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ABSTRACT

Aim: Patients with bipolar disorder often experience subtle impairment in residual
or remitted phase although they do not show florid mood or psychotic symptom any
more. This study investigated subjective experiences of bipolar patients during residual
or remitted state.

Methods: Sixty patients (29 males, 31 females) who were determined to be in
remission or residual state from the acute phase were included in this study. All patients
were assessed in two dimensions: subjective experiences and objective experiences.
Subjective experiences were measured with the Korean version of the Frankfurter
Beschwerde-Fragebogen (K-FBF) and Symptom Check List 90-R (SCL-90-R). Objective
psychopathology was measured with the Positive and Negative Symptoms Scale (PANSS),
Young Mania Rating Scale (YMRS), and Montgomery Asberg Depression Rating Scale
(MADRS). We then examined the relationship between subjective experiences and
objective psychopathology.

Results: A longer period of hospitalization was significantly correlated with lower
K-FBF and SCL-90-R total scores. The K-FBF total score was not correlated with YMRS and
PANSS scores. However, the SCL-90-R total score was significantly correlated with almost
all objective psychopathology measures. Multiple regression analysis revealed that the
subjective expereince \as measured by the total K-FBF score was predicted by the number
of previous episodes.

Conclusion: It is suggested that subjective experience of cognitive impairment is
more trait dependent than state dependent in bipolar disorder. It is also suggested that
subjective experiences are aggravated with the number of episodes, and hence it might be
related to brain damage as the illness progresses.

Introduction

Traditionally, objective psychopathology has been considered

ble in the detection of cognitive impairment. Subjective experience
is sensitive to measure the subtle cognitive impairments that are

more valid than self-reported assessments, and so subjective ex-
perience has received little attention [1,2]. Although there is some
concern about methodological problems of subjective experience
[3], there is evidence that even patients with poor insight can rec-
ognize their symptoms and report truthfully [4]. Especially bipolar
patients usually obtain good insight once the acute phase is remit-
ed, so evaluation of subjective experience is considered to be relia

not yet psychotic [5]. Although it contributes to the improvement of
inter-rater reliability, the diagnostic system used currently - based
on objective pathology - does not offer new perspective on etiology
and psychopathology. We therefore need to pay careful attention to
areas that are difficult to evaluate using objective measurements.

There have been reports that subjective experience exists even
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before distinct objective psychopathology has occurred [6,7], and
some authors have suggested subjective experience as a marker of
vulnerability that is related to organic brain abnormality [8-10]. In
summary, it is expected that the investigation of subjective cogni-
tive impairment in bipolar disorder would be helpful in elucidating
the pathophysiology and etiology of bipolar disorder.

Several instruments have been used to evaluate subjective ex-
periences: Subjective Deficit Syndrome Scale2, Subclinical Symp-
toms Scale [11], Bonn Scale for the Assessment of Basic symptoms
[12] and Frankfurter Beschwerde Fragebogen (FBF) [13]. Among
these, the FBF is one of the most representative tools and is the
most widely used in Europe. FBF measures subjective complaint
of cognitive impairment in psychotic disorder. Unlike the Symptom
Check List 90-R (SCL-90-R), which covers general subjective symp-
toms, FBF points to cognitive impairment specifically. In spite of
some concerns of the validity of self-reported assessments3, FBF is
known to be a reliable measure of subjective cognitive impairment
[8,10]. Specifically, FBF evaluates residual symptoms and the remis-
sion period well [1,14], and hence can be an effective instrument
for investigating subjective cognitive impairment during the resid-
ual and remitted phases. This study investigated the implication of
cognitive impairment of bipolar patients by measuring FBF in the
residual and remitted phases. We also examined the relationship
between clinical characteristics, objective psychopathology, gener-
al subjective dysfunction, and subjective experience. To exclude the
influence of acute symptoms on cognitive function, we performed
evaluations when the acute symptoms were judged to be either re-
mitted or only residual.

Material and Methods

Subjects

This study was performed at the Department of Psychiatric re-
habilitation of Bugok National Hospital, Kyungnam, Korea. Bugok
National Hospital is one of [15] national mental hospital and spe-
cial ward for rehabilitation in which residual or remitted patients
with schizophrenia is usually admitted. One hundred and twenty
bipolar I disorder patients who were consecutively admitted be-
tween May 2018 and July 2018 were screened for this study. Pa-
tients were diagnosed separately by two senior psychiatrist using
DSM-IV criteria at the time of discharge, and only bipolar I disorder
patients were included. To avoid diagnostic uncertainties relating
to the spectrum of schizophrenia, patients who had psychotic pe-
riods without mood symptoms or mood-incongruent psychotic
symptoms were excluded. We also excluded the patients who re-
fused to fill out questionnaire, who had a history of organic mental
disorder including systemic lupus erythematosus (SLE) psychosis,
or who had existing substance abuse including alcohol. These cri-
teria lead to the final sample consisting of 60 inpatients (29 males,
31 females). At the evaluation, all of the patients were taking mood
stabilizers and most of them were taking atypical antipsychotics.
The assessment was performed when the subjects were remitted
from the acute phase (i.e. in the residual or remitted phase), since

it was necessary for them to cooperate but not necessarily be symp-
tom free. All patients gave their informed consent to participate in
the study.

Assessment

Subjective cognitive impairments were assessed using the Ko-
rean version of FBF (K-FBF)15. The K-FBF has 10 phenomenolog-
ical areas regarding Specific Anxiety (ANXI), Selective Attention
(ATTN), Deterioration of Discrimination (DSCR), Psychomotor
Disorder (PSMO), Perceptual Disorder (PERC), Cognitive Floating
(COFL), Blocking Symptoms (BLOC), language disorder (LANG),
Automatic Behavior Disorder (AUTO), Coping Responses (COPE).
K-FBF contains 103 items, with each item consisting of the follow-

ing 5-point response scale:
i. strongly disagree
. disagree
ii.  undecided
iii. agree and
iv.  strongly agree

We defined a positive response as a score of each K-FBF item of
higher than 3. We calculated the positive response rate by dividing
the total positive response by the number of items in each subscale
multiplied by the number of total subjects. Clinical assessments
were performed by one of the authors. We gathered data on illness
characteristics such as the number of episodes, duration of illness,
and family history from patient interviews and medical records.
Objective psychopathology was assessed using the following scales:
Positive and Negative Symptoms Scale (PANSS), Young Mania Rat-
ing Scale (YMRS), and Montgomery Asberg Depression Rating Scale
(MADRS). General subjective symptoms were measured using the
SCL-90-R. All evaluations were performed by the same psychiatrist
on the same day. Additionally, we used item 12 in the PANSS general
symptoms scale for the measurement of insight [16].

Statistics

Independent sample t-test was used to examine the differences
between groups, each of which is defined by YMRS and MADRS. A
two-step Pearson correlation analysis was used. First, we did corre-
lation analysis between demographic data and K-FBF standardized
total score. So, we examined the relationship between demographic
data and subjective cognitive impairment. And with these results, in
the second analysis, we used significantly correlated demographic
data as a covariate. Second correlation analysis was done between
objective psychopathology (i.e. YMRS, MADRS, PANSS scores) and
K-FBE. Additionally, correlation analysis between general subjec-
tive symptom (SCL-90-R) and K-FBF was performed to detect the
difference of evaluation domain between SCL-90-R and K-FBF. Mul-
tiple regression analysis was performed to predict subjective cog-
nitive impairment from a number of variables : sex, age, education
years, employment, family history of affective disorder in the first
degree relatives, combined psychotic feature, age at onset, duration
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of illness, number of previous episode, period of hospitalization,
YMRS score, MADRS score, PANSS positive, negative, general symp-
tom scores and total score were used as independent variables and
K-FBF was used as the dependent variable. Statistical analyses were
performed using SPSS (version 12.0 for Windows).

Results

Among the 60 patients at discharge, 56 patients were diag-
nosed as bipolar I disorder with manic episode and 4 patients as
bipolar, I disorder with depressive episode. There is no patient who
was diagnosed as mixed episode. The characteristics of the patient
samples are summarized in Table 1. Males had a statistically signif-
icant longer duration of illness (p=0.036) and lower MADRS score
(p=0.039), K-FBF standardized total score (p=0.031), and SCL-90-R
total score (p=0.038). We found that YMRS and PANSS scores did
not differ significantly with sex. Frequent and less frequent posi-
tively responsed items are listed in Table 2. The most frequent pos-
itively responsed item was item 58. Item 21 and 91 were followed
then. The least two frequent positive responsed items were item 26,
37. There are 10 subscales in K-FBF, and each subscales of K-FBF
consists of different number of items. We calculated response rate
of each subscales Table 3. It indicates that COPE, ATTN, and LANG
had the higher response rates. The lowest response rate was ob-
served for PSMO, followed by DSCR. The mood statuses (mania or
hypomania, euthymia, and depressed) of the patients are reported
in Table 4. Euthymia was defined as an endpoint YMRS total score
<12 17 and MADRS as <9 [18].

Table 1: Demographic and clinical characteristics of the patients.

Table 2: Frequent and less frequent positive response items of
K-FBF.

Item of K-FBF Positive Response
Frequent positive response N %
I often cannot differentiate correctly
Item 21 | between noises and hear everythingas | 19 31.67
if it were mixed together.
These days I always feel tense. So, I'm
Item 58 | concerned about everything despite my | 19 31.67
attempts not to be concerned.
I often stop my movement during
Item 44 | performance and have to think whatto | 17 28.33
do next.
[tem 91 I try t.o work as slow as possible, other- 17 28.33
wise my thoughts are perturbed.
Less frequent positive response N %
I always feel unpleasant, so I cannot
Item 16 differentiate between pleasant and 3 5
unpleasant feelings.
Sometimes | feel as if the surrounding
objects are moving or being shaken,
tem 51 so I have to stand still or sit and calm 3 >
down.
ltem 72 Even the music that I've heard before 3 5
sounds strange.
Item 26 | I'm too nervous to go out of the house. 2 3.33
ltem 37 Often, I'm scared when so.meone walks 2 333
across or talks behind me.

Table 3: The response rate of each subscale sorted by the re-
sponse rate.

Subscale Total Positive | No. Of Items in Response Rate of
VEELTES Male Femelle Total Response Each Subscale Subscale (%)
29 (48.3%) | 31(51.7%) | 60 (100%) COPE 140 1 127
Age (year) 344+13.5 | 351+12.8 | 348%13.0 ATTN %6 8 12
Education (year) 13.9+28 | 129%33 | 134%3.1 LANG 91 9 10.1
Age at onset (year) 26.2+11.7 | 31.8+126 | 29.1+124 COFL 79 8 9.9
No. of previous episodes 3.1+2.6 3.3+5.4 3.2+4.2 PERC 106 13 8.2
Duration of illness (month) 106 £109 | 55.7+£67.2* | 79.8+92.7 ANXI 73 9 8.1
period of hospitaliza- 3334 | 26%31 3.0+33 BLOC 68 9 7.6
tion(month)
Unemployed 15 (45.7%) | 20 (64.5%) | 35 (58.3%) AUTO 75 10 7.5
Family hilsitsoorryd(e)iaffective 2 (6.9%) 3 (9.7%) 5(8.3%) DSCR 3 6 72
PSMO 66 10 6.6
Combined psychotic features | 18 (62.1%) | 24 (77.4%) 42 (70%)
K-FBF (standardized total) | 34.2¢14.7 | 44.9+22.2% | 39.7+13.0 | JLable4:Mood state of the patients.
PANSS positive symptoms 12.6+4.72 | 13.7+5.08 13.1+49 Mood state Criteria Male | Female | Total
PANSS negative symptoms | 8.93 £2.19 | 8.68 + 1.58 8.8+19 YMRS >12
PANSS global symptoms | 19.8+333 | 19.9+321 | 19.9+3.2 Manic or hypomanic == oo g | 12 (12| 17(12) ) 32(24)
PANSS total 414+749 | 424+9.28 42.0+84 YMRS <12
YMRS 139£11.1 | 166+113 | 153+11.2 Euthymic MADRS<9 | )| 110) 24014
MADRS 354443 |568+3.75* 4.6 £4.2 YMRS <7
GSI 441+11.2 | 51.8+16.3* | 48.1+14.5 Depressed MADRS >9 1 363) 4
*p <0.05 Total 29 (18) | 31(24) | 60 (42)
Copyright@ Soohyun Joe| Biomed ] Sci & Tech Res| BJSTR. MS.ID.002602. 10862
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The clinical characteristics in the manic or hypomanic group
and the euthymic group are compared in Table 5. There were no
significant differences in age, years of education, age at onset, hos-
pitalized period, and number of previous episodes between the two
groups. The euthymic group showed a significantly longer duration

of illness and lower MADRS score, PANSS positive, general subscale
core, PANSS total score, and SCL-90-R global score. The euthymic
group also showed significantly better insight than the manic or
hypomanic group. However, there was no significant difference in
K-FBF standardized scores between the two groups.

Table 5: Differences between the manic or hypomanic group and the euthymic group.

Manic or Hypomanic Group Euthymic Group
N=32 N=24 e
Sex (M/F) 17/15 13-Nov 0.787
Age (years) 33.2+14.3 34.6+10.8 0.691
Education (years) 13.6+3.1 12.8+3.2 0.392
Age at onset (years) 29.8+13.4 26.1+10.0 0.264
Duration of illness (months) 55.7 +55.6 109+ 118 0.047
Hospitalized period (months) 23+27 3.5+35 0.162
No. of previous episodes 33+53 3.1+26 0.845
No. Ofﬂ;"fsft(; fgfg‘fi;‘jﬁz‘fg with 0.13£0.3 0.04 £ 0.2 0.256
YMRS 24.3+6.7 54+44 <0.001
MADRS 55+2.1 1.6+2.1 <0.001
PANSS positive symptoms 17.0+29 89+21 <0.001
PANSS negative symptoms 9.0+1.2 84+22 0.246
PANSS global symptoms 21.5+2.8 17.5+2.2 <0.001
PANSS total 478+5.9 34.8+4.8 <0.001
Insight (PANSS G12) 3.7+19 1.8+1.2 <0.001
K-FBF standardized total 43.8+20.8 34.0+18.2 0.073
GSI 529+169 41.2+84 0.001
Response rate of each subscale (%) =100 X total positive response / (No. of items in each subscale X 60)

Among the subscales of K-FBF, only PERC showed significant
differences between the manic or hypomanic group and the eu-
thymic group. The euthymic group showed a significantly low-
er score than the manic or hypomanic group (p=0.02) (data not
shown). We did not compare the depressive group with the other
groups because the sample size was too small to produce statisti-
cally meaningful results. We compared the groups with psychotic
symptoms and without psychotic symptoms. We found no signif-
icant difference between the two groups in age, years of educa-
tion, age at onset, duration of illness, hospitalized period, number
of previous episodes, number of affective disorder in first-degree
relatives, YMRS score, PANSS subscale scores and total scores,
and insight. Only the MADRS score was significantly higher in the
group with psychotic symptoms (p=0.02). There was no significant
difference in K-FBF subscale scores and standardized total score
between the two groups (p<0.05). The results of the correlation
analysis of demographic data, YMRS score, MADRS score, PANSS
positive, negative, general subscale score, PANSS total score, SCL-
90-R global score, and K-FBF total score are reported in Tables 6 &
7. Except for hospitalized period (R=-0.26, p=0.04), there was no

significant correlation between demographic data and K-FBF total
score and SCL-90-R total score Table 6. After controlling for hospi-
talized period, K-FBF total score was significantly correlated with
MADRS and SCL-90-R global score Table 7. There was no significant
correlation between PANSS scores and K-FBF. There was a statisti-
cally significant correlation between SCL-90-R global score and all
scales used in this study except for the PANSS negative symptoms
score. There was no significant correlation between between K-FBF
standardized total score and patient insight i.e., PANSS general
item 12 Table 7. SCL-90-R standardized total score was significant
correlated with patient insight Table 7. In the multiple regression
analysis, there is no significance with sex, age, with or without psy-
chotic symptoms, employment, education, age at onset, duration of
illness, YMRS score, MADRS score, PANSS subscale scores each oth-
er. But we adjusted those variables because they can influence the
cognitive impairment Table 8. The subjective cognitive impairment
as measured by the total K-FBF score was significantly predicted by
hospitalized period (beta=-0.39, p=0.02) and the number of previ-
ous episodes (beta=0.35, p=0.02); it explained 39.6% of the vari-
ance (adjusted R2=0.17).
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Table 6: The correlation between demographic variables and
K-FBF standardized total score and SCL-90-R global score index

(n=60).

K-FBF Total Score | SCL-90-R Total Score
R p R p
Age (year) 0.056 0.67 0.14 0.3
Education (year) 0.074 0.57 0.002 0.99
Age at onset (year) 0.18 0.16 0.24 0.06
Duration of illness 019 014 020 013
(month)
Period of hospitalization ~026 0.04 ~026 0.04
(month)
Number‘of previous 02 012 0.24 0.07
episodes
No. of first-degree
relatives with affective -0.055 0.68 -0.04 0.76
disorder

Table 7: Partial correlations between K-FBF total score and other

scales controlling for hospitalized period.

K-FBF Total Score | SCL-90-R Total Score
R p R p
YMRS 0.2 013 | 046 <0.001
MADRS 0.31 002 | 039 <0.01
PANSS positive 0.14 029 | 036 <0.01
symptoms
PANSS negative 0.25 0.05 | 02 0.14
symptoms
PANSS general 0.17 0.2 0.29 0.03
symptoms
PANSS total score 0.17 0.2 0.38 <0.01
SCL-90-R total score 0.55 <0.001
Insight (PANSS G12) 0.09 051 | 0326 0.01

Table 8: Multiple regression analysis of subjective cognitive

impairment measured by K-FBF total score.s

B p-value

Sex 0.19 0.19

Age (years) -0.24 0.77

With psychotic symptoms 0.18 0.21

Employment -0.06 0.62

Education (years) 0.19 0.2

Age at onset (years) 0.29 0.72

Duration of illness (months) 0.06 091

Hospitalized period (months) -0.39 0.02

No. of previous episodes 0.35 0.02

No. of first-degree relatives with affective disorder | -0.11 0.41

YMRS 0.36 0.22

MADRS 0.02 0.92

PANSS positive symptoms -0.29 0.33

PANSS negative symptoms 0.28 0.1

PANSS global symptoms 0.02 0.92
Dependent variable: K-FBF total score

Adjusted R?=0.17

Discussion

There were no statistically significant differences in the K-FBF
score between the euthymic patient’s group and the manic or hypo-
manic patients’ group, which provides additional support that sub-
jective cognitive impairment persists even in a euthymic state, i.e.,
the residual or remitted phase. This also suggests that it is relatively
unaffected by mood state and objective psychotic symptoms. There
was also no significant difference in the K-FBF scores between the
group with psychotic features and that without psychotic features.
The K-FBF score was also not correlated with PANSS and YMRS
scores. From these two findings, we hypothesize that subjective
cognitive impairment is more trait dependent than state dependent
in bipolar disorder. Huber was the first to employ subjective symp-
toms to investigate the etiology and pathophysiology of psychotic
disorder [17,18,]. A British group subsequently studied subjective
cognitive impairment in schizophrenics [6, 7]. They found that
subjective cognitive impairment is present long before the onset
of definite psychotic symptoms and suggested an organic etiology
for them. Also, several authors have viewed subjective cognitive
impairments as phenomenological indexes of vulnerability [19-20].
The K-FBF standardized total score was strongly positively corre-
lated with SCL-90-R global score but was not correlated with YMRS
and PANSS scores. SCL-90-R was moderately correlated with YMRS
and weakly correlated with PANSS positive, general symptoms, and
total scores. The SCL-90-R comprises psychotic symptoms over-
lapping partially with PANSS and overall subjective symptoms in-
cluding subjective cognitive impairment. However, the correlation
between K-FBF and SCL-90-R was stronger than between PANSS
and SCL-90-R, which suggests that the correlations between differ-
ent scales are more influenced by the form of reporting than by the
actual contents of the scales.

Patients have a tendency to have better insight as they feel sick
more to their subjective symptoms. Subjective symptom measured
by K-FBF is somewhat different from what measured by SCL-90-R.
SCL-90-R contains vegetative symptom and more general items
compare to K-FBF. Patients have more insight into their disease as
they feel more symptoms subjectively. On the other hand, K-FBF
deals with nearly only cognitive domain. Usually measuring K-FBF
requires some cognitive ability to realize and report patient’s own
disability and discomfort. More cognitively impaired, K-FBF score
is expected to be elevated but the ability of monitoring and gain-
ing insight of patient’s own impairment was also disturbed. There-
fore K-FBF score was not correlated significantly with insight. The
number of previous episodes is known to be a predictor of poor
outcome and cognitive impairment in bipolar disorder [21-23]. In
our study, K-FBF scores were predicted from a higher number of
previous episodes, which is consistent with previous studies. This
suggests that subjective cognitive impairment worsens with the
number of episodes, and hence it might be related to brain dam-
age as the illness progresses. Future studies should investigate the
relationship between structural brain abnormality and subjective

cognitive impairment.
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A shorter hospitalized period predicted a higher K-FBF score,
which might be explained by longer hospitalized patients being
more severely withdrawn or more confused by their psychotic
symptoms. This would lead to an impaired ability to report sub-
jective impairments. However, when we compared the longer and
shorter hospitalized patients’ groups, we did not find the evidence
of more severe withdrawal in the longer hospitalized patients’
group. Moreover, the longer hospitalized group showed lower man-
ic symptoms and positive psychotic symptoms. Therefore, another
factor not shown in these data might influence longer hospitalized
patient, which is supported by multiple regression analysis exclud-
ing these longer hospitalized patients that showed that only the
number of previous episodes predicted the K-FBF score. Possible
factors influencing the longer hospitalized group are pharmaco-
therapy and psychosocial interventions. Further study is needed to
consider the influence of such interventions. In this study, the COPE
and ATTN subscales of K-FBF showed relatively high response rates,
and the PSMO and DSCR subscales showed relatively low positive
response rates. The COPE subscale measures the effort of patients
to protect themselves from psychopathology-related perturbations
and to reduce functional impairments. Such a coping response is di-
vided into two types: evasive behavior and compensatory behavior.
Representative evasive behaviors are “I often leave the place when
there is much traffic or noise around me” (item 61) and “I avoid
meeting people because [ don’'t understand them well” (item 93),
and representative compensatory behaviors are “I always strive to
pull my thoughts together” (item 35) and “I try to work as slow as
possible, otherwise my thoughts are perturbed” (item 91). Psychot-
ic patients are known to exhibit tendencies to be avoidant, socially
withdrawn, and to give up easily [24,25]. These ineffective coping
responses are formed in the early years of life and comprise a facet
of pathological personality [19]. They are also often observed in pa-
tients with affective disorder. The ATTN subscale evaluates the ten-
dency to use selective attention more intensively. It compensates
for a lack of appropriate attentional allocation to a particular task.
Psychotic patients frequently complain that they are overwhelmed
with more stimuli than they can cope with [6], resulting in them
becoming bewildered and retreating. Patients attempt to overcome
this by using selective attention. Many studies have demonstrat-
ed that attention deficit is one of the most pronounced cognitive
impairments among patients with unipolar and bipolar affective
disorders [20-22]. One of these studies indicated that intentional
processes of response selection and control were significantly im-
paired, whereas sensory selective attention was largely unaffected
[26]. This dissociation between these two attention factors may
explain the high ATTN response rate of bipolar affective disorder.
Bipolar patients appear to make an effort to compensate for their
pervasive attention impairment with the relatively preserved se-
lective attention domain. This finding also supports the hypothe-
sis that attentional impairment is at the core of the neurocognitive
deficit associated with bipolar affective disorders [27].

The DSCR subscale evaluates the confusion of internal and ex-
ternal stimuli or anhedonia (item 87, 52, 23). Psychotic patients
often exhibit poor reality testing and confuse internal fantasy and
the real world. Definite psychotic symptoms, hallucinations, and
delusions seem related to this subscale, and this phenomenon is ob-
served in more acute, highly disturbed patients. This might explain
why patients in the residual or remitted phase in our study showed
relatively low DSCR score. The PSMO subscale evaluates psychomo-
tor control. Typical PSMO items are “sometimes my arms and legs
move spontaneously without my intention” (item 9), “sometimes
I feel as if my body is floating” (item 18), and “sometimes I feel as
if the surrounding objects are moving or being shaken, so [ have
to stand still or sit and calm down” (item 51). Several studies have
shown that bipolar patients have psychomotor dysfunction [28,29].
However, in our study this was experienced less than the other cog-
nitive domains. Among the subscales of K-FBF, only PERC showed a
higher score in the manic or hypomanic patients’ group than in the
euthymic patient’s group. PERC measures visual and auditory per-
ceptional distortions, so it is related to vivid psychotic symptoms,
hallucinations, and delusions. Therefore, the manic or hypomanic
patients’ group might have more vivid psychotic symptoms than
the euthymic patient’s group, and the PERC subscale might be less
trait dependent than the other subscales in K-FBF.

This study has several limitations. First, the samples were from
an inpatient population, and hence may have represented a more
severe group and hence not be representative of the general pop-
ulation of those with residual and remitted bipolar disorder. Sec-
ond, this study had a cross-sectional design. Long-term stabilized
patients might show different profiles of subjective experience,
and hence future longitudinal studies should clarify if subjective
experience is trait dependent or state dependent. Third, the effect
of medication was not controlled. The inclusion of medication-free
patients is required to establish whether cognitive impairment is
related to illness and not to medication. However, drug-free bipolar
patients are rarely found in a clinical situation.

Conclusion

This study results suggest that subjective experience of pa-
tients with bipolar disorder is more trait dependent than state de-

pendent.
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