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Abstract 
Anna María Toma1 

Supervisor: Takuya Saito, M.D., PhD.2 
1University of Iceland, Faculty of Medicine. 2Hokkaido University Graduate School of Medicine, 

Department of Child and Adolescent Psychiatry. 

Prepubertal mania: Diagnostic differences in US, UK and Japanese clinicians 

Introduction: Despite having internationally operationalized diagnostic manuals of mental disorders, 

there are cross-national differences in the diagnosis of many mental diseases. In the years 1996-

2004, diagnosis of mania in children and adolescents increased significantly in the United States. The 

study raised the question of whether this significant increase in diagnosis was a universal 

phenomenon or specific to the US. In 2008, Dubicka B. et al. published a paper about diagnostic 

difference in pediatric mania between clinicians in the US and UK in the European Child & Adolescent 

Psychiatry Journal. This lead to more studies being conducted on this matter, and more importantly, it 

promoted other studies on how childhood mood disorders should be assessed. A new model for 

pediatric mood disorders was proposed and has been added into the DSM-5 diagnostic criteria to 

avoid overdiagnosis of pediatric bipolar disorder. 

Objective: This study had two aims: First, to obtain a new perspective in cross-cultural differences in 

pediatric bipolar disorder diagnoses between two English-speaking Western countries and Japan, and 

second, to assess whether there is a cross-cultural difference in how pediatric depressive disorder is 

diagnosed. 

Methods and material: A questionnaire with five case vignettes was used to evaluate difference in 

diagnosis of complex cases. The last vignette had a classical case of mania, which was used as a 

control. The vignettes in the original study were translated into Japanese and distributed to Japanese 

child and adolescent psychiatrists. Data from the original research was combined with the data from 

Japan. Statistical analyses were conducted using SPSS to test the significance of differences in each 

case.  

Results: US clinicians generally diagnosed mania in children more often than UK and Japanese 

clinicians (P=<0.001). In Case 1, Case 2, and Case 4, US clinicians diagnosed mania more frequently 

when compared to UK and Japanese clinicians, with P=<0.001 for Cases 1 and 2, and P=0.008 for 

Case 4. Japanese clinicians diagnosed mania more frequently in Case 3 compared to the other two 

groups, with P=<0.001. UK clinicians diagnosed mania least often in all of the cases. All three groups 

agreed on a mania diagnosis in the last case. 

Conclusion: There was a cross-national difference in how clinicians interpreted mania-like symptoms 

in children. These differences in perception of symptoms can lead to different diagnosis for the same 

case between nations, which again would have great influence on the following treatment. Therefore, 

it is vital to perform more cross-cultural research on mental diseases in children and adolescents.  
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1. Introduction 
Depression and mania have been recognized for thousands of years and are one of the oldest 

documented mental illnesses. [2] In the Humoral Theory in Ancient Greece, excess black bile was 

thought to cause melancholia, also known as depression. [2] Time has passed and our knowledge of 

the human mind and the illnesses surrounding it has deepened. However, our knowledge of 

psychiatric illnesses is still very limited. To make diagnosis of psychiatric illnesses more reliable and 

more consistent, the American Psychiatric Association and the World Health Organization have made 

a classification system for various mental disorders. As decades pass, the classification systems have 

been revised and modified multiple times. Certain phenomena that were considered mental disorders 

are now excluded from the guidelines (e.g. 

homosexuality), and previously undefined 

mental disorders have now been outlined. 

The guidelines are not perfect, which is 

understandable given the complex nature of 

mental diseases. 

1.1. Bipolar Disorder I  
Bipolar disorder is a mental illness 

characterized by alternated periods of 

depression and manic episodes. [1] The 

DSM-5 classifies seven different types of 

bipolar disorder, with the bipolar I disorder 

criteria representing the modern 

understanding of the classic manic-

depressive disorder. [1] To be diagnosed with bipolar I disorder, the individual must have had at least 

one manic episode in their lifetime. Having a hypomanic episode and major depressive episodes is 

common for bipolar I disorder but not necessary for diagnosis. Manic episode criteria in the DSM-5 are 

divided in to four criteria (A-D). [1] 

Criteria A is a clear period of time where abnormally and persistently elevated, expansive or 

irritable mood afflicts an individual for at least a week. This change in mood has to either be present 

for most of the day nearly every day, or be so severe that hospitalization is necessary. [1] 

Criteria B requires that during the period of elevated, expansive or irritable mood, three or more of 

the symptoms listed in Table 1 (four if the mood is only irritable) are significantly different from the 

individual’s usual behavior. [1] 

Criteria C requires at least one of the following to exist: [1] 

• Mood disturbances so severe that it causes significant harm to the persons life (social and 

professional) 

• Person in question needs hospitalization to prevent self-harm or harm to others  

• Psychotic features 

 

Table 1 List of symptoms required in Criteria B for 
BP-1 in the DSM-5.[1] 

1. Inflated self-esteem or grandiosity 

2. Decreased need for sleep  

3. More talkative than usual or urge to keep talking 

4. Flight of ideas or racing thoughts  

5. Distractibility 

6. Increase in goal-directed hyperactivity or 

psychomotor agitation 

7. Excessive involvement in pleasurable activities 

that have a high potential for negative consequences 
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Criteria D is that the episode is not caused by drug treatment or other physiological effects of a 

substance. [1] 

1.1.1. Bipolar Disorder I in children and adolescents in DSM-5 
The criteria above for Bipolar Disorder I apply for both for adults and children. However, the DSM-5 

mentions important diagnostic features when diagnosing a child in order to avoid overdiagnosis of 

bipolar disorder for child and adolescent. Criteria A requires a period of elevated mood (euphoria), 

dysphoria or irritability. Children can be happy, goofy, and playful, which is normal in most situations. 

However, when these behavior occur inappropriate to context, recurrent, beyond what is expected of a 

child or just significantly different from usual behavior, these symptoms can be considered for Criteria 

A. [1] It’s also normal for children to say they can do things that are clearly an overestimation of their 

abilities, for example “I can run faster than the wind” or “I can defeat a tiger”. However, when these 

declarations become dangerous or are a significant change from normal behavior, they can be 

interpreted as grandiosity symptom in Criteria B. [1]  

The mean age of having the first manic episode is 18 years old for bipolar I disorder. However, 

often first mood episode of bipolar disorder is depression. Therefore, it is trickier to evaluate children 

when diagnosing bipolar I disorder. The most important factor when considering manic episodes in a 

child is whether certain behavior is significantly different from the child’s normal behavior. [1]  

 

1.2. Difference in Mania Episode Criteria Between DSM-IV and ICD-10. 
As mentioned above, the nature of mental illness makes it difficult to diagnose diseases with a 

single blood test or other exams that are used to diagnose when physical diseases are diagnosed. For 

these reasons it is vital to use an operationalized classification system. The World Health Organization 

(WHO) and the American Psychiatric Association (APA) provide classifications systems which are 

called the International Classification of Diseases (ICD) and Diagnostic and Statistical Manual of 

Mental Disorders (DSM). These two manuals are the main criteria for health care providers around the 

world to diagnose mental diseases. However, despite the existence of these manuals, there is much 

controversy over the diagnosis of certain diseases. 

The recruitment of the participants for this research took place before the new DSM-5 was 

published. Therefore, the following comparison of the DSM and ICD system criteria will be between 

the DSM-IV and ICD-10  

1.2.1. Manic episode criteria in DSM-IV  
The criteria for mania symptoms in the DSM-IV are for the most part the same as in the DSM-5. [1, 3] 

The only change is that Criteria C, “mixed episode," in DSM-IV is no longer in the new DSM edition. 

 Instead there is a new specifier, “with mixed features,” has been added. This can be applied to: [1, 3] 

1) episodes of mania and hypomania when depressive features are present [1, 3] 

2) episodes of major depressive disorder or bipolar disorder when mania /hypomania features 

are present [1, 3]  
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1.2.2. Manic episode criteria in 
ICD-10 

In the ICD-10, manic episode (F30) is divided 

to hypomania (F30.0), mania without 

psychotic symptoms (F30.1), and mania with 

psychotic symptoms (F30.2). To be 

considered a bipolar affective disorder (F31), 

the criteria of manic episode (F30) must be 

met, and there has to be at least one other 

affective episode in the past that meets the 

criteria for hypomania or mania episode 

(F30.-), depressive episode (F32.-), or mixed 

affective episode (F38.00). [4] 

The first criteria (A) for a manic episode 

without psychotic symptoms (F30.1) is a 

mood that is predominantly elevated, 

expensive, and irritable and that is 

significantly different from the individual’s normal mood. This change in mood must be significant and 

last at least a week, unless the changes are so severe that hospitalization is required. [4]  

 

The second criteria (B) for manic episodes is that at least three of the symptoms listed in Table 2 

(four if the mood is only irritable) are present and interferes with individual’s ability to functioning in 

daily life. [4] 

The third criteria (C) requires the absence of any hallucination or delusion, though this is not 

required when meeting criteria for mania with psychotic symptoms (F30.2). [4] 

The last criteria (D) is similar to the one in DSM-5 [1]: the episodes may not be caused by drugs or 

any other substances. [4] 

 

 

 

 

 

 

 

 

 

 

 

 

Table 2 List of symptoms required in Criteria B for 
manic episode without psychotic symptoms 
(F30.1) in the ICD-10 [4] 

1. Increased activity or physical restlessness 

2. More talkative than usual or urge to keep talking 

3. Flight of ideas or racing thoughts 

4. Loss of normal social inhibitions resulting in 

inappropriate behavior in certain circumstances 

5. Decreased need for sleep 

6. Inflated self-esteem or grandiosity 

7. Distractibility or constant change in activities/plans 

8. Risky and foolish behavior which the subject does 

not recognize (spending money on ridiculous 

enterprises, reckless driving). 
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1.3. Bipolar Disorder and Attention Deficit Hyperactivity Disorder 
One of the difficulties of diagnosing bipolar disorder in children is the overlap of the core symptoms 

with other disorders common in children, e.g. attention deficient hyperactivity disorder (ADHD). (Table 

3)  

Table 3 Comparing a few symptoms that are similar in ADHD and bipolar disorder [1, 5] 

The symptoms are chronic (starts before 7) The symptoms are acute or represents change 
from normal mood and behavior. 

1. Difficulty in sustaining attention, mind 

somewhere else, easily distracted by outside 

stimulation.  

1. Distractibility 

2. Runs about or climbs in inappropriate 

situations. Often “on the go” and acts like 

“driven by a motor” 

2. Increase in goal-directed hyperactivity or 

psychomotor agitation 

3. Difficulties with sleep, problems with settling 3. Decreased need for sleep 

4. Talks excessively 4. More talkative than usual or pressure to keep 

talking 

5. Low frustration tolerance, temper tantrum 5. Irritable mood 

 

In bipolar disorder symptoms such as increased activity, distractibility and increased impulsivity are 

episodic.[1] These symptoms are accompanied by other bipolar specific features. Children with ADHD 

show significant mood changes within the same day, which is different from mood changes in children 

with bipolar disorder, which must last for about four days or longer to be considered as an indicator. [1]  

1.4. Increase in Diagnosis of Pediatric Bipolar Disorder in the US 

1.4.1. Increase in inpatient diagnosis of BD in children 
In recent years, bipolar disorder and mania in children and adolescents has become more apparent. 

One study performed in 2007 by Blader et al. described increased rates of bipolar disorder diagnoses 

among US child, adolescent, and adult inpatients in the years 1996–2004. [6] They used data from the 

National Hospital Discharge Survey and looked at population-adjusted rates of hospital discharges of 

children with a primary diagnosis of bipolar disorder. Discharges of children with mental illness were 

13.9 per 10,000 children in 1996. However, in 2004 it was 21.4 per 10,000 children. The rate 

increased by 53.2% in eight years. Of those children discharged with mental illness, 10% were 

diagnosed with bipolar disorder in 1996. Eight years later, this number had risen to 34.1% of children 

who were discharged with mental illness[6] 

The adolescents followed a similar path. In 1996, 10.24% of the adolescents that were discharged 

with mental illness were diagnosed with bipolar disorder. This rate rose to 25.86% in 2004, which 

means there was a 15.42% increase over the course of eight years. [6] 
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Graph 1 Shows a bar chart describing number of US acute-care inpatient discharges per 10.000 
children and adolescents with a principal diagnosis of a psychiatric disorder, 1996-2004. [ 6] 

Graph 1 Adapted from "Increased Rates of Bipolar Disorder Diagnoses among U.S. Child, Adolescent, and 
Adult Inpatients, 1996-2004." by Blader, J. C. and G. A. Carlson (2007). Biol Psychiatry 62(2): 107-114.  
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1.4.2. Increase in outpatient diagnosis of BD in Children 
The same year that Blader et al. performed research on increased diagnosis of bipolar disorder in 

inpatients, another study about the increase in diagnosis of bipolar disorder in outpatients in the years 

1999–2003 was published. This study was conducted by Moreno et al. and used data from the 

National Ambulatory Medical Care Survey for the period of 1999–2003. They used data about 

outpatient visits to clinicians in office-based practices. The participants were people diagnosed with 

bipolar disorder, both minors aged 0–19 years old and adults (aged 20 years and over). The estimated 

number of children and adolescents who were diagnosed with bipolar disorder in office-based visits 

were 20 per 100,000 in the years 1994–1995. This number increased to 1,003 per 100,000 office-

based visits in the years 2002–2003. This is a 40-fold increase in the number of child and adolescent 

outpatients diagnosed with bipolar disorder in about 9 years. The percentage of bipolar disorder 

diagnosis of those that came because of a mental disorder was 0.42% in 1994–1995, increasing to 

6.67% in 2002–2003. The rate of bipolar disorder diagnosis compared to the total office-based visits 

went from 0.01% in 1994–1995 to 0.44% in 2002–2003, which is a 44-fold increase in about 9 years 

(Graph 2). [7]  

In this study, the change of rate of diagnosis of bipolar disorder in adults was also examined. The 

rate increased nearly two-fold in adults, which is far less than the massive increase in the same 

diagnosis of children. This emphasizes the fact that something has changed in clinicians’ perspective 

towards pediatric bipolar disease in the US since the 1990s. [7] 

Graph 2 The bold line shows national trends in visits with a diagnosis of bipolar disorder as a 
percentage of total-office based visits by minors (0-19 years) and adults. [7]  

 

 

 

 

 

Graph 2 Adapted from "National trends in the outpatient diagnosis and treatment of bipolar disorder in 

youth." by Moreno, C., et al. (2007). Arch Gen Psychiatry 64(9): 1032-1039. 
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1.5. Joseph Biederman’s influence on research of bipolar disorder in 
children 

When discussing bipolar disorder in children, one cannot go without mentioning the influence that 

Joseph Biederman, M.D. had on research of bipolar disorder in children. Joseph Biederman is 

currently a Chief of the Clinical Research Programs in Pediatric Psychopharmacology and Adult 

ADHD at the Massachusetts General Hospital and professor of psychiatry at Harvard Medical School.  

Before the 1990s, research on bipolar disorder in children and adolescents were scarce. In 

1995, Biederman was one of the lead authors of a published paper on mania-like symptoms and was 

also one of the pioneers in suggesting the childhood-onset of bipolar disorder in clinically referred 

children. [8] The paper had the results that 16% of psychiatrically-referred children met the criteria of 

mania. [8] These children with mania showed predominantly irritable and mixed features. [8] The 

children that met the mania criteria also often met the ADHD criteria.[8] The overall cross-sectional 

findings suggested that children with mania-like symptoms could suffer from an early form of bipolar 

disorder. [8] In the same paper [8] Biederman and his colleagues from MGH suggested that 70% of 

cases of mania began at or before the age of five years. [8]  

In the period from 1997 to 2007, Biederman has published over 220 papers and his work has 

been cited over 6700 times. [9] This underlines the influence that Biederman and the MGH have had 

on the development of the concept of bipolar disorder in children.  

 

1.6. Phenotypes of Pediatric Bipolar Disorder  
In 2003, Leibenluft et al. published a paper proposing new phenotypes of bipolar disorder in children 

to counteract the problems and disagreement regarding the diagnostic criteria of the disorder in 

children. The proposed phenotypes are divided into narrow phenotype, intermediate phenotype, and 

broad phenotype (which is named as Severe Mood and Behavioral Dysregulation later). [10] 

1.6.1. Narrow phenotype: (Hypo)Mania with Full-Duration Episodes and 
Hallmark symptoms 

One of the controversies around diagnosis of pediatric bipolar disorder is the criteria in DSM-IV that 

requires a certain long duration of episodes and hallmark symptoms to be present in order for the 

individual to be diagnosed with mania and bipolar disorder. [3] Narrow phenotype of mania is also 

referred to as hypomania with full-duration episodes and hallmark symptoms. [10] The modifications 

proposed to the DSM-IV criteria for manic episode were that the individual had to meet the normal 

criteria for a manic or hypomanic episode and present with either elevated mood or grandiosity (which 

are the hallmark symptoms of mania in children). [10] One of the biggest problems that is still present 

today is the overlapping of mania symptoms in children with other disorders common in youths, such 

as ADHD. Geller et al. named few symptoms not included in DSM-IV that could differentiate bipolar 

disorder from those with ADHD. [11] These symptoms were grandiosity, elevated mood, flight of ideas, 

decreased need for sleep, hyper-sexuality, and increased goal-directed activity. Of these symptoms, 

elevated mood and grandiosity were the cardinal symptoms that distinguished mania symptoms from 
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ADHD in children and were therefore used in criteria that Leibenluft et al. proposed for the narrow 

phenotype. [11]  

1.6.2. Intermediate phenotypes 
The intermediate phenotypes are divided into two categories: 1) Mania or hypomania not otherwise 

specified (Short Episodes, Hallmark Symptoms) and 2) Irritable mania or hypomania (Full-Duration 

Episodes, No Hallmark Symptoms). [10] 

1.6.2.1. (Hypo)mania Not Otherwise Specified (Short Episodes, Hallmark 
Symptoms) 

Leibenluft et al. use the duration of mood episode to differentiate between mania/hypomania and 

mania/hypomania not otherwise specified (NOS). The narrow type of mania/hypomania, according to 

Leibenluft’s classification, follows DSM-IV’s criteria for a mania episode that lasts for at least a week or 

a hypomania episode that lasts at least four days. Mania/hypomania NOS have episodes that last 

between one to three days. By separating mania/hypomania from mania/hypomania NOS, the groups 

of children become more homogenous.[10] If a child has had manic/hypomanic episode that lasts less 

than one day, it is important to look at the child’s longest mood episode and assess whether the 

duration criteria has been met at some point during the child’s life. It is also important to assess 

whether the child has ever exhibited any of the mania symptoms listed in Criteria B. [10] 

1.6.2.2. Irritable (Hypo)mania (Full-Duration Episodes, No Hallmark Symptoms) 
Irritable mania/hypomania is separated from normal mania/hypomania diagnosis in this 

classification. Irritability is a symptom that can be seen not only in (hypo)manic children but also in 

children with depression, oppositional defiant disorder, ADHD and in some types of pervasive 

developmental disorder. [10] 

1.6.3. Broad Phenotype: Severe Mood Dysregulation 
One of the most important phenotypes mentioned in this paper is the broad phenotype of 

mania/hypomania, which Leibenluft et al. call Severe Mood Dysregulation (SMD).[10] The definition of 

this syndrome is vital in capturing children that fall into an unclear area of bipolar disorder diagnosis. 

[12] The children that are included in the definition of Severe Mood Dysregulation show non-episodic 

irritability and the hyperarousal symptoms of a mania episode in bipolar disorder. However, they do 

not have a clear episodic change in irritable/elevated mood, which is one of the main characteristics of 

bipolar disorder. Pediatric bipolar disorder diagnosis has increased immensely in the last two decades 

in the United States. [6, 7, 12] One of the possible reasons for this increase is that children with severe 

non-episodic irritability are included in the definition of bipolar disorder in children and adolescents. 

[12]  

To counter this development, Leibenluft and her team at the National Institute of Mental Health (NIMH) 

defined this syndrome. By doing so, they had few things in mind: [10] 

a) to assemble clinical descriptions and symptoms of patients and get the whole picture of those 

that can be diagnosed as having a broad phenotype of mania/hypomania, [10] 

b) to exclude those children that fit the description of having any history of mania, [10] 
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c) to exclude those that started to have symptoms during adolescence, [12] 

d) to require symptoms seen in mania and ADHD since those symptoms were necessary to be 

diagnosed as bipolar disorder with severe chronic irritability, and [12] 

e) to make a higher threshold for severe irritability. [12] 

Children that show non-episodic irritability have increased risk of unipolar depression and anxiety 

disorder in the future.[12]  

1.6.4. From Severe Mood Dysregulation and Behavioral Disorder to Disruptive 
Mood Dysregulation Disorder 

In 2009, a research paper by Stringaris et al. concluded that parent-reported irritability (not self-

reported) in adolescence predicted major depressive disorder, dysthymia, and generalized anxiety 

disorder. Even though irritability is a common symptom with many disorders such as mania, ADHD, 

and ODD, the longitudinal research predicted only increased risk for depressive disorders and 

generalized anxiety disorders. The most fundamental point in this paper was that irritability and SMD 

diagnosis in childhood did not predict adult bipolar disorder or any axis II disorder. [13]  

Considering the conclusions of Stringaris et al [13] and other findings about SMD the DSM-5 now has 

the new diagnosis of Disruptive Mood Dysregulation Disorder and the old term of SMD was not 

included in the DSM-5.  

 

1.7. Differences Between the United States and the United Kingdom 
Bipolar disorder in children is one of the more controversial subjects among psychiatrists and 

other mental health clinicians all over the world. In recent years, increased diagnosis of bipolar 

disorder in children has been reported in the United States. [6] This raised the question of whether this 

significant increase was only to be seen in the United States or if it was a global phenomenon. One 

study compared the diagnostic differences of prepubertal bipolar disorder between child and 

adolescent psychiatrists in the United States and in the United Kingdom, two English-speaking 

Western countries. [5] The results showed significant difference in diagnosis of bipolar disorder in 

children. [5] Knowing that cross-cultural difference in diagnosis exists, the next question that arose 

was why this is the case. 

This paper will examine the cross-cultural differences in diagnosis of bipolar disorder in 

children and adolescents, comparing psychiatrists in the United States, the United Kingdom, and 

Japan. The possible reasons for these differences will also be discussed. 
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2. Objective 
This study had two aims: First, to obtain a new perspective in cross-cultural differences in pediatric 

bipolar disorder diagnoses between two, English-speaking Western countries and Japan. Second, to 

assess whether a cross-cultural difference in how pediatric depressive disorder is diagnosed. 

2.1. Main Hypothesis for this Paper 
• Overall the US clinicians will diagnose mania more often compared to the other two 

groups.[5] 

• Overall the UK clinicians will diagnose more externalizing disorders, such as ADHD and 

PDD, more often compared to the other two groups.[5]  

• Overall the Japanese clinicians will diagnose mania less frequently than the other two 

groups.  

• Overall the Japanese clinicians will diagnose depression less often compared to the other 

two groups. 
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3. Methods 
3.1. Study Design 

This study is based on the research of Dubicka, B. et al published in the ECAP journal in 2008 

[5] where questionnaires with five vignettes were distributed to physicians in UK and US. The same 

questionnaire was translated into Japanese by two Japanese child psychiatrists working 

independently. Any differences in translation were discussed with another independent psychiatrist 

specializing in children and adolescents psychiatry. After the discussion the translation was finalized 

and the translated questionnaire was distributed to clinicians working at psychiatry facilities in Japan. 

Please refer to Appendix II for the Japanese-translated questionnaire.  

3.2. Approvals  
The author of this paper has the approval of Dubicka et al., the authors of the previous research 

paper. They were granted approval by the Committee on the Research in Human Subjects at Stony 

Brook University. The Institutional Review Board of the Nippon Medical School granted approval for 

the Japanese part of the study. 

3.3. Case Vignettes 
The questionnaire used in this research had five vignettes describing children aged five to twelve 

years old. Four of these vignettes were complex cases where disagreement of diagnosis was 

expected. The last vignette was a classical case of mania where diagnostic agreement was expected, 

and this vignette was used as a control case to assess the level of difference in diagnosis in the other 

cases.[5] 

The first vignette was about Lynda, an 11-year-old girl who is referred for an acute manic 

episode.[5] 

The second vignette was about Daniel, a five-and-a-half-year-old boy who is a very young child 

referred for acute mania.[5] 

The third vignette was about Luke, a 12-year-old boy who was referred for a serious suicide 

attempt. [5] 

The fourth vignette was about Kyle, a 10-year-old boy who was exhibiting repetitive behavior.[5] 

For more details, please refer to Appendix I. 

 

3.4. Participants 
The participants in this research were mainly clinicians or psychiatrists who specialized in child and 

adolescent psychiatry. In the US, the participants were recruited at the American Academy of Child 

and Adolescent Psychiatry Institute. The participants in the UK were recruited from the members’ list 

of the UK Child Psychiatry Research Society. Another sample was recruited both in the US and UK 

from community child psychiatrists attending workshops on ADHD and BD.[5] Most of the Japanese 
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participants were recruited from the 30 institutions registered in the Japanese Child and Adolescent 

Mental Institution. 

The total N for US participants is 85, total N for UK is 73 and the total N for Japan is 53. 

 

3.5. The Questionnaire 
The questionnaires, which were completely anonymous, began with instructions on how to 

answer the questions following each vignette. After each vignette, clinicians were asked 6 questions. 

To see further detail please refer to Appendix I to read the questionnaire. 

 

3.6. Statistical Tests 
To analyze the data as simply as possible, the results of the questionnaires were first input into 

Microsoft Excel as written in their raw state. Next, the written answers were made into categorical 

variables in Excel. IBM’s SPSS statistics (version 23) was used to run Chi-squared tests to analyze 

the significance of the difference between the three independent groups. All P-values are based on 

two-tailed tests.  
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4. Results 
In this research 53 physicians in Japan completed the questionnaires and in the original research 85 

US physicians and 73 physicians from UK completed the questionnaire. Total N was 213.  

4.1. Main Differences in Diagnosis 

Table 4 Difference between US, UK and Japanese clinicians in diagnosis of key disorders. 

Diagnosis US: N (%) UK: N (%) JAPAN: N (%) P 
Case 1 N = 85 N = 73 N = 51 

 Mania 64 (75) 24 (33) 20 (39) <0.001 
Depression 15 (18) 11 (15) 3 (6) NS (0.147) 
ADHD 79 (93) 58 (81) 45 (85) NS (0.068) 
Behavior disorder 31 (36) 25 (35) 5 (9) 0.001 
Adjustment disorder 7 (8) 12 (17) 2 (4) NS (0.047) 

     Case 2 N = 85 N = 73 N = 53 
 Mania 24 (28) 4 (6) 5 (9) <0.001 

ADHD 48 (57) 55 (76) 18 (34) <0.001 
PDD 68 (80) 53 (74) 46 (87) NS (0.194) 
Psychosis 12 (14) 2 (3) 2 (4) 0.013 
Language disorder 9 (11) 19 (26) 1 (2) <0.001 
Learning disability 11 (13) 8 (11) 0 (0) 0.027 

     Case 3 N = 70 N = 73 N = 53 
 Mania 23 (33) 15 (21) 36 (70) <0.001 

Depression 43 (61) 40 (58) 9 (20) <0.001 
ADHD 46 (66) 27 (39) 19 (36) 0.001 
Behavior disorder 35 (50) 29 (42) 2 (4) <0.001 
Anxiety 14 (20) 11 (16) 4 (8) NS (0.187) 
Adjustment disorder 7 (10) 12 (17) 13 (25) NS (0.099) 
Learning disability 8 (11) 7 (10) 1 (2) NS (0.131) 
     Case 4 N = 68 N = 73 N = 51 

 Mania 16 (24) 4 (6) 10 (20) 0.008 
ADHD 34 (50) 32 (46) 19 (36) NS (0.289) 
Behavior disorder 14 (21) 5 (7) 0 (0) 0.001 
PDD 32 (47) 63 (90) 42 (80) <0.001 
OCD 53 (78) 37 (53) 24 (45) <0.001 
Anxiety 6 (9) 7 (10) 0 (0) NS (0.066) 
Psychosis 6 (9) 3 (4) 2 (4) NS (0.398) 
Learning disability 11 (16) 12 (17) 6 (11) NS (0.646) 
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     Case 5 N = 81 N = 73 N = 52 
 Mania 78 (96) 67 (92) 49 (94) NS (0.49) 

Psychosis 3 (4) 9 (14) 9 (17) 0.029 
Table 4 is based on Table 3 in Dubicka et al. with new data from the Japanese clinicians.[5]  
a) Inluding comorbid and differential diagnosis.[5]  
b) N= number of clinicians completing mania diagnosis, % based on respondents for each diagnosis.[5]  
c) Behavior disorder = Conduct disorder and/or Oppositional Defiant Disorder.[5] 

 

4.1.1. Mania  

In Table 4 we can see that, as predicted for Case 1, the US clinicians diagnosed mania 

(mania or mixed episode) significantly more often than the other two groups. 64 (75%) US clinicians 

diagnosed mania, 24 (33%) of UK clinicians diagnosed mania and 20 (39%) of Japanese clinicians 

would diagnose this case as some kind of mania (P=<0.001).  

In Case 2, 28% of the US clinicians diagnosed mania, which was 22% more than in the UK, 

and 27% more than in the Japanese group (P=<0.001).  

There were no significant differences between the US and UK clinicians regarding mania 

diagnosis for the third case. The Japanese clinicians diagnosed mania significantly more often (36 

(70%)) compared to the US clinicians (23 (33%)) and UK clinicians (15 (21%)) with P=<0.001. Of 

those that made a mania diagnosis in the Japanese group, 24.5% diagnosed it as a mania episode 

and 43.3% considered it to be a mixed episode. 

In the fourth case, there was consistency in diagnosis of mania between the US clinicians and 

Japanese clinicians, but UK clinicians diagnosed significantly less mania for this vignette (P=0.008).  

In the classical case of mania, Case 5, there was great consistency between all of the groups 

regarding diagnosis of mania. In every group, more than 90% of the clinicians diagnosed this case as 

mania (P=0.49). 
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Graph 3 Bar chart of the ratio of mania diagnosis in each case separated by groups 

 
Graph 3 is a bar chart describing the ratio of participants that diagnosed any mania (mania episode/mixed episode) in each 

case, separated by participants group. N and P-value for each case can be seen in Table 4. 

 

4.1.2. Depression  

None of the cases had a significant difference between the groups regarding depression 

diagnosis, except in the third case. In the third case, depression was diagnosed significantly more 

often in the both of the Western groups compared to the Japanese group (P=<0.001), in which only 

20% of the clinicians diagnosed depression. 

4.1.3. ADHD  

ADHD was the most frequent diagnosis in Case 1 for all of the groups with no significant difference 

in diagnosis. (Table 4) 

In Case 2, there was a significant difference between the groups in diagnosis of ADHD. UK 

clinicians diagnosed ADHD more often (55 (76%)) compared to their colleagues in the US and Japan 

(P=<0.001). However, when these diagnoses are separated into comorbid diagnosis with mania and 

differential diagnosis, the US and Japan diagnosed more ADHD comorbid with mania compared to the 

UK clinicians. 63.9% of the ADHD diagnoses of the UK clinicians were differential and the rest 

comorbid. 67.1% of ADHD diagnoses made by the US clinicians in this case were comorbid with 

mania (Table 4). 

In both the third and the fourth case, the US clinicians diagnosed ADHD more often than their 

colleagues in UK and Japan (Table 4). 

75 

28 
33 

24 

96 

33 

6 

21 

6 

92 

39 

9 

70 

20 

94 

Case 1 Case 2 Case 3 Case 4 Case 5 

Mania diagnosis (%) 
US UK JAPAN 



 18 

4.1.4. PDD 
The only case that had any significant difference in diagnosis between the countries was in the fourth 

case. The difference was: 63 (90%) UK clinicians diagnosed PDD, 42 (80%) of the Japanese 

clinicians and only 33 (47%) of the US clinicians (P=<0.001). 

 

4.1.5. Behavior disorder 
There was no significant difference in diagnosis of behavioral disorders in the second and last 

cases. In the other cases, the Japanese group diagnosed behavior disorders significantly less often 

compared to the other two countries. The Japanese group diagnosed behavior disorder significantly 

less in the first case than the other two groups, that is only 5 (9%) compared to 31 (36%) of the US 

clinicians and 25 (35%) of the UK clinicians (P=0.001).  

Only 4% of the Japanese clinicians diagnosed behavior disorder in the third case, which is 

significantly lower than the other two groups, which were consistent with each other in terms of 

diagnosis.  

And similar to previous cases, no Japanese clinician diagnosed behavior disorder, which is 

significantly lower compared to the other two groups (P=0.001).  

 

Graph 4 Bar chart of ratio of behavior disorder diagnosis in each case 

 
Graph 4 is a bar chart describing the ratio of participants that diagnosed any behavior disorder (Conduct disorder and/or 

oppositional defiant disorder) in each case, separated by participant group. 
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4.1.6. Psychosis 
The Japanese group diagnosed more psychosis in the first case (15.1%) compared to the US 

(2.4%) and UK (2.8%) clinicians. In the second case, psychosis diagnosis was significantly more 

frequent in the US group (14%) compared to the other two groups (P=0.013). In the last case, only 4% 

of US clinicians diagnosed psychosis. This is significantly lower than the other groups, in which 14% of 

UK clinicians and 17% of Japanese clinicians diagnosed psychosis (P=0.029). 

 

4.1.7. Other key disorders  
Some disorders had significant differences in diagnosis in specific cases. In the second case, the UK 

clinicians diagnosed learning disorders significantly more often, but none of the Japanese clinicians 

diagnosed learning disability in this case (P=0.027, Table 4). In the same case, the UK clinicians were 

also much more prone to diagnose language disorders compared to their colleagues in the US and 

Japan (P=<0.001). In the fourth case, 78% of US clinicians diagnosed OCD, which was significantly 

higher than the UK clinicians (53%) and the Japanese clinicians (45%).  

 

4.2. Differences in Diagnosis Divided by Type of Disorder 

4.2.1. Mood disorder 
As predicted, US clinicians diagnosed mood disorders (mania, mixed and/or agitated depression) 

significantly more frequently compared with their colleagues in the UK and Japan and were also more 

prone to diagnosing comorbid disorders with mania, as can be seen in Table 5 88.2% of the US 

clinicians diagnosed mood disorder, and 69.4% diagnosed a comorbid disorder with it (Table 5). 

In the second case, low percentages of all groups diagnosed the case as a mood disorder, with 

28.2% of the US clinicians, 5.5% of UK clinicians, and 8.3% of Japanese clinicians diagnosing some 

kind of mood disorder in this case. Both the US and UK groups diagnosed an externalizing disorder 

most often for this case, while in the Japanese group 81.1% made a differential diagnosis (Table 5). 

In the third case, mood disorder was the most common diagnosis among the US and Japanese 

clinicians. Differential diagnosis was the most common diagnosis by the UK clinicians (Table 5). 

In the fourth case, 18 of the UK clinicians (27.3%) diagnosed mood disorder, which is significantly 

less often than their colleagues in US and Japan (P=0.005, Table 5). 

4.2.2. Externalizing disorder 
Disorders included in the term “externalizing disorder” are ADHD, CD, and ODD. Overall, the 

Japanese clinicians diagnosed externalizing disorder less often than clinicians from the other two 

countries. Externalizing disorder was the most frequent diagnosis by all the groups and no significant 

difference was found. The US clinicians diagnosed externalizing disorder significantly more often in 

the third case, while the Japanese clinicians diagnosed externalizing disorder significantly less often in 
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the second, third, and fourth cases. About 76.4% of UK clinicians diagnosed externalizing disorder for 

the second case (P=<0.001, Table 5). 

4.2.3. Comorbid disorder 
In all of the cases, the UK clinicians diagnosed comorbid disorder significantly less often than the 

other two groups. In the second and fourth cases, only about 3% of the UK clinicians diagnosed 

comorbid disorders (P=<0.001). The US clinicians diagnosed comorbid disorders more often in Case 1 

than the other two groups, with 69.4% of the US participants diagnosing comorbid disorder (P=<0.001, 

Table 5). 

4.2.4. More than one differential diagnosis 
The US clinicians made a differential diagnosis significantly less often in Cases 1 and 2 compared to 

the other two groups. In every case, more than 50% of the UK and Japanese clinicians made some 

kind of differential diagnosis.  

Table 5 Differences in diagnosis between US, UK and Japanese clinicians on mood disorder, 
externalizing disorder, comorbid disorder and differential diagnosis of the first four cases. 

Diagnosis US: N (%) UK: N (%) JAPAN: N (%) P 
Case 1 N = 85 N = 73 N = 51   
Mood disorder 75 (88.2) 33 (45.2) 24 (47.1) <0.001 
Externalizing disorder 81 (95.3) 60 (84.5) 45 (84.9) NS (0.055) 
Comorbid disorder 59 (69.4) 18 (25.0) 23 (43.3) <0.001 
>1 Differential diagnosis 24 (22.4) 46 (63.9) 37 (69.8) <0.001 
Case 2 N = 85 N = 73 N = 53   
Mood disorder 24 (28.2) 4 (5.5) 5 (8.3) <0.001 
Externalizing disorder 48 (56.5) 55 (76.4) 15 (28.3) <0.001 
Comorbid disorder 17 (20.0) 2 (2.8) 16 (30.2) <0.001 
>1 Differential diagnosis 24 (34.3) 36 (52.2) 43 (81.1) <0.001 
Case 3 N = 70 N = 73 N = 53   
Mood disorder 64 (91.4) 50 (68.5) 40 (75.5) 0.003 
Externalizing disorder 57 (81.4) 43 (62.3) 21 (39.6) <0.001 
Comorbid disorder 30 (42.9) 13 (18.8) 24 (45.3) 0.002 
>1 Differential diagnosis 46 (54.1) 52 (72.2) 27 (50.9) 0.024 
Case 4 N = 68 N = 73 N = 51   
Mood disorder 18 (27.3) 5 (6.8) 11 (21.6) 0.005 
Externalizing disorder 39 (57.4) 36 (51.4) 18 (34.0) 0.032 
Comorbid disorder 13 (19.1) 2 (2.9) 16 (30.2) <0.001 
>1 Differential diagnosis 45 (66.2) 54 (76.1) 40 (75.5) NS (0.36) 
Table 5 is based on Table 4 in the paper by Dubicka et al. [5] added with new data from Japan. 
a) Mood Disorder = Mania and/or Depression 
b) Externalizing disorder = ADHD and/or conduct disorder/oppositional defiant disorder 
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4.3. Key Symptoms in Mania  
Table 6 Difference between US, UK, and Japanese clinicians in diagnosis of key symptoms in mania 

Diagnosis US: N (%) UK: N (%) JAPAN: N (%) P 
Case 1 N = 85 N = 73 N =53   
Euphoria 27 (31.8) 13 (17.8) 7 (13.2) 0.02 
Irritability 59 (69.4) 22 (30.1) 17 (32.1) <0.001 
Grandiosity 58 (68.2) 23 (31.5) 19 (35.8) <0.001 
Goal directed hyperactivity 28 (32.9) 7 (9.6) 3 (5.7) <0.001 
Distractibility 32 (37.6) 9 (12.3) 6 (11.5) <0.001 
Increased talkativeness 49 (57.6) 25 (34.2) 10 (18.9) <0.001 
Racing thoughts/Flight of 
ideas 39 (45.9) 18 (24.7) 16 (30.2) 0.015 
Decreased need for sleep 17 (20.0) 8 (11.0) 4 (7.7) NS (0.088) 
Pleasurable activities 51 (60.0) 15 (20.5) 15 (20.3) <0.001 
Psychosis 43 (50.6) 14 (19.2) 14 (28.0) <0.001 
  

   
  

Case 2 N = 85 N = 73 N =53   
Euphoria 15 (17.6) 3 (4.1) 5 (9.4) 0.023 
Irritability 15 (17.6) 4 (5.5) 6 (11.3) NS (0.061) 
Grandiosity 25 (29.4) 7 (9.6) 6 (11.3) 0.002 
Goal directed hyperactivity 17 (20.0) 4 (5.5) 3 (5.7) 0.005 
Distractibility 12 (14.1) 0 (0.0) 5 (9.4) 0.005 
Increased talkativeness 10 (11.8) 3 (4.1) 3 (5.7) NS (0.161) 
Racing thoughts/Flight of 
ideas 12 (14.1) 1 (1.4) 2 (3.8) 0.004 
Decreased need for sleep 2 (2.4) 1 (1.4) 1 (1.9) NS (0.908) 
Pleasurable activities 13 (15.3) 2 (2.7) 1 (1.9) 0.002 
Psychosis 9 (10.6) 2 (2.7) 3 (5.8) NS (0.137) 
  

   
  

Case 3 N = 70 N = 72 N = 53   
Euphoria 11 (15.7) 6 (8.3) 18 (34.0) 0.001 
Irritability 24 (34.3) 12 (16.7) 26 (49.1) 0.001 
Grandiosity 4 (5.7) 0 (0.0) 2 (3.8) NS (0.135) 
Goal directed hyperactivity 21 (30.0) 9 (12.5) 24 (45.3) <0.001 
Distractibility 9 (12.9) 6 (8.3) 18 (34.0) <0.001 
Increased talkativeness 23 (32.9) 14 (19.4) 29 (55.8) <0.001 
Racing thoughts/Flight of 
ideas 17 (24.3) 13 (18.1) 15 (28.8) NS (0.359) 
Decreased need for sleep 7 (10.0) 6 (8.3) 9 (17.3) NS (0.271) 
Pleasurable activities 11 (15.7) 3 (4.2) 9 (17.0) 0.04 
Psychosis 2 (2.9) 2 (2.8) 1 (1.9) NS (0.935) 
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Case 4 N = 68 N = 73 N = 53   
Euphoria 4 (5.9) 3 (4.1) 6 (11.3) NS (0.264) 
Irritability 13 (19.1) 3 (4.1) 7 (13.5) 0.021 
Grandiosity 8 (11.8) 3 (4.1) 4 (7.5) NS (0.235) 
Goal directed hyperactivity 9 (13.2) 1 (1.4) 4 (7.5) 0.025 
Distractibility 8 (11.8) 2 (2.7) 9 (17.0) 0.023 
Increased talkativeness 13 (19.1) 3 (4.1) 10 (13.5) 0.012 
Racing thoughts/Flight of 
ideas 9 (13.2) 4 (5.5) 8 (15.1) NS (0.168) 
Decreased need for sleep 12 (17.6) 4 (5.5) 9 (17.3) 0.054 
Pleasurable activities 1 (1.5) 0 (0.0) 1 (1.9) NS (0.53) 
Psychosis 6 (8.8) 0 (0.0) 3 (5.7) 0.041 
  

   
  

Case 5 N = 81 N = 73 N = 53   
Euphoria 62 (76.5) 63 (86.3) 43 (81.1) NS (0.303) 
Irritability 73 (90.1) 61 (83.6) 39 (73.6) 0.041 
Grandiosity 67 (82.7) 58 (79.5) 45 (84.9) NS (0.721) 
Goal directed hyperactivity 64 (79.0) 51 (69.9) 39 (74.4) NS (0.425) 
Distractibility 37 (45.7) 25 (34.2) 16 (30.8) NS (0.164) 
Increased talkativeness 70 (86.4) 62 (84.9) 46 (86.8) NS (0.947) 
Racing thoughts/Flight of 
ideas 66 (81.5) 63 (86.3) 41 (77.4) NS (0.425) 
Decreased need for sleep 67 (82.7) 61 (83.6) 42 (79.2) NS (0.81) 
Pleasurable activities 64 (79.0) 52 (71.2) 44 (83.0) NS (0.265) 
Psychosis 61 (75.3) 39 (53.4) 23 (46.0) 0.001 
Table 6 lists key mania symptoms and how many participants interpreted certain symptoms in each case vignette. 

a) N = number of participants that interpreted mania symptoms, % based on respondents for each diagnosis.  

 

4.3.1. Euphoria 
Difference in euphoria diagnosis was significant in the first three cases. US clinicians diagnosed 

euphoria significantly more then the other two countries in the first two cases. About 34% of the 

Japanese clinicians diagnosed euphoria in Case 3, which was significantly more than the US and UK 

clinicians did for this particular case (P=0.001). Overall, UK clinicians interpreted euphoria from 

behaviors less often than the US and Japanese clinicians did. No significant difference in diagnosis 

was found in the last two cases (Table 6). 

4.3.2. Irritability 
Irritability was diagnosed most often in the last classical case. The US clinicians diagnosed 

significantly more irritability (69.4%) in the first case compared with the UK and Japanese clinicians 

(both about 30%, with P=<0.001). In the second case, the US clinicians also diagnosed significantly 

more irritability than the UK and Japanese clinicians (P=0.001). The Japanese clinicians diagnosed 
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more irritability than their peers in the West in the third case, with 49.1% of the clinicians interpreting 

irritability (P=0.001). Only 4.1% of UK clinicians diagnosed irritability in case 4, which was significantly 

less than the US clinicians (19.1%) and Japanese clinicians (11.3%) (P=0.021). In the last case of 

classical mania in an older child, there was also a significant difference (P=0.041) in interpreting 

irritability. US clinicians diagnosed irritability most often, with 90.1% interpreting irritability, UK 

clinicians following with 83.6% interpreting irritability, and lastly the Japanese clinicians with 73.6%. 

4.3.3. Grandiosity 
There was only a significant difference in interpretation of grandiosity in the first two cases. In both of 

the cases, the US clinicians interpreted more grandiosity than clinicians from the other two countries. 

In the first case, 68.2% of the US clinicians interpreted behavior as grandiosity, which was about twice 

as many than the other two countries (31.5% for UK clinicians and 35.8% for Japanese clinicians, 

P=<0.001). In the second case, the 29.4% of US clinicians interpreted grandiosity, which was about 

three times more than the other two groups (P=0.002, Table 6). 

4.3.4. Goal-directed hyperactivity 
There was significant difference in interpretation of goal-directed hyperactivity in all cases except the 

last. The US clinicians were more prone to interpret goal-directed hyperactivity in Cases 1, 2, and 4. 

UK clinicians and Japanese clinicians were similar in the rate of interpreting this symptom except in 

the third case. 45.3% of the Japanese clinicians interpreted behavior as goal-directed hyperactivity 

(P=<0.001). The UK clinicians interpreted significantly less goal-directed hyperactivity in the fourth 

case, with only 1.4% of the participants interpreting this symptom (P=0.023).  

4.3.5. Distractibility 
There was significant difference in interpretation of distractibility in all the cases except the last. In the 

first case, the US clinicians interpreted distractibility the most often (Table 6). No UK participant 

interpreted distractibility as symptom in the second case, unlike the US and Japanese clinicians where 

over 10% interpreted distractibility as symptom (P=0.005). In the third case, 18 of the Japanese 

clinicians (34.0%) interpreted behavior as distractibility, which was more than their Western peers 

(P=<0.001). UK clinicians diagnosed significantly less distractibility in Case 4, with only 2.7% of the 

UK participants interpreting behavior as distractibility (P=0.023).  

4.3.6. Increased talkativeness 
57.6% of US clinicians interpreted increased talkativeness in the first case, which was significantly 

higher than the other two groups (P=<0.001). In the third case, the Japanese clinicians interpreted 

increased talkativeness significantly more than their Western colleagues (P=<0.001). In the fourth 

case, the US and Japanese clinicians had similar rates in interpretation of increased talkativeness, 

while the UK had significantly smaller portion of participants interpreting the symptom, only 4.1% 

(P=<0.012). No significant difference was found in the other cases.  
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4.3.7. Racing thoughts/flight of ideas 
45.9% of US clinicians interpreted racing thoughts / flight of ideas as symptom in the first case, which 

was significantly higher than in the other two groups (UK 24.7% and Japan 30.2%, P=0.015). US 

clinicians also interpreted this symptom more often in the second case, where about 14.1% interpreted 

this symptom (P=0.004). There was no significant difference was in the other cases.  

4.3.8. Decreased need for sleep  
UK clinicians diagnosed decreased need for sleep as symptom less than the other two groups, with 

5.5% of UK clinicians interpreting the symptom, compared to about 17% of the US and Japanese 

clinicians (P=0.054). None of the other cases had significant difference.  

4.3.9. Pleasurable activities 
About 60% of the US participants interpreted pleasurable activities as a mania symptom in the first 

case. This was about three times more than the UK and Japanese clinicians (P=<0.001). In the 

second case, about 15.3% of the US clinicians interpreted pleasurable activities, which was 

significantly higher than the other two groups (P=0.002). UK clinicians interpreted pleasurable 

activities significantly less often than the other two groups in the third case (P=0.04). None of the other 

cases had a significant difference. 

4.3.10. Psychosis 
About half of the US clinicians interpreted psychosis as symptom in the first case, which is significantly 

higher than what the other two groups thought (UK=19.2%, Japanese=28.0%, P=<0.001). None of the 

UK clinicians interpreted psychosis as symptom in the fourth case, which was significantly lower than 

the other two groups (US=8.8% and Japanese=5.7%, P=0.041). In the last case with a classical case 

of mania, about 75.3% of US clinicians interpreted psychosis as symptom, compared with 53.4% of 

the UK clinicians and 46.0% of Japanese clinicians (P=0.001).  
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5. Discussion 
5.1. Summary of Results by Each Country 
The case vignettes in this research paper described four different children, each with complex cases 

of possible mania.  

The last vignette about Nicole was designed to be an incontrovertible case of an older child with 

acute onset of mania episode, family history of depression, and classical signs of mania in an older 

child. There was a high level of agreement between the groups about this case being a mania. It could 

therefore be used to evaluate how the clinicians evaluated mania-like symptoms in the other vignettes. 

5.1.1. US 
As it was predicted, the US clinicians diagnosed mania more often compared to clinicians from the 

UK and Japan. Out of all the vignettes, the last one had the highest ratio of mania diagnosis by the US 

clinicians. This was predicted, as the case was a classic case of mania in an older child. The first case 

had the next highest ratio of mania diagnosis, with 75% of the US clinicians diagnosing mania. This 

was about 42% higher than the UK clinicians and 36% higher than the Japanese clinicians diagnosing 

mania for this case. The lowest ratio of mania diagnosis that the US clinicians made was with the 

fourth vignette, where about 24% of the US clinicians made a diagnosis of mania. The second case 

was about a boy who was referred for an acute mania episode, and it was different from the other 

cases because of the boy’s very young age (five years old). Regardless of the boy’s very young age, 

the US clinicians were much more likely to consider behavior as symptoms of mania. This behavior 

included, for example, jumping out of trees without fear, saying he would protect his grandmother from 

death, and telling the therapist that he could run faster than a car, which were interpreted by almost 

30% of the US clinicians as grandiosity. The US clinicians were also much more willing to consider 

other disorders, such as ADHD and PDD, as comorbid disorder with mania. Overall, the US clinicians 

were much more willing to consider symptoms as part of mania despite the lack of information in each 

vignette.  

5.1.2. UK 
The results from the UK clinicians were in many ways contrary to the US clinicians’. The last case 

had 92% of the UK clinicians diagnosing mania, which was the lowest ratio of mania diagnosis within 

the three groups. Not including the last case, the UK clinicians diagnosed the first case as manic more 

often than all of the other cases. 33% of the clinicians’ diagnosed mania, which was 59% lower than in 

the classical case. This is significantly lower than their counterparts in the US, where the difference of 

mania diagnosis ratio between the classical case and the first case was only 21%. The other cases did 

not have a high rate of mania diagnosis by the UK clinicians. The lowest ratios of mania diagnosis 

were in the second and fourth case, where about 6% of UK clinicians diagnosed mania. The UK 

clinicians diagnosed mania significantly less often in children and adolescents in these cases 

compared to their colleagues. The UK clinicians were more prone to diagnose some kind of 

externalizing disorder, such as ADHD and PDD. Another interesting trend within the UK clinicians was 

how much less they interpreted behavior as part of mania. In the classical case, there was not 
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significant disagreement between the three groups about which symptoms were present. That is to 

say, the UK clinicians diagnosed as manic symptoms as often as the US and Japanese clinicians did. 

However, in the other cases the UK clinicians seemed to be more reluctant to interpret certain 

behavior as being a part of mania. The second and fourth case had an especially low rate of 

recognizing mania-like symptoms among the UK clinicians.  

 

5.1.3. Japan 
When comparing the two English-speaking Western countries, it was not too difficult to predict the 

possible outcome. Many studies have been done in each country about the diagnosis rate of pediatric 

bipolar disorder, and many cross-national studies have also been done about various diagnostic 

differences between these two countries. However, studies where Japan is compared to the US 

and/or the UK on this specific subject are lacking, therefore it was not as simple to predict what the 

outcome would be. The predictions about the Japanese clinicians were that this group would diagnose 

mania less frequently than clinicians from the US. We also predicted that the Japanese group would 

diagnose mood disorders less frequently than the other two countries.  

Just like the other two groups, the Japanese clinicians diagnosed mania most often in the classical 

case, with a diagnosis rate of 94%, which corresponded with the other two groups. Unlike the Western 

countries, the case that had the highest mania-diagnosis besides the classical case was the third 

case. About 70% of the Japanese clinicians diagnosed mania for this case (24% less than the 

classical case), which was very different from the Western countries. About 39% of the Japanese 

clinicians diagnosed mania for the first case, a ratio similar to the UK group. This high ratio of mania 

diagnosis for the third case was unexpected. The most common mania symptoms that the Japanese 

clinicians thought were present were irritability, increased talkativeness and goal-directed 

hyperactivity, which was much higher than the other two countries. It seems that certain behavior of 

the boy in this case were interpreted by the Japanese as goal-directed hyperactivity and therefore 

treated as a mania symptom. The US and UK clinicians interpreted this same behavior as uneasiness 

caused by depression and anxiety. As Table 4 indicates, the Western clinicians agreed on the 

diagnosis of depression for this particular case, but the Japanese had significantly lower rates of 

depression diagnosis and instead remarkably high rates of mania diagnosis. The cause of this 

difference needs further investigation. 

 

5.2. Possible Reasons for Difference in Diagnosis 
From these results it can be concluded that there is significant cross-cultural difference in diagnosis of 

the same vignettes regarding mania and other mental disorders in children. In general, the 

psychiatrists trained in the US seemed to be more willing to give children a mania diagnosis. The UK 

clinicians were more prone to diagnosing externalizing disorders. Finally, the Japanese clinicians 

seemed to be less willing to diagnose depression and behavior disorders in children. The reason for 

these differences is not apparent, but we can speculate few possibilities. 
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The first possibility is that the difference lies in the diagnostic criteria of the DSM system and the 

ICD system. [5] As mentioned in the introduction of this paper, there was an enormous increase in 

diagnosis of prepubertal mania in the years 1996–2004. One of the objectives when changing from 

DSM-III to DSM-IV was to better coordinate the classification systems between the APA diagnostic 

manual and the ICD-10 of WHO. About 20 years later, we now have the fifth edition of DSM, and there 

is still considerable variation in the concept of mania in children between these manuals. The DSM 

classification system is symptoms based, and therefore, as long as criteria are met, there is technically 

no limit to how many diagnoses are made. That could be one of the reasons why US clinicians are not 

as hesitant as their colleagues to recognize symptoms as part of bipolar disorder. Clinicians in UK and 

Japan look more closely at the whole picture (episodes, family history, age of patient, etc.), which is in 

according with the ICD-10 guidelines. 

The second possibility is that there is a difference in attitude towards certain subtypes of mood 

disorders. Japanese and UK clinicians were not as open-minded towards the general idea of there 

being a bipolar spectrum. A few of the participants in Japan commented in the questionnaire that they 

were surprised by the fact that US clinicians would diagnose mania in some of the cases as the 

vignettes in the questionnaire had only limited information about each case. The UK clinicians also 

commented that they were rejecting mania diagnosis on the conceptual level. [5] There are also 

differences between psychiatrists in the understanding of a certain term or a spectrum in regard to 

other disorders. A 1969 study that compared diagnostic differences regarding schizophrenia between 

American and English psychiatrists concluded that American psychiatrists had a much broader 

understanding of schizophrenia compared to their English colleagues. Because they viewed 

schizophrenia as existing on a spectrum of varying degrees of severity, they diagnosed schizophrenia 

significantly more frequently in the exact same patients that English psychiatrists diagnosed as having 

depression. [14] This study, which shone light on the inconsistency between how countries diagnose 

the same disease, was one of the factors that lead to the development of the DSM-III, which was 

made in coordination with the development of ICD-9. [15, 16] This historical study and its contribution 

on later modification on diagnostic criteria emphasize the importance of making cross-cultural studies 

and looking for any possible shortcoming in the current diagnostic criteria for any mental disorder. 

The third possibility has to do with how Japanese clinicians perceive mood symptoms, especially 

depression symptoms, in children. One of the main hypotheses for this paper was that the Japanese 

clinicians would, overall, diagnose mood disorders least frequently. This did not turn out to be true in 

all cases. In the third case, UK and US clinicians interpreted the case as depression, while the 

Japanese saw it as mania. These were unexpected results and tell us that Japanese clinicians 

recognized mood symptoms, just like US and UK clinicians, but were not able to categorize either as 

depressive symptoms or manic symptoms. This might have lead to these unexpected results. One of 

the reasons why we predicted that the Japanese clinicians would be more reluctant than the Western 

clinicians to make depression diagnosis is hinted at in data from the OECD. The rate of depression 

diagnosis in Japan is one of the lowest in the world.[17] Despite this low diagnosis of depression 

Japan has one of the highest suicide rates of the OECD countries, with 20 deaths caused by suicide 

per 100,000 population. [18] The leading cause of death of teenagers’ aged 15–19 is suicide, and this 
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is also the leading cause of death within the age group of 20–39. For the age groups 10–14, suicide is 

the second most frequent cause of death. [19] There is an inconsistency in how Japanese clinicians 

perceive and diagnose mood disorder but more investigation is needed on this matter.  

The fourth possibility has to do with the development of an increasing rate of bipolar disorder 

diagnosis in children in the US. [6, 7] Blader et al. ponder a few ideas for the reasons for this 

significant increase in inpatient diagnosis. One speculation was that the duration of hospitalization had 

become shorter than it was before, so there was more frequent re-hospitalization of those already 

diagnosed with bipolar disorder. [6] The second reason was that clinicians detected more bipolar 

disorder cases among youth and tended to refer for inpatient care for patients who were previously 

regarded as having only a conduct problem or other problems not related to mood disorders. [6] The 

third reason was that clinicians were now able to diagnose the same clinical symptoms and 

phenomena as bipolar disorder and not some other diagnosis. The DSM-IV was published in 1994 

and allowed for broader definition of the bipolar disorder spectrum. [3, 6] 

Moreno et al. had similar speculations on the reason for the significant increase in outpatient 

diagnosis. The first possibility that perhaps pediatric bipolar disorder was underdiagnosed before and 

is now correctly diagnosed. The number of publications and research paper regarding bipolar disorder 

in children and adolescents increased from the 1990s, and the disease and disorder has also gained 

more media coverage in recent years. [7] This increased media coverage may have boosted people’s 

awareness of bipolar disorder and consequently encouraged people to seek medical help. [7] As 

mentioned in the introduction of this paper, Biederman and his colleagues at MGH have been at the 

frontline for the diagnosis of bipolar disorder in children and are very likely one of the reasons for this 

increasing awareness and interest in pediatric bipolar disorder. [8] The second speculation of Moreno 

et al. was again similar to Blader et al. [6], that children and adolescent were being overdiagnosed 

with bipolar disorder. Unlike adult bipolar disorder, manic symptoms are nonspecific for bipolar 

disorder in children and therefore easier to diagnose as some kind of bipolar disease. Another factor in 

possible misdiagnosis of bipolar disorder in children is the overlapping of other common disorders in 

children such as ADHD, CD, and other comorbid disorders. [7] 

The possibilities listed above for the reason of cross-national difference in diagnosis of bipolar 

disorder in children are mere speculations and further research must be done before any conclusions 

can be drawn. 

 

5.3. Strength and Limitations 
The research used written vignettes, so there was no opportunity for participants to ask for more 

details about specific symptoms. The recruitment of participants was different in each country, which 

could have resulted in non-equivalent groups.  

This research may be small-scale, but the results do indicate diagnostic differences, and the results 

are in fact relevant to future research on cross-national differences in diagnosis and perception of 

mental disorders in children. Hopefully the results of this study, along with other studies, will 

encourage others to perform larger-scale research studying the cross-national difference in diagnosis 
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of pediatric bipolar disorder. Correct mental diagnosis is especially vital for children and adolescents, 

as medical treatment depends on what mental disorder is afflicting each individual.  

5.4. Final Words 
Bipolar disorder and other mental disorders in children and adolescents are difficult to diagnose due to 

their complex nature. Many prepubertal disorders have overlapping symptoms, which can lead to 

misdiagnosis. The APA and WHO have made coordinating manuals to eliminate the possible cross-

national difference in diagnosis of similar cases, but clearly more work needs to be done in that area. 

Whether children in the US are overdiagnosed with mood disorders or UK and Japanese children are 

underdiagnosed, psychiatrists and clinicians around the world need to be aware of the existence of 

cross-national differences in diagnoses and work together to refine the diagnostic criteria of mood 

disorders so that individuals will get the correct treatment.  
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Appendix I 
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Appendix II 
Questionnaire translated in Japanese 
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