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Objective: to perform a comparative study of the clinical features of atypical depression (AtD) in affective disorders of various origins: in bipo-

lar affective disorder (BAD), recurrent depressive disorder (RDR) and psychogenic depression (PD). 

Patients and methods. A sample of 250 depressed patients aged 18 to 65 years were examined, of which 77 participants (50 women and 27 men)

with symptoms of AtD were included to the study. Group 1 included 35 patients with BAD, group 2 – 18 patients with RDR, and group 3 –

24 patients with diagnoses including PD. The patients' condition was assessed using the diagnostic criteria for affective disorders according to

ICD-10 and DSM-5 with a Montgomery-Asberg Depression Rating Scale (MADRS).

Results and discussion. AtD detection rate was 30.8%, including 45.4% in BAD, 23.4% – in RDR, and 31.2% – in PD. AtD manifested at the

age of about 20 years, and was more common in women. AtD in BAD occurred more often in individuals with cycloid, hyperthymic, and hys-

terical features. Affective fluctuations before the disease onset, a significantly greater number of depressive episodes in history were character-

istic. The most frequent typical depressive symptoms included: daily and seasonal mood fluctuations, morning deterioration of well-being,

decreased appetite. High comorbidity with metabolic endocrine diseases was observed. AtD in RDR often began spontaneously in individuals

with emotionally labile, psychasthenic, and hysterical features. The most common typical depressive symptoms included melancholy, dereal-

ization, weakness, ideas of self-accusation, suicidal thoughts and attempts. A high comorbidity with cardiovascular diseases was found. AtD in

PD occurred more often in psychasthenic individuals. The most characteristic symptoms included: increased appetite, anxiety, asthenia, super-

ficial night sleep, hypochondriacal inclusions. Comorbidity with skin and gastrointestinal diseases was observed. 

Conclusion. The identified features of the clinical picture and course of AtD in BAD, RDR, and PD can be used for earlier and more accurate

evaluation of affective disorders and the adequate treatment administration.
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In the middle of the 20th century, a special type of depres-

sion was identified, called atypical, due to its resistance to thera-

py, more pronounced anxiety and agitation compared with classi-

cal depression, and possible presence of psychotic episodes in its

structure [1]. Klein D.F. and Davis J.M. [2] described symptoms

of low mood, hypersomnia, hyperphagia, weight gain, increased

libido, as well as "anxious-phobic tendencies", with "hysteroid

dysphoria", occurring more often in females, with a "fragile,

superficial" mood, which lacked "the essential characteristics of a

pathological depressive state, as well as a tendency to sleep and

overeating." These criteria were provisional and needed to be clar-

ified. Therefore, in 1982 Davidson J.R. and colleagues [3] pro-

posed one of the first classifications of AD, including: 1) patients

with agitation and psychotic symptoms responding to electrocon-

vulsive therapy (ECT); 2) outpatients with mild non-psychotic

symptoms, "phobic anxiety", tension and pain who responded to

monoamine oxidase inhibitors MAOIs; 3) patients with auto-

nomic symptoms such as increased appetite, mood lability and

irritability responding to MAOIs; 4) patients with residual depres-

sive states, including secondary depression in schizophrenia; and

5) patients with bipolar depression and autonomic symptoms

responding to MAOIs. Many experts [4–9] emphasized the key

role of anxiety in the clinical picture of AD.

Currently, the relevance of the topic is growing along with a

significant increase in the detection of AD cases among young

people, in whom it is often associated with traumatic life events

[10–13].

Symptoms of AD, according to the DCM-5, include an

obligatory feature of mood reactivity (increased response to

external factors while maintaining the ability to receive pleasure

and satisfaction in response to positive events) and at least two of

the following symptoms: hyperphagia and / or body weight gain

(at least 3–5 kg in the last 3 months), hypersomnia (sleep more

than 10 hours a day at least 3 days a week for at least 3 months),

lead paralysis (heaviness in the arms and legs for at least 1 hour a

day, not less than 3 days a week for 3 months) and sensitivity

(increased sensitivity to ongoing events and interpersonal com-

munication) [14].

Despite the general criteria for diagnosing AD, certain fea-

tures of it are noted within individual disorders. Most often, AD

occurs in the structure of bipolar disorder (up to 50%) and is

characterized by a high level of psychomotor retardation and lead

paralysis [15], emotional lability, hyperphagia accompanied by

weight gain, and hypersomnia [15–17], a higher frequency of

psychotic symptoms and suicidal behavior [18]. AD in the struc-

ture of RDD is detected in approximately 20% of patients [19]



and is often considered as a kind of “bridge” from unipolar

depression to bipolar II [20]. It is characterized by algia and sen-

estopathies, atypical panic disorder with inclusion of conversion

symptoms [19]. However, comparative studies of AD in various

affective disorders, including PD, have not been conducted,

which is important for timely diagnosis and selection of adequate

therapy.

The purpose of this work is a comparative study of the clin-

ical features of atypical depressive syndrome in affective disorders

of various origins: bipolar disorder, RDD, and PD.

Patients and research methods. The study was conducted in

the period from 2019 to 2021 on an outpatient and inpatient basis

at S.S. Korsakov Psychiatric Clinic of Sechenov University. 250

patients with depression were randomly examined by clinical and

clinical follow-up methods, of whom 77

patients with symptoms corresponding to

AD (50 women and 27 men) were select-

ed. Among them, there were 35 patients

with bipolar disorder (F31.3–F31.5), 18

patients with RDD (F33.0–F33.3,

F33.8–F33.9), 24 patients with a diagno-

sis including PD (F32, F34.1, F41.2,

F43.1–F43.2). (ICD-10).

Inclusion criteria: written informed

consent of a patient to participate in the

study; the presence of symptoms of an

atypical depressive episode within the

framework of bipolar disorder, RDD, PD

at the time of the examination; age 18–65

years at the time of entry into the study;

absence of severe somatic pathology.

Exclusion criteria: depression within

the framework of schizophrenia spectrum

disorders; organic depressions; depres-

sions combined with alcoholism and drug

addiction; unwillingness or inability of a

patient to sign an informed consent to

participate in the study; pregnancy,

breastfeeding.

The condition of the patients was

assessed in accordance with the ICD-10

and DSM-V diagnostic criteria for affec-

tive disorders using a specially designed

clinical examination card. The

Montgomery–Asberg Depression Rating

Scale (MADRS) was used to assess the

severity of depression. Statistical process-

ing of the obtained results was carried out

using Statistica 13.0 software (StatSoft

Inc., USA). Comparison of the three

groups on quantitative scales was carried

out on the basis of Kruskal–Wallis non-

parametric analysis of variance.

Research results. A comparative

study of patients suffering from AD in the

framework of bipolar disorder, RDD and

PD revealed a number of significant dif-

ferences both in socio-demographic

parameters (Table 1) and in the clinical

picture of the disease. The average age of

the patients at the time of inclusion in the

study was significantly lower in the PD group (24.5 years) com-

pared to the BD group (32.4 years) (p<0.01). Women predomi-

nated among the surveyed (BD – 51.4%, RDD – 77.8%, PD –

75.0%). There were more patients with higher education in the

BD group (60%) than in the PD group (29.2%) (p<0.05).

Accordingly, there were more patients with incomplete higher

education in the PD group than in the BD group (54.2% and

20%, respectively; p<0.01), which can be explained by the

younger age of patients with PD. In terms of the level of family

adaptation, the BD group favorably differed: there were signifi-

cantly more married individuals (42.9%) than in the RDD group

and, especially, PD group (12.5%) (p<0.01), and there were sig-

nificantly more singles in the PD group, which can also be asso-

ciated with a younger age of the latter. There were no cases of dis-
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ability in any group, however, the unem-

ployment rate was high, which may be due

to various factors (BD – 54.3%, RDD –

61.1%, PD – 62.5%).

Heredity in the BD and RDD

groups was significantly more often bur-

dened with affective disorders (48.6% and

44.4%), compared with the PD group

(12.5%; p<0.01). Disorders of the schizo-

phrenic spectrum in an equal proportion

(11.1% each) occurred in families of

patients with bipolar disorder and RDD

and were absent in the PD group. Abuse

of alcohol, psychoactive substances, as

well as suicides in the families of patients

of all groups were noted approximately

equally (Table 2).

In the structure of premorbid per-

sonality traits (Fig. 1) in the bipolar

group, cycloid, hyperthymic, hysterical

(28.6%, 22.9%, 17.1%, respectively) fea-

tures were distinguished with the same

frequency; in the RDD group, the emo-

tionally labile type was more common

than the hysterical type (50% and 11.1%,

respectively; p<0.05), and the psychas-

thenic type was also distinguished

(27.8%); in the PD group, the psychas-

thenic type prevailed compared with the

hysterical type of personality (83.3%,

8.3%, respectively; p<0.001).

Patients in the groups differed in a

number of indicators of the disease

course. Before the onset of the disease,

affective fluctuations of the subclinical

level were significantly more common in

patients of the BD group than in the RDD

group (65.6% and 22.2%, respectively;

p<0.01).

The manifestation of the disease in

the RDD and BD groups could be due to traumatic events / stress

(33.3% and 8.6%, respectively; p<0.05). Over the past two years,

a large proportion of stress factors was associated with the Covid-

19 epidemic; these stressors did not only provoke the onset of the

depressive phase, but also affected the structure and severity of

depression, and were one of the leading psychogenic factors in the

development of PD, contributing to its prolongation and recur-

rence. The proportion of factors associated with coronavirus

infection in the PD group was 66.7%, which is significantly high-

er than in the RDD group (16.7%; p<0.001) and in the BD group

(40.0%; p<0.05). 

The average age of onset of the disease in all groups was about

20 years and did not differ significantly (BD – 21.6±6.9, RDD –

20.4±6.9, PD – 19.8±5.4 years). As for the course of the diseases

(Table 3), there were certain differences between the groups: before

the start of treatment, moderate severity of depression was more

often detected in the PD group compared with the RDD group

(79.2% and 50%, respectively; p<0.05); a severe course was more

often detected in the RDD group than in the PD group (50% and

20.8%, respectively; p<0.05). Comparison of the number of

depressive episodes in history showed the following: the number of

episodes from 1 to 5 was more common in the PD group compared

with BD (66.7% and 37.1%; p<0.05); the number of episodes from

5 to 10 was equal in both groups; from 10 to 20 episodes were sig-

nificantly more common in the BD group than the PD group

(34.3% and 4.2%; p<0.01); more than 20 episodes occurred only in

the BD group (11.4%). The average duration of a depressive

episode was the longest in the PD group (8.5±5.3 months) and the

shortest in the BD group (3.8±2.1 months; p<0.05), which may be

due to the persistence and duration of such a traumatic factor as the

pandemic. The maximum mean duration of remission was also

noted in the PD group (7.67±5.51 months), the shortest – in the

BD group (1.99±1.54 months; p<0.05).

The duration of the current episode (r=-0.268, p<0.05),

the severity of depression according to the MADRS scale

(r=0.249, p<0.05), and BMI (r=0.295, p<0.05) correlated with

the number of depressive episodes, i.e. the less frequently there

were exacerbations, the longer was the average duration of the

episode; the more depressive episodes there were in the anamne-

sis, the higher the severity of depression according to the MADRS

scale, and also, the more frequent exacerbations and the shorter

the remissions, the higher the BMI index (r=-0.238, p<0.05).

Fig. 1. Premorbid personality traits in patients of three groups



Analysis of the structure of the depressive syndrome in patients of

the three groups (Table 4) showed that differences in the frequency of

atypical symptoms were not statistically significant, with the exception

of increased appetite, which was more common in the PD group com-

pared with the BD group (83.3% and 57.1%, respectively; p<0.05). As

for the main manifestations of depression, a number of significant dif-

ferences were revealed: in patients with RDD, complaints of melan-

choly were noted more often than in the PD group (77.8% and 29.2%;

p<0.01). Anxiety was observed more frequently in the PD group than in

the RDD group (95.8% and 72.2%, respectively; p<0.05) and BD

group (54.3%; p<0.01). Complaints of adynamia prevailed in the RDD

group compared with the PD group (55.6% and 25%; p<0.05). The

ideas of self-blame in patients with bipolar disorder (65.7%) were as

common as in the RDD group (72.22%), which exceeded these figures

in the PD group (37.5%; p<0.05). In the BD (34.3%) and RDD

(33.3%) groups, patients with reduced appetite were more common

than in the PD group (8.3%; p<0.05). In the PD group, patients with

superficial nocturnal sleep were more common than in the BD group

(75% and 28.6%, respectively; p<0.01). Daily fluctuations in well-being

with worsening in the morning in bipolar disorder were 28.6%, RDD –

22.2%, which significantly differed from PD (8.3%); deterioration in

well-being in the evening in the RDD group was detected more often

than in the BD group (27.8% and 14.3%; p<0.01). Patients with sea-

sonal fluctuations with a predominance of deterioration in well-being

in the autumn-winter period prevailed in the BD (42.9%) and RDD

(38.9%) groups, the number of such patients was much lower in the PD

group (12.5%; p<0.05). Seasonal fluctuations with deterioration in

spring were noted only in the BD group (8.6%). In patients with RDD,

complaints of derealization were recorded significantly more often than

in the BD and PD groups (38.9%; 5.7% and 4.2%, respectively;

p<0.001). Suicidal thoughts occurred more often in the RDD group

than in the PD group (72.2% and 41.7%; p<0.05), as well as the histo-

ry of suicide attempts (44.4% and 16.7%; p<0.05). In the PD group,

patients with asthenia (95.8%) were more common than in the BD

group (62.9%; p<0.01). Panic attacks were more common among

patients in the BD group than in the PD group (51.4% and 20.8%;

p<0.05). Hypochondriacal inclusions were more often recorded in the

PD group than in the BD group (37.5% and 14.3%; p<0.05).

When assessing the somatic status of patients (Table 5), it was

found that in all three groups, metabolic-endocrine (19.5%) and car-

diovascular diseases (14.3%) prevailed. In the BD group, metabolic-

endocrine diseases were significantly more common (31.4%; p<0.05),

in the RDD group – cardiovascular diseases (38.9%; p<0.05), in the

PD group – skin and diseases associated with the gastrointestinal tract

(25%; p<0.05). There were no significant differences in the frequency

of alcohol and substance abuse.

Discussion
The results obtained in the study indicate that AD has both com-

mon features of clinical manifestations and course, as well as differ-

ences associated with the nosological affiliation of the disease in which

it is observed. As a whole, AD is characterized by a high prevalence

(30.8%) which, however, does not go beyond these indicators in other

studies (18–36%) [21–22]). The early onset of the disease at about 20

years of age does not contradict the previously obtained results [20,

23–24], and also confirms the opinion of J.W. Stewart [25] that “the

onset of the disease before 20 years of age” is a diagnostic criterion for

atypical depression. The predominance of women in our sample is con-

sistent with the data of other authors [26–28]. Despite the high level of

education, more than a half of the patients did not work, which may be

due to various factors, including the course of AD [29]. The presence of

hysterical accentuations in the premorbid is regarded by some authors
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as a manifestation of AD itself [30], how-

ever, in our study, they were not as widely

represented as the premorbid features

characteristic of individual affective disor-

ders, although they could play the role of

a certain predictor. Overweight occurred

in almost a half of the patients (44.2%),

which is typical of AD [31], as well as a

high percentage of complaints of asthenia

[32–33]. Our study revealed a high

comorbidity of AD with metabolic-

endocrine, cardiovascular and skin dis-

eases. Some studies also noted a close

relationship between AD and metabolic

syndrome and cardiovascular diseases

[34–35].

Along with atypical symptoms, the

structure of depressive syndromes also

included signs of classical depression, as

pointed out by other researchers [11, 21,

36–37], who called such symptoms

melancholic inclusions.

AD in the structure of BD was char-

acterized by the highest detection rate (45%). Such a relationship

between AD and BD is confirmed by the results of studies over the

past 20 years, especially with BD II, where the prevalence of

symptoms of atypical depression is 32.5%, and in the group of

bipolar spectrum disorders – 39.5% [38]. Other studies have also

indicated a more frequent detection of AD in BD II compared to

RDD [39–40]. For patients from the BD group, as well as for

RDD, a hereditary burden of affective diseases was characteristic,

which is consistent with the data available in the literature 

[20, 23–24]. In the structure of premorbid personality traits,

cycloid, hyperthymic and hysterical character traits were pre-

dominant. A number of authors [41–42] also noted cyclothymic

temperament in premorbid AD patients, which, in their opinion,

is a diathesis not only for AD, but also for bipolar disorder, anxi-

ety disorders, and borderline personality disorder. Patients with

AD within bipolar disorder were characterized by affective fluctu-

ations before the manifestation of the disease, a greater number of

depressive episodes in history, including those provoked psy-

chogenically. Of the typical depressive symptoms, the following

were more often noted: diurnal mood swings with a deterioration

in well-being in the morning and seasonal depressions [43], com-

plaints of reduced appetite. A high comorbidity with metabolic-

endocrine diseases was revealed.

AD within RDD was less common than in other groups

(23%), which coincides with the data of other studies, where this

figure reached 20% [19]. Depression often began spontaneously.

Premorbid was characterized by emotional lability, psychasthenic

and hysterical accentuations. Of the typical depressive symptoms,

melancholy, adynamia, derealization, and ideas of self-accusa-

tion were more often recorded. Suicidal thoughts and attempts in

the anamnesis, high comorbidity with cardiovascular diseases

were noted much more often.

Patients with AD in the PD group accounted for 31.2% of

the entire sample and were the youngest at the time of inclusion

in the study, which could account for the smallest number of peo-

ple with higher education and those who were married. They had

a significantly lower hereditary burden of mental illness. For the

premorbid, psychasthenic accentuation of the personality was

most characteristic. The patients significantly more often com-

plained of increased appetite, anxiety (a number of studies [4–9,

24, 29, 44] noted a comorbidity of anxiety and AD), weakness,

rapid fatigue, superficial night sleep; hypochondriacal inclusions

were also revealed more often. Comorbidity has been identified

with skin and gastrointestinal diseases.

Thus, the identified markers of AD, including the premor-

bid personality, features of psychopathological symptoms,

comorbidity with other diseases, the course of the disease, and

correlations between individual characteristics and nosological

affiliation, will allow for an earlier and more accurate diagnosis of

AD and administration of adequate therapy.
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