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Cyclothymic Disorder
Cyclothymic disorder is two years of mood swings that never become full storms—
mild highs that do not reach hypomania and mild lows that do not reach major
depression—yet they are present at least half the time and never pause for more
than two months.

T H E  S T O RY  I N  O N E  S E N T E N C E

Cyclothymic disorder is two years of mood swings that never become full storms—mild

highs that do not reach hypomania and mild lows that do not reach major depression—yet

they are present at least half the time and never pause for more than two months.

“A mood thermostat that drifts up and down for years: the highs are never big enough to call

hypomania, the lows never deep enough to call major depression—but the swings are there at

least half the time and never pause longer than two months.”

Normal anatomy — the body's job

Mood normally floats inside a narrow band. Life events push it up or down for hours to days,

and then mood-regulation circuits—the prefrontal cortex (the front of the brain that pumps the

brakes on big feelings), the limbic system (the deeper parts that generate emotions like the

amygdala and hippocampus), and the neurotransmitter systems that tie them together—pull it

back to a stable personal baseline.

B O D Y ' S  J O B

Let mood respond to life, then bring it back to a steady baseline so energy, sleep,

judgment, and relationships stay predictable day to day.

Life event nudges mood up or down.

The limbic system (deep emotion centers like the amygdala) generates the emotional

response.

The prefrontal cortex (front brain brakes) and serotonin/dopamine circuits (mood-steadying

and reward chemicals) pull mood back toward baseline.

Baseline is restored within hours to days.

Energy, sleep, and judgment stay in a workable range.
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What breaks

In cyclothymic disorder the return-to-baseline circuits are too weak to hold mood steady in

either direction. Mood drifts up into stretches of hypomanic-type symptoms—elevated energy,

less need for sleep, faster talking, inflated confidence, risky choices—that never stack up to a

full four-day hypomanic episode (either too few symptoms or too short). Then mood drifts down

into stretches of depressive symptoms—low mood, fatigue, trouble focusing, feeling hopeless—

that never meet criteria for a major depressive episode (fewer than five symptoms or not

lasting two weeks). For at least two years in adults (one year in children and teens), these

swings occupy at least half the person's days, and no stable stretch ever lasts longer than two

months. The disorder is mostly driven by unstable mood-regulation networks in the prefrontal

cortex and limbic system, plus imbalances in serotonin (a brain messenger that steadies mood),

dopamine (a brain messenger that fuels motivation and reward), and norepinephrine (a brain

messenger that powers arousal and energy).

C L I N I C A L  T E R M

Two or more years (one or more years in children and adolescents) of numerous periods

with hypomanic symptoms that do not meet criteria for a hypomanic episode and

numerous periods with depressive symptoms that do not meet criteria for a major

depressive episode; symptoms are present at least half the time, with no symptom-free

interval longer than two months; criteria for a major depressive, manic, or hypomanic

episode have never been met during the initial two years (DSM-5-TR).

How the body compensates

The person builds a life around unpredictability. During up-drifts they take on too many

projects, spend too much, sleep too little, and talk fast. During down-drifts they cancel plans,

miss deadlines, withdraw from friends, and feel too tired to keep up. Over time they earn a

reputation as moody or unreliable. Many turn to self-medication—caffeine and spending to lift

the lows, alcohol or cannabis to quiet the highs and sleep—which blurs the clinical picture and

worsens the cycling.

Up-drift: takes on projects, spends money, socializes hard, sleeps less, talks faster.

Down-drift: cancels plans, misses deadlines, withdraws from people, feels hopeless and

tired.

Reputation cost: labeled as moody or unreliable—relationships and jobs begin to strain.

Self-medication with alcohol, caffeine, cannabis, or stimulants blurs the diagnosis and

worsens cycling.

Person normalizes the swings—'this is just who I am'—and rarely presents for help until a

relationship or job breaks.
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Domino effect

Years of subthreshold cycling quietly erode work and relationships. — Neither pole is

dramatic enough to force treatment, so the damage accumulates in silence—the impairment

comes from unpredictability, not severity.

Self-medication with alcohol, cannabis, or stimulants begins. — Substance use disorders are

common companions in cyclothymic disorder; they both mask and worsen the cycling,

making the diagnosis harder to see.

Risk of conversion to full bipolar disorder rises over time. — Roughly fifteen to fifty percent

of people with cyclothymic disorder later develop bipolar I or bipolar II—one full manic

episode converts the diagnosis to bipolar I; one hypomanic episode plus a major depressive

episode converts it to bipolar II.

Antidepressant monotherapy mishap triggers rapid cycling or hypomania. — If the down-

drifts get labeled as depression and an antidepressant is started alone (without a mood

stabilizer), the medication can amplify the up-drifts into hypomania or speed up the cycling,

worsening the disorder.

Untreated years harden into identity—the swings become 'just my personality.' — The

longer cycling runs without treatment, the more the person and family treat it as

personality instead of a treatable mood disorder, delaying effective care.

Symptoms · what the patient feels, and why

Recurrent mild highs — more energy than usual, less sleep needed (but not staying up all

night), talking more, feeling unusually upbeat or confident (never a full manic or hypomanic

episode): The mood-regulation centers in the prefrontal cortex (the front part of the brain

that steadies mood) and the limbic system (the deeper emotion center) drift a little too

high, lifting energy and mood above normal. But the lift never gets strong enough, lasts

long enough (at least 4 days straight), or causes enough obvious problems to count as a

true hypomanic episode — it stays just under that line.

Recurrent mild lows — feeling sad or empty, tired, trouble focusing, feeling down on

yourself (never a full major depressive episode): The same mood circuits drift too low,

damping energy and brightening thoughts. But the symptoms never add up to five out of

the nine needed for major depression, and they don't last a full two weeks at that level —

they stay subthreshold (under the full-episode cutoff) even though they wear you down over

time.
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Mood swings present at least half the time for 2 years or longer (1 year or longer in

children and teens): Cyclothymic disorder is defined by how long the pattern lasts, not by

any single big episode. The DSM-5 requires at least two years of this up-and-down cycling

(one year for kids) to separate true cyclothymia from a short rough patch that will settle on

its own.

Never symptom-free for more than 2 months in a row: The two-month rule is the key

divider: if you can go more than two months feeling stable and even, the pattern isn't

cyclothymic. Cyclothymia means the waves keep coming back before you've had more than

eight weeks of calm water.

Unpredictability that strains relationships, work, or plans — 'I never know which version of

me will wake up': Even though each swing is mild, the constant shifting makes it hard to

count on your own mood, energy, or judgment. Friends, family, and bosses notice the

inconsistency, and you feel the distress of never being able to predict or control how you'll

feel next week. This functional impairment or significant distress is required to make the

diagnosis — ups and downs that don't bother you or interfere with life aren't a disorder.

Sleep that swings with mood — some nights needing much less (feeling rested on 4–5

hours), other stretches needing more or sleeping poorly: The brainstem sleep-wake centers

(especially the locus coeruleus and the suprachiasmatic nucleus, which set the body's clock)

are tightly linked to mood circuits. When mood drifts high, the drive for sleep drops; when

mood sags, sleep often fragments or the need for it rises. These sleep changes track the

mood waves.

Focused exam

Mental state shifts across visits — upbeat and fast-talking one day, flat and slow the next: In

cyclothymic disorder, each single visit usually catches just a piece of the picture. Seeing the

ups and downs appear at different appointments — rather than one big, clear episode — is

the hallmark on exam. A single snapshot almost always misses the full pattern.

Thyroid signs — hand tremor, fast heart rate, or recent weight changes: An overactive

thyroid (hyperthyroidism) can create mood swings, extra energy, and trouble sleeping that

look identical to cyclothymic disorder. You must rule out thyroid disease before calling it

cyclothymia.

Sleep pattern tracked over several weeks — using a diary or wearable device, not just

asking about last night: Cyclothymic disorder leaves a footprint in sleep: need for sleep

shrinks during high swings and grows during low swings, in a repeating pattern. Tracking

sleep over time gives the most objective clue that the mood is truly cycling.
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Signs of stimulant or cannabis use — dilated pupils, sweating, jitteriness, or the smell of

cannabis: Stimulants (like cocaine or amphetamines) and cannabis can both create mood

highs and lows that disappear when the substance stops. If substances explain the pattern,

it is not cyclothymic disorder.

Psychosis — hearing voices, seeing things that are not there, or bizarre false beliefs:

Psychosis means the person has crossed into full mania or another serious condition.

Cyclothymic disorder never includes psychosis; if it appears, this is a different diagnosis

and needs urgent workup.

Grossly impaired judgment — reckless spending sprees, hypersexual behavior, or quitting a

job impulsively: Severely bad judgment means a full manic or hypomanic episode is

happening. Cyclothymic disorder causes milder, subthreshold swings; major impairment

bumps the diagnosis to bipolar I or II and changes treatment immediately.

Diagnostics · every test answers a question

Two-year mood timeline (one year in children and teens) — charted day by day using a

calendar or mood-tracking app → Do mild highs and mild lows fill at least half the days, with

no calm stretch longer than two months?

DSM-5 episode checklist — reviewing whether any swing ever met full criteria for major

depression, hypomania, or mania during the required timeline → Has the person ever had a

complete major depressive, manic, or hypomanic episode during the two-year period?

TSH (thyroid-stimulating hormone) and free T4 blood levels → Is thyroid disease — either

an overactive or underactive thyroid — causing the mood and energy swings?

Urine drug screen and detailed substance-use history — including prescription stimulants,

cocaine, amphetamines, cannabis, and alcohol → Are drugs or alcohol creating or driving

the mood highs and lows?

Collateral history from a family member, partner, or close friend who has known the person

for at least two years → Do the mood swings look the same from the outside, and how long

have they really been going on?

Comprehensive medication review — including antidepressants, steroids, stimulants for

ADHD, and over-the-counter supplements → Could a medication or supplement be causing

or worsening the mood swings?
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Treatment logic

Psychoeducation about cyclothymic disorder, daily mood charting, and rhythm stabilization

— protecting sleep schedule, getting morning light exposure, and keeping a consistent daily

routine → Teaching the person to recognize their own cycle, guard their sleep (because

even one short night can trigger an upswing), and anchor their day with regular wake time,

meals, and bedtime flattens the mood swings measurably. This approach comes from

interpersonal and social rhythm therapy, which has strong evidence in bipolar-spectrum

conditions.

Cognitive-behavioral therapy (CBT) targeting the damage from both poles — restraining

overcommitment and overspending during highs, and using behavioral activation to

maintain function during lows → CBT teaches skills to catch and slow down upswing

behaviors (like signing up for five projects at once or buying things impulsively) and to push

through downswing inertia (like skipping work or isolating). These skills keep life stable

even when mood is shifting.

Mood stabilizer — lithium or lamotrigine — when swings cause clear impairment in work,

school, or relationships → Lithium narrows the mood range from both directions (dampens

highs and lifts lows) and also cuts suicide risk, which remains elevated across the bipolar

spectrum. Lamotrigine works more strongly on the low pole and has fewer metabolic side

effects. Both reduce the intensity and frequency of swings.

Avoid prescribing an antidepressant by itself (monotherapy) → Giving an antidepressant

alone — without a mood stabilizer — in someone on the bipolar spectrum can flip a

subthreshold high into full hypomania, trigger a manic episode, or speed up the cycling

between highs and lows. Withholding antidepressant monotherapy is a core safety rule

across all bipolar-spectrum conditions, including cyclothymic disorder.

Medications

Lithium · Mood stabilizer

Calms overexcited mood circuits deep inside brain cells by changing how chemical signals get

passed around, tightening the swing range in both directions and cutting suicide risk across

the whole bipolar family.

Lithium slows down second-messenger chains inside mood neurons, damping their

excitability

The neurons stop firing too high or dropping too low

Over 2 to 4 weeks, both the up-swings and down-swings shrink and the mood band narrows
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S A F E T Y  WAT C H

Target blood level: 0.6 to 1.0 mEq per liter for prevention; toxicity starts above 1.5

(tremor, throwing up, confusion, stumbling) · Dehydration, NSAIDs (like ibuprofen), ACE

inhibitors, and water pills raise lithium levels and can tip you into danger · Check kidney

and thyroid function every 6 to 12 months — lithium can strain both over years

Lamotrigine · Mood stabilizer (anticonvulsant)

Blocks sodium channels in nerve membranes and lowers glutamate (the brain's main go

signal), steadying mood from underneath — most helpful against the low-mood side of the

cycle.

Lamotrigine plugs sodium channels, stopping neurons from firing too many go signals

Glutamate release drops, which dampens excitatory overdrive

Depressive dips become shallower and less frequent over weeks as the dose climbs slowly

to the maintenance target

S A F E T Y  WAT C H

Stevens–Johnson syndrome (a dangerous rash): go up SLOWLY (start 25 mg daily, double

every 2 weeks) and stop at the FIRST sign of any rash · Valproate (another mood drug)

doubles lamotrigine levels; birth-control pills with estrogen cut levels in half · Dizziness,

blurred vision, and headache if the dose climbs too fast or gets too high

Quetiapine (low dose, when sleep is broken or cycling causes real trouble) ·

Second-generation antipsychotic

Blocks dopamine D2 receptors (braking reward and motor signals) and serotonin 5-HT2A

receptors (calming mood and perception circuits), which settles agitation, fixes sleep, and

treats both poles of bipolar-spectrum mood swings.

Quetiapine blocks D2 and 5-HT2A receptors, which cools down limbic overdrive

Sleep consolidates — often the first win you notice, usually within days

The mood band narrows over 1 to 2 weeks as both highs and lows dampen

S A F E T Y  WAT C H

Sleepiness and a drop in blood pressure when standing (orthostatic low blood pressure

(hypotension)) in the first days · Metabolic syndrome risk: measure weight, blood sugar,

and cholesterol at the start and every 3 to 6 months · QT prolongation (a heart-rhythm

warning on EKG) if combined with other QT-stretching drugs or in patients with heart

disease
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Red flags

A first full manic episode — if you ever have a week (or need the hospital) with huge energy,

no sleep, reckless choices, or psychosis, the diagnosis instantly becomes bipolar I, not

cyclothymic disorder

A full major depressive episode (five or more symptoms for at least two weeks) plus a past

hypomanic episode (four days of clear high symptoms) — that combination is bipolar II,

which replaces the cyclothymic label

Suicidal thoughts during a down swing — even though the lows are 'mild' by DSM criteria,

chronic cycling still carries real suicide risk and must be taken seriously

Substance use (alcohol, cannabis, stimulants) climbing to cope with the swings or mask the

pattern — this can hide the true mood picture and bring its own dangers

Starting an antidepressant alone (without a mood stabilizer) and then developing new

irritability, racing thoughts, much less sleep, or risky behavior — this may signal a switch

into hypomania or mania, which can happen when someone on the bipolar spectrum takes

an antidepressant by itself

Nursing priorities

Chart the swings: teach daily mood + sleep logging — The diagnosis and the treatment

response both live in the 2-year pattern, not in any single visit's snapshot.

Protect sleep rhythm aggressively — Sleep disruption is both the earliest sign and a driver

of the next drift — rhythm regularity is treatment.

Screen for substance use and suicidal ideation at every visit — Both are common, both are

missable when episodes look 'mild.'

Flag any antidepressant-alone prescription for review — Unopposed antidepressants across

the bipolar spectrum risk switching and cycle acceleration.

Educate: this is a bipolar-spectrum condition with 15–50% conversion risk — The person

and family need to know which new symptoms (4-day highs, 2-week lows) change the

diagnosis and the plan.

Sources

American Psychiatric Association DSM-5-TR (2022)

National Institute of Mental Health (NIMH)

American Psychiatric Association Practice Guideline for Bipolar Disorder (2nd edition,

2024)
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