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Abstract
Bipolar affective disorder (BAD) is one of the most pressing problems of modern psychiatry; cognitive 

impairment has one of the leading places in the structure of symptoms of bipolar disorder.
The aim of the study was to compare the structure of cognitive disorders in patients with a primary epi-

sode (PE) of BAD, based on sex and clinical version of the disease debut.
Results and discussion. Based on clinical examination of 65 men and 88 women with PE of BAD was 

revealed that the basis of cognitive manifestations of depressive type of disorder constitute of slowing of 
cognition, attention deficit and executive functions: slow thinking, impaired attention concentration, diffi-
culties in planning and decision making, rigidity of thinking. Cognitive symptoms of manic type of PE of 
BAD were based on disorders of thinking: accelerated thinking, increased self-esteem, exaggeration of own 
possibilities, disturbance of concentration of attention, difficulties in planning and decision making. The 
mixed version of PE of BAD was characterized by a complex combination of cognitive symptoms, the spec-
trum of which included both manifestations of thinking disorders and difficulty of attention concentrating.

Conclusions. In the PE of BAD, the spectrum of cognitive symptomatology is determined by the clinical 
variant: in depressive the phenomena of cognitive slowing, attention deficit and performance functions are 
dominated, in the manic – the disorder of thinking, and in the mixed variant, all the spectrum of disorders 
are present; gender influence has no significant effect on the structure of cognitive symptomatology.
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INTRODUCTION

Bipolar affective disorder (BAD) is one of the 
most pressing problems in modern psychiatry. The 
disease of BAD is characterized by a high preva-
lence, high level of comorbidity, dependence form 
psychoactive substances, decreased quality of life 
and social functioning of patients, high suicidal 
risk and the need for long-term treatment [1-4]. At 
the same time, the diagnosis of BAD at the initial 
stage is insufficient, as this disease is characterized 
by a significant polymorphism of symptoms, and 

modern methods of early diagnosis of it are im-
perfect [5-7].

In recent years, particular attention has been 
paid to the study of the features of cognitive dis-
orders in BAD. Today, disorders of cognitive func-
tions are considered as an important component 
of the clinical picture of BAD, while cognitive dis-
orders are manifested in both the manic and de-
pressive phase and in the period of intermission 
[8-10]. However, studies of the features of cogni-
tive disorders in the PE of BAD have not yet been 
conducted, which made impossible to understand 
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the pathodynamics of cognitive disorders since 
the first manifestations of the disease. Looking on 
the importance of the study of cognitive dysfunc-
tion in PE of BAD, we have implemented a com-
prehensive study of the state of cognitive sphere 
of patients with PE of BAD.

AIM

The aim of the study was to compare the struc-
ture of cognitive disorders in patients with a PE of 
BAD, based on sex and clinical type of the disease 
debut.

MATERIALS AND METHODS

Adhering to the principles of biomedical eth-
ics based on our informed consent, were clinically 
examined 153 patients (65 men and 88 women) 
with PE of BAD who were treated in the Ternopil 
Regional Psychoneurological hospital during 2011-
2016 years. The mean age of the examined pa-
tients at the time of symptomatic onset was 21.3 
± 6.5 years (median 19.0 years, interquartile range 
17.0–22.0 years), men 20.5 ± 5.8 years (18.0 years, 
17.0-21.0 years), women 21.9 ± 6,9 years (19,0 
years, 18.5-22.5 years), age at the time of seeking 

medical help and examination – accordingly 21.4 ± 
6.4 years (19.0 years, 18.0-22.0 years), 20.7 ± 5.7 
years (18.0 years, 17.0-21.0 years) and 22.0 ± 6.9 
years (19.0 years, 18.5-22.5 years).

The examined men and women were divided 
into three groups, depending on the clinical type 
of the course of PE of BAD: with the prevalence 
of depressive symptoms (depressive type), the 
number of 119 patients (44 men and 75 women); 
with predominance of manic or hypomanic symp-
toms (manic type), number of 23 persons (15 men 
and 8 women), and with simultaneous presence 
of depressive and manic symptoms, or with rapid 
phase change (mixed type), number of 11 persons 
(6 men and 5 women).

Statistical analysis of differences was per-
formed using Fisher’s exact test. The level of 
statistical significance of differences over 95.0% 
(p<0.05) was considered acceptable.

RESULTS

PE of BAD is accompanied by pronounced man-
ifestations of cognitive dysfunction, the spectrum 
of which differs significantly depending on the 
clinical type of the disease debut (Table 1).

Table 1. The structure of cognitive impairment symptomatology in the examined patients with regard to sex and clinical type of PE 
of BAD

Symptom
Together Men Women

years
abs. % abs. % abs. %

Depressive type of PE of BAD
Slow thinking 108 90.8 39 88.6 69 92.0 > 0.05
Rigid thinking 59 49.6 31 70.5 28 37.3 <0.01
Accelerated thinking 0 0.0 0 0.0 0 0.0 > 0.05
Increased self-esteem 0 0.0 0 0.0 0 0.0 > 0.05
Exaggeration of own capabilities 0 0.0 0 0.0 0 0.0 > 0.05
Disorders of attention 112 94.1 40 90.9 72 96.0 > 0.05
Difficulty planning and decision making 111 93.3 39 88.6 72 96.0 > 0.05

Manic type of PE of BAD
Slow thinking 0 0.0 0 0.0 0 0.0 > 0.05
Rigid thinking 0 0.0 0 0.0 0 0.0 > 0.05
Accelerated thinking 20 87.0 14 93.3 6 75.0 > 0.05
Increased self-esteem 14 60.9 11 73.3 3 37.5 > 0.05
Exaggeration of own capabilities 16 69.6 12 80.0 4 50.0 > 0.05
Disorders of attention 15 65.2 10 66.7 5 62.5 > 0.05
Difficulty planning and decision making 2 8.7 1 6.7 1 12.5 > 0.05

A mixed type of PE of BAD
Slow thinking 5 45.5 2 33.3 3 60.0 > 0.05
Rigid thinking 2 18.2 1 16.7 1 20.0 > 0.05
Accelerated thinking 3 27.3 2 33.3 1 20.0 > 0.05
Increased self-esteem 4 36.4 3 50.0 1 20.0 > 0.05
Exaggeration of own capabilities 6 54.5 4 66.7 2 40.0 > 0.05
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In the depressive type of PE of BAD, the basis 
of cognitive impairment is manifestations of cog-
nitive slowing, attention deficit and performance 
functions (Fig. 1). Thus, the most widespread man-
ifestations of cognitive dysfunction in patients 
with PE of BAD were the phenomena of delayed 
thinking, which were found in 90.8% of patients 
(in women slightly more often than in men – 92.0% 
versus 88.6%, p> 0.05), impaired concentration, 
which were found in 94.1% of patients (insignifi-
cant more often in women than men: 96.0% ver-
sus 90.9%, p > 0.05), and difficulties in planning 
and decision-making, found in 93.3% (slightly 
more frequent in women than in men: 96.0% ver-
sus 88.6%, p > 0.05). Less spread was the rigidity of 
thinking that was found in 49.6% of patients (in 
men more often than women – 70.5% versus 
37.3%, p < 0.01).

In contrast to the depressive, in the manic type 
of PE of BAD core cognitive symptomatology was 
found in disorders of thinking (Fig. 2). Common 

Symptom
Together Men Women

years
abs. % abs. % abs. %

Disorders of attention 9 81.8 5 83.3 4 80.0 > 0.05
Difficulty planning and decision making 6 54.5 3 50.0 3 60.0 > 0.05

Results of comparison of indicators between groups on clinical types PE of BAD

Symptom

Compared groups
together men women

depressive 
vs manic

depressive 
vs mixed

manic vs 
mixed

depressive 
vs manic

depressive 
vs mixed

manic vs 
mixed

depressive 
vs manic

depressive 
vs mixed

manic vs 
mixed

Slow 
thinking

<0.01 <0.01 <0.01 <0.01 <0.01 <0.05 <0.01 <0.05 <0.01

Rigid 
thinking

<0.01 <0.05 <0.05 <0.01 <0.01 > 0.05 <0.05 > 0.05 > 0.05

Accelerated 
thinking

<0.01 <0.01 <0.01 <0.01 <0.01 <0.01 <0.01 <0.01 <0.05

Figure 1. The structure of the symptomatology of cognitive disorders in patients with depressed PE of BAD

symptoms were accelerated thinking in 87.0% of 
patients (more often in men than in women: 
93.3% versus 75.0% (p > 0.05), increased self-es-
teem – in 60.9% of patients (in men more often 
than women: 73.3% versus 37.5%, p > 0.05), and 
an increase in own opportunities – 69.6% (men 
more often than women: 80.0% versus 50.0%, р > 
0.05). Concentration disorders were also observed 
in this group, but their prevalence was lower than 
in the depressed type – 65.2% of patients (slightly 
more frequent in men than in women: 66.7% 
against 62.5%, p > 0.05) It should also be noted 
that the concentration difficulties in patients with 
a manic type of PE of BAD were different from 
those that were typical for patients with a depres-
sive type. Depressive type was associated with the 
difficulties of attention concentration and the in-
ability of patients to focus on individual objects, as 
well as the rapid change of focus of attention due 
to the acceleration of mental activity. Patients 
with a manic type of PE of BAD did not experience 
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difficulties in planning and decision-making; they 
were detected only in isolated cases - in 8.7% of 
patients, in women slightly more often than in 
men: 12.5% versus 6.7%, p > 0.05).

The mixed type of PE of BAD was characterized 
by a complex combination of cognitive symptoms, 
the spectrum of which included both manifesta-
tions of thinking disorders and difficulty concen-
trating attention, which may be explained by the 
polymorphism and instability of clinical manifesta-
tions in this group (Fig. 3). Thus, the most common 
were attention disorders – 81.8% of patients (al-
most equally common in men and women: 83.3% 
and 80.0%, accordingly, p > 0.05), as well as im-
paired performance in the difficulty of planning 
and decision-making: 54.5% (more often in wom-
en than in men:60.0% versus 50.0%, p > 0.05) and 
exaggeration of their own capabilities in 54.5% of 
patients (men more often than women: 66.7% vs. 

Figure 2. The structure of the symptomatology of cognitive disorders in patients with manic type of PE of BAD

40.0%, p > 0.05). Slightly less frequent manifesta-
tions of slow thinking were present in 45.5% of all 
patients (more often in women than in men: 
33.3% versus 60.0, p > 0.05), increased self-esteem 
– in 36.4% patients (more often in men than in
women: 50.0% versus 20.0%, p > 0.05), and accel-
erated thinking – in 27.3% of all patients (in men
more often than in women: 33.3% versus 20.0%, p
> 0.05), and the most rare symptom was rigid
thinking, which was found in 18.2% of all patients
(slightly more common in men than in women:
20.0% versus 16.7%, p > 0.05).

DISCUSSION

The data received by us regarding the presence 
of cognitive disorders in patients with PE of BAD 
supplement the current scientific data on cogni-
tive dysfunction in bipolar disorder. In particular, it 

Figure 3. The structure of the symptomatology of cognitive disorders in patients with mixed PE of BAD
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is consistent with the findings of S.Q. Borges et al. 
(2019) [11], C. del Mar Bonnín at al. (2019) [12], Y. 
Zhu et al. (2019) [13], which highlighted the pro-
nounced cognitive impairment in patients with 
BAD, in particular, deficits in executive function, 
attention, and memory. The results obtained are 
consistent with the context of current understand-
ing of cognitive impairment as one of the earliest 
manifestations of BAD, not only in nosological 
(Lima IM, Peckham AD et Johnson SL (2018) [14], 
N. Xu, B. Huggon, KEA Saunders (2019) [15]), but
also at the pre-nosological stages (A. Ratheesh et
al. (2013) [16]). At the same time, it should be not-
ed that the features of cognitive functioning in the
primary episode of BAD have so far remained un-
explored; looking on the above, our data repre-
sent an important complement to existing studies
that have identified cognitive impairment in the
early stages of the disease. Thus, S. Lera-Miguel et
al. (2015) provide data on the presence of the
same cognitive disorders in children with BAD as
adults [17], and R.G. Nieto and F.X. Castellanos
(2011) reported the presence of signs disorders of
verbal learning, memory, speed of information
processing, working memory, executive function,
and attention in children with BAD [18]. Y. Mysula
and O. Venger (2020) found high prevalence of as-
thenic, somatovegetative, and obsessive symp-
toms that influences the cognition of this patients
[19]. Also important is the validation of a number

of studies (A.T. Peters et al., 2014 [20], S. Bourne, 
2013 [21] ) regarding the association of depressive 
and manic symptoms with impaired cognitive 
functioning; The peculiarity of our study is the se-
lection of patients with different clinical variants 
of PE of BAD into separate groups, which allowed 
us to show the qualitative difference in the struc-
ture of cognitive disorders in depressive, manic 
and mixed variants.

CONCLUSIONS

The PE of BAD is accompanied by a wide range 
of disorders of cognitive function that are associ-
ated with disorders of thinking as well as disor-
dered attention and memory. The determining 
factor for the spectrum of cognitive disorders is 
the clinical type of the PE. In this case, the depres-
sive type is associated with manifestations of cog-
nitive slowing, attention deficit and performance 
functions, in the manic type main cognitive symp-
tomatology is based on disorders of thinking, and 
in the mixed type there are the whole spectrum of 
cognitive disorders. There are no gender differ-
ences in the structure of cognitive disorders in the 
PE of BAD. The identified patterns can be used for 
early detection and prediction of BAD, as well as 
for the development of treatment and rehabilita-
tion and preventive measures in this pathology.
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