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abstract
Objective. to test for differences in reported age at onset (aao) of bipolar i affective disorder in clinical samples drawn 
from europe and the usa. Methods. admixture analysis was used to identify the model best fitting the observed aao 
distributions of two large samples of bipolar i patients from europe and usa (n  3616 and n  2275, respectively). 
theoretical aao functions were compared between the two samples. Results. the model best fitting the observed distribu-
tion of aao in both samples was a mixture of three gaussian distributions. the theoretical aao functions of bipolar i 
disorder differed significantly between the european and usa populations, with further analyses indicating that (i) the 
proportion of patients belonging to the early-onset subgroup was higher in the usa sample (63 vs. 25%) and (ii) mean 
age at onset (sD) in the early-onset subgroup was lower for the usa sample (14.5  4.9 vs. 19  2.7 years). Conclusions. 
the models best describing the reported aao distributions of european and usa bipolar i patients were remarkably 
stable. the intermediate- and late-onset subgroups had similar characteristics in the two samples. however, the theoretical 
aao function differed significantly between the usa and european samples due to the higher proportion of patients in 
the early-onset subgroup and the lower mean age-at-onset in the usa sample.

Key words: Bipolar I disorder, age at onset, adolescent, vulnerability factors, precipitating factors

introduction

several recent clinical studies have suggested that the 
frequency of bipolar disorder in youth is much higher 
in the usa than in europe. onset during childhood 
and adolescence has been reported for up to 66% of 
bipolar patients in the usa (Perlis et al. 2004; Pavu-
luri et al. 2005; kessler et al. 2005), with much lower 
percentages reported for european samples (soutullo 
et al. 2005). Post et al. (2008) recently reported that 
bipolar disorder begins during childhood or adoles-
cence in 61% of patients in the usa, but only 30% 

of patients in the netherlands or germany. similar 
results were obtained for a norwegian sample (38% 
of patients with an onset before the age of 18 years) 
(larsson et al. 2010). however, the picture remains 
complex, for several reasons. First, these observa-
tions have not been uniformly replicated. in particu-
lar, Baldessarini et al. (2010) reported early onset of 
bipolar disorder to be more frequent in europe, but 
this study included bipolar i and ii patients in the 
sample (1456 european and 246 usa patients). 
similarly, Beesdo et al. (2009) suggested a mean age 
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2 F. Bellivier et al.

both the mean aao of this group and the proportion 
of patients belonging to this subgroup between the two 
locations. Differences between europe and the usa 
may be quantitative (similar mean aao in the early-
onset subgroups but with different proportions), 
qualitative (different ages at onset and different pro-
portions) or both. For such a comparison of aao 
between the usa and europe, large samples drawn 
from naturalistic studies are needed to minimise 
selection bias.

the aim of this study was to compare the theo-
retical age-at-onset function of bipolar i disorder 
between large samples from the usa and europe, 
and to explore specifically the characteristics of the 
early-onset subgroups of the two samples.

Methods

Sampling method

adult patients with bipolar i disorder who gave an 
informed consent and for whom information was 
available concerning aao were included. age at 
onset was defined as the age at which the patient first 
met the DsM-iv criteria for a mood episode (either 
depressive, manic, hypomanic or mixed). at inclu-
sion, patients met diagnostic criteria (DsM-iv) for 
bipolar i disorder.

european subjects were identified from two data-
bases. We first selected a sample, part of an ongoing 
genetic study, in which all consecutive bipolar i 
patients (n  763) admitted to one of four centres 
(Paris, Bordeaux, geneva and nancy) between 1994 
and 2008 were asked to participate. We also used 
data drawn from the european Mania in Bipolar 
longitudinal evaluation of Medication (eMBleM) 
study. the eMBleM study was a 2-year, pan-eu-
ropean, prospective observational study on the out-
comes of pharmacological treatment in patients with 
bipolar i disorder who experienced a manic/mixed 
episode. across 14 european countries (Belgium, 
Denmark, Finland, France, germany, greece, ire-
land, italy, the netherlands, norway, Portugal, 
spain, switzerland and the uk), 3459 adult inpa-
tients and outpatients were enrolled, at the discretion 
of their treating psychiatrist. Further details of the 
eMBleM study design, the samples and baseline 
characteristics of the patients have been published 
elsewhere (haro et al. 2006; goetz et al. 2007; vieta 
et al. 2008).

the total initial sample consisted of 4222 euro-
pean bipolar i subjects, from which 606 subjects 
were excluded from the analysis for the following 
reasons: missing data concerning age at first mood 
disorder episode, missing data for date of birth and 
inconsistencies in the definitions of age-at-onset 

of onset of bipolar disorder between 14 and 15 years 
in a german representative community sample of 
3,021 subjects aged 14–24 years at baseline and  
prospectively assessed (up to 10 years follow-up). 
however, aao evaluated using prospective follow-up 
studies cannot be directly compared to retrospec-
tively reported aao as evaluated in clinically ascer-
tained samples. Prospective follow up studies provide 
a more valid evaluation of aao, but diagnostic con-
fidence is improved when studies incorporate course 
of illness markers and a range of sources of clinical 
information in the diagnostic assessment (Carlson 
2011) and focus especially on the most reliable and 
valid bipolar diagnoses (namely bipolar i or ii disor-
der). this is important, as evidence for the existence 
of cross-national differences in the age-specific inci-
dence of bipolar disorders in youth remains conflict-
ing. For example, in a recent meta-analysis, van 
Meter et al. (2011) concluded that there were no 
differences in the age-specific incidence of narrowly 
defined bipolar i and ii disorders in children and 
adolescents recruited in the usa compared to non-
usa epidemiological samples. however, when a 
broader definition of bipolar disorder was used (e.g., 
including bipolar nos and paediatric bipolar cases), 
a higher incidence of bipolar disorder was observed 
in the usa samples by comparison of non-usa 
samples (van Meter et al. 2011).

overall, it remains difficult to interpret the differ-
ences between europe and the usa in terms of aao 
of bipolar i disorder, and to determine whether these 
represent artefacts relating to methodological differ-
ences or clinical assessment biases or if they repre-
sent true differences in terms of risk or precipitating 
factors.

in recent years, several groups have suggested that 
bipolar i disorder aggregates into three age-at-onset 
groups (Bellivier et al. 2001, 2003; lin et al. 2006; 
Manchia et al. 2008; hamshere et al. 2009; ortiz  
et al. 2011; tozzi et al. 2011). using admixture anal-
yses, these independent studies have shown that the 
theoretical model best accounting for the observed 
distribution of aao is consistent with the existence 
of three age-at-onset subgroups in bipolar i affective 
disorder. in these studies, the means and standard 
deviations (sDs) characterizing each subgroup were 
remarkably similar, suggesting that this model is 
highly robust (hamshere et al. 2009; ortiz et al. 
2011; tozzi et al. 2011). these results and others 
suggest that the age-at-onset subgroups of bipolar i 
disorder may be associated with specific risk factors 
(for a review, see leboyer et al. 2005). one way to 
further explore the observed differences in aao of 
bipolar i disorder between the usa and europe in 
more detail is to focus on the early-onset subgroup 
identified in admixture  analyses and to compare 
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the theoretical age-at-onset function in the two sam-
ples. several models were estimated and compared, 
using maximum likelihood ratio tests. each gaussian 
mixture model was estimated with a stochastic eM 
algorithm (Celeux and Diebolt 1990). the number 
of components of each model was determined by 
maximum likelihood ratio tests. Four models were 
estimated: M1 and M2, fitting the european and 
usa samples, respectively, and M3, fitting the pooled 
data of the two samples. a comparison of M3 log-
likelihood versus (M1 log-likelihood  M2 log-like-
lihood) was used to test the null hypothesis that 
european and north american populations had 
identical age-at-onset density functions. M4 was a 
specific model with a common mean and a common 
standard deviation for both populations, but with 
different weights. this specific model was constructed 
to test the hypothesis that european and american 
population had the same gaussian components, but 
with different frequencies. this model was estimated 
with a slightly modified version of the program: the 
standard program is based on a stochastic eM algo-
rithm (Celeux and Diebolt 1990). it allows the 
means and standard deviations of each subgroup to 
vary independently. For this test, constraints have 
been added: means and standard deviations of all 
subgroups were equal, and only the subgroup fre-
quencies were allowed to vary between subgroups. 
M4 was also compared with (M1  M2) in a maxi-
mum likelihood ratio test.

results

Theoretical age-at-onset function for the  
USA and European samples

the european sample consisted of 3616 bipolar i 
patients (1603 male and 2013 female patients). 
Mean (sD) age at interview was 44.02  13.2 
years, mean aao was 28.8  10.9 years and mean 
disease duration was 15.3  11.2 years (table i). 
the model that best fitted the observed distribution 
of aao was a mixture of three subgroups with the 
following characteristics (mean  sD (proportion)): 
19  2.7 years (24.8%), 27.2  6.3 years (50.7%), 
41.8  10.7 years (24.5%)) (table ii, Figure 1).

the usa sample consisted of 2275 bipolar i patients 
(812 male and 1463 female patients). Mean ( sD) 
age at interview was 40.8  11.7 years, mean aao was 
20.03  10.4 years and mean duration of illness was 
20.7  12 years (table i). the model that best fitted 
the observed distribution of aao for the usa sample 
was also a mixture of three subgroups with the  
following characteristics (mean  sD (proportion)): 
14.5  4.9 years (63%), 26.5  7.6 years (28.5%), 
39.5  12.5 years (8.5%) (table ii, Figure 2).

used for a given subject. thus, 3616 bipolar i patients 
of european origin were included.

For the usa sample, a detailed description of the 
recruitment and diagnostic validation of the stanley 
Center Bipolar registry has been reported elsewhere 
(Cluss et al. 1999; kupfer et al. 2002), and we will 
therefore provide only a brief description here.  
subjects identifying themselves as having bipolar 
disorders were recruited through stanley Center 
staff presentations at patient and family organization 
meetings and at meetings with healthcare profession-
als (in community mental health clinics, private  
psychiatry practices and general hospitals with psychi-
atric services, university psychiatric departments and 
state psychiatric hospitals), announcements in news-
papers, on the radio and on television, and through 
a web site. the period of recruitment extended from 
1995 to 1999. subjects who signed an informed con-
sent form (approved by the university of Pittsburgh 
institutional review Board) completed an inter-
viewer administered and directed questionnaire. 
Demographic, clinical and treatment characteristics, 
including details of the first episode of illness, were 
obtained. For the most part, the self-identification of 
the subjects with bipolar disorder was based on their 
having been diagnosed with this condition by a psy-
chiatrist. the validity of the diagnosis in these self-
identified bipolar disorder subjects was verified in a 
subset of 100 randomly selected individuals assessed 
by trained psychiatric clinicians, in a face-to-face 
interview, using the structured Clinical interview for 
DsM-iv axis i Disorders, Patient edition (sCiD) 
(First et al. 1995). these sCiD diagnoses were  
verified by a supervising psychiatrist, or a senior 
research coordinator. the vast majority (93%) of 
these subjects met the criteria for a DsM-iv bipolar 
disorder (Cluss et al. 1999), demonstrating that most 
of the self-identified bipolar disorder subjects had 
accurately reported their diagnosis.

the analyses presented here are based on data for 
the 2839 registry participants living within a 150-
mile radius of the Pittsburgh metropolitan region 
(kupfer et al. 2002), because the diagnostic validity 
study was conducted for this group only (Cluss  
et al. 1999). the sample was further limited to 2308 
participants for whom data concerning the first epi-
sode of illness had been obtained. among those, only 
subjects with bipolar i disorder were included 
(n  2275).

Statistical methods

We already used admixture analysis to identify the 
theoretical age-at-onset function best fitting the 
observed distribution in several analyses (Bellivier et al. 
2001, 2003). the same method was used to identify 
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4 F. Bellivier et al.

table i. Characteristics of the us and the european samples.

eu sample 
(n  3616)

us sample 
(n  2275) P value

Male/female ratio
n
proportions

1603/2013
44.34/55.66

812/1463
35.69/64.31

P  0.0001

age at interview
Mean age (years)
 sD

44.02
13.2

40.8
11.7

P  0.0001

age at onset
Mean age (years)
 sD

28.8
10.9

20.03
10.4

P  0.0001

Disease duration
Mean age (years)
 sD

15.3
11.2

20.7
12

P  0.0001

table ii. Models best fitting the observed distribution of age at 
onset in the european and north american samples.

eu sample 
(n  3616)

us sample 
(n  2275)

early-onset subgroup
Mean age at onset (years)
 sD
 Proportion

19
2.7

24.8%

14.5
4.9

63%
intermediate-onset subgroup

Mean age at onset (years)
 sD
 Proportion

27.2
6.3

50.7%

26.5
7.6

28.5%
late-onset subgroup

Mean age at onset (years)
 sD
 Proportion

41.8
10.7
24.5%

39.5
12.5
8.5%

Comparison of the distribution of early-, intermediate- and late-
onset subjects, defined according to the theoretical models: 
c²  874.9, df  2, P  10–10).

sex ratio, mean aao, mean age at interview and 
mean duration of illness were significantly different 
between the two samples (table i). age-at-onset 
functions were significantly different between the 
usa and european samples (c²  1457, df  8, 
P  10–14). the proportions of subjects in each age-
at-onset (aao) subgroup differed significantly 
between the two samples (c²  874.9, df  2, 
P  10–10) (table ii). We also investigated whether 
the significance of the difference between the two 
aao models resulted from differences in propor-
tions only, or differences in both proportions and 
mean aao for the theoretical subgroups. We showed 
that both the means of each subgroup and the pro-
portion of subjects in each subgroup differed between 
the two samples (c²  323, df  6, P  10–3). these 
differences principally reflected differences in the 
early-onset subgroup (differences in means), the 
characteristics of the other two subgroups (interme-
diate and late onset) being very similar in the two 
samples (in terms of mean values obtained).

We calculated the probability of belonging to each 
subgroup for each patient. the patients were then 
grouped, with each patient assigned to the subgroup 
to which he or she had the highest probability of 
belonging. this process made it possible to identify 
suitable age cut offs for distinguishing between the 
early-, intermediate- and late-onset subgroups. in 
the usa sample, the cut offs between early- inter-
mediate and intermediate-late onset were 22 and 40 
years, respectively. in the european sample, the cut 
offs between early-intermediate and intermediate-
late onset were 21 and 37 years, respectively.

Discussion

the theoretical age-at-onset function was similar 
between the european and usa samples with the best 
fitting model being a mixture of three subgroups with 
similar cut off points separating the early- and the 
intermediate-onset groups and the intermediate- and 
late-onset groups. this suggests that the underlying 
theoretical model is the same, and is consistent with 
several previous reports in populations of different ori-
gins demonstrating the existence of three age-at-onset 
subgroups in bipolar i disorder (Bellivier et al. 2001, 
2003; lin et al. 2006; Manchia et al. 2008; hamshere 
et al. 2009; ortiz et al. 2011; tozzi et al. 2011). how-
ever, significant differences between the usa and 
european samples were observed for the early-onset 
subgroup (a higher proportion of subjects belonged 
to this group and the mean aao was lower in the 
usa). the intermediate- and late-onset subgroups 
had similar characteristics in the two samples, sug-
gesting that the factors accounting for these differ-
ences are (i) specific to the early-onset subgroup and 
(ii) both quantitative and qualitative.

our finding that more than 60% of usa bipolar 
i patients belong to the early-onset subgroup is 
highly consistent with other results obtained for the 
usa population, as reported by Perlis et al. (2004) 
(66% of bipolar i patients with disease onset during 
childhood or adolescence), lish et al. (1994) (59% 
of bipolar i patients with an onset before the age of 
20) and lin et al. (2006) (79% with an onset before 
the age of 21). the european rate – less than  
half that in the usa, with 28.5% of the sample of 
bipolar i patients belonging to the early-onset sub-
group – is again highly consistent with previous 
results obtained in various european populations: 
30.3% of patients with an onset before the age of 20 
in the study by Baldessarini et al. (2010), 47% with 
an onset before the age of 22 in the study by ham-
shere et al. (2009), 38% with an onset before the age 
of 18 in the study by larsson et al. (2010), 36% with 
an onset before the age of 20 in the study by Man-
chia et al. (2008) and 27.9% with an onset before 

W
or

ld
 J

 B
io

l P
sy

ch
ia

tr
y 

D
ow

nl
oa

de
d 

fr
om

 in
fo

rm
ah

ea
lth

ca
re

.c
om

 b
y 

U
ni

ve
rs

ity
 o

f 
G

en
ev

a 
on

 0
1/

05
/1

2
Fo

r 
pe

rs
on

al
 u

se
 o

nl
y.



Age at onset in bipolar affective disorder        5

age at onset (USA cohort)

0

0,01

0,02

0,03

0,04

0,05

0,06

1 3 5 7 9 11 13 15 17 19 21 23 25 27 29 31 33 35 37 39 41 43 45 47 49 51 53 55 57 59
Age at onset

pr
ob

ab
ilit

y 
de

ns
ity

 fu
nc

tio
n

Figure 2. theoretical age-at-onset function in the us sample.
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Figure 1. theoretical age-at-onset function in the european sample.

the age of 21 in the study by Bellivier et al. (2003). 
there is one recent study that reported conflicting 
findings, with an earlier aao in europe than in the 
usa, but this discrepancy may be accounted for by 
differences in both the sampling (bipolar i and ii 
patients were included) and recruitment strategy 
used in the usa (Baldessarini et al. 2010).

several possible limitations should be discussed 
with regard to the interpretation of our results. recall 
biases and errors in measurement during the retro-
spective assessment of aao have been discussed at 
length in previous reports, but there is little reason 
to suspect that these alone could account for the 
differences observed between the usa and europe. 

there is a theoretical possibility that the usa sam-
ple remembered age of first onset of psychiatric 
symptoms that were not affective disorders and ret-
rospectively attributed all the symptoms to the onset 
of a mood episode rather than disorders that fre-
quently precede mood episodes in those at risk of 
bipolar disorders such as conduct or sleep disorders 
(kim-Cohen et al. 2003). however, against this 
notion is the fact that similar differences in aao were 
obtained in studies using the same ascertainment 
strategy and assessment procedures for samples for 
the usa and europe (Post et al. 2008, 2011). More-
over, these differences are consistent with those 
observed in prospective studies of childhood clinical 
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6 F. Bellivier et al.

“bipolar i disorder” is high. as noted recently by 
Carlson (2011), possible selection bias and how  
representative are the populations studied, are impor-
tant issues in cross-national comparative studies.  
For the usa sample, individuals referred themselves 
following a call for participation to the stanley Cen-
ter for innovative treatment of Bipolar Disorder 
through which the registry data were collected. they 
came from as far as 150 miles away from Pittsburgh 
and were not part of the specialist mood clinic pop-
ulation. For this reason, a major selection bias is 
unlikely and it is also notable that this sample is 
representative of the cases recruited to the stanley 
Center Bipolar registry from across the whole of the 
usa. For the european sample, both sources of 
recruitment included consecutive clinical referrals 
(out- or in-patients). For this reason, a major selec-
tion bias is also unlikely. Finally, ascertainment bias 
due to differences in the health care system between 
the usa and europe may have occurred. however, 
such bias can only explain the differences in propor-
tion of early onset patients, it cannot account for the 
shift of mean aao observed in the early onset sub-
group only. in addition, in presence of ascertainment 
bias, the three age-at-onset subgroups are supposed 
to differ between samples. in our hands, only the 
early onset subgroup was different between the usa 
and europe. in summary, whilst acknowledging pos-
sible differences in patient’s recall and some aspects 
of assessment and sampling procedures, such factors 
do not fully explain the differences observed; below 
we discuss potential clinical and developmental 
explanations of our findings.

if these differences between the usa and europe 
are real, then they may have several possible causes. 
early onset bipolar i disorder is more familial and 
is associated with a higher genetic risk in bipolar 
disorder. the usa population may therefore dis-
play greater genetic loading, for which several 
mechanisms may be proposed: a higher risk of 
affective illness in those who migrated from europe 
to the usa, differences in health policy between 
the usa and europe concerning women with 
bipolar i disorder having children, a higher rate of 
assortative mating (Post et al. 2008; Mathews and 
reus 2001), the more rapid accumulation of vul-
nerability genes because of shorter intervals 
between reproductive generations. various genetic 
mechanisms, such as anticipation (lange and 
Mcinnis 2002), gene–environment interaction and 
gene–environment correlation, may also differ in 
importance between the usa and europe. however, 
further investigations are necessary to prove or 
disprove the possible role of genetic mechanisms 
and the magnitude of any proposed genetic effect 
on these differences.

psychiatric populations (Pavuluri et al. 2005; soutullo 
et al. 2005) and in studies of populations at high risk 
(reichart and nolen 2004; Chang et al. 2000).

there may be differences in recall bias between 
the two samples due to differences in the mean age 
at interview leading to age-related forgetting (the risk 
of failing to recall the first episode experienced) or 
post-dating (attributing a later age of onset to the first 
episode). the european group were older at inter-
view than the usa group (mean age 44  13.2 vs. 
40.8  11.7 years) and mean aao was lower in the 
usa sample than in the european sample (20  10.4 
vs. 28.8  10.9 years), whereas the mean duration 
of the illness was much lower in the european sam-
ple (15.3 vs. 20.7 years). the possibility that this 
explains some of the findings cannot be totally 
excluded but again this would require that this phe-
nomena was so prevalent in the european group that 
it masked other effects – we therefore suggest it is 
unlikely to truly explain the degree of difference. 
Furthermore, if there really was an effect of recall 
bias, it would also be expected to affect the interme-
diate- and late-onset subgroups, whereas this was 
only true for the early onset group. a birth cohort 
effect to explain the observed differences (da silva 
Magalhaes et al. 2009) is unlikely for the same rea-
son (namely that the shift of aao would be expected 
to be observed for all subgroups).

Cultural differences or differences in how clini-
cians rate symptoms or accessibility to specialized 
mental health care, between the usa and the europe, 
may contribute to the differences observed (Carlson 
2011). in particular, it has been shown that clini-
cian’s and rater’s culture may have an important 
impact on diagnostic accuracy of mania (Mackin et 
al. 2006). Psychometric properties of diagnostic 
tools may also vary across cultures (Mellsop et al. 
2007). in addition, during the last decade in the 
usa, the huge reported increase of the proportion 
of outpatient attendees diagnosed with bipolar dis-
order in youth is compatible with over-diagnosis of 
some clinical presentations, e.g., affective instability 
being misclassified as bipolar disorder (Moreno et al. 
2007). however, the recent usa findings do not 
explain the phenomena seen in the samples we 
recruited, as they had been service users for two to 
three decades prior to the studies of Moreno and 
others. We suggest that cultural factors and clinical 
ratings might influence the agreement for the diag-
nosis of an episode, but are less likely to influence 
agreement for a specific disorder, especially when 
lifetime history is rated using systematic structured 
interview schedules and trained assessors. in this 
study we are dealing with bipolar patients with sev-
eral years of evolution and we think that both in the 
usa and in europe, the diagnostic confidence of 
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comparisons on bipolar disorders at a north amer-
ican (e.g., usa versus Canada and/or versus europe) 
or worldwide level should be conducted in the future 
to clarify if the differences in rates extend between 
and across continents. More generally, future studies 
should investigate whether age-at-onset subgroups 
can be explained by the involvement of specific sus-
ceptibility factors and/or factors influencing aao 
(possibly independently of susceptibility to the disor-
der). thus, future clinical and fundamental research 
studies and clinical trials should systematically con-
sider aao when exploring susceptibility/protective 
factors, clinical presentations, course, outcome and 
therapeutic profiles in bipolar i disorders.

acknowledgments

this research was supported by grants from Assis-
tance Publique-Hôpitaux de Paris (CrC 94232), the 
French Ministry of research (PhrC, aoM98152), 
Institut National de la Santé et de la Recherche Médicale 
(inserM), the swiss national science Foundation 
(grants 32-40677.94 and 32-049746.96) and the 
French national science Foundation. the authors 
are grateful to eli lilly company (eMBleM cohort), 
aurelie raust, Barbara Cochet, renaud Cohen, Msc 
and nicolas Werner, MD, for their contribution. We 
are also grateful to the theodore and vada stanley 
Foundation for their support of the stanley Center 
for innovative treatment of Bipolar Disorder through 
which the registry data were collected.

statement of interest

none to declare.

references

Baldessarini rJ, Bolzani l, Cruz n, Jones PB, lai M, lepri B,  
et al. 2010. onset-age of bipolar disorders at six international 
sites. J affect Disord 121(1–2):143–146.

Beesdo k, höfler M, leibenluft e, lieb r, Bauer M, Pfennig a. 
2009. Mood episodes and mood disorders: patterns of inci-
dence and conversion in the first three decades of life. Bipolar 
Disord 11(6):637–649.

Bellivier F, golmard Jl, henry C, leboyer M, schurhoff F. 2001. 
admixture analysis of age at onset in bipolar i affective disor-
der. arch gen Psychiatry 58(5):510–512.

Bellivier F, golmard Jl, rietschel M, schulze tg, Malafosse a, 
Preisig M, et al. 2003. age at onset in bipolar i affective disor-
der: further evidence for three subgroups. am J Psychiatry 
160(5):999–1001.

Carlson ga. 2011. Will the child with mania please stand up?  
Br J Psychiatry 198:171–172.

Chang kD, steiner h, ketter ta. 2000. Psychiatric phenomenol-
ogy of child and adolescent bipolar offspring. J am acad Child 
adolesc Psychiatry 39(4):453–460.

Celeux g, Diebolt J. 1990. the eM and the seM algorithms  
for mixtures: statistical and numerical aspects. Cah Cero 32: 
135–151.

environmental susceptibility factors associated 
with early onset in BP-i may also play different roles 
in the usa and europe. Post et al. (2008, 2011) 
showed that the higher prevalence of childhood 
trauma in the usa was a factor that might poten-
tially account for differences in aao between europe 
and the usa. as childhood trauma is associated with 
an earlier aao of bipolar disorder (leverich and 
Post 2006; etain et al. 2008), our data are compat-
ible with a differential implication of childhood 
trauma in the usa and in europe. in a recent paper 
by Post et al. (2011), not only aao and early envi-
ronmental adversity were different between the usa 
and europe but also rapid cycling, more than 20 
prior episodes, comorbid anxiety and substance 
abuse disorders, and a positive parental history for 
an affective disorder. this further suggests important 
differences in the risk factor architecture between the 
usa and europe. other educational or stress factors 
and uncontrolled dietary factors may also be involved. 
Differences in precipitating factors may also result 
in differences in aao in vulnerable subjects. these 
factors include the prescription of stimulants to chil-
dren presenting with attention-deficit hyperactivity 
disorder (reichart et al. 2004; Masi et al. 2006) as 
well as, higher rates of antidepressant use in children 
and adolescents in the usa. the higher frequency in 
the usa of substance misuse or differential drug use 
may have also played a role. indeed, important regional 
differences in the frequency and the type of drug used 
may contribute to the differences observed on aao 
as shown in a recent study (da silva Magalhaes et al. 
2009).

in summary, consistent results have been obtained 
suggesting that there are three age-at-onset sub-
groups in bipolar i disorder (theoretical age-at-onset 
function in independent samples and stability of the 
cut off ages). these findings indicate that the catego-
rization of bipolar i disorder as a function of this 
onset variable is robust. this observation has several 
clinical and research implications. First, from a clin-
ical point of view, aao should be used as a specifier 
of bipolar i disorders in future diagnostic classifica-
tions, such as DMs-v, because it is probably a reli-
able indicator for delimiting different subgroups of 
patients with different clinical presentations, disease 
courses and therapeutic response profiles. it may 
also be useful for identifying important variables that 
could be used both in clinical treatment strategies 
and in public health preventive measures.

From the point of view of research, our findings 
deserve further investigation to provide clues to the rea-
sons for the higher frequency of susceptibility and/or 
precipitating factors in the usa and, possibly, the higher 
frequency of protective factors in european popula-
tions. in that regard, epidemiological cross-national 

W
or

ld
 J

 B
io

l P
sy

ch
ia

tr
y 

D
ow

nl
oa

de
d 

fr
om

 in
fo

rm
ah

ea
lth

ca
re

.c
om

 b
y 

U
ni

ve
rs

ity
 o

f 
G

en
ev

a 
on

 0
1/

05
/1

2
Fo

r 
pe

rs
on

al
 u

se
 o

nl
y.



8 F. Bellivier et al.

Manchia M, lampus s, Chillotti C, sardu C, ardau r, severino 
g, Del zompo M. 2008. age at onset in sardinian bipolar i 
patients: evidence for three subgroups. Bipolar Disord 
10(3):443–446.

Masi g, Perugi g, toni C, Millepiedi s, Mucci M, Bertini n, 
Pfanner C. 2006. attention-deficit hyperactivity disorder – 
bipolar comorbidity in children and adolescents. Bipolar Dis-
ord 8(4):373–381.

Mathews Ca, reus vi. 2001. assortative mating in the affective 
disorders: a systematic review and meta-analysis. Compr Psy-
chiatry 42(4):257–262.

Mellsop g, Dutu g, el-Badri s. 2007. Caos contribution to 
understanding cultural/ethnic differences in the prevalence of 
bipolar affective disorder in new zealand. aust nz J Psychia-
try 41(5):392–396.

van Meter ar, Moreira al, youngstrom ea. 2011. Meta-analysis 
of epidemiologic studies of pediatric bipolar disorder. J Clin 
 Psychiatry 72(9):1250–6.

Moreno C, laje g, Blanco C, Jiang h, schmidt aB, olfson M. 
2007. national trends in the outpatient diagnosis and treat-
ment of bipolar disorder in youth. arch gen Psychiatry 
64(9):1032–1039.

ortiz a, Bradler k, slaney C, garnham J, ruzickova M, 
o’Donovan C, hajek t, alda M. 2011. an admixture analysis 
of the age at index episodes in bipolar disorder. Psychiatry res 
188(1):34–39.

Pavuluri Mn, Birmaher B, naylor MW. 2005. Pediatric bipolar 
disorder: a review of the past 10 years. J am acad Child  
adolesc Psychiatry 44(9):846–871.

Perlis rh, Miyahara s, Marangell lB, Wisniewski sr, ostacher 
M, DelBello MP, et al. 2004. long-term implications of early 
onset in bipolar disorder: data from the first 1000 participants 
in the systematic treatment enhancement program for bipolar 
disorder (steP-BD). Biol Psychiatry 55(9):875–881.

Post rM, luckenbaugh Da, leverich gs, altshuler ll, Frye 
Ma, suppes t, et al. 2008. incidence of childhood-onset bipo-
lar illness in the usa and europe. Br J Psychiatry 192(2): 
150–151.

Post rM, leverich gs, altshuler ll, Frye Ma, suppes t, keck 
Pe, et al. 2011. Differential clinical characteristics, medication 
usage, and treatment response of bipolar disorder in the us 
versus the netherlands and germany. int Clin Psychopharma-
col 26(2):96–106.

reichart Cg, nolen Wa. 2004. earlier onset of bipolar disorder 
in children by antidepressants or stimulants? an hypothesis.  
J affect Disord 78(1):81–84.

soutullo Ca, Chang kD, Diez-suarez a, Figueroa-Quintana a, 
escamilla-Canales i, rapado-Castro M, ortuno F. 2005. Bipo-
lar disorder in children and adolescents: international perspec-
tive on epidemiology and phenomenology. Bipolar Disord 
7(6):497–506.

tozzi F, Manchia M, galwey nW, severino g, Del zompo M, 
Day r, et al. 2011. admixture analysis of age at onset in  
bipolar disorder. Psychiatry res 185(1–2):27–32.

vieta e, Panicali F, goetz i, reed C, Comes M, tohen M. 2008. 
olanzapine monotherapy and olanzapine combination therapy in 
the treatment of mania: 12-week results from the european Mania 
in Bipolar longitudinal evaluation of Medication (eMBleM) 
observational study. J affect Disord 106(1–2):63–72.

Cluss Pa, Marcus sC, kelleher kJ, thase Me, arvay la, kupfer 
DJ. 1999. Diagnostic certainty of a voluntary bipolar disorder 
case registry. J affect Disord 52(1–3):93–99.

da silva Magalhaes Pv, gomes Fa, kunz M, kapczinski F. 2009. 
Birth-cohort and dual diagnosis effects on age-at-onset in Bra-
zilian patients with bipolar i disorder. acta Psychiatr scand 
120(6):492–495.

etain B, henry C, Bellivier F, Mathieu F, leboyer M. 2008. 
Beyond genetics: childhood affective trauma in bipolar disor-
der. Bipolar Disord 10(8):867–876.

First MB, spitzer rl, gibbon M, Williams JBW, Davies M, Borus 
J, et al. 1995. the structured Clinical interview for DsM-iii-r 
Personality Disorders (sCiD-ii). Part ii: Multi-site test-retest 
reliability study. J Person Disord 9(2):92–104.

goetz i, tohen M, reed C, lorenzo M, vieta e. 2007. Functional 
impairment in patients with mania: baseline results of the 
eMBleM study. Bipolar Disord 9(1–2):45–52.

hamshere Ml, gordon-smith k, Forty l, Jones l, Caesar s, 
Fraser C, et al. 2009. age-at-onset in bipolar-i disorder: mix-
ture analysis of 1369 cases identifies three distinct clinical sub-
groups. J affect Disord 116(1–2):23–29.

haro JM, van os J, vieta e, reed C, lorenzo M, goetz i. 2006. 
evidence for three distinct classes of ‘typical’, ‘psychotic’ and 
‘dual’ mania: results from the eMBleM study. acta Psychiatr 
scand 113(2):112–120.

kessler rC, Berglund P, Demler o, Jin r, Merikangas kr,  
Walters ee. 2005. lifetime prevalence and age-of-onset distri-
butions of DsM-iv disorders in the national Comorbidity 
survey replication. arch gen Psychiatry; 62(6):593–602.

kim-Cohen J, Caspi a, Moffitt te, harrington h, Milne BJ, 
Poulton r. 2003. Prior juvenile diagnoses in adults with  
mental disorder: developmental follow-back of a prospective-
longitudinal cohort. arch gen Psychiatry 60(7):709–717.

kupfer DJ, Frank e, grochocinski vJ, Cluss Pa, houck Pr, stapf 
Da. 2002. Demographic and clinical characteristics of indi-
viduals in a bipolar disorder case registry. J Clin Psychiatry 
63(2):120–125.

lange kJ, Mcinnis Mg. 2002. studies of anticipation in bipolar 
affective disorder. Cns spectr 7(3):196–202.

larsson s, lorentzen s, Mork e, Barrett ea, steen ne,  
lagerberg tv, et al. 2010. age at onset of bipolar disorder in 
a norwegian catchment area sample. J affect Disord 124 
(1–2):174–177.

leboyer M, henry C, Paillere-Martinot Ml, Bellivier F. 2005. 
age at onset in bipolar affective disorders: a review. Bipolar 
Disord 7(2):111–118.

leverich gs, Post rM. 2006. Course of bipolar illness after his-
tory of childhood trauma. lancet 367(9516):1040–1042.

lin Pi, Mcinnis Mg, Potash JB, Willour v, Mackinnon DF,  
DePaulo Jr, zandi PP. 2006. Clinical correlates and familial 
aggregation of age at onset in bipolar disorder. am J Psychiatry 
163(2):240–246.

lish JD, Dime-Meenan s, Whybrow PC, Price ra, hirschfeld 
rM. 1994. the national Depressive and Manic-depressive 
association (DMDa) survey of bipolar members. J affect Dis-
ord 31(4):281–294.

Mackin P, targum sD, kalali a, rom D, young ah. 2006. Cul-
ture and assessment of manic symptoms. Br J Psychiatry 
189:379–380.

W
or

ld
 J

 B
io

l P
sy

ch
ia

tr
y 

D
ow

nl
oa

de
d 

fr
om

 in
fo

rm
ah

ea
lth

ca
re

.c
om

 b
y 

U
ni

ve
rs

ity
 o

f 
G

en
ev

a 
on

 0
1/

05
/1

2
Fo

r 
pe

rs
on

al
 u

se
 o

nl
y.


