BIPOLAR AND RELATED DISORDERS

Cyclothymic Disorder

DSM-5-TR 301.13 | ICD-10-CM F34.0

Two or more years of fluctuating subthreshold hypomanic and depressive symptoms that never reach full

episode criteria.

LIFETIME PREVALENCE

~0.4-1% (US adults)

TYPICAL ONSET
Adolescence/early adult

© CLINICAL PICTURE

SEX RATIO
~1:1in community samples

COURSE

15-50% convert to BD I/l

I NEUROBIOLOGY & PHYSIOLOGY

Mood shifts every few days to weeks with no sustained euthymic baseline, which patients
describe as simply being moody by nature.

Up phases bring energy, sociability, reduced sleep need, and productivity; down phases
bring fatigue, withdrawal, and self-doubt.

Interpersonal instability, impulsive decisions, and erratic work or academic performance
follow the shifting affective states.

Patients typically present during a down phase and describe the up phases as their
normal, good, or most effective self.

Substance use frequently maps onto the cycle, with stimulants or alcohol used to extend
or truncate particular mood states.

Onset in adolescence means the pattern is embedded in identity and is often mislabeled
as a personality problem by others.

=, DIAGNOSTIC CRITERIA AT A GLANCE
@ At least two years in adults, or one year in children and adolescents, of numerous
periods of hypomanic and depressive symptoms.

Symptoms must be present at least half the time with no symptom-free interval
longer than two consecutive months during that period.

No full manic, hypomanic, or major depressive episode may occur during the initial
two-year qualifying period of the illness.

Symptoms cause clinically significant distress or impairment and are not attributable
to substances or another medical condition.

If a full episode later develops, the diagnosis converts to Bipolar | or Il, with
cyclothymic disorder recorded as the antecedent.

) DIFFERENTIAL & COMORBIDITY

Familial aggregation with Bipolar | and Il is high, supporting cyclothymia as a bipolar-
spectrum phenotype rather than mere temperament.

Circadian rhythm instability and highly variable sleep duration track the state changes
and are measurable with actigraphy.

® Reward system reactivity resembles that seen in Bipolar Il but with shorter, lower-
amplitude oscillations across the affective range.

Affective temperament research links cyclothymic temperament to elevated emotional
reactivity and behavioral activation sensitivity.

®» Antidepressant exposure can accelerate cycling and unmask hypomania, revealing the
bipolar diathesis beneath the subthreshold picture.

» Comorbid substance use compounds mood instability and independently worsens the
long-term neurobiological and functional trajectory.

Q PSYCHOLOGICAL MECHANISMS

« Chronic instability prevents formation of a stable self-concept, which is frequently
misread by clinicians as personality pathology.

Reinforcement obtained during productive up phases discourages engagement with
treatment that appears to flatten the mood range.

Interpersonal consequences accumulate as partners and employers respond to

unpredictability rather than to a recognized illness.

« Rhythm disruption from irregular sleep schedules, travel, and shift work directly
amplifies the amplitude of mood oscillation.

« Mood charting builds the pattern recognition patients need in order to intervene before

a swing consolidates into an episode.

= Borderline personality disorder shows interpersonally triggered shifts within hours plus
identity disturbance and abandonment fear.

@ Bipolar Il requires a full hypomanic episode plus a major depressive episode, whereas
cyclothymia remains subthreshold on both.

@ Rule out substance-induced mood instability, thyroid disease, and the emotional
dysregulation that accompanies untreated ADHD.

Comorbid substance use disorders, anxiety disorders, and ADHD are frequent and each
worsens functional and treatment outcomes.

Suicide risk is meaningful despite subthreshold severity, particularly when impulsivity
and active substance use are present.

Treatment cvioence-BASED MANAGEMENT

@ PHARMACOLOGIC © PSYCHOTHERAPY

@ ADJUNCT & SUPPORTIVE

CPMHT - CLINICAL ONE-SHEET

® No treatment is FDA-approved; lithium 0.5-0.8 mEq/L
and valproate are used off label with modest
supportive evidence.

Lamotrigine 100-200 mg/day targets depressive
predominance and offers a favorable tolerability and
metabolic profile.

® Low-dose quetiapine 50-300 mg/day may reduce
mood lability when affective instability is the most
prominent complaint.

Avoid antidepressant monotherapy, which risks cycle
acceleration, emergent mixed states, and unmasking
of frank hypomania.

® Address comorbid substance use directly, since
ongoing stimulant or alcohol use makes genuine mood
stabilization unattainable.

Y% CLINICAL PEARLS

Psychoeducation covering bipolar-spectrum illness,
prodromes, and cycle triggers is the core and best-
supported intervention.

IPSRT stabilizes daily routines and sleep timing, which
is the most direct available lever on cycling frequency.
CBT addresses depressive cognition and the risky
decisions patients make during elevated or activated
phases.

DBT skills in distress tolerance and emotion regulation
help when impulsivity and interpersonal chaos
dominate the picture.

Family or couples work reduces conflict driven by
unpredictable state changes and meaningfully
improves treatment adherence.

¢ Chronic instability without full episodes; check for symptom-free gaps over two m

* A single full episode ends the cyclothymia diagnosis and starts Bipolar | or Il.
o Antidepressants alone can accelerate cycling; cover with a mood stabilizer.

Aligned to DSM-5-TR (APA, 2022) - Educational reference only — not a substitute for clinical judgment or full diagnostic assessment.

Daily mood charting across 8 to 12 weeks serves as
both the diagnostic instrument and the primary self-
monitoring tool.

A fixed wake time, consistent meal timing, and limited
alcohol intake measurably reduce the amplitude of
mood oscillation.

Monitor annually for conversion to Bipolar | or Il, since
a substantial minority of patients progress to full
episodes.
Screen with the MDQ and obtain collateral report,
because self-report alone consistently underestimates
up phases.

erratic
vocational

Vocational counseling helps where
performance threatens employment,
training, or academic standing.
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NOTE

References are formatted in APA 7th edition style with hanging indents. Diagnostic terminology, criteria structure, and coding follow the Diagnostic and Statistical Manual of
Mental Disorders (5th ed., text rev.; APA, 2022); criteria are paraphrased for instructional use and are not reproduced verbatim. Verify all citations against the original sources
before use in academic work, and confirm medication dosing against current prescribing information.
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