender

II. INTERVIEW AND SELF-REPORT METHODS 35

2. Clinical Interview Methods for Assessing Bipolar
Spectrum Disorders 37
Ali Khadivi

3. Minnesota Multiphasic Personality Inventory–3 (MMPI-3)
Assessment of Bipolar Spectrum Disorders 47
Martin Sellbom and Megan R. Whitman

4. Personality Assessment Inventory (PAI) Assessment
of Bipolar Spectrum Disorders 63
Morgan N. McCredie, Christopher J. Hopwood, and Leslie C. Morey

5. Millon Clinical Multiaxial Inventory–IV (MCMI-IV) Assessment
of Bipolar Spectrum Disorders 79
James P. Choca

v

COPYRIGHT AMERICAN PSYCHOLOGICAL ASSOCIATION



6. SPECTRA Assessment of Bipolar Spectrum Disorders 93
Mark A. Blais and Samuel Justin Sinclair

7. Rating Scales and Screening Assessment of Bipolar
Spectrum Disorders 107
James H. Kleiger

III. PERFORMANCE-BASED METHODS 123

8. Rorschach Comprehensive System (RCS) Assessment
of Bipolar Spectrum Disorders 125
Irving B. Weiner

9. Rorschach Performance Assessment System
(R-PAS) Assessment of Bipolar Spectrum Disorders 137
Joni L. Mihura and Kim J. Görner

10. Thematic Apperception Test (TAT) and Other Narrative
Assessments of Bipolar Spectrum Disorders 155
Sharon Rae Jenkins

11. Cognitive and Neuropsychological Assessment of Bipolar
Spectrum Disorders 171
Jed Yalof

IV. CONSIDERATIONS IN DIFFERENTIAL DIAGNOSIS 183

12. Assessment of Bipolar Spectrum Disorders, Disruptive
Mood Dysregulation Disorder, and ADHD in Children
and Adolescents 185
Anthony D. Bram and Kate G. Edwards

13. Assessment of Bipolar Spectrum and Medical Conditions 203
Khai Tran and Panagiota Korenis

14. Assessment of Bipolar Spectrum and Personality Disorders 219
Robert F. Bornstein

15. Assessment of Bipolar and Psychological Trauma Spectrum
Disorders 233
F. Barton Evans, Bethany L. Brand, and Nancy Kaser-Boyd

16. Assessment of Bipolar Spectrum Disorders and Schizophrenia 253
James H. Kleiger and Ali Khadivi

17. Assessment of Manic-Depressive Personalities Within the
Bipolar Spectrum 271
Odile Husain

18. Assessment of Bipolar Spectrum Disorders Within a
Multicultural Context 291
Linda Fleming McGhee

vi Contents

COPYRIGHT AMERICAN PSYCHOLOGICAL ASSOCIATION



V. CASE ILLUSTRATIONS 307

19. Assessment of Bipolar Spectrum Disorders in an
Adolescent: A Multimethod Case Example 309
James H. Kleiger

20. Assessment of Bipolar Spectrum Disorders in an
Adult: A Multimethod Case Example 325
Irving B. Weiner

Index 337
About the Editors 349

Contents vii

COPYRIGHT AMERICAN PSYCHOLOGICAL ASSOCIATION



Introduction to Psychological
Assessment of Bipolar
Spectrum Disorders
Definitions and Concepts

James H. Kleiger and Irving B. Weiner

The diagnosis of bipolar disorder is a more complex, nuanced, and contro-

versial issue than many might assume (Ghaemi et al., 2000; Malhi et al.,

2012). As always, the language of diagnosis can bring clarity but also conceptual

confusion. Common clinical terms, past and present, such as “manic-depressive

illness” (Kraepelin, 1886/1921), “mixed states” (Weygandt, 1899), “bipolar dis-

order” (Leonhard, 1957/1979), “bipolar I versus bipolar II” (Dunner et al., 1976),

“bipolar spectrum” or “soft signs of bipolar disorder” (Akiskal, 1983; Angst &
Gamma, 2002), or the more general descriptor “bipolarity” are not simply dif-

ferent names for the same phenomena but have different conceptual implications

for how we understand, classify, and treat these kinds of mood disorders.

Clinicians and researchers pose key questions about the nature of bipolarity,

which has implications for accurate diagnosis and treatment. Essentially, from a

diagnostic perspective, is bipolar disorder a categorical or a dimensional phe-

nomena? Similarly, are bipolar disorders best conceived by a narrow set of criteria

or more broadly as a spectrum of clinical conditions that shares symptoms with

multiple other disorders? Relatedly, what are the boundaries between bipolar

disorders and these related conditions? Furthermore, when is it necessary to

establish differential diagnoses among such conditions with overlapping symp-

toms, and when should they be considered comorbid? Finally, how do we
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minimize diagnostic false negativeswhile not risking a high rate of false positives?

The dialectic between the narrow versus broader definitions of bipolarity has

been heated, with each camp citing studies in support of their definition and

cautioning how misdiagnosis leads to poor treatment outcomes. However,

despite the current diagnostic status of bipolar disorders in the Diagnostic and

Statistical Manual of Mental Disorders (DSM) and the International Statistical

Classification of Diseases and Related Health Problems (ICD) systems and the criticism

of the broader diagnostic conceptualization of the Diagnostic and Statistical Manual

of Mental Disorders, Fifth Edition (DSM-5; Paris, 2009, 2012; Zimmerman et al.,

2008), the widening scope of mood disorders has gained traction in how bipolar

phenomena are understood and treated (Ghaemi et al., 2002; Phelps, 2016).

Before examining thewidening scope ofwhat constitutes bipolarity, it is useful to

review changes in diagnostic criteria introduced by the DSM-5 Text Revision (DSM-

5-TR; American Psychiatric Association, 2022) and ICD-11 (World Health

Organization [WHO], 2019).

CHANGES INTRODUCED BY THE DSM-5-TR AND THE ICD-11

Both DSM-5-TR and ICD-11 mark the evolving nature of the diagnostic classifi-

cation of mental disorders. Compared to their predecessors, DSM-5 (American

Psychiatric Association, 2013) and ICD-10 (WHO, 1992), changes introduced by

DSM-5-TR and ICD-11 are subtle but carry important clinical implications—

especially in the case of ICD-11.

DSM-5 to DSM-5-TR

Nomajor changes were introduced in the essential diagnostic criteria for bipolar

I and II disorders. Modifications were made in the wording of Criterion B for

bipolar disorders and Criterion C for bipolar II disorders, denoting the relation-

ship between mood episodes and psychotic disorders (i.e., determining when

manic or hypomanic episodes are better explained by other psychotic disorders).

Additional changes were made to mood-congruent/mood-incongruent speci-

fiers for bipolar I and II depending on the current or most recent type of mood

episode. The manic specifier relies on the wording from the Bipolar and Related

Disorders chapter, while the depressive specifier uses the wording from the

Depressive Disorders chapter.

ICD-10 to ICD-11

Both ICD-10 and ICD-11 include bipolar and depressive disorders as separate

categories of disturbances subsumed under a superordinate section of mood or

affective disorders. Substantive changes in ICD-11 criteria for diagnosing bipolar

and related disorders are minimal, but those few changes have important

implications (Angst et al., 2020). The mood disorders section of the ICD-11

introduces uncoded mood episodes (depressive, manic, hypomanic, and mixed),
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which may be transient but do not reflect a pattern that exists over time (Angst

et al., 2020). The most significant change has to do with the more frequent

diagnosis of hypomanic episodes. The implication of lowering the threshold for

identifying hypomania means that far more people will be diagnosed as hypo-

manic than manic, and, as a result, bipolar II will become a more common

diagnosis (Angst et al., 2020). The lower threshold that the ICD-11 sets for

diagnosinghypomania and bipolar II also stands in contrast to thehigher threshold

established in the DSM-5 and, by extension, the DSM-5-TR. Thus, when using the

ICD-11 as a guide, one is more likely to identify the presence of hypomania and

possibly increase the likelihood of diagnosing a patient with bipolar II disorder.

ASSESSING BIPOLAR DISORDERS

With the increased likelihood of diagnosing hypomania and a broadening of the

spectrum of bipolarity, assessment psychologists are increasingly called upon to

evaluate the diagnostic nature of dysregulated and labile moods. Bipolar dis-

orders demonstrate a range of symptoms, including alterations in mood, energy

levels, speed and fluency of thinking, shifts in self-esteem, and behavioral

disinhibition. These features occur across a continuum of severity, from milder

manifestations to severe impairment in mood regulation, impulse control,

grandiosity, thought organization, and reality testing. As such, it is important

in clinical practice to assess for the presence and severity of symptom dimensions

that might signal a bipolar condition and then, on the basis of this assessment,

make informed decisions about an individual’s current functioning capacities,

possible needs for psychotherapy or hospitalization, indications to refer for

medication consultation, and, if an inpatient, readiness for discharge.

Despite the importance of assessing disorderswithin the bipolar spectrum, the

guidelines for doing so are limited. This book fills a void in the literature by

presenting a broad array of evidence-based methods that can aid in diagnostic

decision making. The chapters are written by assessment psychologists, all of

whom are recognized for their expertise and contributions in developing and

researching specific assessment instruments or clinical syndromes. Their chap-

ters provide up-to-date information about identifying psychological and behav-

ioral features of bipolar spectrum disorders with widely used assessment

methods, including a review of their conceptual basis, psychometric properties,

empirical support, and key interpretive elements. Additionally, a separate group

of clinical experts provide differential diagnostic guidance for evaluating clinical

conditions that need to be distinguished from or are comorbid with disorders

within the bipolar spectrum.

Additionally, this book offers students, clinicians, and researchers a single

resource to deepen their understanding of diagnostic issues and methods as they

relate to assessing disorders within the bipolar spectrum. When bipolarity is

addressed in the assessment literature, it is scattered in book chapters and articles

about particular tests or assessment procedures. Psychologists seeking information

about assessing bipolar spectrum disorders with their assessment methods need

Introduction to Psychological Assessment of Bipolar Spectrum Disorders 5

COPYRIGHT AMERICAN PSYCHOLOGICAL ASSOCIATION



to search through multiple sources to find the material they need. A single,

comprehensive volume will close this gap with an integrated presentation of the

psychological dimensions within the bipolar spectrum that can be assessed by

each of the most widely used measures. Introductory chapters are devoted to

conceptual issues, with subsequent sections on self-report methods, implicit and

performance-based measures, differential diagnosis, and case examples.1

Although this volume includes the term “spectrum,” we are not imposing a

strict diagnostic framework. “Spectrum” is the broadest andmost inclusive term,

which we mean to include both the narrow phenotype of bipolar disorder, as

well as the broad phenotype of a spectrum of bipolar/mood disorders.

Before saying more about the role of psychological assessment in the

diagnostic process, it is critical to examine more closely the origins of the

bipolar diagnosis and the factors that gave rise to current concepts and contro-

versies in diagnostic decision making. Understanding both the narrow or

conventional definition of bipolar disorders and equally, the concept of a bipolar

spectrum or, more broadly, a spectrum of mood disorders and mixed states, is

crucial for diagnostic precision and clarity of communicationwith clinicians who

refer these individuals to us.

ORIGINS, ISSUES, AND CONTROVERSIES

The history of the bipolar concept has been well-documented and traces the

origins of contemporary diagnostic issues and controversies (Angst&Marneros,

2001;Mason et al., 2016). Pathological states of depression and euphoria, aswell

as the linkage of the two extrememood states,were described by pre-Hippocratic

philosophers and physicians. Nineteenth-century French and German psychia-

trists gave life to the modern concept of bipolarity (Angst & Marneros, 2001),

which integrated depression, or melancholia, and mania to form the concept of

“folie circulaire” (circular madness). Emil Kraepelin, arguably the “father of

modern psychiatry,” developed the ideas of his predecessors to establish the

concept of “manic-depressive insanity.” Melancholic depression was character-

ized by despondency, irritability, restlessness, reduced activity and cognition,

loss of appetite, sleeplessness, and suicidality. Three traditional signs and symp-

toms ofmania included elevated affect/euphoria, racing thoughts/flight of ideas,

and psychomotor excitement/hyperactivity. Depressionwas characterized chiefly

by depressed mood, inhibition of thought, and weakness of volition (Jain

et al., 2017).

Kraepelin’s Model of Manic Depression

Kraepelin (1886/1921) further unified depression with mania and introduced

the concept of “manic-depressive insanity,” which he differentiated from the

1 All clinical studies presented in this book have been disguised to protect the patient’s
identity.
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other form of endogenous psychosis, “dementia praecox,” which Eugen Bleuler

later termed “schizophrenia.” Kraepelin championed the concept of “circular

insanity,”wheremelancholic depression andmaniawere part of the same illness.

However, Kraepelinwas aware of intermediate conditions that bridgedmanic

depression and dementia praecox. Although not the first to identify schizo-

affective disorders as an intermediate condition, Kraepelin viewed the bound-

aries between the two endogenous psychoses as elastic. Later, the soft boundary

between modern-day bipolar and schizoaffective disorder led researchers to

posit a closer relationship between schizoaffective and bipolar disorders than

between schizoaffective disorders and schizophrenia (Angst&Marneros, 2001).

Kraepelin’s model of manic-depressive illness as a unitary, dimensional

concept was rejected with the advent of DSM-III (American Psychiatric

Association, 1980),which split themood disorder into two categorical diagnoses:

major depressive disorder, on the one hand, and bipolar disorder, on the other.

The dichotomy continued through subsequent iterations of the DSM (IV, IV-TR,

5, and 5-TR).

Bipolar Subtypes

Included in the current DSM-5-TR and ICD-11 family of bipolar disorders are

cyclothymia and bipolar II disorder. Cyclothymia is an older diagnostic concept

that describes either a temperamental predisposition or a milder disorder char-

acterized by brief fluctuating states of attenuated depression and subthreshold

mania, referred to as “hypomania.”Bipolar IIwas recognized as a bipolar subtype,

which differed from the classic, cyclical form of manic-depressive insanity, called

bipolar I (Dunner et al., 1976). Type I, characterized by at least one disruptive

manic episode, differs from Type II, which is characterized by the occurrence of a

major depressive episode (MDE) along with at least one hypomanic episode.

Angst (1978) attempted to identify bipolar subgroups that extended beyond

the Type I and Type II dichotomy. He proposed classifying mood symptoms as

combinations of varying degrees of severity of manic and depressive symptoms.

He designated upper-case “M” for full-blownmania, “m” for hypomania, “D” for

MDE, and “d” for less-severe symptoms of depression. The symptom groups

could combine to form additional subgroups such as MD, Md, DM, md, and m.

The permutations of mood-related states have major implications for the

concepts of mixed states and a continuum of mood disorders.

Mixed States

Although the concept of mixed states dates back to antiquity, Kraepelin and his

student Weygandt (1899) described states in which there were mixtures of

depression and mania in the same condition. Some predominantly depressed

patients exhibited manic symptoms and vice versa. Kraepelin believed that

mixed states could either represent a transition between depression and mania

(or, conversely between mania and depression) or that the mixed states marked

the presence of amore stable disorder. More than a century later, Akiskal (1992)

Introduction to Psychological Assessment of Bipolar Spectrum Disorders 7
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extended some of Kraepelin’s ideas about mixed symptoms in depressive,

cyclothymic, hypomanic, and manic states. Today, there is a great detail of

focus on the diagnosis and treatment of individuals with mixed features

(Jain et al., 2017; McIntyre et al., 2016).

DSM-5-TR (American Psychiatric Association, 2022) included mixed features

as a specifier (mixed feature specifier) and lowered the threshold for making this

designation. At least three depressive symptoms are required for specifying

mixed features for those who meet the criteria for a manic/hypomanic episode,

and the same criteriamust bemet in reverse for individuals whomeet the criteria

for anMDE. In all cases, themixed symptoms should be observable to others and

represent a departure from usual behavior. However, three “overlapping”

symptoms (irritability, distractibility, and insomnia) were excluded from the

DSM-5 and DSM-5-TR specifier list because they are common in both manic/

hypomanic and depressive conditions. Yet, research has demonstrated that these

are some of themost frequently experienced symptoms in thosewhohavemixed

features (Malhi et al., 2014). Others determined that distractibility occurred in

50% of patients with mixed symptoms, whereas “nonoverlapping” symptoms

such as increased activity and risk taking, decreased need for sleep, and elevated

self-esteem were present in only 10% of depressed patients with mixed features

(Goldberg et al., 2009). Another group of researchers (Koukopoulos et al., 2013;

Sani et al., 2014) identified more clinically relevant criteria for mixed states,

finding the following symptoms most characteristic of mixed states: psychic

agitation/inner tension (found in 97% of mixed states), absence of retardation

(82%), dramatic description of suffering and crying spells (53%), talkativeness

(49%) racing thoughts (48%). To this list, Phelps (2016) added extreme insomnia.

These patients are “lying awake with racing negative ruminations. This is not a

‘decreased need for sleep’ (no wonder they don’t endorse that)” (p. 29).

Another useful concept, which can be translated into assessment paradigms,

is to think in terms of three core mood-related symptom dimensions that can

vary independently. MacKinnon and Pies (2006) proposed a “waves model.”

The three dimensions to consider are (a)mood, (b) energy level, and (c) speed of

thought and creativity, which can shift independently. Clearly,when all three go

up simultaneously, we would diagnose a manic state, and when all three go

down, a depressive episode. However, consider when mood goes down but

energy and speed of thought increase. Here, we may find a high degree of

psychomotor agitation and negative, ruminative thought. The individual may

feel wound up with restlessness. They may be trapped in overthinking, trapped

in negative cycles of rumination over past or future events. A high degree of

anxiety may be present.

Bipolar Spectrum

The existence of mixed states lent itself to the evolving concept of a spectrum of

bipolar, or more broadly, mood disorders. Over the past 40 years, the impetus to

broaden the concept of bipolarity into a spectrum was based on clinical

8 Kleiger and Weiner
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experience, where clinicians were seeing increasing numbers of patients pre-

senting with an MDE, who simultaneously had subthreshold symptoms of

mania/hypomania that eventually converted to bipolar I or II. A group of

researchers concluded that bipolarity was being underdiagnosed and inef-

fectively treated (see Phelps, 2016).

Although the concept of a spectrum of bipolar conditions has generated

contemporary interest and criticism, the notion of a continuum of manic

conditions itself is not new. Klerman (1981) identified varying expressions of

bipolarity, includingmania, hypomania, drug-induced hypo/mania, and depres-

sion with a family history of bipolar disorders. When some speak of a bipolar

spectrum, they are referring to varying degrees of severity of manic symptoms.

DSM-5 and DSM-5-TR bipolar disorders, with the primary subtypes of Type I,

II, and cyclothymia (not including substance/medication-induced or other/

unspecified variants), form a narrow grouping of related conditions, based on

the severity of manic symptoms. However, technically, these subtypes are

viewed as separate, but related, disorders as opposed to a continuumor spectrum.

Also, it bears repeating that although the DSM-5 attempted to establish a more

dimensional, less exclusively categorical approach to diagnosis, it did classify

bipolar and depressive disorders as distinct groups of disorders. This categorical

separation is continued in DSM-5-TR.

Akiskal (1983) proposed an expanded spectrum of bipolar disorders beyond

Types I and II, and proposed Type III, defined as recurrent depressive episodes

without hypo/mania but a positive family history of bipolar disorder (also

referred to as Type V) or as recurrent depression with antidepressant-induced

hypomania. Type IV describesmajor depression superimposed on a hyperthymic

temperament. Akiskal and Pinto (1999) further split their subtypes to develop a

continuum within the broad bipolar spectrum as they identified intermediate

forms, such as “bipolar I ½, bipolar II ½, and bipolar III ½.” Marneros (1999)

argued for a broader continuum of affectivity, which included bipolar and

unipolar courses, ranging from normal fluctuations to psychotic expressions.

Stahl (2013) presented an 11-point spectrum, ranging from depressive episodes

that stop responding to antidepressants (Bipolar ¼) all the way to bipolarity

in settings of dementia (bipolar VI). Between these anchor points are bipolar I

and II, in addition to various combinations of depression, associated with

cyclothymic or hyperthymic temperament and antidepressant or substance-

induced hypo/mania.

Mood Disorder Spectrum

A spectrum model of mood disorders assumes a continuum, not within the

bipolar category of DSM-5-TR but across the range of mood disorders, extending

from major depression to dysthymia to bipolar spectrum to other specified

bipolar disorder to bipolar II to bipolar I (Phelps, 2016). Interestingly, this

continuum includes the bipolar spectrum within a broader spectrum of mood

disorders.

Introduction to Psychological Assessment of Bipolar Spectrum Disorders 9
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The spectrum concept has been further expanded transdiagnostically to

include other mental health conditions that share common symptoms with

bipolar disorders. The transdiagnostic spectrum subsumes disorders with over-

lapping symptoms of depression, increased energy, mood swings, impulsivity,

prolonged irritability, and “soft bipolar signs,” all of which are thought to be

variants of a broader bipolar spectrum. Among these related but separate

disorders are highly treatment-resistant depression, impulse control disorders,

substance abuse, eating disorders, personality disorders (especially borderline

personality disorder), trauma-based disorders, and childhood behavioral dis-

orders (attention-deficit/hyperactivity disorder, conduct and oppositional defi-

ant disorders, and disruptive mood dysregulation disorders).

Nonmanic Markers

Those who advocate for the spectrum model recommend considering an

underlying bipolar diathesis when individuals present with signs and symptoms

that may not include a history of manic/hypomanic episodes (Phelps, 2016).

Ghaemi et al. (2002) referred to these features as “nonmanic”markers and listed

the following set of criteria:

• at least one MDE

• no spontaneous hypo/manic episodes

• a family history of bipolar disorder in a first-degree relative

• antidepressant-induced hypo/mania

• recurrent MDEs

• early age of onset of MDE between ages 18 and 24

• postpartum depression

• history of psychosis without drugs

• antidepressant “wear off”

• lack of response to at least three antidepressant trials

Anxiety as a Symptom of Bipolarity

The DSM-5 does not list anxiety as a symptom of bipolar disorder; however, a

review of mixed states by the International Society for Bipolar Disorders

described anxiety as a “core” feature of bipolarity (Swann et al., 2013). The

committee identified general hyperarousal, inner tension, irritability/impatience,

and agitation as key features of mixed states. Phelps (2016) added the presence

of “negative energy” or antsy-ness and ruminative overthinking as anxiety-

related features found in mixed states.

Controversies

The diagnosis of bipolar disorders has been fraught with controversy, chiefly in

terms of whether clinicians are underdiagnosing or overdiagnosing these dis-

orders. Bipolar spectrum and mood spectrum advocates argue that too many
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cases have been missed in which patients present with depression. They point

out that, too often, presenting symptoms of depression halt further diagnostic

exploration and result inmisdiagnosis and poor treatment outcomes. Thus, from

their perspective, it is important to expand the spectrum to identify individuals

who do not presentwith the standard symptoms of bipolarity. Conversely, critics

point out that the expansive concept has led to overdiagnosis without a valid

basis for including a broader range of conditions under the umbrella of bipolar

disorders. Critics have been especially wary of a transdiagnostic extension of the

bipolar spectrum, which conflates overlapping symptoms of mood instability

and impulsivitywith a bipolar phenotype (Kuiper et al., 2012; Zimmerman et al.,

2008). In particular, critics argue that symptom overlap with borderline per-

sonality disorder and complex trauma has led to diagnostic overreach and

inappropriate treatment decisions. Further muddying the already turbulent

diagnostic waters is the controversial issue of pediatric bipolarity.

To complicate matters more, many of these disorders that share overlapping

symptoms with bipolar disorders can also be comorbid conditions. In the real

world, pure-culture cases are often the exception, not the rule. Thus, our

diagnostic task is complicated not only by the need to balance false positives

with false negatives but also by the need to recognize the both-and nature of

clinical diagnosis. Under what set of conditions can we make an accurate

differential diagnosis and, conversely, when is it appropriate to diagnose comor-

bid conditions?

THE IMPORTANCE OF MAKING AN EARLY AND ACCURATE DIAGNOSIS

A correct diagnosis of bipolar disorder within the first year of symptom onset is

surprisingly low.More alarmingly, it may take up to 10 years for bipolar patients

to receive a correct diagnosis and appropriate treatment (McIntyre& Calabrese,

2019). Additionally, the majority of patients eventually diagnosed as having

bipolar II disorder are initially diagnosed with unipolar depression.

The reason for the initial misdiagnosis is that the majority of bipolar patients

present when they are depressed. Furthermore, clinicians often do not ask about

a history of subthreshold hypo/manic symptoms or a family history of bipolarity.

Patientsmay notmention hypomanic experiences because they are pleasant and

may be normalized. Finally, clinicians may be looking for euphoria and grandi-

osity and overlook irritability and flight of ideas (McIntyre & Calabrese, 2019).

The consequences of missing the presence of bipolar depression are enor-

mous (Conus et al., 2014). Not only do misdiagnosed patients suffer a worse

quality of life, but delayed diagnosis carries with it increased suicide risk. Suicide

rates are twice as high in bipolar as compared with major depressive disorder.

Failing to identify bipolar disorder early on can subject the individual to

potentially harmful treatment and increase cycling and the risk of relapse.

Finally, the longer individuals go without being correctly diagnosed, the greater

the likelihood of subsequent morbidity.

Introduction to Psychological Assessment of Bipolar Spectrum Disorders 11
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THE TASK FOR ASSESSMENT PSYCHOLOGISTS

Given the complexity of bipolar disorder and the risks associatedwith delayed or

inaccurate diagnosis, there is a clear role for assessment psychologists in the

diagnostic process. With a thorough grounding in the conceptual issues

relating to the traditional diagnosis of bipolar disorders and newer concepts

of a bipolar and mood spectrum, psychologists can utilize multiple methods of

history taking, clinical interviews, self-report inventories and rating scales,

and performance-based approaches to identify cognitive and psychological

features associated with bipolar conditions. However, the armamentarium of

assessment methods is incomplete without an understanding of related condi-

tions thatmay eithermasquerade as bipolar disorders or be comorbidwith them.

In particular, assessors need to understand medical conditions that may compli-

cate the diagnostic picture, as well as childhood disorders, personality disorders,

and trauma and dissociative disorders, all of which challenge differential diag-

nostic decision making. Additionally, psychologists need to understand the

boundaries between bipolar and schizophrenia-spectrum disorders. Finally,

understanding bipolarity within a multicultural context is necessary to remain

alert to how sociocultural factors intersect with diagnostic practices.

OVERVIEW OF THE BOOK’S CONTENTS

The chapters of this book have been written for students, researchers, and

seasoned practitioners alike. In a single volume, we present a collection of

20 conceptual and practice-oriented chapters that provide detailed information

about the nature of the widely used clinical assessment measures and guidance

in applying these measures in the assessment of bipolar spectrum disorders.

The book begins in Part I with a chapter on the value of multimethod

psychological assessment and its role in assessing bipolar spectrum disorders.

Part II includes six chapters on assessing bipolarity with widely used self-report

methods, including the clinical interview, the Minnesota Multiphasic Personality

Inventory, 3rd edition, the Personality Assessment Inventory the Millon Clinical

Multiphasic Inventory-IV, the SPECTRA Indices of Psychopathology, and clinical

rating scales. Assessment psychologists often include one or more of these

multiscale self-report inventories to assess personality functioning for diagnostic

clarification and treatment recommendations. Clinical rating scales include a

range of screening measures used by researchers and clinicians to screen for the

presence of bipolar spectrum disorders and to monitor patients’ responses to

treatment. Part III follows with four chapters on frequently used performance-

based assessment measures useful in evaluating personality functioning

relevant to the assessment of bipolar spectrum disorders. These methods

include the Rorschach Comprehensive System, the Rorschach Performance

Assessment System, the Thematic Apperception Test and other similar tests,

and cognitive/neuropsychological assessment of bipolar spectrum conditions.

12 Kleiger and Weiner

COPYRIGHT AMERICAN PSYCHOLOGICAL ASSOCIATION



Performance-basedmethods complement self-report inventories and provide a

fuller picture of personality functioning beyond what individuals are able to

report directly about themselves. Separate chapters on the Rorschach

Comprehensive System and Rorschach Performance Assessment System are

included as both Rorschach methods continue to be used by assessment

psychologists.

Part IV contains seven chapters that focus on the differential diagnosis of

conditions that may overlap or co-occur with disorders with bipolar spectrum.

Beginning with a chapter on childhood disorders that may be associated or

conflated with bipolarity, Part IV includes a chapter on medical issues or

conditions that are related to the diagnosis of bipolar disorders. Several chapters

in this section examine symptom overlap, differential decision making, or

comorbidity with personality disorders, trauma-related disorders, and schizo-

phrenia. Chapters also focus on the concept of a manic-depressive personality

type, as well as multicultural issues in the assessment of bipolar spectrum

disorders. Highlighting multicultural issues is of critical importance in any

text about the practice of psychological assessment. Although chapter authors

could have briefly mentioned multicultural considerations when using specific

inventories and performance methods, we decided instead to devote a separate

chapter to the assessment of bipolar spectrum disorders from a multicultural

perspective.

Part IV concludes the bookwith two case illustrations. The caseswere selected

to demonstrate how multimethod assessment data can be utilized to describe

two individuals: one an adolescent who was diagnosed with major depression

with possible indications of borderline personality or bipolar disorder, the other

an adult who presented with a history and symptoms of bipolarity.

Finally, with respect to current diagnostic systems for classifying bipolar

disorders, when relevant, chapter authors include references to both DSM-5-TR

and ICD-11 criteria. In order to ground diagnostic discussions in contemporary

models and to make the volume relevant to an international audience, any

significant changes in diagnostic criteria in these current revisions are noted

throughout the volume.
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