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Bipolar disorder is a long-term, dis-
abling psychiatric condition that
adversely affects virtually every aspect

of a patient’s life. The estimated lifetime risk
for bipolar I disorder, the most severe form of
the illness, is between 1% and 2%.1,2 Bipolar
spectrum disorders, which comprise all
forms of the condition, have an estimated
lifetime prevalence of 5%.3,4 The disorder is
characterized by recurrence rates of 50% to
90%5-8 and progressive increases in the fre-
quency and severity of episodes.9

Bipolar disorder exacts a heavy toll on the
affected individual, the healthcare system,
and society. The sixth leading cause of dis-
ability among people 15 to 44 years of age,
bipolar disorder ranks ahead of a number of
other prominent long-term conditions, includ-
ing osteoarthritis, human immunodeficiency
virus infection, diabetes, and asthma.10

The economic burden of bipolar disorder
is substantial. In 1999, disability caused by
the condition had an estimated economic
impact of $60 billion, with indirect costs (lost
productivity) accounting for about half of
the total.11 Another widely cited study deter-
mined that the economic burden of bipolar
disorder amounted to $45 billion in 1991,
with a majority of the total coming from
indirect costs.12

The burden of bipolar disorder comes not
only from the illness itself but from high
rates of comorbid psychiatric and medical
conditions. Comorbid drug or alcohol abuse
is particularly common. One large study of
community-dwelling adults showed that
46% of individuals with bipolar disorder suf-
fered from alcohol abuse or dependence,
and 41% had comorbid drug abuse or
dependence. Additionally, 21% of patients
with bipolar disorder also had a history of
panic disorder, and 21% had obsessive-com-
pulsive disorder.13-15 Other studies of patients

with bipolar disorder have shown rates of
alcohol abuse ranging as high as 69% and
rates of drug abuse as high as 60%.16

Surveys and other studies have consis-
tently documented high rates of psychiatric
comorbidity among patients with bipolar
disorder. In a study of about 300 patients
with bipolar disorder, 65% met diagnostic
criteria for at least 1 lifetime comorbid psy-
chiatric disorder.17 Another survey found
that 92% of individuals who met diagnostic
criteria for bipolar I disorder also met
diagnostic criteria for a lifetime anxiety
disorder.18 A recent literature review
revealed frequent associations between
bipolar disorder and anxiety disorders,
panic disorder, obsessive-compulsive dis-
order, social phobia, eating disorders,
attention-deficit/hyperactivity disorder, and
axis II personality disorders.19

Patients with bipolar disorder also have
increased rates of certain medical condi-
tions compared with individuals without the
disorder. Various studies have demonstrated
associations between bipolar disorder and
illnesses such as migraine, thyroid disease,
obesity, diabetes, and multiple sclerosis.
Additionally, bipolar disorder has been asso-
ciated with increased mortality related to
cardiovascular disease and some forms of
cancer.20

In addition to the emotional and physical
toll, unemployment is a common conse-
quence of bipolar disorder, as are absen-
teeism and job-related difficulties. A survey
by the National Depressive and Manic-
Depressive Association (NDMDA) found an
unemployment rate of 60% among people
with bipolar disorder. Moreover, 88% of the
respondents reported occupational difficul-
ties.21 Data from a registry of patients with
bipolar disorder also demonstrated an
unemployment rate of about 60%.12
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Work-related absenteeism is common
among employed individuals with bipolar
disorder. As an example, one primary care
study showed that a diagnosis of bipolar
disorder was associated with a 7-fold likeli-
hood of missing work because of medical
illness compared with people without bipo-
lar disorder.22 A recent literature review
evaluated the association between bipolar
disorder and work impairment, defined as
long-term unemployment, occupational
functioning, absenteeism because of emo-
tional problems and somatic complaints,
or poor work performance. Regardless of
the definition, people with bipolar disorder
had higher rates of work impairment com-
pared with people without the disorder,
including individuals with other types of
mental illness.11

Misdiagnosis frequently complicates
attempts at effective management of bipolar
disorder. In its most recent survey, the
NDMDA found that 69% of patients with
bipolar disorder were initially misdiagnosed.
In more than one third of cases, 10 years or
more passed before a correct diagnosis was
made.21 The results are consistent with an
earlier NDMDA survey showing a misdiag-
nosis rate of 70%.23 Corroborating data
have come from other investigations. For
example, one study showed that 40% of
patients with bipolar disorder initially had
an incorrect diagnosis of major depression,
and another showed that 25% to 50% of
major depression cases were, in fact, bipo-
lar disorder.24,25

Misdiagnosis of bipolar disorder can have
profound consequences for the clinical
course of the illness. Obviously, a delay in
effective treatment can place a patient at
increased risk for recurrence or long-term
episodes of illness. Mood-stabilizing therapy
for bipolar disorder might be less effective
when initiated after unsuccessful treatment
for depression.26 Moreover, antidepressant
medications have not been shown to pre-
vent depression in patients with bipolar
disorder.27

A recent study found that about 14% of
the patients in the study with major depres-
sive disorder showed symptoms of mania
within the past year, suggesting that they
may be misdiagnosed.28 These patients

report significantly lower quality of life than
patients with major depressive disorder as
measured by the Short Form-8, a question-
naire designed to assess physical, social, and
emotional functioning, and the more com-
prehensive Psychological General Well-
Being Scale.

Misdiagnosis also increases the economic
consequences of bipolar disorder. A delay in
initiation of mood-stabilizing therapy for
patients with bipolar disorder has been asso-
ciated with increased healthcare costs.29

Patients with unrecognized bipolar disorder
have higher rates of hospital use and suicide
attempts compared with individuals with
recognized bipolar disorder.30

Perhaps not surprisingly, many patients
with bipolar disorder have poor quality of
life, including health-related quality of life. A
survey of bipolar patients during euthymia
showed that quality of life was similar or
worse than that of patients with long-term
medical conditions.31 Another study showed
that a woman who has bipolar disorder with
an onset at 25 years of age loses 9 years of
life, 12 years of normal health, and 14 years
of effective functioning.32 Ten-year follow-up
of a group of patients with bipolar disorder
showed that about 50% had sustained
improvement, whereas 30% to 40% declined
functionally over time.33

A recent review evaluated health-related
quality of life, work impairment, and health-
care costs and utilization among patients
with bipolar disorder. The analysis showed
that bipolar disorder substantially decreases
a person’s health-related quality of life and
increases costs associated with medical care
and work impairment. Patients with bipolar
disorder had higher rates of healthcare
resources compared with patients with
depression or long-term medical condi-
tions.11 Another review found that patients
with bipolar disorder have lower quality of
life than patients with schizophrenia.34

A recent study investigated changes in
health-related quality of life in patients with
bipolar I or II disorder who were given que-
tiapine monotherapy during an 8-week, dou-
ble-blind, placebo-controlled trial. Using the
16-item short form of the Quality of Life
Enjoyment and Satisfaction Questionnaire,
significant improvement was noted in the
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quetiapine treatment groups compared with
placebo groups.35

This supplement to The American
Journal of Managed Care examines 2 key
issues in the diagnosis, evaluation, and man-
agement of bipolar disorder: misdiagnosis
and quality of life. As suggested above, both
issues make major contributions to the bur-
dens associated with bipolar disorder.

Roy H. Perlis, MD, explores the magni-
tude of the problem of misdiagnosis, factors
underlying misdiagnosis of bipolar disorder,
and some of the consequences of misdiagno-
sis. Dr Perlis also discusses how to improve
the diagnosis of bipolar disorder. The article
emphasizes that careful screening for cur-
rent and past symptoms and close clinical
follow-up provide the foundation for accu-
rate diagnosis and more effective manage-
ment of bipolar disorder.

Lana A. Vornik, MSc, and Robert M. A.
Hirschfeld, MD, examine the impact of bipo-
lar disorder on patients’ quality of life. They
review findings from studies that have includ-
ed quality-of-life assessment in the evaluation
and management of patients with bipolar dis-
order. They also discuss findings obtained
with specific quality-of-life assessment instru-
ments. Finally, they review data related to the
impact of treatment on the quality of life of
patients with bipolar disorder, particularly
the effects of atypical antipsychotics. In gen-
eral, symptomatic improvement has been
associated with improved quality of life in
patients with bipolar disorder.

The following articles address highly
relevant, contemporary issues in the diagno-
sis, evaluation, and treatment of bipolar dis-
order. The information provides insight into
topics and principles that have clear appli-
cability to the managed care environment.
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